
Patient Information

Last Name: ________________________________________________________  First Name: _______________________________________________________ Middle Initial: _________________

Address: ______________________________________________Apt No: ________________ City:___________________________ State:___________ Zip: _______________

Home Phone: ____________________________________ Work Phone: _________________________________________ Social Security No.: __________________________

Alternate Phone (cell / pager): _________________________________   e-mail: _____________________________________________________________________________

Date of Birth: _______ / _______ / _______ Driver’s License (State and Number): __________________________________________________________________________________

Employer / Name of School :______________________________________________________________________________________________________________ Full Time  Part Time

Sex: Male Female Marital Status: Single Married Divorced Widowed  

If Applicable:
Spouse’s Last Name: ___________________________________________________________ First Name: _______________________________________________ Middle Initial: _________

Spouse’s Work Phone:____________________________________________ Spouse’s Social Security No.:____________________________________________________________________

Responsible Party Information (if different from above)

Last Name: ________________________________________________________  First Name: _______________________________________________________ Middle Initial: _________________

Relationship to Patient: Self        Spouse        Parent Other ______________________________________________________________________________________________

Responsible Party’s Home Phone: ____________________ Work Phone: _________________________________________ Social Security No.: __________________________

Address: _____________________________________________________________________ City:___________________________ State:___________ Zip: _______________

Employer’s Name :____________________________________________________________________  Phone No.: ________________________________________________________ 

Address: _____________________________________________________________________ City:___________________________ State:___________ Zip: _______________

Patient Insurance Information (Please present insurance card to receptionist)

PRIMARY Insurance Name: _____________________________________________________________________________________________________________________________________________________

Insurance Address: ____________________________________________________________  City:___________________________ State:___________ Zip: _______________

Name of Insured: _____________________________________________ Relationship to Insured: Self        Spouse        Parent Other _________________________________

Insurance ID No.: ___________________________________________________________________________ Group No.: ____________________________________________

SECONDARY Insurance Name: _________________________________________________________________________________________________________________________________________________

Insurance Address: ____________________________________________________________  City:___________________________ State:___________ Zip: _______________

Name of Insured: _____________________________________________ Relationship to Insured: Self        Spouse        Parent Other _________________________________

Insurance ID No.: ___________________________________________________________________________ Group No.: ____________________________________________

Medicare Number: ____________________________________________________   Medicaid Number: ________________________________________________________________

Patient Referral Information

Referred By: _______________________________________________ Other physicans who care for you: __________________________________________________________________________________

Emergency Contact

Name: ____________________________________________________________________________________________________________ Relationship: _____________________________________

Address: _____________________________________________________________________ City:___________________________ State:___________ Zip: _______________

Home Phone: __________________________ Work Phone: __________________________________________ Alternate Phone No: __________________________________

I authorize the attending physican to release my medical information for consultation,referral,or insurance processing purposes. I authorize my insurance company(ies) to pay benefits
directly to the physican.

Patient Signature: ______________________________________________________________________________________________________ Date: ________________________________

Payment is due at the time services are rendered. As a courtesy we will  your insurance so that you may be reimbursed.

Patient Information



Patient Name: ____________________________________________________________________

Present Complaints:

Who is your primary care physician (PCP)? ________________________________________________________________________________________

Please list your symptoms in order of severity: _____________________________________________________________________________________

___________________________________________________________________________________________________________________________

How did your problem begin? __________________________________________________________________________________________________

Date problem began: ________/________/________

What treatments have you undergone for this condition in the past? (surgery,medications, injections,therapy,chiropractic) ______________________

___________________________________________________________________________________________________________________________

Have you had X-rays,MRI or other tests for this condition?  YES NO    If yes,what tests and when? _____________________________________

___________________________________________________________________________________________________________________________

Is this condition the result of an auto or work accident?  YES NO    If yes,please explain _____________________________________________

___________________________________________________________________________________________________________________________

How bad is your pain? (Circle a number) 0 1 2 3 4 5 6 7 8 9 10
No Pain Unbearable Pain

How often are your symptoms present?  Constantly  Frequently  Occasionally  Intermittently

Describe your current pain/symptoms:  Sharp/Stabbing  Throbbing  Aches
 Dull  Soreness  Weakness
 Numbness  Shooting  Gripping
 Burning  Tingling  Other _______________________________

Since it began, is your problem:  Improving  Getting Worse  No Change

What makes the problem better?  Nothing  Lying Down  Walking
 Standing  Sitting  Movement
 Exercise  Inactivity/Rest  Other _______________________________

What makes the problem worse?  Nothing  Lying Down  Walking
 Standing  Sitting  Movement
 Exercise  Inactivity/Rest  Other _______________________________

Can you perform your daily home activities?  Yes  Yes,only with help  Not at all

Do you exercise?  Yes,almost daily  Yes,occasionally  Not at all

Describe your job requirements:  Mainly sitting  Light labor  Heavy labor
Does your job include working with computers?  Yes  No

Can you perform your daily work activities?  Yes,all activities  Only some  Not at all

Describe your stress level:  None to mild  Moderate  High

Mark an X on the pictures where you have pain or other symptoms; include symptoms of pain,numbness or tingling.

Patient’s Signature: _________________________________________________________________ Date: ____________________________________

Patient’s Present 
Complaints



Review of Systems

Patient Name:                                                    

Cardiovascular:
 Present Past No
Aortic Aneurism 
Cardiac Catheter 
Chest Pain 
Poor Circulation 
Heart Attack 
High Blood Pressure 
High Cholesterol 
Heart Disease 
Irregular Heartbeat 
Jaw Pain 
Pace Maker 
Swelling or Legs 
Vascular Disease 

Genitourinary:
 Present Past No
Blood in Urine 
Burning Urination 
Frequent Urination 
Kidney Disease 
Kidney Stone 
Lower Side Pain 

Hematologic/Lymphatic
 Present Past No
Blood Clots 
Cancer 
Easy Bruising 
Easy Bleeding 
Fevers/Chills/Sweats 
Hepatitis 

Respiratory:
 Present Past No
Asthma 
Bronchitis 
Cold/Flu 
Cough/Wheezing 
Emphysema 
Pneumonia 
Shortness of Breath 
Tuberculosis 

Present Height:                                 

Present Weight:                                 

Ears/Nose/Throat:
 Present Past No
Bleeding Gums 
Difficulty Swallowing 
Dizziness/Vertigo 
Hearing Loss 
Nosebleed 
Ringing in Ears 
Sinus Infection 
Sore Throat 
Swollen Glands 

Eyes:
 Present Past No
Blurred Vision 
Cataracts 
Double Vision 
Glaucoma 
Loss of Vision 

Integumentary:
 Present Past No
Eczema 
Cancer 
Psoriasis 
Rashes 
Skin Disease 
Skin Lesions 
Skin Ulcers 

Allergic/lmmunologic:
 Present Past No
Allergy Shots 
Cortisone Use 
Hives 
HIV/AIDS 
Immune Disorder 

Gastrointestinal:
 Present Past No
Abdominal Pain 
Bloody Stools 
Bowel Problems 
Constipation 
Diarrhea 
Gallbladder Problems 
Liver Problems 
Nausea/Vomiting 
Poor Appetite 
Ulcers 

Patient’s Signature:                                                                                                     Date:                                                      

Doctor’s Signature:                                                                                                     Date:                                                      

Musculoskeletal:
 Present Past No
Arthritis 
Broken Bones 
Gout 
Joints Stiffness 
Osteoporosis 
Tendinitis 

Endocrine:
 Present Past No
Diabetes 
Hair Loss 
Menopausal 
Menstrual Problems 
Thyroid Disease 

Psychiatric:
 Present Past No
Anxiety Disorder 
Depression 
Unusual Stress 

Constitutional:
 Present Past No
Change In Activity 
Difficulty Sleeping 
Energy Level Problem 
Weight Loss/Gain 

Neurological:
 Present Past No
Babinski 
Brain Aneurysm 
Carpal Tunnel 
Head Injury 
Meningitis 
Multiple Sclerosis 
Numbness 
Parkinson’s Disease 
Pinched Nerves 
Seizures 
Severe Headaches 
Loss of Balance 
Stroke 



Patient Medical History

Females only:
 

  Yes   Yes   Yes

Surgeries:
  Cancer Treatment

  Joint Replacement   Laminectomies 
  Other 

Medical Conditions:
  Arthritis   Cancer 

  Heart Disease 
  Other 

Allergies:

  Penicillin
  Other 

Social History:

Family History:
  Arthritis   Cancer  

  Cholesterol  
  Osteoporosis 

 

Occupational Activities:

  Healthcare 

  Police/Fire   Retail 
  Teacher 
  Other 

Recreational Activities:

  Dance

  Soccer   Tennis 
  Other 

Exercise Classes:
  Cross Fit   Spin

  Other 

Patient Name: 

Patient's Signature:   Date:  

Doctors Signature:   Date:  

 Administration

 Daycare/Childcare

 Food Service Industry

 Household

 Military

 Retail Worker

 Technology

 Business Owner

 Electrical/ Secretarial

 Healthcare

 Legal

 Pilot

 Retired

 Truck Driver

 Construction

 Executive/Legal

 Heavy Equipment Operator

 Manual Labor

 Police/Fire

 Student

 Other                                   

 Computer User

 Flight Attendant

 Home Service

 Manufacturing

 Professional Athlete

 Teacher 



We are committed to providing you with the best possible care. Please understand that payment of your bill is considered part of your
care. The following is a statement of our Financial Policy that we require you to read, agree to and sign prior to any treatment.

We accept Cash, Checks, Money Orders and Visa/Mastercard.

Medicare
As participating providers, we accept assignment of benefits and will file all claims for you. You are responsible for full payment of any

deductible and/or co-pay and non-covered services at the time those services are rendered.

HMO/PPO and Other Managed Care
We will file all insurance claims for you. It is your responsibility to ensure your insurance company has been informed of your PCP designa-

tion and all appointments are scheduled with your PCP, except in the event of an emergency. It is also your responsibility to present your

insurance card prior to services being rendered. All co-pays and deductible are due at the time services are rendered.

Other Insurance
As a courtesy, we will  your insurance claims; however, you must provide all insurance information and a completed claim form (if
required) at the time of service. Please understand that your insurance policy is a contract between you and your company. We are not a

party to that contract; therefore, the balance is your responsibility whether your insurance company pays or not. Payment is due in full at

the time of service. If you do not wish for us to file your claims with your insurance, please notify the front desk so your account will be

set up as a self pay.

U.C.R. (Usual and Customary Rate)
Our practice is committed to providing the best possible treatment and we charge what is usual and customary for our area. You are

responsible for paying the bill regardless of the insurance company’s determination of usual and customary rates. EXCEPTIONS:

MEDICARE, MANAGED CARE HMO and PPO.

Self Pay
Payment is due in full at the time of service.

Delinquent Accounts
Accounts that are not paid in full or satisfactory arrangements not made within 90 days of service rendered are considered delinquent.

Delinquent accounts may be referred to a collection agency, nationwide credit bureau, or to an attorney for further action.

Change in Insurance, Patient Information
It is your responsibility to notify our office in the event of any change in your insurance, address, phone numbers, etc.

Thank you for understanding our Financial Policy. Please let us know if you have any questions or concerns.

I have read, understand, and agree to the above Financial Policy.

Patient or Responsible Party Date

Witness Date

CONSENT OF PROFESSIONAL SERVICES AND RELEASE OF INFORMATION

I hereby authorize Dr. Mary Collings and whomever she may designate as her assistants to administer treatment, physical examination, x-
ray studies, laboratory procedures, chiropractic care, or any clinic services that she deems necessary in my case; and I further authorize her
to disclose all or any part of my patient record to any person or corporation which is or may be liable under a contract to the office or to
the patient or a family member or employer of the patient for all or part of the office’s charge, including and not limited to, hospital or
medical service company, insurance companies, worker’s compensation carriers, welfare funds or the patient’s employer.

Patient Signature: ___________________________________________________________________  Date: ___________________________

Financial Policy



Patient Health
 Information

Consent Form

We want you to know how your Patient Health Information (PHI) is going to be used in this office and your rights
concerning those records. Before we will begin any health care operations, we must require you to read and sign
this consent form stating that you understand and agree with how your records will be used. If you would like to
have a more detailed account of our policies and procedures concerning the privacy of your Patient Health
Information, we encourage you to ask at the front desk before signing this consent.

1. The patient understands and agrees to allow this chiropractic office to use their Patient Health Information
(PHI) for the purpose of treatment, payment, healthcare operations, and coordination of care. As an example, the
patient agrees to allow this chiropractic office to submit requested PHI to the Health Insurance Company (or
companies) provided to us by the patient for the purpose of payment. Be assured that this office will limit the
release of all PHI to the minimum needed for what the insurance companies require for payment.

2. The patient has the right to examine and obtain a copy of his or her own health records at any time and request
corrections. The patient may request to know what disclosures have been made and submit in writing any fur-
ther restrictions on the use of their PHI. Our office is not obligated to agree to those restrictions.

3. A patient’s written consent need only be obtained one time for all subsequent care given the patient in this
office.

4. The patient may provide a written request to revoke consent at any time during care. This would not affect the
use of those records for the care given prior to the written request to revoke consent but would apply to any
care given after the request has been presented.

5. For your security and right to privacy, our staff has been trained in the area of patient record privacy and a 
privacy official has been designated to enforce those procedures in our office. We have taken all precautions
that are known by this office to assure that your records are not available to those who do not need them.

6. Patients have the right to file a formal complaint with our privacy official about any possible violations of these
policies and procedures.

7. If the patient refuses to sign this consent for the purpose of treatment, payment and healthcare operations, the
chiropractor has the right to refuse to give care.

I have read and understand how my Patient Health Information will be used and I agree to these policies and pro-
cedures.

Patient Signature: _________________________________________________________  Date: _________________





Highland Park
Spine & Sports Medicine


