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TENNESSEE CHIROPRACTIC ALLIANCE
ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY
PRACTICES FOR PROTECTED HEALTH INFORMATION

I acknowledge that I have received Tennessee Chiropractic Alliance’s Notice of Privacy
Practices for protected health information.

Date: Name of Patient:

Signature of Patient/Personal Representative:

Documentation of Good Faith Effort to Obtain Written Acknowledgment:

I made a good faith effort to obtain the patient’s written acknowledgment of our Notice
of Privacy Practices for protected health information by (check all that apply):

Showing the patient the Notice of Privacy Practices posted in our office
Giving the patient a copy of our Notice of Privacy Practices to read prior to
receiving any treatment or service

o Giving the patient all necessary information to obtain our Notice of Privacy
Practices on our website
Asking the patient to sign this Acknowledgment form
Other (explain in detail)

I was unable to obtain the patient’s written Acknowledgment because (check all the
apply):
o The patient refused to sign this form
o The patient would not sign the form because the patient said he/she did not
understand the Notice
o Other (explain in detail)

Date: Name:

Notes: This written Acknowledgment must be completed no later than the first date
health care services or treatment is provided to the patient after March 31, 2007. This
Acknowledgment must be retained in the patient’s permanent record.
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TENNESSEE CHIROPRACTIC ALLIANCE
CONSENT TO TREAT

| hereby authorize the Doctors to treat my case as they deem appropriate
through the use of physical rehabilitation, manual therapy, chiropractic
manipulation of the spine, nutritional support, and diagnostic testing. |
realize the goal of holistic health care is to strengthen the patient’s body
in order to heal themselves.

| understand and agree that | am responsible for all bills incurred at this
office.

Signature:

Date:

Tennessee Chiropractic Alliance
All rights reserved
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Tennessee Chiropractic Alliance

Legal First Name:

Health & Wellness Questionnaire

MI: Last Name:

Date:

Preferred Name if Different:

Check the boxesfor any of the following symptomsthat you may have experienced:

O Headaches/Migraines O Dizziness O Tired/Fatigue
0 Neck Pain O Low Back Pain O Fibromyalgia
O Elbow, Wrist or Hand Pain O Hip or Knee Pain O Digestive Problems
O Numbness/Tingling in Arms or Hands O Ankle or Foot Pain O Ringing in the Ears
O Shoulder Pain O Numbness/Tingling in Legs or Feet [0 Nervousness
O Tension Across the Shoulders O Muscle Weakness O Difficulty Sleeping
O Pain Between Shoulder Blades O Loss of Balance O Other
O Sinus/Allergy Problems O Plantar Fasciitis
Patient Information
Language: Race: Ethnicity:
O English O White O Hispanic or Latino
O Spanish O American Indian or Alaska Native O Not Hispanic or Latino
O Indian O Asian O Decline to Answer
O Japanese O Native Hawaiian or Other Pacific
0O Chinese Islander
O Korean O Black or African American
O French O Hispanic or Latino
O German O Decline to Answer
O Russian O Other:
O Other:

Our office uses text messaging to send appointment reminders and occasional direct
patient communication. We never send text blasts or group messages. Do we have your
permission to send you text messages?

O Yes, you may send me text messages.
Please use the following number:

Cell Phone #:

Cell Catrrier:

Email

O No, you may not send text messages. I prefer to
get my appointment reminders and other
communication via:

Phone call: Home #
Phone call: Work #
Phone call: Cell #
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Welcome

Patient Information :

Date

SS/HIC/Patient ID #

Patient Name

Last Name

First Name Middle Initial
Address
City
State Zip
E-mail
Sex (M [OF Age
Birthdate
[ Married [ Widowed [ Single O Minor
[ Separated [ Divorced [ Partnered for ______ years
Occupation

Patient Employer/School

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate

SS#

Spouse’s Employer

Whom may we thank for referring you?

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [JYes [JNo

Subscriber's Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| certify that I, and/or my dependent(s), have insurance coverage with

and assign directly to

Name of Insurance Company(ies)
Dr. Davidson at Tennessee Chiropractic Alliance &l Tnetrancs Bengiits,
if any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. |
authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

Phone Numbers
Home Phone ( )
Cell Phone ( )

Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT

Name

Relationship

Home Phone ( )

Work Phone ( )

: Accident Information

Is condition due to an accident? [] Yes [ No
Date

Type of accident [JAuto [[JWork [JHome [JOther

To whom have you made a report of your accident?
OAuto Insurance [] Employer [[JWorker Comp. []Other

Attorney Name (if applicable)

Patient Condition

Reason for Visit

When did your symptoms appear?

ONo

Is this condition getting progressively worse? J Yes

[ Sharp O Dul
[Burning [ Tingling [JCramps

How often do you have this pain?

Type of pain:

[J 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)

O Throbbing [JNumbness []Aching
[ stiffness

[J Shooting
OSwelling [ Other

Is it constant or does it come and go?

Does it interfere with your[JWork []Sleep [ Daily Routine

[J Recreation
Activities or movements that are painful to perform [] Sitting [JStanding [JWalking [JBending [JLying Down

(Vers.C2SSS04)
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‘ -Health History ' _

What treatment have you already received for your condition? [] Medications [ Surgery [ Physical Therapy

O Chiropractic Services [ None 3 Other

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 [OYes [No Diabetes [JYes [JNo Migraine Rheumatic Fever [JYes []No
Alcoholism [Yes [ONo Emphysema OYes [ONo Headaches OYes CINo  geariet Fever OYes OONo
Allergy Shots OYes [ONo Epilepsy OYes [ONo Miscarriage Dyes DINo Stroke OvYes ONo
Anemia OYes [JNo Fractures ClYes [ONo Mononucleosis Oves Ono Suicide Attempt [ Yes [JNo
Anorexia OYes OONo Glaucoma OYes ONo Multiple Sclerosis []Yes [JNo Thyroid Problems []Yes [ No
Appendicitis OYes CINo  Goiter ClYes CINo  Mumps Oves ONo  pongiitis OYes O No
Arthritis OYes [No Gonorrhea OlYes [ONo Osteoporosis OYes ONo  qpercuiosis OYes ONo
Asthma OYes COINo  Gout ClYes CINo Pacemaker Oves [INo Tumors, Growths [JYes [ No
Bleeding Heart Disease  [JYes [JNo Farkinson’s Typhoid Fever ~ [JYes [JNo

Disorders OYes OONo  pepaiitis COYes [CNo F)lsease [lves CINo Ulcers OYes No
Breast Lump OYes [INo  ornia COves CINo Finched Nerve Cves LINo Vaginal Infections [JYes [JNo
Bronchitis OYes OONo  permiated Disk  [dYes CINo Pngumonla Llves DINo Venereal Disease [JYes [JNo
Bulimia OYes DINo  grpes OYes CNo Folio Uves DN Whooping Cough [JYes O No
Cancer OYes ONo High Cholesterol [JYes [No Prostate ,Pmblem Cves DN Other
Cataracts Lves [ONo Kidney Disease  [JYes [No PrOStheSTS [ives LINo
Chemical ) ) Psychiatric Care  EYes [No

Dependency Oyes No T CiseEes Oves DINo Rheumatoid
Chicken Pox OYes [No s LiYes OONo  arthritis Oves [[No
EXERCISE WORK ACTIVITY HABITS
I None [ sitting [CIsmoking Packs/Day
[J Moderate [ Standing CAicohol Drinks/Week
[ Daily [ Light Labor [CICoffee/Caffeine Drinks Cups/Day
[ Heavy [ Heavy Labor [CIHigh Stress Level Reason

Are you pregnant? [JYes [No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

Vitamins/Herbs/Minerals

Pharmacy Name

Pharmacy Phone ( )

Tennesee Chiropractic Alliance
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TENNESSEE CHIROPRACTIC ALLIANCE

875 SEVEN OAKS BLVD. SUITE 430
SMYRNA, TN 37137

. 615-984-7451
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SEVEN OAKS BUSINESS PARK

DIRECTIONS TO TCA:

—» From 1-24, take Exit 70 onto Lee Victory Parkway (toward Nissan)
= Turn Left at the first red light onto Almaville Road
—» Make an immediate Left onto Seven Oaks Blvd
—» We are located in Seven Oaks Business Park
(the professional complex on the Left)

Our office is in the second set of buildings on the left hand side





