WELCOME

PATIENT INFORMATION INSURANCE

Who is responsible for this account?

SS/HIC/Patient ID #

/ Patient Name Insurance Co.
Last Name
b,

Group #

Relationship to Patient

F. i iti . g .
/ iRt Wi Is patient covered by additional insurance? []Yes [JNo
Address
/ Subscriber's Name
City
Birthdate SS#
State Zip
Relationship to Patient
E-mail
Insurance Co.
> Sex (OJM [F Age
Group #
Srifisle ASSIGNMENT AND RELEASE _
[ Married [] Widowed [ Single [J Minor | certify that |, and/or my dependent(s), have insurance coverage with

and assign directly to

[] Separated [] Divorced [] Partnered for years Name of Insurance Company(ies)

Occupation Dr. all insurance benefits,
. if any, otherwise payable to me for services rendered. | understand that | am

Patient Employer/School financially responsible for all charges whether or not paid by insurance. |

authorize the use of my signature on all insurance submissions.
Employer/School Address

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

Employer/School Phone ( ) 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.

Spouse's Name
Birthdate Signature of Patient, Parent, Guardian or Personal Representative

SS#
Please print name of Patient, Parent, Guardian or Personal Representative
Spouse's Employer
Whom may we thank for referring you? Date ~ " Relationship to Patient
PHONE NUMBERS ACCIDENT INFORMATION

-

Home Phone ( ) Is condition due to an accident? [] Yes [] No

-v Cell Phone ( ) Date
Best time and place to reach you Type of accident [ Auto [JWork [JHome []Other
. IN CASE OF EMERGENCY, CONTACT
To whom have you made a report of your accident?

[] Auto Insurance [] Employer [JWorker Comp. []Other

Name

Relationship

Attorney Name (if applicable)
Home Phone ( )

Work Phone ( )

PATIENT CONDITION

Reason for Visit

When did your symptoms appear? @

Is this condition getting progressively worse? [JYes [ No [JUnknown

(\‘ 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)

Type of pain: [] Sharp ] Dull [ Throbbing [] Numbness [JAching [ Shooting
[(JBurning [JTingling [] 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 (JWork [] Sleep [] Daily Routine  [] Recreation
Activities or movements that are painful to perform [] Sitting [] Standing []Walking [] Bending [] Lying Down
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HEALTH HISTORY

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

[] Chiropractic Services [J None [ Other

[ Surgery  [] Physical Therapy

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 [ No Diabetes [OYes [No Liver Disease [OYes [No Rheumatic Fever []Yes [ No
Alcoholism [JYes [INo Emphysema [JYes [JNo  Measles [OYes [JNo  Scarlet Fever OYes [No
Allergy Shots [JYes [ No Epilepsy [JYes [ No Migraine Headaches [] Yes [ No Sexually
Anemia [OYes [ No Fractures [JYes [ No Miscarriage CYes [ No g;r;sgéned ClYes []No
Anorexia [OYes []No Glaucoma [OYes []No Mononucleosis [OYes []No Stroke ClYes [JNo
Appendicitis COYes [ONo  Goiter [OYes [JNo  Multiple Sclerosis []Yes []No Suicide Attempt ClYes []No
Arthritis [JYes [JNo  Gonorrhea [JYes [JNo  Mumps [JYes [JNo Thyroid Problems [JYes [JNo
Asthma [OYes [ONo  Gout [OYes [JNo  Osteoporosis OYes [1No Tonsillitis OJYes [JNo
Bleeding Disorders []Yes []No Heart Disease [JYes [No Pacemaker [JYes []No Tuberculosis [JYes []No
Breast Lump [JYes []No Hepatitis [OYes [JNo Parkinson’s Disease [] Yes [] No Tumors, Growths  []Yes []No
Bronchitis [OYes [1No Hernia [CJYes [ONo Pinched Nerve [JYes [ No Typhoid Fever OYes [JNo
Bulimia [OYes []No Herniated Disk [JYes [JNo Pneumonia [OYes [ No Ulcers [JYes [JNo
Cancer [JYes [JNo Herpes OYes [JNo Polio [JYes [ No Vaginal Infections [JYes [JNo
Cataracts [JYes [No  High Blood Prostate Problem []Yes [JNo
Whooping Cough []Yes [ No
Chemical Fressure [1Yes..[No Prosthesis [OYes [JNo oy g 9
i er
Dependency [JYes [ No H‘Igh Chélesteml COYes [ No Psychiatric Care ClYes [JNo
Chicken Pox [OYes [JNo Kidney Disease [JYes [JNo Rheumatoid Arthritis (] Yes [ No
EXERCISE WORK ACTIVITY HABITS
[J None [ Sitting ] Smoking Packs/Day
[J Moderate [ Standing [] Alcohol Drinks/Week
[] Daily [ Light Labor (] Coffee/Caffeine Drinks Cups/Day
[J Heavy [J Heavy Labor [] High Stress Level Reason

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

Injuries/Surgeries you have had Description

Falls

Date

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES VITAMINS /HERBS/MINERALS

Pharmacy Name

Pharmacy Phone ( )




NAME

THE NECK DISABILITY INDEX QUESTIONNAIRE

DATE

How long have you had neck pain years months

On the diagram below, please indicate where you are experiencing pain or other symptoms, right

now. Please complete both sides of this form.

weeks
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Please Read: This questionnaire is designed to enable us to understand how much your neck pain has affected your
ability to manage everyday activities. Please answer each Section by circling the ONE CHOICE that most applies to you.
We realize that you may feel that more than one statement may relate to you, but Please just circle the one choice

which closely describes your problem right now.

SECTION 1--Pain Intensity

I have no pain at the moment

The pain 1s mild at the moment.

The pain comes and goes and 15 moderate.
The pain 15 moderate and does not vary much.
The pain is severe but comes and goes.

. The pain 15 severe and does not vary much.

mmonwE

SECTION 2--Personal Care (Washing, Dressing etc.)

I can look after myself without causing extra pain.

I can look after mvself normally but 1t causes extra pain.

It 1s painful to look after myself and I am slow and careful.
I need some help, but manage most of my personal care.

I need help every day in most aspects of self-care.

I do not get dressed, I wash with difficulty and stay in bed.

mmonw e

SECTION 6 - Concentration

A I can concentrate fully when I want to with no difficulty.

B. I can concentrate fully when I want to with slight difficulty.

C. Ihave a fair degree of difficulty in concentrating when I
want to.

D. Ihave a lot of difficulty 1n concentrating when I want to.

E. Ihave a great deal of difficulry in concentrating when I want
to.

F. I cannot concentrate at all.

SECTION 3--Lifting

A T can lift heavy weights without extra pain.

B. I can lift heavy weights. but it causes extra pain.

C_  Pain prevents me from lifting heavy weights off the floor but
I can 1f they are conveniently positioned, for example on a
table.

D. Pain prevents me from lifting heavy weights, but I can
manage light to medium weights 1f they are conveniently
positioned.

E. I can lift very light weights.

F. I cannot lift or carry anything at all.

SECTION 7-Work

I can do as much work as I want to.

I can only do my usual work, but no more.

I can do most of my usual work, but no more.
I cannot do my usual work.

I can hardly do any work at all.

I cannot do any work at all.

SECTION 4 —Reading

I can read as much as I want to with no pain in my neck.

I can read as much as I want with slight pamn in my neck.

I can read as much as I want with moderate pain in my neck.
I cannot read as much as [ want because of moderate pain 1n

my neck.

I cannot read as much as I want because of severe pain in my
neck.

F. I cannotread at all.
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ECTION 8--Diriving

I can drive my car without neck pain.

I can drive my car as long as I want with slight pain 1 my
neck.

I can drve my car as long as I want with moderate pain in
my neck.

I cannot drive my car as long as [ want because of moderate
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paimn in my neck.

I can hardly drive my car at all because of severe pain in my
neck.

F. I cannot drive my car at all.

=

SECTION 9--Sleeping

I have no trouble sleeping

My sleep 1s slightly disturbed (less than 1 hour sleepless).
My sleep 1s muldly disturbed (1-2 hours sleepless).

My sleep 1s moderately disturbed (2-3 hours sleepless).
My sleep 1s greatly disturbed (3-5 hours sleepless).

My sleep 1s completely disturbed (5-7 hours sleepless).

SECTION 5--Headache

I have no headaches at all.

I have slight headaches which come mfrequently.

I have moderate headaches which come in-frequently.
I have moderate headaches which come frequently.

I have severe headaches which come frequently.

I have headaches almost all the time.

mmonw e

SIGNATURE: DATE:

DISABILITY INDEX SCORE: 2%

ECTION 10--Recreation
I am able engage 1n all recreational activities with no pain in

FUmHOO W

my neck at all.

B. I am able engage in all recreational activities with some pain
in my neck.

C. I am able engage in most, but not all recreational activities
because of pain in my neck.

D. I am able engage 1 a few of my usual recreational activities
because of pamn in my neck.

E. I can hardly do anv recreational activities because of pain in
my neck.

F. I cannot do any recreational activities all all.

o)

Vernon H and Hagino C, 1991
(with permission from Fairbank I)

© Vernon H & Hagino C, 1991. (With permission from Fairbank J)




INFORMED CONSENT FOR CHIROPRACTIC TREATMENT

Dr. Nick G. Giannaras

I hereby request and consent to the performance of chiropractic treatments (also known
as chiropractic adjustments or chiropractic manipulative treatments) and any other
associated procedures: physical examination, tests, diagnostic x-rays, physio therapy,
physical medicine, physical therapy procedures, etc.on me by the doctor of chiropractic
named above and/or other assistants and/or licensed practitioners.

| understand, as with any health care procedures, that there are certain complications,
which may arise during chiropractic treatments. Those complications include but are not
limited to: fractures, disc injuries, dislocations, muscle strain, Homers’ syndrome,
diaphragmatic paralysis, cervical myelopathy and costovertebral strains and separations.
Some types of manipulation of the neck have been associated with injuries to the
arteries in the neck leading to or contributing to complications including stroke.

| do not expect the doctor to be able to anticipate all risks and complications, and | wish
to rely upon the doctor to exercise judgment during the course of the procedure(s) which
the doctor feels at the time, based upon the facts then known, that are in my best
interest.

| have had an opportunity to discuss the nature, purpose and risks of chiropractic
treatments and other recommended procedures. | have had my questions answered to
my satisfaction. | also understand that specific results are not guaranteed.

If there is any dispute about my care, | agree to a resolution by binding arbitration
according to the American Arbitration Association guidelines.

| have read (or have had read to me) the above explanation of the chiropractic
treatments. | state that | have been informed and weighed the risks involved in
chiropractic treatment at this heaith care office. | have decided that itis in my best
interest to receive chiropractic treatment. | hereby give my consent to that treatment. |
intend for this consent to cover the entire course of treatment for my present condition(s)
and for any future conditions(s) for which | seek treatment.

SIGN ONLY AFTER YOU UNDERSTAND AND AGREE TO THE ABOVE

Printed name of Patient

X
.Signature of Patient » Date
X

Signature of Representative Date

(if patient is a minor or is handicapped)

X
Witness to Patient’s Signature Date




Giannaras Chiropractic Center, P.A.

1331-A E. Garrison Blvd. Dr. Nick G. Giannaras

Gastonia, NC 28054 Wk. 704-861-0224
Fax 704-861-1996

ASSIGNMENT, LIEN, AND AUTHORIZATION FOR
INSURANCE BENEFITS AND ATTORNEY

| HEREBY AUTHORIZE AND DIRECT YQU, MY INSURANCE CO. AND/OR MY ATTORNEY TO PAY DIRECTLY TO DR. NICK
G. GIANNARAS SUCH SUMS AS MAY BE DUE AND OWING THIS DOCTOR, FOR SERVICES RENDERED ME, BOTH BY
REASON OF ACCIDENT OR ILLNESS, AND BY REASON OF ANY OTHER BILLS THAT ARE DUE THIS OFFICE, AND TO
WITHHOLD SUCH SUMS FROM ANY DISABILITY BENEFITS, MEDICAL PAYMENTS BENEFITS, NO-FAULT BENEFITS, OR
ANY OTHER INSURANCE BENEFITS OBLIGATED TO REIMBURSE ME OR FROM ANY SETTLEMENT, JUDGEMENT OR
VERDICT ON MY BEHALF AS MAY BE NECESSARY TO ADEQUATELY PROTECT SAID DOCTOR. |, HEREBY, FURTHER
GIVE A LIEN TO SAID DOCTOR AGAINST ANY AND ALL INSURANCE BENEFITS NAMED HEREIN, AND ANY AND ALL
PROCEEDS OF ANY SETTLEMENT, JUDGEMENT OR VERDICT WHICH MAY BE PAID TO ME AS A RESULT OF THE
INJURIES OR ILLNESS FOR WHICH | HAVE BEEN TREATED BY SAID DOCTOR. THIS IS TO ACT AS AN ASSIGNMENT OF
MY RIGHTS AND BENEFITS TO THE EXTENT OF THE DOCTOR'S SERVICES PROVIDED.

IN THE EVENT MY INSURANCE CO. OBLIGATED TO MAKE PAYMENTS TO ME UPON THE CHARGES MADE BY THIS
DOCTOR FOR HIS SERVICES, REFUSES TO MAKE SUCH PAYMENTS UPON DEMAND BY ME OR THIS DOCTOR; | HEREBY
ASSIGN AND TRANSFER TO THIS DOCTOR ANY AND ALL CAUSES OF ACTION THAT | MIGHT HAVE OR THAT EXIST IN
MY FAVOR AGAINST SUCH CO. AND AUTHORIZE THIS DOCTOR TO PROSECUTE SAID CAUSE OF ACTION EITHER (N MY
NAME OR IN THE DOCTOR'S NAME AND FURTHER, | AUTHORIZE THIS DOCTOR TO COMPROMISE, SETTLE, OR
OTHERWISE RESOLVE SAID OR CAUSE OF ACTION AS HE SEES FIT.

| ALSO AUTHORIZE AND GIVE POWER OF ATTORNEY TO DR. NICK G. GIANNARAS TO SIGN AND/OR ENDORSE CHECKS
FOR DOCTOR BILLS.

{ UNDERSTAND THAT | REMAIN PERSONALLY RESPONSIBLE FOR THE TOTALS AMOUNTS DUE TO THE DOCTOR FOR HIS
SERVICES. | FURTHER UNDERSTAND AND AGREE THAT THIS ASSIGNMENT DOES NOT CONSTITUTE ANY
CONSIDERATION FOR THE DOCTOR TO AWAIT PAYMENTS, AND HE MAY DEMAND PAYMENT FROM ME IMMEDIATELY
UPON RENDERING SERVICE AT HiS OPTION.

| AUTHORIZE TO DR. NICK G. GIANNARAS TO RELEASE ANY INFORMATION PERTINENT TO MY CASE TO ANY
INSURANCE CO., ADJUSTER, OR ATTORNEY TO FACILITATE COLLECTION UNDER THIS ASSIGNMENT.

SIGNATURE DATE
N ?(

3

a5




HIPPA Notice of Privacy Practices

Giannaras Chiropractic Center, P.A.
_13_3_1-A E. Garrison Blvd.

Gastonia, NC 28054

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information
(PHI) to carry out #reatment, payment or healthcare options (TPO) and for other purposes that are permitted
or required by law. It also describes your rights to access and coni#rol your protected health information.
“Protected health information” is information about you, including demographic information that may
identify you and relates to your past, present and future physical or mental health or condition and related
health care services.

Uses and Disclosures of Protected Health Information

Your PHI 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 purposes 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
laws.

Treatment

We will use and disclose your PHI 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 PHI, as necessary, to a home health agency that provides care to you, or
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 PHI will be used, as needed, to obtain payment for your healthcare services. For example, obtaining
approval for a hospital stay may require that your relevant PHI be disclosed to the health plan to obtain

approval for the hospital admission.

Healthcare Operations

We may use or disclose, as needed, your PHI in order to support the business activities of your physician’s
practice. These activities include, but are not limited to, quality assessment activities, employee review
activities, training of chiropractic students, licensing, and conducting or arranging for other business
activities. For example, we may disclose your PHI to chiropractic school students that see patients at our
office. Inaddition, we may use a sign-in sheet at the registration desk where you will be asked to sign your
name and indicate your 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 PHI, as necessary, to contact you to remind
you of your appointments.

We may use or disclose your PHI in the following situations without your authorization. These situations
include: as Required by Law, Public Health issues are required by law, Communicable Diseases, Health
Oversight, Abuse or Neglect, FDA requirements, Legal Proceedings, Law Enforcement, Coroners, Funeral
Directors, and Organ Donation, Research, Criminal Activity, Military Activity and National Security,
Workers’ Comp, Inmates, Required Uses and Disclosures; Under the law, we must make disclosures to you
and when required by the Secretary of the Dept. of Health and Human Services to investigate or determine
our compliance with the requirements of Section 164.500.




Other Permitted and Required Uses and Disclosures
They will be made only with your consent, authorization and opportunity to object unless required by law.

You may revoke this authorization at any time, in writing, except that your physician or the physician’s
practice has taken an action in reliance in the ise or disclosure indicated in the authorization,

Your Rights
The following is a statement of your rights with respect to your PHI.

You have the right to inspect and copy your PHI

Under federal law, however, you may not inspect or copy the following records; psychotherapy notes;
information compiled in a reasonable anticipation of, or use in, a civil, criminal, or administrative action or
proceeding, and PHI that is subject to law that prohibits access to PHI,

You have the right to request a restriction of your PHI

You may ask us not to use or disclose any part of your PHI for the purposes of treatment, payment or
healthcare operations. You may also request that any part of you PHI not be disclosed to family members
or friends who may be involved in your care or for notification purposes as described in this Notice of
Privacy Practices. You may ask us not to use or disclose any part of your PHI for the purposes of
treatment, payment or healthcare operations. You may also request that any part of you PHI not be
disclosed to family members or friends who may be involved in your care or for notification purposes as
described in this Notice of Privacy Practices. Your request must state the 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 PHI, our PHI 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 by alternative means
or at alternative locations. 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. You may have
the right to have your physician amend your PHL.

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

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy
rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your
complaint. We will not retaliate against your filing a complaint. This notice was published and
becomes effective on or before May 1, 2005.

We are required by law to maintain the privacy of, and provide individuals with this notice of our legal
duties and privacy practices with respect to PHI. If you have any objections to this form, please ask to
speak with our HIPPA Compliance Officer in person or by phone at our Main Phone Number.

HIPPA Compliance Officer
1331-A E. Garrison Blvd.
Gastonia, NC 28054

Ph: 704-861-0224
Fax: 704-861-0225

Signature: Date:
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