For the office of:  Sue Mulcahey, D.C., L.L.C. 

NEW PATIENT INFORMATION

Please print and fill in all of the blanks.                            Date ____________
Information About You
Name _________________________ Age __________ Male or Female ______
Address______________________City _____________State______Zip______

Home phone __________________Work Phone ________________Ext.______

Date of Birth _________________Social Security Number__________________

Driver’s License Number ____________________________State____________

Status [ ]Married–Spouse’s name___________ [ ]Single [ ]Separated [ ]Divorced

Are you a student? ____Yes ____No  If yes, full time or part time?____________

Patient’s Employer __________________________ Address________________

Occupation __________________ [ ] Full time [ ] Part time [ ] Disability [ ] Retired

Who should we call in case of emergency? _______________ Phone_________

Who is responsible for this account? ___________________________________

Health Insurance Plan ______________________________________________

Information if the patient is not the guarantor of the insurance policy:

Insured’s Name ___________________________ Insured’s Phone __________

What is your relationship to the insured?  _______________________________

Insured’s Full Address ______________________________________________

Insured’s Date of Birth ________________Insured’s SS# __________________

Insured’s Employer _______________________Address __________________
Information about your Primary Care Doctor:

Name of Family Doctor __________________________Phone _____________

Address ___________________ City ____________ State ________Zip______

Do we have your permission to contact this doctor to share information and to let them know your progress with chiropractic care?  Circle one:  YES  NO

How did you hear about this office? _________________________________

Welcome to our office.  We appreciate that you have chosen us for your health care needs.  The doctor will work to help restore or improve your health, but there are no guarantees or promises of improvement or complete recovery.  We will ask you many questions pertaining to your pain, health and present condition.  Please give the doctor as much information as you can.  We are approved providers for many insurance plans.  We will try to verify your insurance coverage and benefits for you.  We will discuss applicable benefits as they are told to us, but we cannot guarantee the accuracy of what someone from your insurance company may tell us.  Please direct any questions that you may have regarding your bill to us.  We do not want any misunderstandings regarding your bill, obligation to pay, or terms of when payment is due.  Your signature below fully authorizes our staff and doctors to perform any examinations, diagnostic tests and/or treatments as we may consider medically necessary and to release all information pertinent to your health, insurance, or benefits to any and all applicable parties on your behalf when deemed necessary.  In addition, you give your full consent and agreement to all terms and conditions regarding payment of account policies of this office.
Signature ________________________________________ Date _________________
Patient Health Survey
Circle the condition that applies to you (when applicable) and give explanation on line provided.
    Yes  No
      [ ]   [ ]  List any allergies/sensitivities to medications or ointments ________________________
      [ ]   [ ]  Weight change (loss/gain) more than 10 lbs. in past year_________________________
      [ ]   [ ]  Have you seen a doctor in past year other than for cold/flu?_______________________
      [ ]   [ ]  List hospitalizations in past five years ________________________________________     

      [ ]   [ ]  Has a doctor recommended any tests/surgeries in past five years? _________________                 

            ______________________________________________________________________
[ ]   [ ]  When was your last chiropractic visit? ________________________________________
[ ]   [ ]  Fever, chills, night sweats, dizziness, fainting, shortness of breath __________________
[ ]   [ ]  Head, neck, ear or eye pain, headaches or ringing in the ears _____________________
[ ]   [ ]  Bleeding disorders, arthritis, leukemia or skin disorder  ___________________________
[ ]   [ ]  Neck problems, swallowing difficulties, thyroid condition __________________________
[ ]   [ ]  Hoarseness, sore throat, allergies, regular colds, flu or asthma  ____________________ 
[ ]   [ ]  Injury to the neck, whiplash, pinched nerves or numbness of neck __________________
[ ]   [ ]  Chest pain, heart problems, irregular beats, pacemaker, stroke ____________________
[ ]   [ ]  Lung problems, congestion, cancer, tuberculosis or lung disease___________________
[ ]   [ ]  Do you smoke? ________ If yes, how many packs per day? ______________________
[ ]   [ ]  Nausea, vomiting, ulcers, colitis, spastic colon or diverticulitis _____________________
[ ]   [ ]  Gallbladder, pancreas, liver or other digestive condition __________________________
[ ]   [ ]  Hemorrhoids, rectal bleeding or frequent constipation or diarrhea __________________
[ ]   [ ]  Male/female genital disorders, surgeries, diseases, sexual problems, prostate problems     
           _______________________________________________________________________
[ ]   [ ]  Fatigue, anxiety, depression ________________________________________________
[ ]   [ ]  Diabetes, kidney problems _________________________________________________ 
[ ]   [ ]  Any fractured or broken bones ______________________________________________
[ ]   [ ]  Malformation of any bones or joints___________________________________________
[ ]   [ ]  Injury to the mid back, pinched nerves or severe muscle spasms ___________________
[ ]   [ ]  Scoliosis, curvature of the spine or structural problems ___________________________
[ ]   [ ]  Injury or tendonitis of shoulder, elbow, wrist, hand or fingers _______________________
[ ]   [ ]  Carpal tunnel syndrome, rotator cuff, bursitis or tennis elbow ______________________ 
[ ]   [ ]  Foot problems, deformities, surgeries to the feet or ankles ________________________
[ ]   [ ]  Venereal diseases, HIV/AIDS, herpes, hepatitis, other communicable disease_________
[ ]   [ ]  Any work related injuries pending now or in the past _____________________________
[ ]   [ ]  Have you ever had a disability rating for an injury in the past? _____________________
[ ]   [ ]  Any condition, surgery or disease not described above ___________________________
Explain any “yes” answers and list any other health related conditions or problems that we should know about:
________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________

Signature _________________________________________ Date _____________________
NOTE THAT ALL INFORMATION THAT YOU PROVIDE IS CONFIDENTIAL
Explain your use of the following: (Circle answer)

Alcohol
    Never    Seldom    Occasionally    Often    Daily
Tobacco 
    Never    Seldom    [  ]  ______ cigarettes a day
Social Drugs     Never    Seldom    Occasionally    Often    Daily

Coffee               Never    Seldom    Occasionally    Often    Daily  _____cups/day
Tea                   Never    Seldom    Occasionally    Often    Daily  _____cups/day
Soda 

    Never    Seldom    Occasionally    Often    Daily  _____cans/day
Water
               Never    Seldom    Occasionally    Often    Daily  _____glasses/day
Describe any medications or vitamin/supplements that you are currently taking:
Name of medication            Dosage          Frequency          Reason for taking medication

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List all surgeries that you have had in the past:

Type of surgery                   When              Why performed                 Result

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Indicated which of the following test(s) you have had in the past:

X-rays _______________________ When ___________ Where __________________

CT scan or MRI _______________  When ___________ Where __________________
Myelogram ___________________ When ___________ Where __________________

Ultrasound ___________________  When ___________Where __________________

Indicate any or all treatments that you have already had for you present condition:
[  ]  Prescription drugs   [  ]  Surgery      [  ]  Chiropractic care    [  ]  Physical Therapy

FOR WOMEN ONLY:

Can you become pregnant? [  ] Yes  [  ]  No  Date of your last mammogram _________

                                                            Date of your last pap smear ____________

Are you now or is it possible that you are pregnant?  [  ] Yes  [  ] No

Date of your last period __________________________

Signature _______________________________________  Date _________________

Has anyone in your immediate family (mother-father-grandparents-siblings) ever had:
Condition                 Relation                               Condition                      Relation______

Heart Disease ________________________   Glaucoma ________________________
Stroke ______________________________    Bleeding Disorders_________________

Diabetes ____________________________    Kidney Disease ___________________

Cancer ______________________________  Thyroid Disease ___________________

What activities of daily living are difficult for you to perform due to your condition?

[  ] Climbing stairs
        [  ] Standing for prolonged periods  
         [  ] Pushing or pulling

[  ] Lifting

        [  ] Getting in/out of auto or chair
         [  ] Kneeling

[  ] Yard/outdoor work      [  ] Household chores or light work 
         [  ] Bending over

List any additional information that may help us with your health care needs:

____________________________________________________________________________________________________________________________________________ 
Assignment – Authorization and Lien
I, the assignee, being the patient or legal guardian of said minor listed below, do hereby authorize, direct, assign and give a full lien to Sue Mulcahey, DC, LLC against any and all insurance benefits, processes of any settlement, judgment or verdict which may be paid to the undersigned as a result of the injuries or illness for which I have been treated by Sue Mulcahey, DC, LLC.  I, the assignee, further authorize any/all   insurance companies, attorneys and any/all third party payers to pay directly to Sue Mulcahey, DC, LLC all sums of money due to them by reason or accident, illness and by any/all reasons for any other bills that are due or may become due and to withhold such sums from any health, accident, workers compensation and/or including all insurance or third party benefits for any/all services rendered to me or to the minor for whom I am legally responsible.  I agree that this office and staff may deliver medical records, consultations, depositions and/or court appearances which must be paid in full in advance and further authorize this office to release any information pertinent to said health care to any insurance company, adjuster, attorney or legal service bureau to facilitate collections under the terms of this document.  

Informed Consent
 I understand that this office, its doctors and staff are accepting my case based on examination findings and believe the outlined treatment should produce change and/or improvement.  However, as with many doctors treatment, a guarantee of improvement or complete recovery cannot be made and it is even possible that no change will occur.  I further understand that in the practice of medicine, chiropractic and physical therapy there is some risk of injury or side effects that cannot be pre-determined.  I do not expect the provider to be able to anticipate and explain all risks and complications and I wish to rely on the doctor to exercise judgment during the course of any procedure(s) which the doctor feels at the time is in my best interest.  Therefore, I give my full consent to the doctor to render treatment on my behalf or the minor for whom I am legally responsible.

Insurance benefits – Payment terms and Conditions
As a courtesy, our office will obtain a verification of applicable insurance benefits as they are quoted to us.  Some insurance companies mis-quote benefits and coverage.  Our office is not responsible for what an insurance representative may tell us.  Any insurance contractual obligations are between you and your insurance or liability carrier.  Co-pays, deductibles and all non-covered service charges are due at the time service is rendered.  All account balances, including automobile and work injury claims must be paid in full within ninety (90) days of treatment regardless of any attorney liens or pending settlements.  If a third party carrier fails to pay within the ninety day period, the patient must pay the balance in full.  Assignee is fully responsible for all money owed to this office for any/all treatment, products or services rendered to the patient or minor shown below.  Any balance due ninety days or more will be submitted to an attorney for which the undersigned agrees to be 100% responsible for all monthly service charges, costs related but not limited to all collections related expenses, attorney, court and filing fees.  Returned checks, debit and credit card charges made payable to this office for insufficient funds, stop payments or other reasons of non-payment will be assigned a $30.00 service charge.  A photocopy of this document shall be considered as effective and valid as the original.
PRINT NAME OF PATIENT _____________________________________    DATE __________________________

Signature of patient (or parent/legal guardian) _____________________________________________
