L,hiropractic \egistration & | jIStoly

Welcome to our officet! Flease complctc the Fo“owing information and return 5ourforms to the rcccPtionist.

All information will remain confidential.

(General Fat'icnt Information

Name __ — ] . L DAatc of birth Scx aM D]:
Address Citg State Zip ‘
*Social 5@curi’c9 Numbcr Cc"/Homthonc

Occupation EmPlogcr
Job chuircmcnts '

Work Phone E_mail
Marital Status aS aM aD aW Spousc’s Name
Do you have children? aYes aNo Names & Agcs
Emcrgcncg Contact Name & Fhonc

W‘ﬂom may we thank for rcmccrring you to our office?

*Y.oupSocial Sccuritg numberis used cxclusivcly for billing purposes. Insurance comPanics rcquire your numberto quote Policg benefits.

(hiet Complaint
What is your major comptaint’:‘

ow Iong have you had this condition?

Fave you had this or similar conditions in the Past?

What do you think caused this condition?

ave you seen a Chiropractor atany time in the past for this or any other condition? aYes ©No

]FE)CS’ Plcasc list name and location of your Prcvious Chiropractor

Other Doctors/T]'lcraPists who have treated this condition_:

Fleasc mark the areas of your sgmptoms on the Figurcs below. USc the 'Fo"owing sgmbols:

XXXXX Aches

noana Numbness

/777 Pins & Needles | front back

Fox Chiropractic, 55, DC 0 Dr. Tamara Fox
1224 E_ast Concorcl Strcct ¢ Or‘ando, FL 3280%
Phone: 407.228.1140 ¢ Fax: 407.228.1141

Rcvicwing thsici‘ans Signaturc ' Date



Faticnt [Health Historq Faticnt Name

Havc Yyou ever [yccn inan auto acciclcnt or had any other Pcrsonal irjury’? o] ch (o] No

“:Hcs, Plc:asc give dates and describe

Do You have a Famiiy Phﬂsi;ian? Name & FPhone

,-’\rc you c.urrc:nt]y taking any n1cdications? e ch 8] No .(I'Fﬂcs, Plcasc list below. Flcasc include all
overthe counter medications and }wcrbs.) _
Medication Name Dosae;c Frcqucncq C ondition Prescribed bq

Havc you ever had surgc‘:rg? CJch DNO (H:HCS, Pleasc list date and tﬂPc of surgcry)

[ave you ever been i—\ospitalizccl for anyreason? o Yes « No (H:gcs, Plcasc list date and condition)

sy

l)o you have any a”crgics? o] ch o No H:ycs, Plcasc list:

J

Currcnt Wcight Havc you rcccntlg lost orgained wcigl'st'? a ch e No

lFﬂcs, how much? ‘ ]s there any chancc that you are pregnant? o ch o No
Mental Work DHcavg oModerate GLigI'\t Hours per daﬂ__________

ﬂ‘:ﬂsica‘ Work Df_]cavy aModerate OLight Hours per da3_~_~______ )
E_xcrcisc DHcavy DModcratc' aLigl—lt Hours per wcck___ _____ THPC____f_ _____
fjn'\oking aCurrent afrevious ; Amount_______ _____ Number ofﬁcars _____________
Alcohol Peers /wcck_______ Winc/wcclc___________ Liquor/wcck_____ Number opgcarsﬁ___
Caffeine Cups/déy_w_m Number o{:ycars_______~_‘

Fox Chiropractic, ¢ Dr. Tamara Fox
1224 [ ast Concord Strcct ¢ Orlando, ]:L_ 52803
Phone: 407.228.1 140 0 Fax: 407.228.1 14

Rcvicwing Fhﬂsicians Signaturc L Date




Keview of Systems

Hcasc chcck only t}'\c'symptoms you have now or havc hacl in thc Past.

General Now Past
WCal(nCSS D D
Fatigue 0 0
Fever oo
Chills 0 0
Night Sweats 0 0
[Fainting O 0
Skin Now _ Past
Color Changes O O
Nail Changcs 0 a
Hair Cl’]angcs O )
Mole Changcs L
Rashes O a
Sores a u
Head Now FPast
[Headachés 0 0O
Injuries o o
Bumps o o
Last cyeexam
 Glasses O a
Contacts 0 0
Cataracts (] 0
[ ars Now Past
Hard of hcaring O a
Deafress =~ 0O O
Ringing 0 0
Discl’]argc a O
[ arache a O
[tching O 0
Dizziness .D 0
Room spins N ]

Rcvicwing thsicians Signaturc

Faticnt Namc

Throat Now Fast
Soreness 0 0
Bad Tonsils 0 0O
Hoarseness 0 i
Fain 0 0
Trouble

Swa”owing a 8]
Recurrent

Infections a. 0
Ncck Now Fast
Gland swc“ing 0 )
Siiff neck 0 a
Masses 0 0
Brcasts Now Fast
Discharge 0 ]
LumPs 0 0
Fain O 0
b|ccding ]} ]
NiPPIc changcs 0 0
Skin changcs (n] (W]
Bloating 0 O

| ungs Now FPast
DryCough O 0
Frocluctivc

Cough 0 )}
FHcgm 0 i}
Short of breath 00 (]
thczing ] ]
Pain 0 (]
Congcstion (] 0
lnha|ant

Exposurc 0 0

l:o_x-ChiroPractic, QO Dr. Tamara Fox

Gastrointcstina|

Now Fast’

Abdominal Pain
Nausca
Bloating

Gas

Hcartburn
}lndigcstion
]rrcgular Powels

Constipation

Diarrhea
Hcmorrl')oids,
Poor appctite
[Food intolerance
Discolored stools

Gcnitourinarq

ow

Urgency
]ncontincncc
Straining
Kidnc5 Pain
Frcq uent voiding
Stones

burning

Bed wetting
Dischargc
lmPotcncc
Dribbling
CIoudg urine
Painful intercourse
]tching

[Females

ow

Menstrual cramps
Spotting
]rrcgular Pcriods
Hot flashes

l_ast pap smear

Last mammogram

1224 [ ast Concorcl Strcct ¢ Orlando, L 3280%
¢ Fax 407.228.1141

FPhone: 407.228.1140

Datc
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— ] TR halihad et
Nose Now Fast
Blecding o 0
Fain 8] 0
Dischargc O 0O
Obstruction 0 O
Post Nasal DriPD 0
Runng nosc 0 O
Sinus

Congcstion 0 ]
Mouth Now Fast
Blccc’ing gums 0O a
Sores W |
Dental Prob[cmsD [}
Bad breath i ]
Lossof taste [ 0
Dry mouth D D
Blisters 0 N
E.Lchiatric Now Fast
Dcprcssiom i1 0
B‘i~Po|ar N} ]
Suicidal

Thoughts 0 D
5cl1izopl'1rcnia 0 0

T roubled slccP 0 O
Hallucinations 01 a
Jrritability D o
Alcoholism (] 0
Addiction ‘0 0

&hcr Now

Fast

Diabetes ¥}
STDrs 0
Cancér O
TLJmor [
Blood discase 0

0

0
0
0
0

Hcart Now

‘Murmur 0

FaIPitations O
Swollen

extremities O
Cold extremitiesO
Chest pain ]

Varicose veins [
Blood clots O
Dlue extremities 0

DBlood Now

Anemia o
Easy bruising 0
]:_asy blccding N}
Swollen nodes O
FPainfulnodes D
b‘ood transfusion
Blood tch

Jmmunizations

DFT
Mumps

Small pox
Tctanus
Measles
Rubella

Polio
Preumococcal

Othcr Now

Gout
Hypcrtcnsion
Ulcers

Ga“stoncs
EPilcPsy
Lcukcmia

OO0 oDoDooo

DDDDDD;UDDDDDDDD
o
Laod

| ccrfify that the above information is correct to the best of my know|cclgc.

Fatient Sgna’r_urc

Witness

Rcvicwing Fl—xﬂsicians Signaturc

[atient Namc

[T ndocrine

Now

Fast

Wcight loss
Wcight gain

U ndcrwcight
Heat intolerance
Cold intolerance

Ncuro|os{icaf

D o R o A o R

Now

Seizures

Vertigo

Hand trcml)ling
|_oss of sensation
Lack of coordination
|_oss of facial muscles
Wcalc griP

Faralysi’s .
5Pccch difﬁcultg
Tingling

Mcmory loss

Musculo—skcictal

ow

O Do Do oo o

O o o

5 O o v N s Y s Y R

Muscle Pain
Muscle weakness
Muscle cramps
Joint stiffness
Joint pain

Othcr

Oow

L_n’vc.r f’ roblems
Strolcc
Rhcumatic fever
A”crgics
Angina
Jaundice
Parasites

Polio

Fhlcbitis

DDDDDDDDDZDDDDDZDDDDDDDDDDD

FFox Chiropractic, O Dr Tamara Fox
1224 [ ast Concord Street ¢ Orlando, L 3280%

Phone: 407.228.1 140

¢ Fax 407.228.1 141

Datc
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sl I Faticnt Name_

F,easc list any diseascs/conditions that run‘in your Familg

Please complctc fl—;e Fo”owing inFormation rcgardingyour{:amilg oForigiuwz

Kelative Agc if ‘iving; Age at death Cause of death or  State of health llnesses
f:at]nc‘:r: :

Motlﬁcr:

Jro the r(s):

%istcn‘(s):

Matcrnal

Grandf:atlﬁcr:

Matc?na,

CJ ra ndmothc;-;
Fatcma,

CJl‘a ndFatl’:cr:

Fa ternal

C; rand mother: ‘

Fox Chiropractic, Q¢ Dr. Tamara Fox
1224 East Concord Street ¢ Orlando, f:[_ %2803
Phone: 407.228. 190 O  Fax 407.228.1 |44

F\c‘:vicwir\g thsicians Signaturc . Date




ASSIGNMENT OF BENEFITS

l, , assign all of the rights and benefits of any
applicable personal injury protection, medical payments, or other coverage provided by any
insurance policy issued pursuant to Florida Statutes §627.730 - §627.7405, to Fox Chiropractic
Services, Inc., for services and supplies provided to me related to personal i |njur|es | suffered in an
automobile acmdent which occurred on or about

| agree to pay any co-payment or deductible not covered by the applicable personal injury
protection, medical payments, or other insurance coverage.

This assignment includes, but is not Iimited to:

all rights to collect benefits directly from any insurance carrier obllgated to provide benefits
for services and supplies | have received:;

all rights to take legal or other action against any insurance carrier obligated to provide
benefits if for any reason the insurance carrier fails to pay any benefits due; and

all rights to recover attorney fees, legal assistant fees, costs, and any interest on fees and

costs, for any legal or other action taken by Fox Chiropractic Services, Inc. as my
assignee.

This is an assignment of righté only, and is not a delegation of any of my duties under the subject
insurance policy.

| agree that Fox Chiropractic Services, Inc. may retain any attorney it chooses to bring legal action
against any insurance carrier obligated to provide benefits for services and supplies | have
received, and that the attorney chosen may be different than any attorney | may have handling
any claim that | may have for personal injuries.

I have been given a copy of this assignment to retain for my records; | have read this assignment

and | am satisfied that | fully understand the purpose and implications of executing this
assignment and do so freely and voluntarily.

Patient Name Date

The undersigned, as authorized representative of Fox Chiropractic Services, Inc. accepts the
assignment of benefits as set forth above.

Fox Chiropractic Services, inc. . A Date



: Fox Chiroprac‘tic
Fatient (onsent for Treatmcnt

Consent for Treatment:

I voluntarily consent to the rendering of care, including treatment and performance
of diagnostic procedures. I understand that I am under the care and supervision of
the attending physician and it is the responsibility of the staff to carry out the
instructions of my physician. I also understand that all risks involved with treatment
will be explained to me upon request.

Consent for Active Rehabilitation:

I voluntarily consent to participation in active rehabilitation at Fox Chiropractic. 1
understand that my participation in this program is voluntary and that I can stop the
rehab program at any times. Since the process of strengthening and conditioning are |
a form of “controlled strain,” there is a chance of aggravation to my injury that 1
observe during my rehabiliration process. Iunderstand that all exercises and
equipment will be fully explained to me before use.

I have read the above and understand the risks and benefits of the rehabilitation
program. I agree to participate and have my rehabilitation information released to me
doctor, insurance company, or attorney, if required.

Patient Signature

Printed Name

Date

 FoxChiopracee
Dr. Tamara Fox, B.5.D.C
1224 F C,-_oncord :,'T.It., (3"’-'3115’0, 'L 2803

Phone: +07-228-1 140 Fax. 407228114
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o1 1906, s amendert,

' lne my apphcatlo deelin clalm for benefts‘ arrd dechne to pmwde
he dwudual(s) I entity(ies) named /b
fittén- request to-John Hancock at:

evoke g aumarlzétmn that was abtame e

ddrdss. shoWn B the applmatton However lmay
d|_tion of obtammg |nsurance~6r thatwas relied dnd-acted. upon . o

SO It cewing this- mformatlon is not requlred to
nd igaith care prdw .~i,However John Hancdck

arid medlcal hlstory and. oﬂwﬂnfermahow
i »(b) the treatment o pmgn@sns of any physical ‘of mental eonidition;
_ _:mcludes, bul i’net ]lmlted ft '
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thei: this information is in elgcronic br-paper. .
ormation velatdd.to psychiatric or: psychologica conditions; prescnptuon "drigs; aledhol or g -
nditions: such g Human Immunodef‘clency v:rusfHN) ‘Acquired Tramung” Deﬂclency Syndrome- .
owever ,'understand that the. John' Hancookmay fiot furhish specific test results for exposiiret
Ansufer’ mdustry data uch as %he Medncal Informahon Burea L [MIB) 1f a rev!ew of the lnformauon would..‘"
L |dentlfy me andl the spaclﬂc tost. tesults.:' s X “
'b)". The Tollowing? persons or entities-are Altforized: (5 distiose- health mformailen abo
edlcai Dr’-m‘ cally-reiated fac:l:ty, pharmacy of. pﬁarmacy beneft manager o’
neock:Lifs msurance Company (Jonn Hancoc" )i any

dontor medvca .practltfoner hospntal cllnlc:f‘.
y, Insdn i e r’remsuranne company (mcludlng John- 4
ych 8 A ha MlB ora ’-mher crgamzanon lnshtutmn,,‘

. of. M. heaﬁh mformatlon to Johh annack and uts afﬁhates. serwce
' ny cbnsum Teporting’ agency RN :

* The ‘Gde-and. disclastire. of my. health Infarmats
insirance, ' servick:my.long: term caredinsar;

fiin. cannectaon wvth thlé appucatxon',:'tb«,determme the prermum for iy’ lang term careg'
e {Loverage, and to evaludly’ iyl fir:|orig datm crs induirance: Benefits. ‘| underétartt:

there: may’be’ additional-uses bi- dnsclosur‘ bfy.health information that.arg’ spémf cally per”'itt'e’d By !aw*wuhout'my authofizatiofi. For:

‘exam‘ple»,:fdahn ‘Hancockima'yfbe obli’ga‘ted i()j‘ﬂ scjose health information to gavernment regulatory and law enfarcement entnles

jf ) ¢ The dusclosure ofmy: health Information'to iy dactor( ) or.other individual(s) as named: below;. £ -

Doctor/lndividual Name (First, M.1,, Last) Doctor/individual Name (First, M., Last)
_‘“Ad_dr_ess: o -1 , Address;
Citypu , State . . b, City State Zip
[C I —— b —.

if this autho; |zat|on is sngned by a persanal representative of the applicant, a description of the representative’s authority to act on behalf of
the applicant must be included:

. ':Lf‘ L s - - B s __"_;_’_' & S . i ""l"—'—‘—""~' _ .
Print Name of Applicant A . Signature of Applicant‘A’ Date

Angti it
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