FALE LULUT
THOPRACT] Dr. Jennifer M. Wells, D.C.
“Tndlividugdizad Chiroprastic Case’” and Associates

PATIENT UPDATE FORM

PERSONAL INFORMATION

First Name: Mi:  Last Name: Preferred Name:

Address: City: State: Zip:
Birthdate: / / Age: Gender: [ Male LlFemale [J Unspecified SSN: - -
Primary Phone: Cell Phone: Work Phone:

Email:

By providing my email address, | authorize my doctor to contact me via the emaif address provided.
Preferred Contact Method: (check one) [ Primary Phone [ Cell Phone [ Work Phone [ Email

Occupation: _ | Employer:
Status: (check one) [ Single [ Married O Divorced O Widowed [ Separated Children?: [ Yes E1No HowManyi_____
Spouse’s Name: (if applicable}

Emergency Contact: (Name, Relationship, Phone #}

How were you referred to Back Country Chiropractic?:

INSURANCE OR PRIVATE PAY INFORMATION

Type of Insurance: [1] Private Insurance [1 Medicare [O Auto Insurance [] Worker’s Comp [J Other
Primary Insurance Carrier: Phone:
Policy #: Group #: Claim #:

Name of Policy Holder.______ Relationship to Patient:

Policy Holder’s Birthdate: / / Policy Holder’s SSN: - - Employer:

Is patient covered by another insurance? [ Yes [ No

Secondary Insurance Carrier: Phone:
Policy #: Group #: Claim #:

Name of Policy Holder: Relationship to Patient:

Policy Holder’s Birthdate: / / Policy Holder’s SSN: - - Employer:

ASSIGNMENT/AUTHORIZATION/RELEASE/ACKNOWLEGEMENT: (check all applicable boxes and initial}

[11 certify that 1, and/or my dependents, have insurance with the above named insurance company(s) and assign directly to Back
Country Chiropractic all benefits, if any, otherwise payable to me for services rendered. | authorize the use of my signature on all
insurance submissions. | understand that “co pays” are payable at the time of each visit and that | am financially responsibie for ali
charges whether or not paid by insurance. The above named provider’s office may use my health care information and may disclose
such information to the above named insurance company(s) and their agents for the purpose of obtaining payment for services and
determining benefits payable for related services. Initial:

[1Some Insurance plans are not allowing any treatment other than a basic adjustment or manipulation 98940 paid code that is medically
necessary only. Therefore, any “extraspinal” adjustments or treatments by the doctor, to include massage by the doctor 97124, flexion-
distraction 97012, or electrical stimulation 97014 MAY be an additional $10 to $25 fee on top of your regular co-pay or insurance. Also, any
care deemed not medically necessary by your insurance will be reduced to our out-of-pocket daily fee schedule. Initial:

LI Private Pay/Cash: 8y checking this box, I acknowledge that | do Not have insvurance and undersgtand that | am ﬁﬂﬁﬂﬂiﬁ”'}'
responsible for all services at the time they are rendered. Person responsible for this account: Initial;

LiCancellation or No-Show Fees: Cancellations for adjustments or massages without a 24-hour notice may be subject to a $25 fee
for adjustments, $30 for 1-hour massages, and $15 for half-hour massages. Initial:

[ 1A Credit Card on File Requirement: By checking this box, | authorize my credit card on file to be charged if not paid for at the
time of service for the following: deductibles, co-insurance, non-covered therapies as stated above, cancellations without a 24-hour
notice, and no-show fees or any care deemed not medically necessary by my insurance company. Initial:

CC #; Exp. Date: / CVV: Signature:

Signature of Patient, Parent, or Legal Guardian: X Date:
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REASON FOR VISIT
What is the reason for your visit today? [0 Headache [1 Neck Pain [0 Mid-Back Pain [J Low Back Pain [ Other

What caused this complaint(s)?

When did this complaint begin? / / Is it getting worse? [ Yes [0 No [ Constant [0 Comes and Goes

Have you had this or similar complaint in the past? [1 Yes O No If “Yes”, when?

What does your complaint(s) feel like?‘ all that apply: Sharp / Dull / Stiff / Tight / Aching / Spasms / Throbbing /
Stabbing / Shooting / Burning / Cramping / Nagging / Numbness / Other: |

& Please Circle or make an “X” on the body diagram to the left where you have pain or
other symptoms.

On the scale below, please circle the severity of your main complaint right now:
No Pain Maderate Pain Worst Possible Pain

What area(s) does the pain radiate, shoot, or travel to? (if applicable)

What aggravates this complaint(s)? all that apply:  Sitting / Standing / Walking / Getting Up From Seat / Walking Stairs /

R

Inactivity / Sleeping / Physical Activity / Exercise / Movement / Bending Forward / Bending Backward / Twisting / Reaching /
Lifting / Desk Work / Coughing / Everything / Unknown / Other:

What relieves this complaint(s)?‘all that apply: Sitting / Standing / Walking / Resting / Exercise / Movement /
Stretching / Massage / Chiropractic / Heat / Ice / lying Down / Medication / Acupuncture / Nothing / Other:

Are you interested in learning more about acupuncture: [ Yes [INo

How often do you experience your symptoms? [ 25% of the day [0 50% of the day [1 75% of the day L1 100% of the day
Time of complaint; Check appropriate box: [ Morning [ As day progresses [1 Afternoon [ Evening L[] While sleeping
I During activities [0 After activities [ Symptoms are constant and do not change L[] Other:

With time, are your symptoms: [ Improving L1 Worsening L[] Not changing

Have you seen other doctors for this complaint? L[] Yes L[] No If “Yes”, please provide the following information:
Doctor’s Name: Date Consuited: /[ / Diagnosis:

Is this condition interfering with your:-all that apply: Sleep / Getting in or out of bed or chair / Personal care / Travel /
Work / Recreation / Lifting / Walking / Standing / Daily routine / Social activities / Exercise / Other:

Is your complaint interfering with your daily activities? [ Notatall [ Alittle bit [J Moderately [1 Quite a bit L[] Extremely

NAME: | DATE:
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