Health
Works

OF ARLINGTON

At Health Works of Arlington, we take pridein providing quality health
careto our patients. Therefore, we would like to request your assistance with
the following office policies and privacy practices.

MEDICAL RECORDS POLICY AND PROCEDURES
As a patient of Health Works of Arlington, you are entitled, at any time during regular operating
hours, to request your medical records or diagnostic films from our office. The following are the
policies/procedures aimed at making the process of completing your request as quick and efficient as
possible:
*Notify the Custodian of Records of your request. Your records will be copied at our
earliest convenience.
*Requests by third parties (attorneys, insurance carrier, doctors office, etc.) must be
made directly to the Custodian of Records in writing and accompanied by a
signed authorized release from you.
We appreciate your patience during the process of completing your request.

CONTACT INFORMATION
Home Number:

Work Number:

Cell Number:

A detailed message may be left at this number: HOME WORK CELL
A message may be left with only a name and call back number: HOME WORK CELL
Please do not leave a message at this number: HOME WORK CELL

ACKNOWLEDGEMENT OF REVIEW OF NOTICE OF PRIVACY PRACTICES
| have reviewed this office’'s Notice of Privacy Practices, which explains how my medical information will be
used and disclosed. | understand that |1 am entitled to receive a copy of this document.

Signature Date

Printed Name

| wish to object to the following in the “Notice of Privacy Practices’:




CONFIDENTIAL PATIENT INFORMATION Date

Name Home Phone

Address City State Zip
Age Birth Date Marital Status MSWD Children
Occupation SS# Employer

Address Office Phone

Driver’s License Number

Name of Wife or Husband

SS#

Office Number

Employer
PATIENT’'S Nearest Relative

Address

Referred by:

CURRENT HEALTH CONDITION

Purpose of This Appointment:

Other Doctors Seen For This Condition:

When Did This Condition Begin:

If Disabled From Work Please Give Dates:

OJob related OAuto related

Drugs You Now Take: ONerve Pills OPain Killers/Muscle Relaxers [OBlood Pressure Medicine

Olnsulin OOther

PAST HEALTH HISTORY

Please Check or Describe:

Major Surgery/Operations: OAppendectomy
OBroken Bones:

Major Accidents or Falls:

OTonsillectomy
OOther:

OGall Bladder OHernia

Hospitalization (Other Than Above):

O None
ODoctor's Name & Approx. Date of Last Visit:

Previous Chiropractor Care:

Have you been treated for any health condition in the last year? OYes ONo

If Yes, please explain:




Below is a list of conditions which may seem unrelated to the purpose of your appointment. However, these questions must be
answered carefully as these problems can affect your overall diagnosis, treatment plan and possibility of being accepted for care.

CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD:

OAppendicitis
OScarlet Fever
ODiptheria
OTyphoid Fever
OOPneumonia
OORheumatic Fever
OPolio

CHECK ANY OF THE FOLLOWING YOU HAVE HAD IN THE PAST 6 MONTHS:

MUSCULO-SKELETAL CODE
OLow Back Pain

OPain Between Shoulders
OONeck Pain

OArm Pain

OJoint Pain/Stiffness
OWalking Problems

ODifficulty Chewing/Clicking jaw

NERVOUS SYSTEM CODE
ONumbness

OParalysis

OForgetfulness
OConfusion/Depression
OFainting

OConvulsion
OCold/Training Extremities

GENERAL CODE
OAllergies

OLoss of Sleep
OFever
OHeadaches

GASTRO-INTESTINAL CODE
OPoor/Excessive Appetite
OExcessive Thirst
OFrequent Nausea
OVomiting

ODiarrhea

OConstipation
OHemorrhoids

OLiver Trouble

OGall Bladder, Problems
OWeight Trouble
OAbdominal Cramps

OMalaria OChicken Pox OAlcoholism
OTuberculosis ODiabetes OVeneral Infection
OWhooping Cough OCancer OArthritis
OAnemia OHeart Disease OEpilepsy
OMeasles OGoiter OMental Disorder
OMumps Olinfluenza OLumbago
OSmall Pox OPleurisy OEczema

OGas/Bloating After Meals
OHeartburn
OBlack/Bloody Stool
OColitis

GENITO-URINARY CODE
OBladder Trouble
OPainful/Excessive Urination
ODiscolored Urine

C-V-R CODE

OChest Pain

[OShort Breath

OBlood Pressure Problems
Olrregular Heartbeat
OHeart Problems

OLung Problems/Congestion
OVaricose Veins

OAnkle Swelling

EENT CODE
OVision Problem
ODental Problems
OSore Throat
OEar Aches
OHearing Difficulty
OStuffed Nose

MALE/FEMALE CODE
OMenstrual Irregularity
OMenstrual Cramping
OVaginal Pain/Infections
OBreast Pain/Lumps

OProstate/Sexual Dysfunction

OGenital Herpes

FEMALES ONLY:
When was your last period?
Are you preganant? OYes ONo OMaybe

Please outline on the diagram
the area of your discomfort.



INSURANCE INFORMATION

Policyholder and/or Employer

Name of Insurance Co.
Address
City, State, Zip

Phone# Toll Free#

Name of Insured

Social Security # of Insured

Group or Policy # of Insured

BENEFITS ASSIGNED

| hereby authorize the insurance company to pay directly to_Heathworks of Arlington all benefits to which | am
entitled under the terms of the policy.

Name

Date

| hereby authorize the release of any medical information necessary to process this claim and request payment of
benefits either to myself or to the party who accepts assignment above.

Name

Date

PAYMENT 1S EXPECTED AT THE TIME OF VISIT

Name of person responsible for payment

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, |
understand that Healthworks of Arlington will prepare any necessary reports and forms to assist me in making collection from the insurance company
and that the amount authorized to be paid directly to Healthworks of Arlington will be credited to my account on receipt. However, | clearly understand
and agree that all services rendered me are charged directly to me and that | am personally responsible for payment. | also understand that if | suspend
or terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable.

Patient’s Signature Date:

Guardian or Spouse’s Signature Date:




