Welcome to Our Office
We are so glad you are here today.  If you have any questions concerning our policies, forms, or procedures, please ask.  It is our pleasure to help you. 

Please read the information below concerning our privacy policy.  

TRINITY CLINIC HIPAA PRIVACY POLICY

I understand that as part of my health and medical care, TRINITY CLINIC originates and maintains medical and health records describing my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatment.  I further understand that this information serves as:

· A basis for planning my care and treatment

· A means of communication among the health professionals who contribute to my care

· A source of information for applying my diagnosis and treatment information to my bill

· A means for a third-party payer to verify that services were billed as actually provided 

· And a tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare professionals

By Oklahoma law we are required to notify you that the information authorized for release may include records which may indicate the presence of a communicable or venereal desease which may include, but are not limited to, diseases such as hepatitis, syphilis, gonorrhea and the human immunodeficiency virus, also known as Acquired Immune Deficiency Syndrome (AIDS).

_____________________________________




Patient Name Print

_____________________________________


__________________
Patient or Parent Guardian Signature



Date Notice Effective


Authorization for the Release of Medical Records

        _______To Disclose information to:
_______To Receive Information from:


Provider:________________________________________________________


Address:_________________________________________________________


City/State/Zip_____________________________________________________

Information to be disclosed include copies of:


_____Entire Record 


_____X-ray Reports


_____Progress Notes


_____X-ray Films



_____Physical Exam forms

_____Other, specify:


_____Daily chart notes

         

 _______________________________

Purpose for disclosure: 


_____ Treatment, Payment OR
_____ Other (Specify)__________________

Signature of Patient ____________________________________________________Date:______________

Patient Registration Information

Date 




Patient #     



Doctor

Name                                   

Social Security #


 Home Phone


Address                                


City 


State

 Zip

E-mail address:




Fax #


  Cell Phone

Age 

 Birth Date

 Race

Marital:  M  S  W  D
How many children?


Occupation 





Employer

Employer's Address 






Office Phone



Spouse                         Occupation 


Employer

Name of Nearest Relative 



Address


Phone

How were you referred to our office? 

Family Medical Doctor

Purpose of this appointment 

Date symptoms appeared or accident happened 

Have you ever had the same or a similar condition?
( Yes
( No  If yes, when and describe:


Days lost from work

Date of last physical examination

   
What surgeries have you had? (Include dates)

Serious illnesses (include dates)

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

If yes, describe:

What medications or drugs are you taking?



Chiropractic Case History

1. What is your major symptom? _____________________________________________________

2. What does this prevent you from doing or enjoying?____________________________________ _________________________________________________________________________
3. If this is a recurrence, when was the first time you noticed this problem?____________________

How did it originally occur?________________________________________________________

Has it become worse recently?  Yes ___  No ___  Same ___  Better ___  Gradually Worse _____

If yes, when and how? ___________________________________________________________

(Chiropractic case history cont’d)

4. How frequent is the condition?   Constant _____ Daily  ____  Intermittent  ____  Night Only ___

How long does it last?  All Day _________  Few Hours ___________  Minutes ______________

5. Are there any other conditions or symptoms that may be related to your major symptom?

Yes _____   No  _____.  If yes, describe _____________________________________________

Are there other unrelated health problems?   Yes _____  No _____. If yes, describe __________

6.Describe the pain:  Sharp _____   Dull_____    Numbness _____   Tingling _____   Aching _____

Burning _____ Stabbing _____  Other ______________________________________________

7.Is there anything you can do to relieve the problem?  Yes ___  No ___.   If yes, describe _______

____________________.  If no, what have you tried to do that has not helped? ______________

_____________________________________________________________________________

8.What makes the problem worse?   Standing ____  Sitting ______  Lying ______  Bending _____

Lifting _____  Twisting _____  Other ________________________________________________

9.Have you had any broken bones?  Yes ____ No ____.  If yes, please list and give dates _______

_____________________________________________________________________________

10 List any major accidents you have had other than those that might be mentioned above: _______


_____________________________________________________________________________

11. To your knowledge, have you had any diseases, major illnesses, or injuries not indicated on this 

form either in the past or the present?     Yes ____ No  ____.  If yes, please explain __________

_____________________________________________________________________________

12. WOMEN ONLY:  Are you pregnant or is there any possibility you may be pregnant?

Yes _____     No _____   Uncertain _____

13.Remarks: _____________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________



NO







 EXTREME


       SYMPTOMS





             SYMPTOMS



Please place an “X” on the line above to indicate level of problem.

FAMILY HISTORY

Please review the below-listed diseases and conditions and indicate those that are current health problems of the family member.  Leave blank those spaces that do not apply.  Circle your answers if your relative lives around this locality, as some hereditary conditions are affected by similar climate.

	CONDITION
	YOU


	FATHER

Age [     ]
	MOTHER

Age [     ]
	SPOUSE

Age [     ]
	BROTHER(S)

Age [     ]    Age [     ]
	SISTER(S)
Age[     ] Age [     ]
	CHILDREN

Age [     ]  Age [     ]

	Arthritis
	
	
	
	
	
	
	

	Asthma-Hay Fever
	
	
	
	
	
	
	

	Back Trouble
	
	
	
	
	
	
	

	Bursitis
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	

	Constipation
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	

	Disc Problem
	
	
	
	
	
	
	

	Emphysema
	
	
	
	
	
	
	

	Epilepsy
	
	
	
	
	
	
	

	Headaches
	
	
	
	
	
	
	

	Heart Trouble
	
	
	
	
	
	
	

	HighBlood Pressure
	
	
	
	
	
	
	

	Insomnia
	
	
	
	
	
	
	

	Kidney Trouble
	
	
	
	
	
	
	

	Liver Trouble
	
	
	
	
	
	
	

	Migraine
	
	
	
	
	
	
	

	Nervousness
	
	
	
	
	
	
	

	Neuritis
	
	
	
	
	
	
	

	Neuralgia
	
	
	
	
	
	
	

	Pinched Nerve
	
	
	
	
	
	
	

	Scoliosis
	
	
	
	
	
	
	

	Sinus Trouble
	
	
	
	
	
	
	

	Stomach Trouble
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


N = Now                   P = Previously


Headaches_________ Frequency ________
Loss of Balance 

__________


Neck Pain                                     ________
Fainting             

__________


Stiff Neck

          ________

Loss of Smell

__________


Sleeping Problems
          ________

Loss of Taste

__________


Back Pain

          ________

Unusual Bowel Patterns    __________


Nervousness

          ________

Feet Cold

__________


Tension


          ________

Hands Cold

__________


Irritability

          ________

Arthritis


__________


Chest Pains/Tightness
          ________

Muscle Spasms

__________


Dizziness

          ________

Frequent Colds

__________


Shoulder/Neck/Arm Pain
          ________

Fever


__________


Numbness in Fingers
          ________

Sinus Problems

__________


Numbness in Toes
          ________

Diabetes

__________


High Blood Pressure
          ________

Indigestion Problems   
__________


Difficulty Urinating
          ________

Joint Pain/Swelling
__________


Weakness in Extremities
          ________

Menstrual Difficulties
_________

Breathing Problems
          ________

Weight Loss/Gain
__________


Fatigue


          ________

Depression

__________


Lights Bother Eyes
          ________

Loss of Memory

__________


Ears Ring

          ________

Buzzing in Ears

__________


Women: Are you pregnant? ___________________

Insurance Information

Name of Primary Insurance Company


Name of Secondary Insurance Company (if any)__________________________________________________

Primary Ins ID # ___________________________ Primary Ins Group #_______________________________

Secondary Ins ID # ________________________ Secondary Ins Group # ____________________________

Insured Name__________________________ SSN_______________________ DOB___________________

Policy Holder Name (if different from insured)____________________________________________________

SSN________________________________ DOB_______________________

AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or chiropractic office. I authorize the doctor to release all information necessary to communicate with personal physicians and other healthcare providers and payors and to secure the payment of benefits. I understand that I am responsible for all costs of chiropractic care, regardless of insurance coverage. I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for professional services will be immediately due and payable. I understand that interest is charged on overdue accounts at the annual rate of 16%. 

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 policies and procedures concerning the privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is available to you at the front desk before signing this consent.  If there is anyone you do not want to receive your medical records, please inform our office.

Patient's Signature 








Date

Guardian's Signature Authorizing Care 






Date

Doctor’s Signature ___________________________________________   Date _____________

TRINTIY CLINIC 4236 NW EXPRESSWAY STE 118 OKC, OK 73116 PH 405-848-7246 FX 405-842-8290

