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Description automatically generated]NEW PATIENT FORM


Patient’s Name _______________________________________________________          DOB ______________________
Gender ❑ M ❑ F ❑ N/A    *If Female, are you pregnant? ❑ No ❑ Yes *If yes, what is your due date? ________________ Address ___________________________________ City _______________________ State _______ Zip ______________
Phone Number ____________________________ Email Address _____________________________________________
What is your occupation? ________________________________ Employer: ____________________________________
Have you seen a chiropractor before? ❑ No ❑ Yes, Who? (most recent) _______________________________________ Emergency Contact ____________________________ Relationship_________________ Phone ____________________ 
Social Security Number ________-______-___________ ❑ N/A 		Height ____________ Weight ___________
Are you    ❑ Military    ❑ Veteran    ❑ First Responder (Firefighter, Police, EMT) ❑ N/A
How did you hear about us? ❑ Facebook ❑ Google ❑ Referred by_____________________ ❑ Other _______________

***CHIEF COMPLAINT***
- Why are you seeing a chiropractor? ____________________________________________________________________
- How long has it been an issue? _________________________ Pain Scale (10 being worst)  1   2   3   4   5  6  7    8    9   10 
- What caused the pain? ______________________________________________________________________________
- What does the pain feel like?   ❑ Aching   ❑ Throbbing   ❑ Sharp   ❑ Shooting   ❑ Numb   ❑ Tingling 
- Frequency of pain?  ❑ Constant     ❑ Frequent     ❑ Intermittent     ❑ Occasional   
[image: ]- Since the onset, it has:   
❑ Stayed the same   ❑ Gotten better   ❑ Gotten worse 
- Does your condition affect:  
❑ Sleep   ❑ Work   ❑ Daily Routine   ❑ Sitting   ❑ Driving 
- What makes it better? ____________________________ ❑ Nothing 
- What makes it worse? ____________________________ ❑ Nothing
- Have you had this issue treated before?  ❑ No   ❑ Yes 
If yes, what type of treatments? __________________________________________________ 
- The results of that treatment? ❑ Same ❑ Better ❑ Worse 
***OTHER COMPLAINTS ***
- Other health concerns for the chiropractor? _____________________________________________________________ 

*** PAYMENT FOR SERVICE ***
❑ Insurance (provide card & photo ID)      ❑ Self-pay (ask for contract at front desk) 
Primary Insurance _______________________ Member ID _______________________ Group # ___________________
Secondary Insurance _______________________ Member ID _______________________ Group # _________________


*** Patient/Guardian Signature _______________________________________________     Date ________________

Staff initials ___________
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Description automatically generated]GENERAL HEALTH HISTORY

Do you have or have you had any of the following conditions? (Check if Applicable)
❑ Emphysema 
❑ Endocrine Problems 
❑ Gastrointestinal Reflux Disease (GERD) 
❑ Hepatitis 
❑ HIV/AIDS 
❑ Hypertension 
❑ Irritable Bowel Syndrome (IBS) 
❑ Kidney Disease 
❑ Migraines 
❑ Cancer________________

❑ Anemia 				
❑ Arthritis (Type_______________) 
❑ Asthma 
❑ Chronic Fatigue Syndrome (CFS) 
❑ Chronic Kidney Disease (CKD) 
❑ Obstructive Pulmonary Disease (COPD) 
❑ Clotting Disorder 
❑ Congestive Heart Failure 
❑ Crohn’s Disease
❑ Depression
❑ Diabetes 
















PERSONAL SURGICAL HISTORY
Have you had any surgeries? 	❑ No ❑ Yes, Explain (Type and Year) 

__________________________________________________________________________________________________
FAMILY HISTORY
Relevant diseases in your immediate family? ❑ No ❑ Yes, please describe 

__________________________________________________________________________________________________________
INJURY HISTORY
History of any other injuries?	 ❑ No ❑ Yes, please describe 

__________________________________________________________________________________________________________
MEDICATIONS
Any medications, supplements or vitamins you’re currently on:

__________________________________________________________________________________________________________
IMAGES
Have you had any x-rays, MRIs, or CT scans?	 ❑ No ❑ Yes, explain (where and when were they taken?) 

__________________________________________________________________________________________________________
HOBBIES/ACTIVITIES
Do you have any hobbies that could impact your skeletal or muscular health?    ❑ No ❑ Yes, explain 

__________________________________________________________________________________________________________

In general, your overall health right now is….
❑ Excellent   		❑ Very good 		 ❑ Good 		 ❑ Fair 			❑ Poor

Do you exercise regularly?
❑ Strenuous 			 ❑ Moderate 			 ❑ Light 			 ❑ None


*** Patient/Guardian Printed Name ___________________________________________     Date ________________

*** Patient/Guardian Signature _______________________________________________     Staff initials ___________

210 Baber Park Dr W Suite 120		office@gallatinchiro.com	P: 615-451-3400	F: 615-451-3544
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INFORMED CONSENT


THE NATURE OF CHIROPRACTIC TREATMENT
Chiropractic treatment primarily involves the manual manipulation of the treated area using the chiropractor's hands or mechanical devices. During treatment, you may experience sensations like clicks, pops, and movement. Additionally, our office may utilize various modalities in your care, as recommended by your chiropractor based on their professional judgment.


POSSIBLE RISKS
Chiropractic treatment for pain is safe, and most patients experience decreased pain and improved mobility. Approximately 30% of patients experience slightly increased pain in the treated area, possibly due to minor muscle, tendon, or ligament strain. When this occurs within the first few days of treatment, the increased pain is brief and returns to baseline or improves over the next few days. Increased pain may also occur with exercise, heat, cold, and electrical stimulation. Possible skin irritation or burns may occur with thermal or electrical therapy. 

It's important to note that serious bodily harm is extremely rare and not an inherent risk of chiropractic treatments. Various factors can influence one's health, including prior injuries, medications, and underlying medical conditions like osteoporosis, cancer, and other illnesses. When such conditions are present, chiropractic treatment may carry the risk of serious adverse events, including fractures, dislocations, or the exacerbation of previous injuries to ligaments, intervertebral discs, nerves, or the spinal cord. It's essential for patients to remain vigilant and seek medical and/or chiropractic care if they experience symptoms suggestive of stroke or cerebrovascular injury. Your chiropractor is well-informed about this association and will assess for relevant symptoms when appropriate. It is imperative to disclose your full medical history, including medications, surgeries, and all relevant health conditions like osteoporosis, heart disease, cancer, stroke, fractures, or prior severe injuries.


OTHER OPTIONS FOR THE TREATMENT OF PAIN INCLUDE
Apart from chiropractic care, alternative approaches to managing pain include doing nothing and living with it, over-the-counter medications, physical therapy, medical interventions, injections, or surgery. There is a multitude of pain management options, each carrying potential benefits and risks. We encourage you to ask any questions you may have about the potential risks associated with chiropractic treatment. I, the undersigned, confirm that I have read and understood the information provided above, including the potential risks associated with chiropractic treatment, and have had the opportunity to inquire about any concerns I may have. I have disclosed my relevant medical history, as well as any conditions that have previously caused me pain.



*** Patient/Guardian Printed Name ___________________________________________     Date ________________

*** Patient/Guardian Signature _______________________________________________     Staff initials ___________


[image: ]COLLECTION POLICY

Insurance Claim filing
In all cases, the patient is responsible for payment on their account. As a courtesy GCC will pull insurance benefits from online resources or by telephone. However, insurance benefits pulled are not always a true reflection of benefits. GCC does not know about riders or other exemptions on individual policies of patients. As a result, it is possible claims may be denied, and the patient will be responsible for the charges.

Assignment and Release
Patients hereby authorize and assign applicable insurance benefits to be paid directly to the clinic. The patient is financially responsible for non-covered services. Patient authorizes photographs to be restricted for medical, educational, or insurance purposes and information released to other practitioners in good faith effort form my medical care.

Medicare
Patient requests that payment of authorized Medicare benefits be made either to the patient or on the patient’s behalf to GCC for any services furnished to the patient. Patient authorizes any holder of medical information about the patient to release the Health Care Financing Administration (Medicare) or its agent any information needed to determine these benefits payable for related services. This form is not to be used by the patient for Medicare reimbursement.

Copay / Self pay contracts
The patient is responsible for making payments at the time of their visit in the form of cash, check, credit/debit card, or Care Credit card. If payment is not made at the time of the patient's visit, GCC reserves the right to require payment to be made prior to all future patient visits.

Unpaid Balances
Patient balances are due 30 days after insurance coverage payment has been made. Alternatively, the patient must make acceptable payment arrangements with GCC. GCC reserves the right to refer all unpaid accounts to the collection agency. Any fees associated with collection, including collection agency fees and court costs, will be added to the patient’s account balance. After accounts are placed with collection agencies, all patient visits and procedures will be on a cash only basis.

No-Call No-Show fees
If you do not show up for your appointment, or cancel or reschedule before your appointment time, we will consider that a no-show. No-show appointments will be subject to a $25 fee. No-show fees are the patient’s sole responsibility and must be paid in full before your next appointment. 



*** Patient/Guardian Printed Name ___________________________________________     Date ________________

*** Patient/Guardian Signature _______________________________________________     Staff initials ___________
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   Notice of Privacy Practices (HIPAA Policy)
We are very concerned about protecting your privacy. While the law requires us to give you this disclosure, please understand that we have, and always will, respect the privacy of your health information.

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPPA”), I have certain rights to privacy regarding my protected health information. I understand that this information can and will be used to:
· Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that treatment directly or indirectly.
· Obtain payment from third-party payers.
· Conduct normal healthcare operations such as quality assessments and physician certifications.

I understand that this organization may need to use my name, address, phone number, and my clinical records to contact me with appointment reminders, information about treatment alternatives, or other health related information that may be of interest to me. If this contact is made by phone and I am not available, a message will be left on my answering machine/voicemail or the person answering the phone. By signing this form, I am giving you authorization to contact me with these reminders and information and to leave messages on my answering machine/voicemail or with individuals at my home or place of employment.

I have received, read and understand your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information. I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or healthcare operations. I also understand you are not required to agree to my requested restrictions, but if you do agree then you are bound to abide by such restrictions.






*** Patient/Guardian Printed Name ___________________________________________     Date ________________

*** Patient/Guardian Signature _______________________________________________     Staff initials ___________
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Please mark an X to indicate the areas where you feel pain, swelling, numbness or
discomfort. Describe what you feel or observe in your own words. Write anywhere in
this area.





