
Today's Date:

Harvard Square Chiropractic

i.rr rI,r.(i \riU,ir

Patient Information

Name
(First) (Middle) (Last)

Address City/State/Zip

Date of Birth Male _ Female _ Other _
Occupation Employer

Spouse's Name Policy Holder's Name

How did you hear about us?

Contact Informa,tion

Home Phone

Appointment reminder via email (circle one) YES NO Email

Best way to reach you (circle one) HOME CELL

In Case of Emergency Contact:

Name Relationship

Accident Information

Is your condition due to an accident (circle one) YES If yes, date of accident

OTHERType of accident (circle one) AUTO WORK

To whom have you repofted the accident (circle one)

OTHER

Patient Condition

What is your major symptom/problem?

When and how did your symptoms begin?

Have you had this problem before?

What makes your condition better?

Is your condition getting progressively worse?

Is your condition constant or does it come and go?

HoW does it feel? BURNING SHARP DULL ACHING STIFF TINGLING THROBBING SWELLING OTHER

Circletheseverityof yourpainonascale: (nopain) t 2 3 4 5 6 7 8 910 (severepain)

Health History

What other treatments have you had for this condition? (circle one)

CHIROPMCTIC ORTHOPEDIC NEUROLOGIST

GOOGLE YELP OTHER REFERRAL

WorkCell Phone

WORK EMAIL DO NOT CALL

Phone

WORKER'SCOMP. EMPLOYER

NO

HOME

INSURANCE

Worse?

Name of other Doctors who have treated you for this condition

PHYSICAL THERAPY MEDICATION



Previous Chiropractic care? (circle one)

STATE

Date of last:

Physical Exam

Dental X-Ray

Date

Intake continued on to next page

Spinal Exam

MRI

NOYES LOCAL OUT OF

Spinal X-Ray

CT-Scan

List of any medications you are taking

Surgical History

Females: Are you pregnant? (circle one) YES NO

Circle/MarAlndicate areas of past and current Pain and Injury:

Put a check by all conditions that you have had, past or present:

- 

AIDS/HIV earache _ neck pain

_ allergies _ ear nngrng _ osteoporosis

_ anxiety _ epilepsy _ poor circulation

_ arm/shoulder pain _ headaches _ prostate problems

- 

arthritis _ headaches-migraine rheumatoid arthritis

asthma _ hemorrhoids _ sciatica

- 

bladder problems _ herniated disk _ shingles

_ cancer _ high blood pressure sinus infection

_ chronic fatigue insomnia stroke

deafness _ irregular cycle _ thyroid problems



depression

diabetes

kidney problems

leg pain

lower back pain

TM]

venereal disease

vertigo/dizzinessdigestive problems

Intake continued on to next @ge

Stresrcns

Smoking Packs/Day

Alcohol Drin(Week

Caffeine Cups/Day

High Stress Level Reason

Exercise Leyel GJrcle one)

None

Moderate

Daily

Heavy

Authorlzation

Insurance verification and authorization is not a guarantee of payment. I understand that I may be responsible

for any balance that ls not pald by insurance, includlng deductibles and copayments. I authorize Harvard Square

Chiropractic to release any information regarding my treatment to any insurane company in effoft to receive

reimbursement for services provided. I authorize the use of this signature on all insurance submissions.

Patient Signature Date Parent Signature (if patient is a minor)



Waiver

I hereby request and consent to the performance of chiropractic adjustments and
other chiropractic procedures including various modes of physical therapy on me (or the
patient named below, /or whom I am legally responsible) by the doctor of chiropractic,
Patrick Doody D.C., and/or the licensed doctors of the chiropractic who now or in the
future work at the clinic of office listed below or any other office or clinic.

I have had the opportunity to discuss with Patrick Doody D.C. and/or with other or
clinic personnel the nature and purpose of chiropractic adjustments and other
procedures, and I understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine, in the practice
of chiropractic 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 complication, and I wish to rely upon the doctor to
exercise judgement during the course of the procedure which the doctor feels at the
time, based upon the facts then known to him or her, is in my best interest.

I have read, or have read to me, the above consent. I have also had the
opportunity to ask questions about its content and by signing below I agree to the
above-name 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 (or personal representative) Date

Privacy Notice Acknow ledgement

We are very concerned with protecting your privacy, especially in matters the
concern your personal health information. In accordance with the Health Insurance
Portability and Accountability Act of 1996 (HIPAA), we are required to supply you with a
copy of our privacy policies and procedures. We encourage you to read this document
carefully, for it outlines the use and limitations of the disclosure of your health
information and your rights as a patient. If you ever have any questions or concerns
regarding the use of dissemination of your personal health information, we would be
happy to address them.

I acknowledge that I have received a copy of the Notice of Privacy Practices for
Protected Health information of Harvard Square Chiropractic.

Patient (or personal representative) Date



Functional Rating lndex
For use with neck and/or back problems only

ln order to properly assess your condition, we must understand how much your neck and/or back problems
have affected your ability to manage everyday activities.

For each item below, please circle the number which most closely describes your condition right now

l. Pain lntensity

or

No
pain

t------tF-l
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pain pain oain
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pain

2. Sleeping
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Notice of Privocy Practlcesfor Proteeted l{eohh lnforntatinn

NOTrcN OF PRIvAcy PRACTICB FoR PRoTECTED EEAI,TH INFoRMATIoN

TTIIE NOTICE DESCPJBBS HO1ry CHIROPRACTIC AI'{D MEDICAL INFORIvLATIOTTN ABOUT
YOU MAY BE IJSED AND DISCLOSED AND HOW YOLI CAN GET ACCESS TO THIS
INFORI/Lc.fiON. PLEASE REVIEW IT CAREFLILLY.

Usee aed Disclospres

Here ae some examples of how we might have to use or disclose your heaith care information:

I ) Your chiropractor or a statf member may havc to disclose you" health informatiou including all of
your clinical records to another hcalth care provider or a hospital if it is neoessary to refer you to them
for diagnosiq asscssmenl or teatmcot ofyour heal*r condition.

2) Our insurancc and billing staffmay hale to disclose yor:r examination aud teatment rccords and your
billing records to another pady, such as ar insurance carrier, an HM0, a PPO. or your empioyer, if
they are potentially responsible for the paymen". of your sen,ices.

3) Your chiropractor and members of fte staff may need to use )'our heal$r informatioo, oxamination
and treatment records and your billing records for quality control purposcs or for othor admiaistrativo
ptlryoses ro efficientty and effectivell,run our practicc.

4) Your chiropractor and members of tbe practice staft= may need to uso your oame, address, Phonc
oumber, and your clinical records to contact -vou ro provide appoinuneat remirders, infonoation about

h'eetment alternatives, or oflrer health relrred inlbrmation that m8y be of iuterest to you. 764.524
(bxlxiii) (A). If you are not at home to receive an appointment reminder. a msssage will be lelt on

your answering machine.

You have the rigbt to refirse O give us authorizatioo to contact )'ou to provide appointmenr reminders'

information about trcatrneni aliernativos. or other heatth retated inforrnation. If lou do not giv'e us

authorization, it \yill oot affect the treaEneal wo provido to )'ou or the medrods we use to obiain
reimbursemeut for your oare.

You may inspect or copy the information lhat 1\'e use to cortact you to provide appointment

,cminders, information aboot aout*eot alteroatives, or otlrer health related inforsratioo at any tirne.

Our FrivacvBledce

We have and alwa1,s will rcspect your privacy. Other tha.u the uses and disclosures wo doscribed above.

we will not sgIL outqyide aov of vour health information to anv outside marketing orqanizatiotr.

Peffiitt+d sseq ard dfuclosur€s without

Under federai larv, lve ar,e also permitted 0t requirHi t0 uss 0I disclo& your health information $'ithoui

your consent or autlorization ir {hese foilowing chcrtmslancesi

1) We are permrttad ts use or diselose 1,our heaith information if ive are providing healtr care services io

-vou based on the orders ofauothcr health care provider.

2) s,'e are pernritted to use or disclose your heal& information if rve provide health csre services to you

as an inmate.
3) We are permittcd to usa or disclose your health infonnation if we provide health care sen'ices to you

in an ernergencv.

i

Copyrigh( O 20St Massdrusctts Chiropactie Soci€ly. Ali riE-hts rsserr.d





I{ot{u of Frivaalt haaicesfar prutected Eealtl, Ittforma&on

Y-ctr rlght to aFenri vour healt& igfolmadoa

You have the right to request that we amend your hea1ft informatiol for seven years frorn the dab tlrat
the record was crcatsd or as long as the information remains in our files. We require you- request to
amend your records to be in u,riting and for you to give us s reason to supporlthe 

"hang. 
yo, are

requesting us to make.

Your ripht b reggli.e gr, accoqntins gf fu

Jq .n*X the right to request that we give you an accounting of the disclosures we have rnade of 1,our
health iaformation for the tast six l,ean befo* dae &tc of yo:ur requesl Tbe accounting rvil! include all
disclosures except

- trose disclosures reguired for your rreatmeat, to obtain palrnent for your serrioes, or io run our
practicc.

- ihose disclqrures made to von.
- those disclosures n*."r*ry to maintain a d.irectory of &a individuals in our faciiily or to

individuals involved with your care.
- those diselosures for natiqrnai security or intclligence purposes.
- those disclosures made to corre*tionai officers or law enforccment officem.
- those disclosures that were made prior to the efleetive date of the HIPAA privacy iaw.

We wiil provide the first accounting within any i2-month period without cbarge. There is a fee for an1,
additional reguests during tbe nerd 12 mon&s. When you make your tequest u,e will iell you the pmouri
of the fee and you wiil bave dre opportunityto q"ithdraw or modifi, your.requost.

Your rigbt to obtain a paper cjpv otr iiis aotiee

If you have agreed to rcceive privaey notiees by e-mail, you may request a paper copy of this notiee at
asy tie€.

QFr duties

We are required by law to maintaia the privacy of your heahh inforrration, We are also required to
provide you with '.his notice of our legpl duties and our privagy prEgticas with respect to your health
infornration.

We n:ust abide by rhe tcrms of this notice while it is in effect. Horvever, 11,e rsarve the right 1o change
the terms of our privacy trotices. if we make a change to the tems of our privacy agresme[t we u'ill
rlodry :r'ou ill wrLlng whar you rcmc ia for tratrc-r or by oail ff we rakc a chege in our priwarry

Erms the oha[ge will apply for all ofyour healttl information in ourfiles'

Re'disclosure

Idormation that we use or disciose may be subject to re-disclosure by the persm to whom lve provide the

hformatioa and may no longer be pdected by the ftderal privacy rules.

Copyngnl O 2001 MassEtrusars Chi<sfraaic Socict_v. All righrs nswcd




