
PATIENT INSURANCE INFORMATION SHEET

Please Complete the following information below so that we may efficiently serve you,

Patient Name
Home Phone
Address

Work Phone
City State zip

Bilth Date Sex Marital Status
Drivers Lic, # Soc, Sec, #
Employment Status: Full Time
Employer Name

Part Time Retired Retirement Date

Employer Address
Employer Phone #

Workman's Comp. Insurance Name
Occupation

Phone

Primary Insurance Information
Name of Insured
Address

Birth Date Soc, Sec.#
City State _ Zip

Insurance Company Policy # Group #
Insurance Company Address City State_ Zip
Insured's Relationship to Patient: Self Spouse Child Other (please specifo)

Insured's Employer Name
Address
Employer Phone #
Is there $econdary Insurance Coverage?

Seconda rv Insura,nce I4formation
Name of Insured
Address
Insurance Company

Employer
City State _Zip

Occupation
Yes No (If yes please complete next section)

Birth Date_/_/_Soc. Sec, #
City State

Policy #

_ Self _Spouse _ Child _
City State Zio

Other (please specifi)

tr-zipGroup

Insurance Company Address
Insured's Relationship to Patient:

Insured's Employer Name Occupation

Employer Address

Employer Phone #

Cify State zip

Patient Long-Term Signature Authorization

hereby authorize the release of any medical or other information necessary to process my claim.
also request payment of government benefits either to me or to the parly who accepts assignment,
also authorize payment of medical benefits to the above provider for any services.

This authorization also permits the release of information to this provider by HCFA, its intermediaries, or
carriers on unassigned Medicare claims.
I further permit copies of this authorization to be used in place of the original,

Patient / Insured Date



PATIEtfT:
DATE:

! Unemptoyed
0 Retired
D Other

;J

L'
i-l:,

E.rry labor
Ligbt labor
Mostly sifting at desk

D.o you smoke? yes ! No D

Ito, how many pacla/day?
Do you drink? yes ! No 0
Elave you ever had r_rays taken of:your low baclc

Your neck;
Your chest:
Other:

! Mostly standing

! Y:rP walkinfuoving aboutu t;rwrng or operating vehicle

<1! l! 2a 3 0 3>t
If yes, amount

Yes xo D-EGTE
[!

lost from work due to this current problem?

!
D

!

U

D

0

lost from work in the

Yes0 No!
Dislike my job !

past.year due to your

Really like my job !
Really dislike my job !

EDUCATION LE\4EL

Grade 8 or less
Partial high school
Eligh school graduate

0
0
l

r}IPLOYMENT STATUS

Paid full fime
Paid part time
Eomemaker
Student '

woRK ACTIVITY ivlA-R'

Eow many days bave you

-_-days.
Elow many days have you
problem? Oays

Do you like your job?
t\0 Oplnton U



HEffh
- -1. Headache

_2. sinus (ailergy)

_3. enfira head

--4, bacl of head

-_5. 
forehead

-6. 

lernples

.-T.migraine
_9. f,.equent and severe

_ 9. Head leels heavy
.--10, Lighfreadedness
.- j l. Falnting

_i2. Face flushed

--13. Loss of rnemory

"--.- j I, Eye sfnin
..-15. Light bohers ayes
_ 1 s. tslured vision

_17. oouble vision

-'i 

3. L.oss of vi.sion

_-19, Loss of bajance

-2C 

Otziness

-21 

. Loss o/ heanng

-22. 

Pain in tie ears

-23. 

Ringing in he ears R L

-21.3uzzing 

in he ears Fl L

--25, lcss 91 trnt
25, Loss ol smell
7 Sinus Uouble

{ECit

-30 
Neck pain )

-31 
Nerck si.;i.fness

-32. 
Neck pain and stjffne+s

---33. Moderate to s€vero neck pain

-31, 
Neck pajn wilh mowment

-35. 

forvard

-36 

bachmrd

-37. 

tuming to Sre left
_3€ turning to $re right

39. bending to tte Iefl
---.--4C. bending to h€ right

--4:. Pinched nerue in rl€ neck

-42. 
Neck leets .otrt ol place.

--43, 
l,1u.scle spasms in the neck

-41 
Gnnding sounds in he neck

-45 
Annrftis in th€ neck

HOULDE.RS

-5C. 
Pain in shoulder joinl R L

--5 
i, Pain acrcss shoulders

--52. Parn be*aen shoutder blades
-- a3 Stiffness in shoulder R tl. Tansion in sre shoulders

_,5, Pinched nerve . shouldor Fl L

-56. 
Muscle spasrns . strosldor F L

-57. 
Unablo to rals€ arm R L

--5€. above shoulder le.rel R L.-59. over hsad R L

ARAIS & FIANDE
65. pain in tre Lp,per srm F L
66. pajn in tfre ebor R a

,, _l1,Tennb e[bor R L.-.-od. yarn h forearm F L---69. pajn in hands R I--70. pain in fingers of R L ;;_7 j. Sensaton of fns & neeOfes inhearm R L_7Z SensaUon ol prm & needJes in
the finEers R L--73. Numbne<

-74,rur-unJ,:ffi- 
i i-.-.-]: Fingers 

SD ro sreep R L--26. Hands gret m{d
_! Swoilen jonb in fingers
_78. Stiftness in fingea R L, .---79, Los5 e1 grp so.engrb R L

iilD€ACtt
_gz. MrdbacJ< pa.rn

.-&3. Midback stitrn€ss

.---84 Midback panr and stiffness
--&5, Midbacl( musde gssms
--80. pain in hdrrey area

CHEST:

--.-90. chen parn
.-.-91 , Shortness sf brtdl

-92. 

pa-jn around fre rbs.-93, Brea_sl pain
.-94, I negular hearb€at

ASDOMEH:
....-1@, Nervous sloflrarJr
.-10 j. Nausea

-l02.Ga-s
- 

1 03. Constipaton
...--- 1 04, Diarrhea
.-105. Hemorrhoids

LOW BAct(

-1 

10, Low back pa.in

-1 

I 1. Low back stif,ness

; _,_1 12. Low back parn arrd stiffness
Lo\./ oack pain i.s worse when:

..-t t 4. workjng

--115. lifting

--lI6. stoofing
_tj7. standing
.-118, situng

-.-j19, bending
.-.-120. coughing
.- 1 21 , tying dovrn (sleeping)
-:=:?2'w-aJbns

_ r<c, Low back f!€b ost g{ p{scs
..-.-126, Muscle sp€srr6 in low beck

HtP+ LEcs & FEET:
_13O. pajn, in btfiod<s R r_131. pain in . ' L

- 

132, Pain dc 

Ere hip icint R t

- 
r33. pain ooil *";[. R L

-134. 

Leg cramps R r_135. cramps in fee t ; 1*_136. Knee pain ; ;_137. inside R i_,* ;ft 1T"i"T,".,.,*, ; i
-14!, 

Numbness of leg ' R 1.=_- 1 41 . Nurnbness of feet R i_ 1 42 Numbness ol toes R I_14.3. Swollen ankjes R L___144. Svroilen feet F a

-1{5. 

Feet leel cold

WOMEX ONLY:

-- 

l5o. Menslruar parn ($.r)
--=__151, Menstrual cramprng 

-

_152 lrregular p riod
._--1 53. Abno rmal disciarge
--_-l55, Tumoc;

ilEli ONLy:
.-1 60, Urinary lrequency
".-161. Difliculty in starting urinatjon
_162. Night urination

- 

1 63, Prostate pajrVsrelling

GEXE*Dar.
_-120. ArxjeV

-171. 

Nervousness

-l72. 

Initabte
.-173. Dfficrtty in prolooged riding

rn an automobil€
..- 1 74. Oepression

---175. Fatigue

--176. Generally leel run down

-177, 

Orff icufty sleeping
=--178, Loss of weight _ t5is

-179. 

Gain *uigrrr 
--E*'

-1 

€0. Ercessive perspiration

- 

l81 , Pallor
_192. Tremors

SYMPTOMS LIST: pbase

Your Hamc:

sfmptonrs yor: fnrr frorn Ure tis;t I
vq(E.

Wnte in your own synptorns:



lt- u.. h. brcftg
r9propdrlc q/rnbdr rrd rtrr h r+rlch yur fo.l tl€ dcrcrt€d.fi.ruoor. the nrcu.f, M A/ M er-\r-r--a- , ,t, ,... r .v (v strbbhgi}rdnc /// tl,tt ,y _xxx-.qiltrng s s 5

Please rate your pain using the foilowing scale: ( 0 = no paio aod t0 = worsr possible peio)
Curreot pein intensiq,

.4r'e rage p ain iD tensjb.

Worst pain inteusitl,

112rrL r o I 6 t E 9 rouoooon-- -uUnr-ln u .rJ U
ll n nuuUOOnr.r

ULJUn
LJ ti it r-tunn- OO



This office will file your claims for you
responsible in ensuring that Dr. Johnson

for this office to
until payment or
e balanced owed.

within 45 days to check the status of your

Your coverage is a contract
deductibles, co-pays, con-in

until an Explanation of Benefits (EOB) is
o-pay and a co_insurance, again this in

Upon verification of your coverage, the dis

Patient billings are sent out monthly, Due to re-file of claims, you may not receive a bill
,?#tliilltilrHli?,111j**nr' 

at getting vour claim puiJ nuu. ue.n 
"xriaust.d, vou are

recovery, you will need to keep schedule
exercises and treatment as designated by

Payments plans can be set up at any time so that you will not have to stop treatment dueto policy limitations.

I have read the above financial policy and acknowredge my obligations.

Patient Signature:

Staff Signature:

Date:

Date:



I

Print Patient's Name;

Patient's Signature:

SENT TO CHIROPR A C.TIT,

Ihe
other chiroo
diagnostic I
responsible)

Ilrtur 4ld u+ opporruniry to discuss wi
Lg1"t *irh ."ih#5i'1,". personner ,h. "^ll:h:-?*1"r "f 

chiropracrrc named3ffi s*ri::ri'3,n$?i:ffi #T#iirj#i,h:ir?;t{ry,{+3i j[ffi.+!f s
adjustmentsanoott'er;'#fi ,fi li';T;:'#tr',3:1?3S"1#H';"1i.Sf f,?iii

l#l*:l'gl*gl ,j^Tg.g that, as in the practi
i*lll,*::l*i:.fi*:si,ii:'J::i:,.qi.it#di*n5iff1,ffii,i#i,*:l3:,,tn"f"1i:,*.,?t
.i',Tiiirj'fl"^r:,tF.q,ii;'i'#o':;?|ii'Tl fl'1,:1'3fl311*:'ji:-'l*'t", c.ti'';;a;;.

*"*H::"J :*rti*gfiiiititi, [Til:ff1L.i,,,T,?..o"
ff :T Hl["ln 

d e i p r i in ;, i ;i" r" Tl': 
.|,i 

$ ii ;f; : fJ' iffi ffL,L: f *r; l: ",i: .l 
o* .':re, I wishwrsh.to relyto exercise i 'Prri'rauons' lherefbre, I v

time, based" or th.e procedures which t
ano rs ln my best interest,

h Ail charges incurred at Hilrsboro chiropractic crinic are my totalnesponsrbrlrty regardiess of payment by my insurance poricy or not,

am aware of having
ue litigation, I also
ey fees,

Patient's Representative, s Signature :

Date Signed:



HIPAA Notice of Privacy Practices

Hiils b o_rg C_hitoprq ctig Clinic
Post Office Box 70d

Hillsboro, Texas 76645

(2s4) s80_0701

THIS I\OTICE DESCRIBES HOW MEDICAL IJ\FORMATIONA-BOUT YOU MAY BE USED AND DISCLOSEDAND How You cAN cnr acc-rss ro rHrs nronn'rluon. pt nasn nevrnw IT .AREFULL'.

Uses and Disclosures of protectecl Health Information

"u'i:!li?lT'fi*frll{i,lJilir::J*1'onJffi*f;.T"gr;:"i,Hi[Tr'ffir,".: :,,:'rand 
o,hers ou,side or ou,care bills' to support the opLration 

"rtrtr 
p^nvri.ian's practiJe,'il;;y orher use requir.ed o, i,,i]ttt 

to you, to paf your health

Treatrnent: We will use and
any related services. This in or manage your health care andwould.disclose your protec a. third prty, po. 

"*ample, 
weexatnple, your plotected hea that provides ,u.. to you. Forphysician has the necessary i been refen.ed ;;;;,.. rhar t'e

Pavment: your protected health

"*tnpG, outuining u;p,'oual for a 
ed' as needed,,to obtain payment for your health care services. Forhealfh plan to outain ipproval for, tre that your relevant p.ot"ri.J n"ulth infor.mation be disclosed to the

ay use or disclose, as_ne
'actice. These activities ln order to suppoft the business
medicar students, ricensing, u ?:1;'.',ffi:,ffi,r'J'|;,?ig]"il:;

t see patients at our office. In
n your name and indicate your

oll' as necessary, to contact you ':;.tou. We may use ot'disclose

n the following situations wit

of the Department of Health an
164.500.

othen Permitted a'd Required uses and Disclosures will Be Made only with your conserto object unless required by law. 
u rr!'vDur tr !ry'l lJe vlade only with Your consent, Authorization or opportunity

'*"[?"J:Jf5'"f;:,LTT::11"*:'J'di'",lTi;,r,,lJlltl?;.',xliJ,i ,f ;1.Jil:l,Lil,x,"1"* 
phvsician or the physician,s



Ti'#:'ff.T;i-lll;;rtffi T:..;6'ft 
'l'1i"i"##:i::#3HT

access to protected health information.
or proceeding, and protected hearth inrorm.;"" ,r,"ii, #j::Til'il_"?nliJijnlii,l

Your Rishts
Following is a statetnent of your rights with respect to your protected health information.

insp.ect or copy tn. fottoffigGff
civil, criminal, or administ uiu. urtion

Y,lO:l fdrf] law, however, you may nor

upon request, even have agreed to accept

0 use or
You
may be
ate the

Your physician is not requir^ed to agree to a restriction that you may request, If physician berieves it is in your best interest toir:fr'.}:i#l,-ff::T::H:,I3hi;!fi:l?ir**,[lF#,';:L;rotecred'n,urtr, inro,-ation w'r not be restricred you

location"

If we deny your request for
ebuttal to your statement and

X;::Tif'1ffi',fl'TffTffillffJTilltlis notice and will inrorm vou bv mal orany changes, you then have the right to

Complaints

secretary of Health and Human services if you believe your privacy rights have beenplainr with us by notifuing our privacy ;"r;.1;r"r. .'",oo,.int, @l..tariut.

This notice was published and becomes effective on/or before Apr' 14, 2003.

d by law to maintain the privacy 
.oi a1d provide individuars with, this notice of our legar duties andfi'l'XX,.E'ffi;lf*:3fi:1*:i:fm;g1;tf ffIng;#*m;o this rorm, p,ease ask to

signature below is only acknowledgement that you have received this Notice of our privacy practices:
Print Name:

Signature
Date


