
GLENWOOD(CHIROPRACTIC(
CENTER

“The%doctor%of%the%future%will%give%no%medicine%but%will%interest%his%patients%in%the%care%of%the%
human%frame,%in%diet,%and%in%cause%and%prevention%of%disease”%–Thomas%Edison

Patient(Information
Thank&you&for&choosing&our&practice&for&your&chiropractic&needs.&&Please&complete&this&form&in&ink.&&If&you&have&any&questions&or&concerns,&do&not&
hesitate&to&ask&for&assistance.&&We&will&be&happy&to&help.

(Please%Print)
Name%___________________________________________________%Date%________________%%SS/HIC/Patient%ID#________________
%%%%%%%%%%%%%First%%%%%%%%%%%%%%%%%%%%%%Middle%Initial%%%%%%%%%%%%%%%%%%%%%%%Last
Address%_________________________________________%%City%___________________________%State%____________%%Zip____________
Sex:%%Female%%Male%%%%%%Birthdate%%___________________________%%EQmail%%_______________________________________________
Home%Phone%(______)_________________%%Cell%Phone%(______)________________%%Work%Phone%(_______)_________________
Do%you%prefer%to%receive%calls%at:%%%%%%Home%%%%%%%%%%%%%%%Work%%%%%%%%%%%%%%%Cell%%%%%%%%%%%%%%%No%Preference
Married%%%%%%%%%%Widowed%%%%%%%%%%Single%%%%%%%%%%Minor%%%%%%%%%%Separated%%%%%%%%%%Divorced%%%%%%%%%%Partnered%for%______years
Patient%Employer/School%%_________________________________________________%%Occupation%%__________________________
Employer/School%Address_____________________________________%City_____________________%State_______%Zip_________
Spouse%or%parent’s%name%_________________________%Employer%__________________%Work%Phone%(_____)______________
Whom%may%we%thank%for%referring%you%to%us?%_____________________________________________________________________
Person%to%contact%in%case%of%emergency%____________________________________%Phone%(_______)______________________

Responsible(Party
Name%of%person%responsible%for%this%account%_____________________________________________________________________
Relationship%to%patient%__________________________________________%Phone%(_______)__________________________________
Address%__________________________________________________%City%_________________________%State%________%Zip%__________
Name%of%employer%____________________________________________%Work%phone%(________)_____________________________

Insurance(Information
Name%of%insured%_________________________________________%Relationship%to%patient%_________________________________
Birthdate%_______________________%Social%Security%#%______________________________%Date%employed%__________________
Name%of%employer%_________________________________________%Work%Phone%(_______)__________________________________
Address%__________________________________________%City%_________________________%State%_______________%Zip%___________
Insurance%Co.%____________________________%Phone%(_____)____________%Group%#%____________%Employer%#%____________
Insurance%Co.%Address%____________________________________%City%___________________%State%__________%Zip%____________
How%much%is%your%deductible?%___________%How%much%have%you%used?%_________%Max.%annual%beneZit?%_________
DO%YOU%HAVE%ADDITIONAL%INSURANCE?%%%%%%%No%%%%%%%%Yes%%%%%%IF%YES,%PLEASE%COMPLETE%THE%FOLLOWING:
Name%of%insured%____________________________________%Relationship%to%patient%______________________________________
Birthdate%_______________________________%Social%Security%#%_______________________%Date%employed%_________________
Name%of%employer%____________________________________________%Work%Phone%(_______)_______________________________
Address%________________________________________%City%________________________%State%_________________%Zip%____________
Insurance%Co.%__________________________________%Group%#%_________________________%Employer%#%____________________
Insurance%Co.%Address%__________________________________%City%_____________________%State%___________%Zip%___________
How%much%is%your%deductible?%___________%How%much%have%you%used?%_________%Max.%annual%beneZit?%_________



CONFIDENTIAL

Symptoms
Reason%for%visit________________________________%When%did%you%Zirst%notice%the%symptoms?%_______________________
Is%this%condition%getting%progressively%worse?%____________________________________________________________________
Where%speciZically%is%the%problem(s)%located?%_____________________________________________________________________
Which%activities%are%difZicult%to%perform?%%%%Sitting%%%%Standing%%%%Walking%%%%Bending%%%%Lying%down%%%%Other
Type%of%pain:%%%%Sharp%%%%%%Dull%%%%%%Throbbing%%%%%%Numbness%%%%%%Aching%%%%%%Shooting%%%%%%Burning%%%%%%Tingling%%%%
Cramps%%%%%%Stiffness%%%%%%Swelling%%%%%%Other
Rate%the%severity%of%your%pain%(1,%mild%pain%or%discomfort%to%10,%severe%pain):%1%%%2%%%3%%%4%%%5%%%6%%%7%%%8%%%9%%%10
Is%the%pain%constant%or%does%it%come%and%go?%%______________________________________________________________________
What%treatment%have%you%already%received%for%your%condition:%%________________________________________________%

Health(History((Circle&only&those&conditions&which&are&applicable:
AIDS/HIV% % Cataracts% % Hepatitis% % Osteoporosis% % Suicide%Attempt
Alcoholism% % Chemical%Dependency% Hernia% % % Pacemaker% % Thyroid%Problems
Allergy%Shots% % Chicken%Pox% % Herniated%Disc% % Parkinson’s%Disease% Tonsillitis
Anemia%% % Depression% % Herpes% % % Pinched%Nerve% % Tuberculosis
Anorexia% % Diabetes% % High%Cholesterol%% Pneumonia% % Tumors,%Growths
Appendicitis% % Emphysema% % Kidney%Disease% % Polio% % % Typhoid%Fever
Arthritis% % Epilepsy% % Liver%Disease% % Prostate%Problems% Ulcers
Asthma%% % Fractures% % Measles%% % Prosthesis% % Vaginal%infections
Bleeding%Disorders% Glaucoma% % Migraine%Headaches% Psychiatric%Care%% Venereal%Disease
Breast%Lump% % Goiter% % % Miscarriage% % Rheumatoid%Arthritis% Whooping%Cough
Bronchitis% % Gonorrhea% % Mononucleosis% % Rheumatic%Fever%Other%_______________
Bulimia%% % Gout% % % Multiple%Sclerosis% Scarlet%Fever% % ______________________
Cancer% % % Heart%Disease% % Mumps% % % Stroke% % % ______________________
Date%of%last%exams%__________________________________________________________________________________________________
(Women)%Are%you%pregnant?%%%%Yes%%%%No%%%%Nursing?%%%%Yes%%%%No%%%%Taking%birth%control%pills?%%%%Yes%%%%No
List%any%types%of%surgeries%which%you%have%had%and%the%dates%which%they%occurred:%%________________________
________________________________________________________________________________________________________________________
Please%list%all%medications%you%are%currently%taking:%%____________________________________________________________
Allergies:%%____________________________________________________________________________________________________________

Daily(Habits
What%type%of%exercise%do%you%perform%on%a%daily%basis?%%%%None%%%%%%Moderate%%%%%%Heavy
What%do%your%daily%work%habits%include?%(ex.%sitting,%standing,%light%labor,%heavy%labor,%computer%work)
_______________________________________________________________________________________________________________________
What%vitamins%do%you%currently%take?%___________________________________________________________________________
What%kind%of%other%nutritional%supplements%do%you%take%(if%any)?%%____________________________________________
Do%you%smoke?%%%%No%%%%Yes%%%%How%much%per%day?%%________________________________________________________________
How%much%liquor%do%you%consume%on%a%weekly%basis?%%_________________________________________________________
How%much%coffee%or%caffeinated%beverages%do%you%consume%on%a%daily%basis?%%_______________________________



CertiCication(and(Assignment
To%the%best%of%my%knowledge,%the%above%information%is%complete%and%correct.%%I%understand%that%it%is%my%responsibility%to%inform%my%doctor%if%I,%or%
my%minor%child,%ever%have%a%change%in%health.

I%certify%that%I,%and/or%my%dependent(s),%have%insurance%coverage%with%%____________________________________(%Name%of%Insurance%Company%(ies))
and%assign%directly%to%Dr.%Steve%Peltzman%all%insurance%beneZits,%if%any,%otherwise%payable%to%me%for%services%rendered.%%I%understand%that%I%am%
Zinancially%responsible%for%all%charges%whether%or%not%paid%by%insurance.%%I%authorize%the%use%of%my%signature%on%all%insurance%submissions.

The%aboveQnamed%doctor%may%use%my%health%care%information%and%may%disclose%such%information%to%the%aboveQnamed%Insurance%Company%(ies)%
and%their%agents%for%the%purpose%of%obtaining%payment%for%services%and%determining%insurance%beneZits%or%the%beneZits%payable%for%related%
services.%%

__________________________________________________________________________________________%%%%%_________________________________________________
% Signature%of%Patient,%Parent,%Guardian%or%Personal%Representative%% % % Date

___________________________________________________________________________________________________%%%%%%_______________________________________________________
% Please%print%name%of%Patient,%Parent%or%Personal%Representative% % % % Relationship%to%Patient





PRIVACY POLICY (HIPPA)

THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED, AS WELL AS HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

In the course of your care as a patient at Glenwood Chiropractic Center, P.C.,  and under Federal Law we may use or disclose personal and 
health related information about you in the following ways:

• If we are providing health care services to you based on the orders of another health care provider.
• Your health care records, a well as your billing records, may be disclosed to another party, such as but not limited to an insurance 

carrier, or your employer, if they are responsible for payment of your services.
• If we provide health care services to you in an emergency.
• If there are substantial barriers to communicating with you, but in our professional judgment we believe that you intend 

     for us to provide care.
• If we are ordered by the courts or another appropriate agency.
• Your name, address, phone number and email address may be used by Glenwood Chiropractic Center, P.C for the purpose of 

contacting you regarding reminding, scheduling, reschedule, thank you cards/emails, birthday cards/emails or information about 
alternatives to your present care, or other health related information that may be of interest to you.

If you are not available to receive an appointment reminder call, a message may be left on your answering machine, voicemail or with any 
individual who answers the phone.  Further, you have the right to inspect or obtain a copy of the information we will use for these purposes.  
You also have the right to refuse to provide authorization for this office to contact you regarding these matters.  If you do not provide us with 
authorization, it will not affect the care provided to you or the reimbursement avenues associated with your care.

Any use or disclosure of your protected health information, other than as outlined above, will only be made upon your written authorization.

I can request a copy of the Notice of Privacy Practices of Chiropractor and understand that I have a right to review the Notice of Privacy 
Practices prior to signing this document.  The Notice of Privacy Practices describes the types of uses and disclosures of my protected health 
information that will occur in my treatment, payment of my bills or in the performance of health care operations of Chiropractor.  The Notice 
of Privacy Practices for Chiropractor is also posted in the waiting room at Glenwood Chiropractic Center P.C.  This Notice of Privacy 
Practices also describes my rights and duties of the Chiropractor with respect to my protected health information.

 “Open-door” adjusting environment.

It is the desire of this office to provide chiropractic care in an “open-door” adjusting environment.  An “open-door” approach involves the 
doctor moving from patient care area to patient care area and sometimes leaving the doors open between patient care areas.  As a result, 
patients are occasionally within sight of one another and some ongoing routine details of care are discussed within earshot of other patients 
and staff.  This environment is used for ongoing care and is NOT the environment used for taking patient histories, performing examinations 
or presenting reports of findings.  These procedures are completed in a private, confidential setting.

We are requesting this authorization of you due to various interpretations under Federal law with respect to what is known as “incidental 
disclosures” of health information.  It is our view that the kind of matters related in an “open-door environment are incidental matters, in the 
event you or someone else would not agree with us, we are providing this disclosure and requesting your authorization.  

YOUR SIGNATURE INDICATES YOUR UNDERSTANDING AND AUTHORIZATION OF THESE ACTIVITIES.

_______________________________________   ______________________________________   ___________________
NAME   (PRINTED)                                              SIGNATURE                                                       DATE

If you are a minor, or if you are being represented by another party:

_______________________________________   ______________________________________   ___________________
Relationship to Minor (Printed)                  Personal Representative Signature                    DATE

You may revoke this authorization at any time.  Revocation may be accomplished by advising us in writing of your desire to withdraw your 
authorization.  Please allow a reasonable processing time for the change in our system to be completed.

http://www.jamesonchiro.com/notice_of_privacy_practices.htm
http://www.jamesonchiro.com/notice_of_privacy_practices.htm




 
 



 


