Confidential Patient Data

AQUI B
C H H @@ P W@T H 1350 E. Main St, Ste B-1 Bartow, FL 33830 (883)534-3268

CLINIC,LLC

IF YOU NEED ANY ASSISTANCE COMPLETING THIS FORM, PLEASE ASK THE RECEPTIONIST
PATIENT INFORMATION Today's Date:
Name: Date of Birth: ___
Address: City: State: Zip:
Home Phone: Work Phone: 5 Cell Phone; g
Email: Social Security #:
Age: U Male U Female Marital Status: OMarried USingle ODivorced OSeparated OWidow
Ferson Responsible for this Account (Policy Holder): Relationship:
Date of Birth of Policy Holder: - Policy Holder 55&:
MName of Spouse or Nearest Relative: Phone; _
How many children: _ ages: Your Occupation
Your Employer. Phone:

Referred to this Office by: OFriend/Family Member — Name:
JdYellow Pages 0 Mail OClinic Location dOther
Race: Prefermed Language:

Fhone Carrier (for text message appointment reminders):

HISTORY OF PRESENT ILLNESS

Vhat are your primary complaints? Please Rale Your Pain/Discomiort on 2 scale of 0-10. 0=nene 10=worst

T Rale Sympioms;
& Rate Symploms:
3. Fate Symptoms:
4 Rate Symptoms:
b Rate Symploms:
&, Fate Symptoms:

SYMPTOMS AREWORSE IN  LOMORNING  AFTERNOON  ONIGHT
DATE OF ONSET: HOW DID THIS CONDITION DEVELOP?

SYMPTOMS DEVELOPED FROM: LJJOB RELATED INJURY [JAUTO ACCIDENT DOTHER OACCIDENT
Lilness LIUNKNOWN CAUSE OGRADUAL ONSET

SYMPTOMS HAVE PERSISTED FOR # __ HOUR{S) __ DAY(S) _ WEEK(S) __ MONTH(S) __ YEAR(S)
SYMPTOMSICOMPLAINTS:  JCOME & GO JARE CONSTANT [ NEARLY CONSTANT

HAVE YO EVER HAD THIS BEFORE: LINO  DOYES WHENT7T

DO WORK ACTIVITIES AGGRAVATE YOUR CURRENT COMPLAINTS? YES  [ND
WHICH WORK ACTIVITIES?

DATES MISSED FROM WORK:




PLEASE CHECK THE FOLLOWING ACTIVITIES THAT AGGRAVAT E YOUR CONDITION:
LIBENDING LOREACHING LISTRAINING AT STOOL OCOUGHING JSMTTING OTURNING HEAD

JUFTING ISNEEZING IWALKING OLYING DOWN STANDING O OTHER

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT RELIEVE YOUR CONDITION:

LIBENDING LISITTING CILIFTING OSTANDING CLYING DOWN OTURNING HEAD LIREACHING CIWALKING
AOTHER

PLEASE CHECK ANY ADDITIONAL SYMPTOMS YOU MAY BE EXPERIENCING:

Oblurred vision Qouzzing in ears Ueold feet Ocold hands Deald sweats Ueoncentration loss/confusion
Qeonstipation Udepression /weeping spells Qdiarhea Odizziness Qface fushed Diainting Wfatigue Ofever Ohead
seems too heavy headaches Qinsomnia Dllight bothers eyes Uloss of balance Dioss of smell Uloss of taste Dlow
resistance to colds Umuscle jerking Cnumbness in fingers Lnumbness in toes Opins and needies in arms Upins and

neadles in legs ringing in ears [shortness of breath Clstiff neck Clstomach upset
Hother

MEDICAL/IFAMILY HISTORY S = Self M= Mother F = Father
(Please indicate which conditions have been experienced by the above by marking appropriate boxes).

S M F S M F S M F

O O Qaps O 0O 0O dislocated joints O a0 neck pain

O O O anemia O O O epilepsy O O O nervousness

O O 0 arthritis d O [0 German measies O O O numbness

O O O asthma O O 0O hesdaches O 0O Q polio

O O O back pain O O O hearttrouble kL) L] poor circulation
O O O bladder trouble O O 0O reproductive disorders Q O 0 hepatits

O O O bane fracture O O O nigh blood pressure Q O 0 rheumatic faver
O O OO cancer O O O HWARC OO O rheumatism

O O 01O chestpain O O O kidney disorder O O O scarlet fevar

O O [ concussion O O O bowelcontrol loss O -8 & SErious injury

O O O conwulsions O O U menstrual cramps 2 G v sinus trouble

O O [ diabetes 0 O J muttiple sclarosis [ tuberculosis

O O O indigastion O 0O 0 muscular dystrophy 0O O Q venersal disease
Other conditions: Do you have a history of Stroke or Hypertension? Yes [ONa
Father: Wliving, age: _ [ldeceased, cause:

Mother; Wliving, age: __ DOdeceasad, cause:

Have you been treated by & physician for any health condition in the last year? Yes No

Describe Condition__ Diate of Last Physical Exam

Wha is your physician? Address:

May we have parmission to update your medical doctor regarding your care at this office? Qyes UNo
Mame and location of doctors previously seen for present condtion(s):

Have you ever been treated by a Chiropractor? N0 YES, WhaoWhere?

Any X-rays, MRl OR CAT SCANS been taken recently? ONO  OYES WhenWherg?

Any Drug Allergies? ANO  YES, What kind?
Are you currently taking any medication: ANO LYES, Please name them_ *If you have a list, we can make a
Copy

1. For What Condition? Dosage?
2 For What Condition? Dosage?
3. For What Condition? Dosage?
4. For What Conditipn? Dosage?
5. = For What Condition? Dosage?




Are you pregnant? LINO LIYES  Date of last menstrual period:

SURGICAL HISTORY:
1. Diate:
2. Diate:
3 - Date: r
Have you ever had a metal implant? Oves UNo ever was gunshot? OYes ONo
ACCIDENT HISTORY: (Job Oautc Other 1 Diate:
OJob Qauto Q0ther 2. Date:
ok Qaus COother 3. Dats:

SOCIAL HISTORY:

Do you drink aleoholic beverages? LNa LYes, how much per week?
Do you use any tobaces products? LINo Yes Do you smoke? LINo LIYes, how many packs, per day?

Do you take vitamin supplements? ONo Oves, please list:
D you consume caffeine? LNe LYes, how much per day?
Do you exercise? INo UYes, what is the frequency and type of exercise?

What percentage of time during the day | at home or work) do you spend: lifting sitting bending
commputer

Payment for Services will be by: Cash QOCheck DQOCredit Card OHealth Insurance
OAutomobile Insurance  WUWorker's Compensation

Name of Primary Insurance Company.:

Insured's Employer: Insured's Social Security #:

Employer's Phone #,

Are you covered by more than one insurance company? OYes QMo

Mame of Secondary Insurance Company:

AUTHORIZATION AND RELEASE: | authorize paymeant of insurance benefits directly to AQUI CHIROPRACTIC CLINIC,
LLC. | authorize AQUI CHIRDPRACTIC CLINIC, LLC to release all information necessary to communicate with personal
physicians and other healthcare providers and payors and to secure the payment of benefits. | understand that | am
responsible for all costs of chiropractic care, regardless of insurance coverage. | also understand that if | suspend or
terminate my schedule of care as determined by my freabing doctor, any fees for professional services will be
immediately due and payabla.

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for
the purpose of treatment, payment, healthcare operations, and coordination of care, We want you to know how
your Patient Health Information is going to be used In this office and your rights concerning those records. If
you would like to have a more detailed account of our policles and procedures concerning the privacy of your
Patient Health Information we encouraga vou to read the HIPAA NOTICE that iz available to you at tha front dask

before signing this consent. If there is anyone you do not want to receive your medical records, please inform
our offica.

Patient's Signature: Date:

Guardian's Signature Authorizing Care: Date:




1350 Fast Main Sireed, Sulte B-1 Bastow, FL 53330
Phooe: B63-5334-3208 Fax: §53-534 3436

AQUI o 55 .
CHIR®PRACTIC

CLINIC,LLC

INFORMED CONSENT

it &5 our responsibiity to fuly inforn you of &l aspecs of your Teatment  Part of this indudes 2 deoussion of any potenisl side effsct ar
complications. Al freaiments poentially can cause hese reactions, and chiropractic maniputation is no difarent. It however, has one of fie safest
reconds of the wide range of reatments that can be ysad for spinal disondens.

Possible adverse effects of spinal manipulation can include soreness in the area of reatment, reactive muscle
spasm, mjury to the disc causing pressure on the nerve tissue, fractures in weakened bone such as ribs, and injury
i arteries in the neck resulting in stroke. Soreness or reactive muscle spasm or tightening are common but usually
brief reactions 1o trestment. The other potential complications are rare. It is best to examine the frequency of these

potential complications versus the refative frequency of the complications of the other fypical ireatments which may
be used for a spinal disordsr.

Disc injury from manipulation Neurologic complication from
causing spinal cord pressure Meck surgery  Back Surgery
1 per 100 miflion 1 per6d 1per333
Artery injury from Death rate from neck surgery

manipulation causing stroke

1 per million 1 per 145

Perhaps the most common aitemnative to spinal manipulation is the use of the anti-
inflammatory drugs. These drugs cause faidy common and potentially serious complications.

Complication assocated with an§-nflammatory drug use:

Serious stomach or intesfinal bleeding 1 —4 per 100 users
Hospitalizations from complications 20,000 per year
Deaths from complications 2,600 per year

| have read the above and understand the risk of complication that may occur from spinal manipulztion. With this
understanding, | consent to treatment with spinal manipulation with Dr. Alex Agqui, D.C.

Mame

Signature Date




1330 Easl Main Streat, Surde B-1 Barow, FL 33530
Fhone: §83-534-3258 Fax: HE3-534-3435

AQUI
CHIR@PRACTIC

CLINIC,LLC

PATIENT COMNSENT
FOR USE ANDI/OR DISCLOSURE OF PROTECTED HEALTH INFORMATION
TO CARRY QUT TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS

hereby states that by signing this Consent, | acknowiedge and agree as follgws;

1. The Practice’s Privacy Notice has been provided to me prior to my signing this Consent. The Privacy Notice
ncludes a complete description of the uses andior disclosures of iy protected health information ("PHIY)
necessary for the Practice {o provide freatment to me, and also necessary for the Practice to obtain payment
for that treatment and to carry out its health care operations. The Practice explained to me that the Privacy
Motice will be available to me in the future &t my request. The Praclice has further explained my right to
abtain & copy of the Privacy Motice prior to signing this Consent, and has encouraged me Lo read the Privacy
Motice carefully prior o my signing this Consent,

2. The Praclice reservas the right fo change its privacy practices that are described in its Privacy Matice, in
accordance with applicable law.

3. lunderstand that, and consent to, the following appointment reminders that will be used
by the Practice: a) a postcard mailed to me at the address provided by me: and b)

telephoning my home and leaving a message on my answering machine or with the
individual answenng the phone, or by e-mail.

4. The Practice may use and'or disclose my PHI (which includes information about my hesith or condition and
the treatment provided fo me) in order for the Practice to treat me and obtain payment for that treatment, and
as necessary for the Practice to conduct its specific health care operations.

5. | understand that | have a right to request that the Practice restrict how my PHI is used andior disclosed to
carry out treatment, payment andfor health care operations. However, the Practice is not required to agree to
any restrictions that | have requested. If the Practice agrees to a requested restriction, then the restriction is
binding on the Practice.

6. 1 understand that this Consent 1s valid tor seven years. | further understand that | have the right to revoke this
Consant, in writing, &t any time for all future transactions, with the understanding that any such revocation
shall not apply to the axtent that the Practice haz already taken action in reliance on thi= consent

7. lunderstand that if | revoke this consent at any time, the Practice has the right to refuse to freat me.

& lunderstand that if | do not sign this Consent evidencing my consent to the uses and disclosures described
o me above and contained in the Privacy Motice, then the Practice will not freat me

| have read and understand the foregoing notice, and all of my questions have been answered to my full
satisfaction in a way that | can understand,

Name of PatiantIndividual {Please print) Signature of Patientindividual

Signature of Legal Represantative Relationship to Patiant
{.9.. Attorney-in-Fact, Guardian, Parent if & minor)

Date Signed Witheas



AQUI

1350 East Main Street, Suite B-1 Bartow, FL 33830
‘ H ] R P RA‘ Tl ‘ Phone: B63-534-3288 Fax: B63-534-3436
aquichiropracticclinc.com
CLINIC, LLC
FINANCIAL AGREEMENT

Paymenis for services are dug at the time services are rendered. We accept cash, check or credit card,
Returned checks are subject to a $30.00 collection fee. Balances older than 20 days may be subject to
interest charges of 1 ¥ % per month.

A charge of $30.00 may also be made for broken appointments and appointments cancelled without a 24
hour advance notice. If, for any reason you discontinue treatment prematurely, any balance on your account wil
be due and payabls immediately,

There is a $3.00 per page charge for any forms completed related to other coverage's such as disability, credit fife,
etc).

Your first visit MUST be paid in full at time of servica. The only exceptions are PRE-VERIFIED and PRE-
AUTHORIZED Worker's Compensation claims and 100% Personal Injury claims. If we can verify that your
deductible has been met for the year, we may be able to waive the portian dus from insurance and collect only the
percentage (co-payment) due from you. You MUST pay your parcentageico-payment at each subsanuent visit,

Wi accept assignment on most insurance after we are able to obtain verification. If through verification we find the
insurance company pays o the insured only, we will collect in full for the services rendarad. We will file your
elaims so you can be reimbursed.

YOU MUST REALIZE, HOWEVER; THAT;

1. Yourinsurancs is a contract between you. your employer and the insurance company. W are not a party
to that contract. ANY SERVICES NOT PAID BY YQUR INSURANCE COMPANY DUE TO QVER
UTILIZATION, LIMITED BENEFITS, UNAUTHORIZED SERVICES, ETC: WILL BE YOUR
RESPONBILITY FOR PAYMENT IN FULL.

2. Qur fees are generally considered to fall within the acceptable range by most companies, and are covered
up to the maximum allowance determined by each camer. This applies only to companies wha pay a
percentage of the usual, reasonable, and customary charges. This statement does not apply fo
companies who reimburse based on an arbitrary “schedule” of fees, which bears no relationship to the
current standard and cost of care in this area.

3. Mot all services are covered benefits in all contracts. For this reason, supplements, supporis, pillows, ice
packs, etc. MUST be paid for in full when received.

We must emphasize that as health care providers, our relationship is with you, not your insurance company.
While: the filing of insurance claims is a courtesy we exiend to our patients, all charges are your resparsibility
onffrom the date services are rendered. We do utilize a collection agency for overdue balances on accounts.

| HAVE READ AND FULLY UNDERSTAND THE ABOVE POLICIES AND HEREEY ACKNOWLEDGE SAME.

Patient Signature: _ _ Date:

Witness Signature: — Date:




