Patient

Address

State

Birthdate

City

Sex:(JM [JF Age

Zip

Patient SS#

[ Single []Married []Widowed []Separated []Divorced

Occupation

Employer

Employer Address

Employer Phone

Spouse’s Name

Birthdate SS#

Occupation

Spouse’s Employer

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? []Yes []No
Subscriber’s Name
Birthdate

Relationship to Patient

SS#

Insurance Co.

Group #
ASSIGNMENT AND RELEASE

I, the undersigned certify that | (or my dependent) have insurance coverage

with,
Dr. all insurance benefits, if any, other-
wise payable to me for services rendered. | understand that | am financially
responsible for all charges whether or not paid by insurance. | hereby authorize
the doctor to release all information necessary to secure the payment of ben-
efits. | authorize the use of this signature on all insurance submissions.

and assign directly to

Responsible Party Signature

Relationship Date

i

~ PHONE NUMBERS

Home Work Ext
' Best time and place to reach you
’ = IN CASE OF EMERGENCY, CONTACT:
‘ _v Name Relationship
“ Home Phone
| Work Phone Ext

| ACCIDENT INFORMATION |

Is condition due to an accident? [ ] Yes [ ] No Date
Type of accident [_]Auto [ JWork [JHome []Other
To whom have you made a report of your accident?

] Auto Insurance [_] Employer [ Worker Comp. []Other

9

Reason for Visit

 PATIENT CONDITION

When did your symptoms appear?

Is this condition getting progressively worse? [ |Yes [ ]No []Unknown

Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

t' Type of pain: [] Sharp [] Dull [] Throbbing [] Numbness []Aching
\ [] Shooting []Burning [] Tingling [] Cramps [] Stiffness [ ] Swelling [] Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfere with your [ | Work [ ] Sleep [] Daily Routine [ ] Recreation Q

% Activities or movements that are painful to perform [] Sitting [] Standing [] Walking [] Bending [] Lying Down




ALTH HISTORY

3

What treatment have you already received for your condition? [] Medications ] Surgery [] Physical Therapy
] Chiropractic Services [] None [ Cther
Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan
Place a mark on “Yes” or “No” to indicate if you have had any of the following:
AIDS/HIV [JYes[JNo  Emphysema []Yes[JNo  Miscarriage [JYes[JNo  Scarlet Fever []Yes[]No
Alcoholism ] Yes [INo Epilepsy [ Yes [ No Mononucleosis [] Yes [ ] No Stroke O Yes[INo
Allergy Shots ] Yes [] No Fractures O Yes I No Multipie Suicide Attempt [] Yes [] No
Anemia I Yes [ No Glaucoma [ Yes (] No Sclerosis [1Yes [1No Thyroid
Anorexia ] Yes (] No Goiter [JYes [ No Mumps . O Yes LI No Prqblgms O Yes CINo
Appendicitis [ Yes (] No P —— [ Yes [ No Osteoporosis [ ] Yes [] No Tonsillitis ] Yes [] No
Arthritis ] Yes [ No Gout [ Yes [] No Pacemaker [ Yes[]No Tuberculosis [ Yes ] No
; Parkinson’s Tumors,
gzgga [Jyes [1No :earattglssease E] zzs E Eo Disease [JYes []No Growths J Yes (] No
Di solrrc‘iger . [ Yes [ No Hzfnialnl 5 Yez 'i’ NZ Pinched Nerve [] Yes [] No Typhoid Fever [] Yes []No
‘Breast Lump [] Yes []No Herniated Disk [] Yes [] No ggﬁg moma % z:z % :2 slacg?;; [IvesLINo
oo’ Dt e Db e DD e Dwedn
ign Probiem Yes| | No Venereal
Cancer [ Yes [ No Cholesterol ] Yes [ No Prosihasic [ Yes (I No Disease [J Yes [ No
Cataracts [ Yes [ No Kidney Disease ] Yes ] No Psychiatric Care []Yes [JNo ~ Whooping
Chemical Liver Disease [ ]Yes[]No N Cough O Yes [0 No
Dependency [ Yes [] No Measles ] Yes [] No Arthritie [ Yes [] No Other
Chicken Pox ] Yes []No Migraine Rheumatic
Diabetes ] Yes (] No Headaches []Yes[]No Fever [JYes [ No
EXERCISE WORK ACTIVITY HABITS K
: ] None [ sitting ] Smoking Packs/Day.
[] Moderate [] Standing ] Aicohol Drinks/Week
1 [ Daily ] Light Labor [] Coffee/Caffeine Drinks Cups/Day
[J Heavy (] Heavy Labor (] High Stress Level Reason

Are you pregnant? []Yes []No Due Date

Injuries/Surgeries you have had
Falls

Head Injuries

Description Date

Broken Bones

Dislocations

Surgeries

eI A

"ALLERGIES | VITAMINS/HERBS /MINERALS

: { Pharmacy Name

_ Pharmacy Phone




Kenneth DICarlo DC

Forte/EMR 351 Monmouth Road

West Long Branch, NJ 07764

Name: Date:

Email Address:
(Leave blank or notate that you want your summary printed instead of emailed)

DOB: Gender: Preferred Language:
Race: Ethnicity:
O American Indian or Alaska Native O Hispanic or Latino
O Asian o Not Hispanic or Latino
O Black or African American O Patient Declined to Provide
O Native Hawaiian or Other Pacific Islander
O White

O Patient Declined to Provide

Smoking Status:
O Current Every Day Smoker
O Current Some Day Smoker
O Former Smoker
O Never Smoker

Active Medications (If none/unknown, please specify):

Medication Allergies (If none/unknown, please specify):

Height: Feet Inches

Weight:

Current Complaint/Diagnosis:

Signature:

*If current smoker, assessment and cessation intervention is needed. Was this completed? Yes O No O
*Was a dietary consult and follow up plan completed? Yes O No O N/A O
*Blood Pressure: /




Patient Name: Health Record Number:

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Date of Birth:

1.
2,

I authorize the use or disclosure of the above named individual’s health information as described below:
The following individual or organization is authorized to make the disclosure:

The type and amount of information to be used or disclosed is as follows: (include dates where appropriate)
problem list

medication list

list of allergies

immunization record

most recent history and physical

most recent discharge summary

laboratory results from (date) to (date)

x-ray and imaging reports from (date) to (date)

consultation reports from (doctor’s name)

entire record

other

I understand that the information in my health record may include information relating to sexually
transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus
(HIV). It may also include information about behavioral or mental health services, and treatment for
alcohol or drug abuse.

This information may be disclosed to and used by the following individual or organization:
Kenneth DiCarlo, D.C. 351 Monmouth Road, West Long Branch, N.J. 07764

for the purpose of treatment

I understand I have the right to revoke this authorization at any time. I understand if I revoke this
Authorization I must do so in writing and present my written revocation to the health information
management department. I understand the revocation will not apply to information that has already been
released in response to this authorization. I understand the revocation will not apply to my insurance
company when the law provides my insurer with the right to contest a claim under my policy. Unless
otherwise revoked, this authorization will expire on the following date, event or condition:
If I fail to specify an expiration date, event or condition, this authorization will expire in six months.

I understand that authorizing the disclosure of this health information is voluntarily. I can refuse to sign
this authorization. I need not sign this form in order to assure treatment. I understand I may inspect or
copy the information to be used or disclosed, as provided in CFR 164.524. In understand any disclosure

of information carries with it the potential for an unauthorized re-disclosure and the information may not be
protected by federal confidentiality rules. If I have any questions about disclosure of my health
information, I can contact Dr. Kenneth DiCarlo.

Signature of Patient or Legal Representative Date

If signed by Legal Representative, Relationship Signature of Witness



Kenneth DiCarlo, D.C.
351 Monmouth Road
West Long Branch, N.J. 07764
Tel: 732-222-7978
Fax: 732-222-7150

AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

I authorize the physician and/or administrative and clinical staff to disclose the following
protected health information to:

( ) Myself only

( ) My spouse, significant other or parent (specify name)

( ) Other (specify name)

The type and amount of information to be used or disclosed is as follows: (include dates where
appropriate)

( ) ENTIRE RECORD ( ) CERTIFIED RECORDS

( ) Problem List () Most recent history & physical
() Medication List () Most recent discharge summary
( ) List of Allergies ( ) X-ray and Imaging reports

( ) Immunization Record ( ) Consultation Reports

( ) Laboratory Results from to (dates)

( ) Other

I prefer to be contacted on my: ( )Home Phone ( )Cell Phone ( ) Work Phone
Regarding the office staff or physician leaving information and confirming appointments on my
answering machine, voice mail or with my answering service:

( ) Yes. I give my permission for medical information to be left on my answering systems.
( ) No. Ido not want messages or medical information left on my answering systems.

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to
sign this authorization. I need not sign the form in order to assure treatment. I understand I may
inspect or copy the information to be used or disclosed. As provided in CFR 164.524. 1
understand any disclosure of information carries with it the potential for an unauthorized re-
disclosure and the information may not be protected by federal confidentiality rules. If I have
questions about disclosure of my health information, I can contact the HIM director, privacy
officer, or other officer or individual’s name or contact information.

[ understand that the information in my health record may include information relating to sexually
transmitted diseases such as AIDS or HIV. It may also include information about behavioral or
mental health services, and treatment for alcohol or drug abuse.

Signature of Patient or Legal Representative Date

If signed by Legal Representative, Relation to Patient Signature of Witness



HIPAA Notice of Privacy Practices

KENNETH DICARLO, D.C.
351 MONMOLUTH ROAD
WEST | ONG BRANCH N.I 07764

/"IN AAN '79"'0
‘\I\)A‘-) A4y RSN RV

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PI.LEASE REVIFEW IT CARRTRTIITT V

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also
describes your rights to access and control your protected health information. “Protected health infarmatinn” is infarmatinn
about you, inciuding demographic information, that may identify you and that relates to vour past. nresent ar fisture nhysinal ar
mental health or condition and related health care services. g

1. Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our
office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health
care bills, to support the operation of the physician’s practice, and any other use required by law .

Treatment: We will use and disclose your protected heaith information to provide, coordinate, or manage your health care and
_ any related services. This includes the coordination or management -of your health-care with a third party. For example, we
would disclose your protected health information, as necessary, to a home health agency that provides care to you. For
example; your protected health information may be provided to a physician to whom you have been referred to ensure that the
physician has the necessary information to diagnose or treat you. -

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the
health plan 10 obtain approval for ithe nosoital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the busmess
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee
review activities, training of medical students, licensing, and conducting or arranging for other business activities. For
example, we may disclose your protected health information to medical school students that see natiente at anr affice Tn
addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate vour
physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose
your protected health information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These

situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight:

Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral -
Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensatjon:

Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary

of the Department of Health and Human Services to investigate or determine our compliance with the reaniremente nf Qartinn

164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity
to Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physncnan S
practice has taken an action in reliance on the use or disclosure indicated in the authorization.



Your Rights ; o ‘
Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and co our protected health information. Under federal law, however, you may not
inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a
civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits
access to protected health information. - :

specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to
permit use and disclosure of your protected health information, your protected health information will not be restricted. You
then have the right to use another Healthcare Professional. :

You have the right to request to receive confidential communications from us b alternative mearis or at an alternative
location.

You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept
this notice alternatively i.e. electronically.

information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to
object or withdraw as provided in this notice.

Complaints

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

speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.
Signature below is only aéknowledgement that you have received this Notice of our Privacy Practices:

Print Name: Signature Date




