Welcome

REGISTRATION FORM

PATIENT INFORMATION

Last Name, First Name MI Title Preferred Name
Date of Birth Gender Marital Status Spouse/Parent Name
Street Address City State Zip
Mailing Address (if different) City State Zip
SSN Home Number Cell Number Work Number

Email (for private use by this office only) Employer Occupation

Whom may we thank for referring us to you?

Other family members seen here

EMERGENCY CONTACT

Name of local friend or relative (not living with you) Home Phone Cell Phone
INSURANCE INFORMATION

Person responsible for bill Is this person a patient here?

Primary subscriber name Date of birth

Primary Insurance ID/SSN # of subscriber Group #

Secondary subscriber name Date of birth

Secondary Insurance ID/SSN of subscriber Group #

B ACK A N D B O DY

CHIROPRACTIC



HEALTH HISTORY

SYMPTONS
List your problems or complaints ~ Rate Your Pain  Date started or If you’ve had this Did your problem
according to severity of pain 0-10 (10=worst)  for how long  condition before, when? begin with an injury
1
2
3
4
5
6

Please answer the following in regards to problem/complain #1 above:

How would you describe the pain? € Sharp € Dull € Diffuse€ Achy € Burning € Shooting € Stiff €
Numb
€ Tingly € Sharp w/motion € shooting w/motion € Stabbing w/motion € Electric like w/motion

Is the problem? € Getting worse € Staying the same € Getting better

How often do you experience your symptoms? € Constantly € Frequently € Occasionally € Intermittently
(76-100%)  (51-76%) (26-50%) (1-25%)
How much has the problem interfered with your normal activities? € Notatall € A little bit € Moderately
€ Quite a bit € Extremely
How much has the problem interfered with your work/required tasks? € Notatall € A little bit
€ Moderately € Quite a bit € Extremely € Do not work
Do you consider your problem to be severe? € Yes € Yes, at times € No

What aggravates your problem?

What makes your problem feel better?

What concerns you the most about your problem; what does it prevent you from doing?

Who else have you seen for your problem? € Chiropractor € Neurologist € Primary Care Physician € No one
€ ER Physician € Orthopedist € Massage Therapist € Physical Therapist € Other:

Name and city of your primary care physician and/or specialist:

How would you rate your overall health? € Excellent € Very good € Good € Fair € Poor

What type of exercise do you do? € Strenuous € Moderate € Light € None



Past Present Past Present Past Present
€ € Headaches € €  Chronic Sinusitis € € Dizziness
€ € NeckPain € € HighBlood Pressure € Diabetes
€ € Upper Back Pain € €  Chest Pain € € Excessive Thirst
€ € Mid Back Pain € €  Stroke € € Frequent Urination
€ € Low Back Pain € € Angina € € Smoking/Tobacco Use
€ € Shoulder Pain € € Kidney Stone € € Allergies
€ € Elbow/Upper Arm Pain € € Kidney Disorder € € Depression
€ € Wrist Pain € € Bladder Infection € € Systemic Lupus
€ € Hand Pain € €  Painful Urination € € Epilepsy
€ € HipPain € €  Loss of Bladder Control € € Dermatitis/Eczema
€ € Upper Leg Pain € €  Prostate Problems € € HIV/AIDS
€ € Knee Pain € €  Abnormal Weight Change € € Other:
€ € Ankle/Foot Pain € € Loss of Appetite
€ € Jaw Pain € € Abdominal Pain
€ € Joint Pain/Stiffness € € Ulcer
€ € Arthritis € €  Hepatitis
€ € Rheumatoid Arthritis € € Liver/Gall Bladder Disorder ~ For Females Only
€ € Cancer € €  General Fatigue € € Birth Control Pills
€ € Tumor € €  Muscular Incoordination € € Hormonal Replacement
€ € Asthma € €  Visual Disturbances € € Pregnancy

List all the prescription medications you are currently taking:

List all the vitamins/supplements you are currently taking:

List all the surgical procedures you have had:

What activities do you do at work?
€ Sit:
€ Stand:
€ Computer Work:
€ On the Phone:

€ Most of the day
€ Most of the day
€ Most of the day
€ Most of the day

€ Half the day
€ Half the day
€ Half the day
€ Half the day

€ A little of the day
€ A little of the day
€ A little of the day
€ A little of the day

What activities do you do outside of work?

Have you had any significant past trauma?

Anything else we should know?




CONSENT TO TREAT A MINOR

(IF APPLICABLE)
BACK & BODY CHIROPRACTIC HAS MY PERMISSION TO RENDER ANY MEDICALLY NECESSARY SERVICES TO MY CHILD

Printed Name of PATIENT Signature of PARENT/GUARDIAN Date

CHIROPRACTIC

CERTIFICATION

TO THE BEST OF MY KNOWLEDGE, THE PREVIOUS INFORMATION IS COMPLETE AND CORRECT. | UNDERSTAND THAT IT IS MY RESPONSIBILITY TO
INFORM MY DOCTOR IF | OR MY MINOR CHILD HAS A CHANGE IN HEALTH AND/OR INSURANCE COVERAGE

Printed Name of PATIENT Signature of PATIENT or PARENT/GUARDIAN Date

PATIENT FINANCIAL POLICY

THIS OFFICE HAD ADOPTED A FINANCIAL POLICY THAT IS OUTLINED. IF YOU HAVE ANY QUESTIONS REGARDING THIS POLICY, PLEASE DISCUSS THEM
WITH OUR OFFICE MANAGER.
* UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE BY EITHER YOU OR YOUR INSURANCE CARRIER, FULL PAYMENT IS DUE AT
THE TIME OF SERVICES ARE RENDERED.

YOUR INSURANCE
* WE HAVE MADE PRIOR ARRANGEMENTS WITH MANY INSURANCE CARRIERS TO ACCEPT ASSIGNMENT OF BENEFITS. THIS MEANS THAT WE
WILL BILL THOSE PLANS FOR WHICH WE HAVE AN ARRANGEMENT AND WILL ONLY REQUIRE YOU TO PAY THE AUTHORIZED CO-PAYMENT AT
THE TIME OF SERVICE. IT IS THE POLICY OF OUR OFFICE TO COLLECT THIS CO-PAYMENT WHEN YOU ARRIVE FOR YOUR APPOINTMENT.
* IF YOU HAVE INSURANCE COVERAGE WITH A PLAN FOR WHICH WE DO NOT HAVE PRIOR ARRANGEMENT, WE WILL PREPARE AND SEND THE
CLAIM FOR YOU ON AN UNASSIGNED BASIS. THIS MEANS THAT YOUR INSURER MAY SEND THE PAYMENT DIRECTLY TO YOU. CONSEQUENTLY,
THE CHARGES FOR YOUR CARE AND TREATMENT MAY BE DUE AT THE TIME OF SERVICE.

IN THE EVENT THAT YOUR HEALTH PLAN DETERMINES A SERVICE TO BE NOT COVERED, YOU WILL BE RESPONSIBLE FOR THE COMPLETE CHARGE.
PAYMENT IS DUE UPON RECEIPT OF A STATEMENT FROM OUR OFFICE.

MINOR PATIENTS
* FOR ALL SERVICES RENDERED TO MINOR PATIENTS, RESPONSIBILITY WILL FALL TO THE ADULT ACCOMPANYING THE PATIENT OR THE PARENT
OR GUARDIAN WITH CUSTODY FOR PAYMENT.

I HEREBY AUTHORIZE DR. JONATHAN GOFF TO USE OTHER DIAGNOSTIC AIDS TO MAKE A THOROUGH DIAGNOSIS OF MY CHIROPRACTIC NEEDS. | HAVE
ANSWERED ALL QUESTIONS CONCERNING MY MEDICAL HEALTH HISTORY TO THE BEST OF MY KNOWLEDGE.

* I AUTHORIZE THE RELEASE OF MY MEDICAL RECORDS TO SECURE PAYMENT OF INSURANCE BENEFITS.

I AUTHORIZE MY INSURANCE COMPANY TO ASSIGN BENEFITS TO BACK AND BODY CHIROPRACTIC FOR PAYMENT OF SERVICES RENDERED.
* I AUTHORIZE THE USE OF THIS SIGNATURE ON ALL INSURANCE SUBMISSIONS.
* I HAVE READ THE COPY OF THE PRIVACY POLICY INFORMATION AND WILL/HAVE REVIEWED THE INFORMATION.

PLEASE NOTE THAT A CANCELLATION FEE WILL BE CHARGED UNLESS NOTICE IS GIVEN 24 HOURS PRIOR TO A SCHEDULED APPOINTMENT.

A $25.00 FEE WILL BE CHARGED FOR ANY RETURNED CHECK PLUS ANY RECOVERY FEES THAT MAY BE INCURRED.

I HAVE READ AND UNDERSTAND THE FINANCIAL POLICY, SIGNATURE AUTHORIZATION, AND PRIVACY POLICY, AND | AGREE TO ITS TERMS AND
DEFINITIONS. | ALSO UNDERSTAND AND AGREE THAT SUCH TERMS MAY BE AMENDED FROM TIME TO TIME BY THE PRACTICE.

Printed Name of PATIENT Signature of PATIENT or PARENT/GUARDIAN Date



