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	IDENTIFICATION DATA

	Name:                                                                                                               Today's Date:              /               / 

	Date of Birth:            /        /                 Age:                           Social Security Number:       

	Address:                                                                                  City/State/Zip:

	Home Phone: (             )                                                          Mobile Phone: (             )   

	E-mail:

	Emergency Contact:

	Emergency Contact Relation:                                                 Emergency Contact Number: (             )  

	Marital Status:                                                                        Gender:    Male  /   Female

	Occupation:                                                                             Employer: 

	Business Phone: (             )                                                     How did you hear about us?

	CURRENT HEALTH

	What is your main complaint today?

	Is your current complaint related to a work or auto related accident? Please explain:



	When did it start?                                                                 How did it happen?

	What makes your pain worse?      Nothing     Sitting     Standing     Laying Down    Other: 

	What makes your pain better?      Nothing     Sitting     Standing     Laying Down    Other:        

	Please describe the character of your pain (please check all that apply):

Dull

Sore

Shooting

Numb

Gripping/Constricting

Tingling

Burning
Aching

Sharp

Stabbing

Weak

Throbbing/Gnawing

Annoying

Deep


	Does the pain radiate anywhere?     Yes       No         If yes, where?

	How bad is your pain last 24 hours?

(No pain)                                                                                                                                                                             (Worst pain)
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	How bad is your pain last 7 days?

(No pain)                                                                                                                                                                             (Worst pain)
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	How often are these symptoms present?         Occasional            Frequent            Constant            Worse in:   AM       PM

	Did you take medication for this condition?  How much?

	What have you tried for this condition:     Ice/Heat     Meds     PT        Chiropractic        Surgery         Other:

	Exercise:   None        Occasional       Frequent       Daily     Heavy                Caffeine (Quantity):                    

	How is your general stress level?     Mild           Moderate          Extreme  

	Nutritional status:   Poor       Good       Excellent
	Alcohol (Quantity):

	Are you a smoker?         Yes              No          If yes, how long?                                              How much?

	PRIMARY CARE PROVIDER

	Name of your primary care provider:

	PCP Phone: (             )                                                     
	Date of last physical:                /               /



	PREGNANCY

	Are you pregnant?            Yes                 No
	If so, how far along?

	TREATMENT

	Have you received any treatment for your current condition? If yes, when and by whom?



	Have you received any of the following for your condition? (circle any that apply)
Chiropractic

Physical Therapy

Massage

Acupuncture

Botox

Facet Block

Surgery

Epidural Injection


	Have you had any of the following imaging done?
X-ray

MRI

CT Scan

Ultrasound


	Dates images were taken and at which facility?

	PERSONAL HEALTH HISTORY
For the following conditions, circle if you have had any of the following:

	Alcoholism

Allergies

Anemia

Anxiety

Appendicitis

Arthritis

Asthma

Bladder Infection

Bleeding Disorders

Breast Lump

Bronchitis

Cancer

Cataracts

Chicken Pox

Colitis/Crohn's Disease

Cysts

Diabetes

Dizziness
	Emphysema

Epilepsy

Fainting

Glaucoma

Goiter

Gout

Headaches/Migraines

Heart Attack

Heart Disease

Heartburn

Hepatitis

Hernia

Herniated Disc

Herpes

High Blood Pressure

High Cholesterol

HIV/AIDS

Hot Flashes
	IBD/IBS

Kidney Disease

Lightheadedness

Liver Disease

Measles

Memory Loss

Miscarriage

Mononucleosis

Multiple Sclerosis

Mumps

Osteopenia

Osteoporosis

Pacemaker

Parkinson's Disease

Pneumonia

Polio

Prostate Issues

Psychiatric Care
	Rheumatic Fever

Rheumatoid Arthritis

Scarlet Fever

Shingles

Skin Disorders

STD

Stroke

Thyroid Issues

Tingling in Extremities

Tonsilitis

Tuberculosis

Tumors

Typhoid Fever

Ulcers

Weight Disorders

Whooping Cough
Other: ____________________

__________________________

	FAMILY HISTORY

	List immediate family members and significant health history:



	HEALTH EVENTS

	Hospitalizations:

	Surgeries/Implants/Devices:

	Medications/Vitamins:


I certify, to the best of my knowledge, that the information above is both complete and accurate. I agree to notify this doctor immediately whenever I have changes in my health condition or health plan coverage in the future. I understand that my chiropractor may need to contact my physician if my condition needs to be co-managed. Therefore, I give authorization to contact my physician, if necessary. 

Patient/Guardian Signature _______________________________    Date: _________________________


Activities of Daily Living

Please circle any of the following that are affected by your pain. Next to the circle, please indicate how long you can perform the activity before you experience any pain.


Grooming



Walking


Sports (give examples):


Dressing



Sit → Stand


Laundry



Bending


Dishes




Lifting


Cooking



Driving


Bathing



Exercise


Other:


Stairs (up or down)


Reading


Standing



Sexual intercourse


Sitting




Computer work

Chiropractic Insurance Agreement

Your insurance benefits will cover most of your chiropractic costs, but please be aware that there are certain exceptions. Benefits often include a maximum number of visits per year, and some may include a limited allowed dollar amount per year. The insurance companies do not guarantee payment for services rendered. By signing this form, you agree to pay your co-pay and your deductible (if applicable) at the time of service, as well as for any services not covered by your insurance company (such as supplements, pillows, supports, supplies, etc.). This sheet also serves as our documentation of your signature on file for insurance claim purposes.


I understand that I am financially responsible for only what my insurance company states is my responsibility. I understand that I am not responsible for paying any amount that Ottino Chiropractic has agreed to write-off per their agreement with my insurance company as reflected on my insurance company's 'explanation of benefits'.


This office does not guarantee your insurance will pay for care. If your insurance company denies payment, you are responsible for 100% of the billed charges. If we are unable to obtain verification of your policy coverage before services are rendered, this office may request that the initial payment in full.


If you have a credit balance on your account, after this office receives all insurance payments for all services provided to date, you will receive a refund. Or you may use the credit balance toward future services or supplies.


I understand that the Federal Healthcare Information Portability & Accountability Act (HIPPA), has restricted Ottino Chiropractic, PLLC's ability to verify patient information. Although Ottino Chiropractic will make an effort to verbally verify my benefits and will review my benefits with me per my insurance company, I understand that Ottino Chiropractic is not responsible for any inaccurate information that they may receive from my insurance company and that it is ultimately my responsibility to know and understand my chiropractic benefits.


I understand that I have the right to dispute any billing. I understand that errors can occur and it is my responsibility to bring it to the office manager/owner's attention if I feel that an error has been made.


By signing below, I acknowledge that I have completely read and understand this agreement in its entirety and agree to the conditions within this agreement.

Patient's Name (print) ______________________________

Signature ________________________________________

Date __________________


Informed Consent
I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical therapy and diagnostic x-rays, on me (or on patient named below, for whom I am legally responsible) by the doctor of chiropractic named below and/or other licensed doctors of chiropractic who now or in the future treat me while employed by, working or associated with or serving as back-up for the doctor of chiropractic named below, including those working at the clinic or office listed below or any other office or clinic whether signatories to this form or not.

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office of clinic personnel the nature and purpose of chiropractic adjustments and procedures. I understand that results are not guaranteed. 

I understand, and am informed, that in the practice of chiropractic, as there is in practice of medicine,  there are some risks to treatment including, but not limited to fractures, disc injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my best interests. 

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its content and by signing below I agree to the above-named procedures. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

Patient Signature _____________________________  Date _____________

Guardian Signature  __________________________  Date _____________

Doctor Signature _____________________________  Date _____________


HIPAA Notice of Privacy Practices
We Keep Your Personal Health Information (PHI) Safe:
Dr. Louis Ottino, D.C. and all staff members at Ottino Chiropractic, PLLC appreciate your business and your confidence in us. We value as a patient and want you to know that we have complied with the federal Health Insurance Portability and Accountability Act (HIPAA). This act requires us to carefully protect any personal health information necessary for us to treat you, bill on your behalf, and/or plan the future of this business. Therefore, we limit access to your records and your personal information to employees here to use for treatment, billing and business operations, including insurance companies who may need your information in order to pay for your care.

We Protect Your Confidentiality:
In addition, Ottino Chiropractic, PLLC maintains physical, electronic and procedural safeguards that comply with the above regulations to protect your PHI. That means we do not sell or provide your information to anyone who does not need it for the above-mentioned reason: treatment, billing or business operations internal to this business. It also means we secure our office and records area and use password-protected computer systems. Our employees also sign confidentiality agreements.

Your Part In This:
We ask that you sign this one-page acceptance/acknowledgment of our HIPAA Notice of Privacy Practices. The notice itself is four pages and is available to you in full by asking the front office person to see it.

Because we practice a uniquely open style of chiropractic care, we also request your permission to:

· Use your address, phone number and clinical records to contact you with appointment reminders, missed appointment notifications, birthday cards, postcards, newsletters, “Thank You” letters, holiday related cards, information about treatment alternatives or other health related information.

· Contact you by phone and leave a voice mail if necessary.

· Treat you in an open room where other patients are also being treated (if applicable). Please be aware that other persons in the office may overhear some of your PHI information during the course of care. If you wish to speak with the doctor in private, the doctor will provide a room for these conversations.

Home/Mobile Telephone Number
____________________________

___ OK to leave a message with detailed information        ___ Leave message with call back number only

Thank you for your business and trust in us. If you have any questions, please don't hesitate to ask!

Ottino Chiropractic, PLLC


I acknowledge receipt of this HIPAA Privacy Information:

120 Kisco Ave, Suite L

Mount Kisco, NY 10549







Patient Signature ____________________________







Today's Date _________________________


Cancellation/No Show Policy for Doctor Appointment

We understand that there are instances when you must miss an appointment due to work obligations or unforeseen emergencies. However, when you do not cancel an appointment, you may be preventing another patient from seeking much needed treatment. Conversely, the situation may arise when another patient fails to cancel and we are unable to schedule you for a visit.

If an appointment is not canceled at least 24 hours in advance, you will be charged a $50 fee. This legally cannot be charged to your insurance. 
Patient's Signature:  __________________________________

Patient's Printed Name:  _______________________________

Date:  ________________________ 


Patient Pregnancy Evaluation Form
Dear Patient, 

In order to properly evaluate you, x-rays may be needed of some part(s) of your body. It has been predicted that an unborn child in its first trimester would be more sensitive to radiation than an adult. In order to ensure that no fetus is exposed to radiation from any x-ray machine, we ask you to provide us with the following information. We thank you for the information any information gathered is strictly confidential and is solely used for the purpose that it is intended.

To the best of my knowledge, I am not pregnant and by providing this application for the physician or technician has informed me on the effects of radiation to a newborn baby and by me signing below have consented to taking the x-rays of my body for further studies.

       Date of last menstrual cycle: ________________________

       Is there any chance that you may be pregnant?      Yes
   No

       Patient's name (print): _____________________________

       Signature: ________________________________
Date: __________________


COVID-19 Policy and Procedures
Assumption of Risk and Waiver of Liability
I understand the novel coronavirus, COVID-19, has been declared a worldwide pandemic by the World Health Organization. COVID-19 is extremely contagious and is believed to spread mainly from person-to-person contact. As a result, federal, state, and local governments and federal and state health agencies recommend social and distancing and have, in many locations, prohibited the congregation of groups of people.

I acknowledge that Ottino Chiropractic, PLLC has put in place preventative measures to reduce the spread of COVID-19; however, Ottino Chiropractic, PLLC cannot guarantee that I or my child(ren) will not become infected with COVID-19.

By signing this agreement, I acknowledge the contagious nature of COVID-19 and voluntarily assume the risk that my child(ren) and I may be exposed to or infected by COVID-19 by patronizing Ottino Chiropractic, PLLC and that such exposure or infection may result in personal injury, illness, permanent disability, and death.

I understand that the risk of becoming exposed to or infected by COVID-19 at Ottino Chiropractic, PLLC may result from the actions, omissions, or negligence of myself and others, including, but not limited to, Ottino Chiropractic, PLLC employees, volunteers, and other fellow patients and their families.

I voluntarily agree to assume all of the foregoing risks and accept sole responsibility for any injury to myself or my child(ren) (including, but not limited to, personal injury, disability, and death), illness, damage, loss, claim, liability, or expense, of any kind, that I or my child(ren) may experience or incur in connection with my child(ren)’s patronization of Ottino Chiropractic, PLLC (“Claims”).

On my behalf, and on behalf of my children, I hereby release, covenant not to sue, discharge, and hold harmless Ottino Chiropractic, PLLC, its employees, agents, and representatives, of and from the Claims, including all liabilities, claims, actions, damages, costs or expenses of any kind arising out of or relating thereto. I understand and agree that this release includes any Claims based on the actions, omissions, or negligence of Ottino Chiropractic, PLLC, its employees, agents, and representatives, whether a COVID-19 infection occurs before, during, or after patronization for Ottino Chiropractic, PLLC services.
Patient Signature _____________________________  Date _____________

Guardian Signature  __________________________  Date _____________

Doctor Signature _____________________________  Date _____________
