
FROST CHIROPRACTIC REGISTRATION AND HISTORY

PATIENT INFORMATION FAMILY HISTORY

Date _________________________________________ Have any of your family members been diagnosed with:

Patient Last Name ____________________________ Problem                             Which Family Member?

First Name __________________ M.I. ____________ Anemia

Asthma

Cancer

Street Address ________________________________ Cataracts

Diabetes

Rheumatoid Arthritis

City _________________________________________ Tuberculosis

Glaucoma

State_______________  Zip Code ________________ Heart Disease

High Blood Pressure

Sex        ___ M   ___ F           Age ________________ Kidney Disease

Thyroid Problem

Birthdate _____________________________________ Other

|__| Married   |__| Widowed   |__| Single   |__| Minor CONTACT INFORMATION

|__| Separated   |__| Divorced   |__| Partnered Cell Phone ___________________________________

Spouses Name _______________________________ Home Phone _________________________________

Patient Employer/School Work Phone __________________________________

_____________________________________________

Email ________________________________________

Who may we thank for your referral?

In Case of Emergency, contact:

__ Dr. _________________________________(name) Name ________________________________________

__ Friend ______________________________(name)

__ Yellow Pages Phone Number _______________________________

__ Other _____________________________________

Alt phone number ____________________________

MEDICATIONS, ALLERGIES, VITAMINS ACCIENT INFORMATION

Is condition due to accident        |_| yes |_| No

Type of Accident |_| Auto  |_| Work  |_| Home |_| Other

To whom have you made a report of your accident?

|_| Auto ins.  |_|Employer |_|Worker Comp |_|other

Attorney Name ________________________________

Address ______________________________________

_____________________________________________

Phone Number ________________________________

Claim Number ________________________________

Social Security Number__________________________



PATIENT CONDITION

Reason for visit _________________________________________________________________________

When did your symptoms appear____________________________________________________________

Is this condition getting progressively worse?      |__|Yes   |__|No   |__|Unknown

Rate the severity of your pain on a scale from 1(least pain) to 10(severe pain)  ______

Type of pain: |_|Sharp   |_|Dull   |_|Throbbing   |_|Numbness   |_|Aching   |_| Shooting

      |_|Burning   |_|Tingling   |_|Cramps  |_|Stiffness  |_|Swelling   |_|Swelling   |_|other

How often do you have this pain ?  _________________________________________

Is it constant or does it come and go?  _____________________________________

Does it interfere with your:    |_|Work   |_|Sleep   |_|Daily routine   |_|Recreation

Activities or movements that are painful to perform:  |_| Sitting  |_| Standing  |_| Walking  |_| Bending  |_| Lying Down

HEALTH HISTORY

What treatment have you already received for your condition?   |__|Medications   |__|Surgery    |__|Physical Therapy

        |__|Chiropractic Services            |__|None               |__|Other _____________________________

Name of other doctors who have treated you for your condition:  ___________________________________________

Date of last:   Physical Exam________________   Spinal X-Ray________________   Blood Test________________

                    Spinal Exam    ________________   Chest X-Ray________________   Urine Test ________________

                    Dental X-Ray ________________   MRI, CT-Scan, Bone Scan ________________________________

Place a Mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS/HIV     Yes      No Diabetes      Yes      No Liver Disease       Yes       No Rheumatic Fever       Yes        No

Alcoholism     Yes      No Emphysema      Yes      No Measles       Yes       No Scarlet Fever       Yes        No

Allergy Shots     Yes      No Epilepsy      Yes      No Migraine Headaches       Yes       No Sexually       Yes        No

Anemia     Yes      No Fractures      Yes      No Miscarriage       Yes       No    Transmitted

Anorexia     Yes      No Glaucoma      Yes      No Mononucleosis       Yes       No    Disease

Appendicitis     Yes      No Goiter      Yes      No Multiple Sclerosis       Yes       No Stroke       Yes        No

Arthritis     Yes      No Gonorrhea      Yes      No Mumps       Yes       No Suicide Attempt       Yes        No

Asthma     Yes      No Gout      Yes      No Osteoporosis       Yes       No Thyroid Problem       Yes        No

Bleeding Disorder    Yes      No Heart Disease      Yes      No Pacemaker       Yes       No Tonsillitis       Yes        No

Breast Lump     Yes      No Hepatitis      Yes      No Parkinson's Disease       Yes       No Tuberculosis       Yes        No

Bronchitis     Yes      No Hernia      Yes      No Pinched Nerve       Yes       No Tumor, Growths       Yes        No

Bulimia     Yes      No Herniated Disk      Yes      No Pneumonia       Yes       No Typhoid Fever       Yes        No

Cancer     Yes      No Herpes      Yes      No Polio       Yes       No Ulcers       Yes        No

Cataracts     Yes      No High Blood      Yes      No Prostate Problem       Yes       No Vaginal Infections       Yes        No

Chemical     Yes      No   Pressure Prosthesis       Yes       No Whooping Cough       Yes        No

  Dependency High Cholesterol      Yes      No Psychiatric Care       Yes       No Other ________       Yes        No

Chicken Pox     Yes      No Kidney Disease      Yes      No Rheumatoid Arthritis       Yes       No _____________       Yes        No

Exercise Work Activity Habits

|__| None |__| Sitting |__| Smoking Packs/day___________________

|__| Moderate |__| Standing |__| Alcohol Drinks/Week _________________

|__| Daily |__| Light Labor |__| Coffee/Caffeine Drinks Cups/Day  __________________

|__| Heavy |__| Heavy Labor |__| High Stress Level Reason ____________________

Are you or could you possibly be pregnant?    |__| Yes    |__| No

Injuries/Surgeries you have had

Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

Mark and X on the picture where you continue to have pain, numbness or tingling



Informed Consent to Treatment

The nature of chiropractic treatment: The doctor may use his/her hands or a mechanical device in order to move your joints. You may feel a
"click" or "pop", such as the noise when a knuckle is "cracked", and you may feel movement of the joint. Various ancillary procedures, such as hot or
cold packs, electric muscle stimulation, therapeutic laser, acupuncture or mechanical traction may also be used.

Possible Risks: As with any health care procedure, complications are possible following a chiropractic manipulation. Complications could include
fractures of bone, muscular strain, ligamentous sprain, dislocations of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular
injury or stroke could occur upon severe injury to arteries of the neck. A minority of patients may notice stiffness or soreness after the first few days
of treatment. The ancillary procedures could produce skin irritation, burns or minor complications.

Probability of risks occurring: The risks of complications due to chiropractic treatment have been described as "rare", about as often as
complications are seen from the taking of a single aspirin tablet. The risk of cerebrovascular injury or stroke, has been estimated at one in one million
to one in twenty million, and can be even further reduced by screening procedures. The probability of adverse reaction due to ancillary procedures is
also considered "rare".

Other treatment options which could be considered may include the following:

• Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver and kidneys, and other side effects in a
significant number of cases. 

• Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs include a multitude of undesirable side
effects and patient dependence in a significant number of cases. 

• Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in a significant number of cases. 

• Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as an extended convalescent period in a
significant number of cases. 

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes. These changes can
further reduce skeletal mobility, and induce chronic pain cycles. It is quite probable that delay of treatment will complicate the condition and make
future rehabilitation more difficult.

I have read the explanation above of chiropractic treatment. I have had the opportunity to have any questions answered to my satisfaction. I have
fully evaluated the risks and benefits of undergoing treatment. I have freely decided to undergo the recommended treatment, and herby give my full
consent to treatment.  I am here solely for the purpose of my health, and I represent no other agency, group, organization other than myself.

                                                                                                                                                                                  
Patient Printed Name Patient Signature Date

                                                                                                                                                                                  
Witness Printed Name Witness Signature Date

Frost Chiropractic Center
● 1128 Tusculum Blvd, Ste C, Greeneville, TN 37745

423 798 9710
● 639 Cosby Hwy, Newport, TN 37821

                                                                        423 623 8252



FROST CHIROPRACTIC CENTER

Insurance

Group insurance is an agreement between you and your insurance company, not between your insurance and this

office.  As a courtesy to our patients, our office will complete any necessary reports and forms at no charge, and

file them with your insurance company.  It is to be understood and agreed that services rendered are charged to

you directly and you are personally responsible for any and all incurred charges.

Patients without Insurance

1. We request that 100% of the first visit be paid at the time of service

2. For your convenience we will be happy to set up payment arrangements for subsequent visits.

3. We are happy to accept your check, visa, MasterCard, American Express, Discover or debit card.

“On the job” Injury

Workers Compensation pays in full for chiropractic care.  Upon being released from care, a 3 month period is

allowed for settlement of your claim.  If settlement has not been reached within this period, or if you have

suspended or terminated your care without your doctor's approval, payment for services is due immediately.

Personal Injury or Automobile Accident

Please present your auto insurance forms at your first visit.  If an attorney is handling your case, please notify us

right away.  Although you are ultimately responsible for your bill, our office will wait for settlement to be paid as

long as you are an active patient.  If you suspend or terminate care, any fees for services are due immediately

Medicare

We do accept Medicare.  After your deductible has been met for the year, Medicare will pay 80% of the visits

they approve.  The other 20% is due by the patient unless a supplemental insurance exists.  Medicare does not

cover examinations, x-rays or physical therapy.  The patient will be responsible for the full charge of the

initial examination as well as any and all x-rays since Medicare will not cover these charges.

I understand and agree that health and accident insurance policies are an agreement between my insurance

company and myself, not between my insurance company and Frost Chiropractic Center.  I authorize Frost

Chiropractic Center to release any medical information and to complete any usual and customary reports and

forms at no charge to assist in collecting from my insurance company.

If mine is a regular health insurance case, I agree to pay a percentage of services as they are rendered.  However,

I understand that I am ultimately responsible for payment in full at this office.  I also understand that if I

terminate my schedule of care as determined by my treating doctor, any fees for professional services will be

immediately due and payable.  I, the undersigned, have read and agree with the above policy.

_________________________________ ____________________

Patient Date

_________________________________ ____________________

Authorize provider representative Date



 



 




