[bookmark: _Hlk531860112][bookmark: _Hlk531860113]De La Fe Chiropractic / Scott De La Fe, D.C.  
Chiropractic License #: 7492      ♦      Physiotherapy License # 4182
	[bookmark: _Hlk529532424][bookmark: _Hlk531860045]Personal Information

	First  Name                                                 Last Name                                       MI


	Date

	Street Address


	City 

	State 
	Zip

	Phone        

	Text Reminder   Y / N          
Carrier:
	Email:

	DOB:

	Age:
	Sex 
	M
	F
	HT
	
	WT
	
	Marital Status:          S  M  D  W

	Occupation
	Employer:
	Insurance Company:


	Social Security #
	
	Referred BY?

	[bookmark: _Hlk529532573]Medications?
	


	Hospitalizations?
	


	Surgeries?

	

	Previous Trauma / Accidents?

	

	Allergies?

	

	Social activities (x/week)
	Tobacco
	Alcohol
	Exercise
	Recreation drugs

	[bookmark: _Hlk529532454]
Family Health History (Circle all that apply)

	Heart disease
	Stroke
	Cancer
	Diabetes
	Mental Illness
	Adopted/ Unknown

	[bookmark: _Hlk529532589]Personal History

	Asthma
	COPD
	Heart Disease
	Pacemaker
	High BP
	Heart Attack

	Visual Disturbance
	Seizures
	Vertigo
	Tinnitus
	Senses
	Neuropathy

	Thyroid problems
	Diabetes
	Kidney Disease
	Liver Disease
	Lung Disease
	Hepatitis

	Ulcers
	Abdominal Pain
	Hernia
	IBS
	HIV
	Anemia

	Gastric Reflux
	Chron’s
	Sickle Cell Anemia
	Hemophelia
	Blood Clotting
	Anticoagulant use

	Eczema
	Rashes
	Psoriasis
	Depression
	Suicidal thoughts
	Bipolar

	RA
	Lupus
	Gout
	Osteoarthritis
	Spinal fracture
	Spinal surgery

	Fibromyalgia
	Scoliosis
	Metal implants
	Ankylosing spondylitis
	Disc Injury
	Sciatica


[bookmark: _Hlk531864159]The information I have given is complete and truthful to the best of my knowledge. I hold harmless and indemnify this clinic, its principles and employees from any liability from harm or injury that my errors or omissions within this document by me or my dependents. I authorize the doctors and staff of this clinic to administer an examination and treatment as deemed necessary and I understand the doctors have implied no guarantee of cure. 
[bookmark: _Hlk529532653]Patient Signature: ________________________________________________________ Date: ___________________________ 


	Name:
	

	Date of Injury?
	
	Auto accident
	Work Injury

	Reason for visit?
	







	Areas of Complaints?

	Head
	Neck
	Mid Back
	Low Back

	
	Shoulder     R  /  L
	Elbow     R  /  L
	Wrist     R  /  L
	Hand     R  /  L

	
	Hip     R  /  L
	Knee     R  /  L
	Ankle     R  /  L
	Foot     R  /  L

	
	Other
	

	What aggravates you pain levels?
	


	What Improves your pain levels?
	


	Quality of pain?
	Sharp
	Stabbing
	Dull
	Achy
	Throbbing
	Burning

	
	Tightness
	Pressure
	Hot
	Searing
	Tingling
	Numb

	
	Other
	

	Radiation?
	Shoulder
	Bicep
	Forearm
	Hand
	Fingers
	Flank

	
	Buttocks
	Hamstring
	Thigh
	Knee
	Calf
	Foot

	
	Other
	

	On a scale from 0 to 10, ten being severe your pain levels are a
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Pain is worse in the?
	Morning
	Afternoon
	Evening
	Wakes me at night

	Have you had previous care for this condition? 
	Y     /     N
	Who?
	When?

	Please list any other pertinent information regarding this injury
	

	What outcome are you looking for regarding your injurie(s)?
	


The information I have given is complete and truthful to the best of my knowledge. I hold harmless and indemnify this clinic, its principles and employees from any liability from harm or injury that my errors or omissions within this document by me or my dependents. I authorize the doctors and staff of this clinic to administer an examination and treatment as deemed necessary and I understand the doctors have implied no guarantee of cure. 
Patient Signature: ________________________________________________________ Date: ___________________________ 

Privacy, Consent, Financial Disclosures and Agreement
Consent to Treat Minor / Child
_____The information I have given this office regarding ______________________________________ is truthful and complete to the best of my knowledge. I authorize the doctors and staff of this clinic to examine and treat as deemed necessary to my child/ward in my legal custody. The doctors have implied no guarantee of cure. This authorization shall remain in effect until the child mentioned above reaches eighteen (18) years of age.

Parent Signature: ______________________________________________ Date: __________Relationship to child: ______________

Assignment of benefits

_____My signature at the bottom of this page will act as an endorsement for this authorization. I understand and agree that health and accident insurance policies are an arrangement between my insurance carrier and myself. Furthermore, I understand that the representatives of De La Fe Chiropractic will prepare any necessary reports and forms to assist me in making collection from my insurance company and that this is a direct assignment of my rights and benefits under this insurance policy. Therefore, I hereby instruct my insurance company that any amount authorized for service should be paid directly to the office of Dr. Scott De La Fe and that this amount will be credited directly to my account upon receipt. However, I clearly understand and agree that all services rendered to me are charged directly to me and I am personally responsible for one hundred percent (100%) of services rendered to me and agree to pay one hundred percent of service fees incurred from treatment. I also understand that if I suspend or terminate my care or treatment for any reason, any unpaid fees for professional services rendered to me will be immediately due and payable.  I also authorize the release of my medical records and any other information pertinent to my case to any insurance company, adjustor or attorney involved in this case so payment can be made in a timely manner.  

Authorize to pay directly to doctor

_____My signature at the bottom of this page will act as an endorsement for this authorization in consideration of services rendered to me. I authorize and direct my insurance company and/or my attorney to pay Scott De La Fe, D.C. /De La Fe Chiropractic, directly one Hundred percent of any sum I now or hereafter owe. If my current policy prohibits direct payment to the doctor, I then hereby instruct and direct the insurance company / attorney to make check payable to me and mail it as follows: 
C/O Scott De La Fe, D.C., 3048 E Baseline Rd #130, Mesa AZ 85204.

Privacy Act Acknowledgement

_____ My signature at the bottom of this page will act as an endorsement for this authorization. I have received the HIPPA notice of privacy act practices and have been provided an opportunity to review and understand that all of my personal information is personal and private and will not be shared without my express written consent.

Letter of no accident or work injury

_____My signature at the bottom of this page will act as an endorsement for this authorization. I hereby state, that I was not involved in an auto accident or personal injury caused by another party. I further state, that my treatment in this office is not a result of a work related, injury or by any person or object related to my employment.

I have read, initialed and fully understand all of the above statements and agree to all of the above terms, conditions and responsibilities.

Printed Name: ____________________________________________________

Patient signature: __________________________________________________ Date: ____________________________

Witness: _________________________________________________________ Date: ____________________________
