Advanced Spinal Health

REGISTRATION FORM

	(Please Print)

	Today’s date:
	Primary Care Provider:

	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Is this your legal name?
	If not, what is your legal name?
	(Former name):
	Birth date:
	Age:
	Sex:

	( Yes
	( No
	
	
	       /          /
	
	( M
	( F

	Street address:
	Social Security no.:
	Home phone no.:

	
	
	(          )

	P.O. box:
	City:
	State:
	ZIP Code:

	
	
	
	

	Occupation:
	Employer:
	Employer phone no.:/Cell phone no.

	
	
	(          )

	Chose clinic because/Referred to clinic by (please check one box):
	( Dr.
	
	( Insurance Plan
	( Hospital

	( Family
	( Friend__________
	( Close to home/work
	( Yellow Pages
	( Sign
	( Newspaper _____________________

	Other family members/friends seen here:
	

	

	INSURANCE INFORMATION

	Please give your insurance card to the receptionist.

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:

	
	       /         /
	
	(          )

	Is this person a patient here?
	( Yes
	( No
	
	

	Occupation:
	Employer:
	Employer address:
	Employer phone no.:

	
	
	
	(          )

	Is this patient covered by insurance?
	( Yes
	( No
	

	Please indicate primary insurance
	( Blue Cross Blue Shield
	( PPO Oklahoma
	( Aetna
	( Medicare
	( Community Care

	( Other ______________
	
	
	
	
	

	Subscriber’s name:
	Subscriber’s S.S. no.:
	Birth date:
	Group no.:
	Policy no.:
	Co-payment:

	
	
	       /       /
	
	
	$

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	( Other
	

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	
	
	
	

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	( Other
	

	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	
	
	(          )
	(          )

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize Advanced Spinal Health or insurance company to release any information required to process my claims.

	
	
	
	
	

	
	Patient/Guardian Signature
	
	Date
	


[image: image1.emf]
[image: image2.emf]

Advanced Spinal Health, LLC

Informed Consent
The nature of chiropractic treatment:  The doctor will use his/her hands or a mechanical device in order to realign your spine much like dentistry realigns teeth.  Various ancillary procedures, such as hot or cold packs, electric muscle stimulation, therapeutic ultrasound or dry hydrothermy may also be used.

Possible Risks:  As with any health care procedure, complications are possible following a chiropractic manipulation.  Complications could include fractures of bone, muscular strain, ligamentous sprain, dislocations of joints, or injury to intervertebral discs, nerves or spinal cord.  Cerebrovascular injury  or stroke could occur upon severe injury to the arteries of the neck.  A minority of patients may notice stiffness or soreness after the first few days of treatment.  The ancillary procedures could produce skin irritation, burns or minor complications.

Probability of risks occurring:  The risks of complications due to chiropractic treatment have been described as “rare”, about as often as complications are seen from the taking of a single aspirin tablet.  The risk of cerbrovascular injury or stroke, has been estimated at one in one million to one in twenty million, and can be even further reduced by screening procedures.  The probability of adverse reaction due to ancillary procedures is also considered “rare”.
I understand that without a post-operative MRI there might be risks involving a weak vertebrae that might have otherwise been seen on an MRI, which undergoing spinal disc decompression might cause a fracture of the vertebrae. 
Other treatment options which could be considered may include the following:
· Over-the-counter analgesics.  The risks of these medications include irritation to stomach, liver, and kidneys, and other side effects in a significant number of cases.

· Medical care.  Typically anti-inflammatory drugs, tranquilizers, and analgesics are prescribed.  Risks of these drugs include a multitude of undesirable side effects and patient dependence in a significant number of cases.

· Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in a significant number of cases.

· Surgery in conjunction with medical care adds the risk of adverse reaction to anesthesia, as well as an extended convalescent period in a significant number of cases.

Risks of remaining untreated:  Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes.  These changes can further reduce skeletal mobility, and in duce chronic pain cycles.  It is quite probable that delay of treatment will complicate the condition and make future rehabilitation more difficult.

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

I have had an opportunity to discuss with Bernard Fuh, DC and/or with other office or clinic personnel the nature and purpose of chiropractic adjustments and other procedures.  I understand that the 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 complications, and wish to rely upon the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known to him, is in my best interest.

I have read, or have had read to me, the above consent.  I have also had an opportunity to ask questions about its consent, and by signing below I agree to the above-named procedures.  I intend this consent form to cover the entire course of treatment for my present and for any future condition(s) for which I seek treatment.

_________________________

________________________

______________

Printed Name



Signature



Date

