Patient Name: Birth Date:

Reason for this Appointment:

Conditionis) Symptoms / Pain You Are Currenily Expanancing: ——

Arg you Pregnant? OYes OMo

Arswar Yas (Y) or Mo (M) H you have ever had the lolfiowing health facts:
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0 O Highlow Blood 0O O Hasrng Problem 0O O Siomachackg 0 O Concuasion O O Serures
Pressurg 00 Loss of Smed OO0 Weers 0 O Head of Meck Faim 0 2 Memony Loss

0 O Farvar 0O O Simis Trowbis 0 O intestral Pain Ol O Painin Extremities 0 O Dapression

0 O Waight Loss 00 Trouble Sealiowing O O Trodbds Usnating O O Painin Spine. Aibs 0 O HighLow

00 Fasgue O O Circulsion Problama O O HAescisl Blaeding ar Pahis Bigod Sugar

O O Mumbness 0 O Ireguiar Hoad Bea! O O Bladder infection O O Breast Spenass 0O O Swoblen Glands

0 O Vision Problesmns O O Diffculty Breathing 0O O Broken o 0 0 Mipple Sorenass O 8 Amemia

O O Diezinass 0O 0O Excessive Goughing Fractured Bonps O O Anoodty 0 O Excessive Bleading

O O Emmcha [ O Cowgh Bleod O O Backachs O O Meuritis O O Allargies

Hawve you or any bloodline family membars aver had the lollowing:  (Mark “F= for famdy and "¥" for vou)

FY Fy = F X F ¥

O O Tiabeles 00 Asihma O B Muscular Dystrophy 0 0 Drug Addichion O O Pace Maker

O O Osteossthrifis 00O Anemris 00O German daasias 0O O HIY Podlive 0 0 Tubsrcubosts

O O Sircica O 0 Multiple Scleross 2 0 Ahaumatc Fever O O Turmors 13 0 Heat Desaase

0 O Hepatilis 0 O Conganftal theease O O Afargles O O Vanareal Dheaase O O Eidney Daeaze

O O Aleoholism O O Epilapsy 0 O Awptuines L I Ahmumalokd O O Mantal linpss

0O O Smoker 0O 0O Cancer 0O 0O Scarlat Fover Asthriils oo

Mark all atfected areas on the body with the appropriate symbals thal describe yowr sensabons.

Numbness:

Pins and needles:

oo

Mark &n “X" on the line below thal bast deschbes the mlensty of your primary complaint,

Meck:
Mid-Back:
Low Back:
Extremities:

Patien's Signatura
Dociors Shynatune
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DEAR PATIENT: Please assist us by clearly and correctly completing the information in the auﬂinedl
areas. Do NOT write or mark in shaded areas.
Please give your insurance card(s) to the receptionist for copying.

BOCIAL BECURITY S

AL I
STREET ADDRESS

HEHAE TELEPHDKE NUMEER EMPLOVERS TELEPHOMNE NUWBER EMPLOYER'E MAME
( ) » £ ) .

FIRST HAME [If callarad i pbe) LAST HAKE | Sfarant than D]

STREET ADDREES (I ol Wan parlan) CITY [T chfignam han pasoct)

FRIMARY IKSURANCE DO HAME & ADDREES

PRMARY (NSURANGE G0, CERTFIGATE GIt CONTAGT # | INSUFANGE GACRP NG. OF EMPLGTER

PATIENT RELATICNESP TO PESURED
ALFOD BFOUSE O WO

FRIMARY ISURANCE CO. NAME & ADDRAESS

PRMARY INSURAMNCE COL. CERTFECATE OR CONTARDT # | INSURANGE GROUP MO OF EMPLOYER

BOCIAL SECURITY NO. OF POLICY OWHER PATHENT RELATIONSHEF TO INSURED
- - SELF 0 B SFTRIE O3 BORY O & DALGITEA O § OTER O ¥

POLICY HOLDERN MAME

mm THE ABCWE SUBSCRMER HERERY AUTHORIZES HESHER ISURANCE COMPRNY TOHESSUE INDEMMITY CHECKS TO THE
ASIVE LISTED MEDSCAL PROVIDER FOR SERVICES PROVIDED.

| reequeaest thiat parymant of authonzed benalits D macs on my Behall, | 2ssign the benalits payable for gervices 1o the physioan O crpeniaion fumishing ihe serices
and puEnorize such physician OR cepaniaton W submit & clalm o amy rgumncs camer (R Modicans for paymant. | autharza iy hoddar of medkcal or othes
infoemrakion abou] me o roleAsE 10 Insuranca cartars OR the Health Cane Fingncing Adminisbmbion aod & sgenis OR o Soclal Spounty Adminisiaton or s
intarrradtanes: OF ay aRancy, proup oF pavednis) NAceasary o Seiund ParT™en] Ary Hoormaiion raaded ko this o Falaled Mpdcane claim, " For and in conskda ratin
of Bhrvicos rendensd and i Be rendensd by e Bbowe Bxled madcal pemidar, | Récoly guanisies paymand Of 5 chaipld it iod e adcouid. * Thia Pl o
Fis { har repmsecinliee mecogiting Ihe need lor health cads, consers b o above heted medical prinidar rendening serdcas as omansd by e physcions, including
o] G sungical froafment, laboratony procedunes, X-ny examinations or olhe serdces rendered ueder Bhe penenad and speciic ingiructions of the physciana. * |
catify thad the informadaon ghvan by me in applying for payment undar Tige X011 of the Social Secusity Al is comeot.
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e ————
PATIERT (FRITEN TN F RSO

= 1 855 AT




Tri [ealth Chiroprastiis
2501 Scharok B Phons: (6141784 Lims
Westerville, Ohhy £3081 FAX: (814)TH-125
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HEALTH CARE AUTHORIZATION FORM

Patient's Name
Patients S§# . DateofBinth

THE PATIENT IDENTIFIED ABOVE AUTHORIZES TRUE HEALTH
CHIROPRACTIC TO USE AND OR DISCLOSE PROTECTED HEALTH
INFORMATION IN ACCORDANCE WITH THE FOLLOWING -

SPECIFIC AUTHORIZATIONS
(= I give permission to True Health Chi ropractic to use my address, phone number

and clinical records to contact me with birthday cards, holiday related cards and
information about treatment alternatives or other health related information.

(OPEN ROOM AUTHORIZATION _OFTIONAL)
a | give True Health Chiropractic permission to treal me in an open room where
other patients are also being treated, [ am aware that other persons in the office may
overhear some of my protected health information during the course of care. Should |
need to speak with doctor at any time in private, the doctor will provide a room for these
conversations.

a By signing this form you are giving True Health Chiropractic permission to use
and disclose your protected health information in accordance with the directives listed

above,
EXPIRATION

The Authorization shall expire on the following date: _Perpetual

RIGHT TO REVOKE AUTHORIZATION

ou have the right to revoke this AUTHORIZATION, in writing, at any fme. Howewer, your writhen
raquest 1o revoke this AUTHORIZATION ks not effective to the extent that we have provided services
o laken aclion i refiance on your suthorization,




You may muﬂisAUﬂﬂHizﬁTrﬂbeMw hand delivering a written notice 1o the Privacy
Official of True Health Chiropractic. Thé writhen notice must contain the following information

Your name, Social Security nurmiber and date of birh;

A clear statement of vour intent 1o revoke this AUTHORIZATION:
The date of your request; and

Your signature

mmmismmﬁmwlimmhrmmm.

This AUTHORIZATIOM is requasted by True Health Chiropractic for ts awn use/diclosura of PH|
{irirrTim Necessany slandards apply )

You have the right to refuse to sign this AUTHORIZATION. If you refuse to sign this
AUTHORIZATION, True Health Chiropractic will not refuse to provide treatment,

?mmmngmmnmmmwmmlinMumm.

- * A COPY OF THE SIGNED AUTHORIZATION WILL BE PROVIDED TO YOU * *

Print Name of Patient

~Signalure of Pafient

Date

- Signature of Personal Representative

Description of Representative's
Authority o Act for Patient:




Troe Health Chiroprectic
- 2511 Schrock R Peromer DELEHT 1978
Westeryvilie, Ofdo X1 FA: (BEATTDS-bis

ACKNOWLEDGMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

I understand and have been provided with a Novice of Information Practices that provides
a more complete description of information uses and disclosures. | understand that 1 have
the following rights and privileges:

= The nght to review the notice prior o signing this consent,

= The right to object to the use of my health information for directory purposes, and

* The right to request restrictions as to how my health information may be used or
diselosed to carry out treatment, payment, or health care operations

Patient Signature Date




	HealthInsuranceForms.pdf
	health_ins1.pdf
	health_ins2
	health_ins3

	health_ins4
	health_ins5

