Patient Health Questionnaire

Patient Name______________________________________________________

Date______________________

Date of Birth_____/______/_________

Age___________
E-mail__________________________________

Address___________________________________________________________________________________________

Home phone_______________________
Cell_________________________
Work_____________________

Are you here today as the result of an accident (motor vehicle, work related, etc.)?____________________________

Many of our patients are referred to our clinic, how did you learn of our clinic?_______________________________
Have you ever had acupuncture before?  Y   N          
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1) Describe your symptoms and mark affected areas on diagram:________________:___________________

        _____________________________________________

       _____________________________________________
 ( sharp
( dull ache
 ( numb
( shooting
( burning
( tingling    
( other_______________

2) When did your symptoms start:_________________

        _____________________________________________
3) How did your symptoms begin:__________________
        _____________________________________________

4) How are your symptoms changing:


( getting better     ( not changing
( getting worse

5) Based on this scale   0   1   2    3    4    5    6    7    8    9    10, what is the intensity of your symptoms?

                                                       None              Medium         Unbearable
Now:          

At Worst:          

At Best:          


6) Who have you seen for your symptoms:
 ( No one

 ( Chiropractor
( Acupuncturist

( Medical Doctor
( Other________________________________

7) When & what treatment was received:_____________________________________________________________
8) What were the results of treatment:
( No effect
( Temp relief
     ( Improved

( Worse
9) Prior illnesses: ________________________________________________________________________________

10) Past hospitalizations: ___________________________________________________________________________

11)  Surgeries: ____________________________________________________________________________________

12)  Medications: __________________________________________________________________________________

13) Do you have any occupational or recreational stresses: ______________________________________________

14)  What are your goals for treatment? _______________________________________________________________

_________________________________________________________________________________________________

15) Other pertinent health information that should be disclosed prior to treatment: __________________________

_________________________________________________________________________________________________

OVER

PRIVACY INFORMATION, RELEASE OF INFORMATION, ASSIGNMENT OF BENEFITS

( PAYMENT  All payments are due at the time that services are rendered.  This clinic accepts cash, check, & debit/credit cards.  This office charges $50 on all returned checks and this payment must be made in cash, credit card or money order.  All accounts that are 60 days overdue will be charged 5% of balance for late fees.  

( INSURANCE We may accept assignment of insurance benefits.  By signing this policy, you agree to the release of the necessary medical information in order to secure payment, assign your insurance benefits to this clinic and you authorize direct payment to the treating doctor. Your insurance plan is a contract between you and your insurance company.  This clinic is not a party to that contract and therefore cannot modify the terms of that contract. Payment for treatment you receive from Natural Bodyworks, LLC and/or Shawnda Gross, D.C. is your responsibility whether your insurance company pays or not (due to denial, reduction of benefits, noncoverage or complete failure to pay).  In some circumstances we may require your assistance. If your insurance company has not paid your account in full within 60 days and you refuse to assist us in dealing with your carrier, the balance will be automatically be transferred to you.  

( DEDUCTIBLES/CO-PAYMENTS/CO-INSURANCE By law we are required to make reasonable efforts to collect deductibles and co-insurance and/or co-payment obligations.  All co-insurance and/or co-payments and deductibles are required to be paid under the terms of your contract with your insurance carrier.  

( NON-COVERED SERVICES (I.E. MAINTENANCE/PALLIATIVE CARE)  Your treatment may involve services that are not covered under your health benefit plan. You have the right to deny receipt of these services. If you elect to receive any or all services recommended, you will be fully responsible for payment of these services.

( MISSED APPOINTMENTS  Please help us serve you better by keeping scheduled appointments. We ask that if you must cancel an appointment that you give 24 hours advance notice.  This office reserves the right to charge for repeated missed or cancelled appointments.  Further, understand that non-compliance with your ordered treatment plan may negate our ability to represent your services as medically necessary to your insurance carrier. Part of satisfying the medical necessity requirement is for this clinic to develop a treatment program that is oriented toward improving your level of functionality to your maximum potential.  Non-compliance with your treatment plan will interfere with our ability to make the progress that is required by your carrier to establish the medical necessity of the services such that they become covered by your insurance plan.  If you are non-compliant with your ordered treatment plan you will be discharged from that plan.  If this is the case, you will be offered maintenance treatment on a schedule that you can determine.  This type of treatment; however, is not generally a covered benefit under most insurance plans and this clinic will not bill these services to your carrier. The burden of payment for this type of treatment will be your responsibility.  

( RELEASE OF INFORMATION – HIPAA PRIVACY  This clinic is concerned about the privacy of your individually identifiable health information and has enacted policies and procedures to protect your privacy as required by the Health Insurance Portability and Accountability Act of 1996. A notice of this clinic’s privacy practices can be obtained from a staff member.

( AUTHORIZATION FOR EXAMINATION AND TREATMENT  I authorize Natural Bodyworks, LLC and the Doctors of Chiropractic doing business under such name to perform an examination on me.  Following this examination, and based on my acceptance as a chiropractic patient, I have discussed the nature of acupuncture, spinal manipulative therapy, manual therapies, the taking of vital signs, range of motion/strength testing, orthopedic testing, basic neurological testing, ultrasound, hot/cold therapy, and electrical stimulation treatments with a doctor and have had my questions answered to my satisfaction. By signing below I state that I have weighed the risks involved in undergoing treatment as well as considered other treatment options and have decided that it is in my best interest to undergo the treatment recommended. Having been informed of the risks and benefits, I hereby give my consent to that treatment.

( FEMALE PATIENTS  Certain acupuncture points and treatment is contraindicated during pregnancy.  Please indicate the start date of your last menstrual period ___________________.  Also, please indicate if there is any possibility that you are currently pregnant: 

( Yes ( No.  

By signing below, you are indicating that you have read, understand and agree to the above:

SIGNATURE________________________________________________________________
DATE_______________________
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