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                                Kennedy Chiropractic, Inc. 
                                                             1461 West Main Street

                                                                 Salem, VA 24153
540-375-9220

Patrick D. Kennedy, D.C.   
                                                                                                        


    Mia M. Kennedy, D.C.

Confidential Health Information

Name ______________________________________________  Today’s date _______________________

Address _________________________________ City ________________ State _____ Zip ____________

Home phone _______________________ Work ___________________ Cell _______________________

Email _____________________________ Birthdate ___________ Gender: M  F  Marital Status: S M D W

Names and ages of children: _______________________________________________________________

Who may we thank for referring you to our office? _____________________________________________

Employer ______________________________________ Social Security Number ___________________​​​​​
Your Health Profile

What are your objectives in consulting our office? _____________________________________________

What are your health goals once these objectives have been met? _________________________________

Who was the last doctor who created a health development plan for you? ___________________________

Did you follow that doctor’s recommendations? _______________________________________________

How long were you able to stay on the health development plan? _________________________________

What were your results? __________________________________________________________________

What other wellness professionals are currently a part of your health care team?

Massage      Therapist       Acupuncturist      Naturopath     Homeopath      Other ______________________

How many medical doctor visits did you and your family have last year?

None          Less than 5      More than 5       More than 10

Have you had chiropractic care before? Yes or  No  How long were you under care? __________________

When was the last time you received a wellness chiropractic adjustment? ___________________________

What was the frequency of adjustments at your last chiropractor? ____ per wk   ____ per mo   _____ per yr

Are you healthier today then you were 5 years ago? Yes or No  

If so, what did you do to improve your health? ________________________________________________

If not, why do you think your health declined? ________________________________________________

Will you be healthier 5 years from now? Yes  or  No 

If so, what are you planning to do to improve your health? _______________________________________

If not, why will it decline? ________________________________________________________________

Addressing Your Main Concerns

*If you have no symptoms and are here for Wellness Chiropractic Services, please skip to Health History on the next page.

Health Concerns:


Rate of Severity
When did this
If you had 
     Did it
         Are symptoms
List according to


1=mild

episode start?
this before,     begin with     constant

Their severity


10=worst ever


when?
     an injury?      or intermitten?

1. _____________________________
____________
​​​____________
_________      _______        ___________

2. _____________________________
____________
____________
_________      _______        ___________

3. _____________________________
____________
____________
_________      _______        ___________

Since the problem started, it is:      about the same      getting better      getting worse

What have you done to make it better? ___________________________ Is it working? _______________

Is this condition interfering with your:  work   leisure   sleep   hobbies     home life    mood    attitude         

Sports/ recreation      other ________________________________________________________________

Other doctors seen for this condition:  Chiropractor    Medical Doctor   Other ________________________

What was the diagnosis? ________________________  What was done? ___________________________
Were you satisfied with the care received and the outcome? Why or Why not? _______________________

______________________________________________________________________________________

Health History

Please circle all of the following health concerns that you have experienced, even if they do not seem related to your current problem:

Allergies

Anxiety

Arthritis

Asthma
Back Pain

Bladder Problems
Cancer

Circulatory disorder

Depression

Diarrhea

Constipation
Digestive problem

Dizziness

Sleeping Problem
Infertility

Immune System Disorders

Headaches

Heartburn/ reflux
Heart Condition
Heart palpation/ heart races

Kidney Disease
Menstrual Cramps
Mood Swings
Neck Pain

Numbness/ Tingling
Osteoporosis
Sinus Trouble
Skin condition

Urinary Difficulty
Vertigo

Other ______________________________________

List any medications currently taking and why: (prescription and non- prescription)

____________________________________________________________________________________________________________________________________________________________________________
Have you had any surgery? Please include all!
1. Type _________________ Date ___________
2. Type __________________ Date __________

3. Type _________________ Date ___________
4. Type __________________ Date __________

Stress History

Research is showing that many of the health challenges that occur later in life originated during the developmental years, like learning to walk, and even from trauma as a result of the birth process (forceps, suction, c-section). Please keep this in mind as you answer the next section.

Please list top three stresses in each category:

1. Physical stress (falls, accidents, work posture, etc.)
a. _____________________________________________________________________________

b. _____________________________________________________________________________

c. _____________________________________________________________________________

       2.    Bio-chemical stress (smoke, unhealthy foods, missed meals, dehydration, drugs, etc.)


a. _____________________________________________________________________________


b. _____________________________________________________________________________


c. _____________________________________________________________________________

       3.
Psychological stress (work, relationships, finances, self-esteem, etc.)


a. _____________________________________________________________________________


b. _____________________________________________________________________________


c. _____________________________________________________________________________

On a scale of 1-10, (1 being very poor and 10 being excellent) describe your:
Eating habits ____  Exercise habits ____  Sleep ____  General Health ____ Mind set __________________

Family Health Profile
At our office we are not only interested in your health and well-being, but also the health and well-being of your family and loved ones. Please list below their names and any health conditions or concerns they may have:

Children: ______________________________________________________________________________

Spouse: _______________________________________________________________________________

Mother: _______________________________________________________________________________

Father: ________________________________________________________________________________

Brothers: ______________________________________________________________________________

Sisters: ________________________________________________________________________________

Other: ________________________________________________________________________________

Have you ever:

Bought bottled water?   Yes  or  No
Belonged to a health club?  Yes  or  No

Consumed vitamins or supplements? Yes or No If so, What? _____________________________________

If there is a need for dietary changes or nutrients would you like to be informed?  Yes  or  No
If there is a need for specific exercises would you like to be informed?  Yes  or  No

If there is a need for support in stress reduction and mind/ body/ psychological dimension of health would you like to be informed?  Yes  or  No

I certify that the information provided on this form is true and accurate to the best of my abilities. I understand this information will be completely confidential and not released without my expressed written consent. I agree to a professional and completer chiropractic examination and to any radiographic examinations that the doctor deems necessary. I understand that any fee for service rendered is due at the time of service and cannot be deferred to a later date.
Signature____________________________________  Date _____________________________________

Thank you for filling out this form. It is your first step to Creating Wellness! 

Return this to our staff and someone will be right with you.

Consent to treat of self/ and/ or minor

I hereby authorize: _____________________________________________________________________________________

And/ or his/ her staff to examine and/ or treat:    myself     and/ or     daughter/ son.






          Circle One

Name of child: _____________________________________________________________________________________
Address: ______________________________________________________________________________________

The risk and benefits of the proposed treatment have been thoroughly explained to me.

Signed: ______________________________________________________________________________________

Relationship: ______________________________________________________________________________________
Date: ______________________________________________________________________________________

Witness: ______________________________________________________________________________________

Date: ______________________________________________________________________________________
Financial Policy

Our office will file your health insurance as a courtesy to you. We will wait for payment from the insurance carrier; however, all deductibles, co-pays and co-insurance are due at the time of treatment.

It is our policy to call on insurance benefits in order to estimate coverage for our patients. Please be aware that any benefit information provided to the office by your insurance company is not a guarantee of payment. Your insurance is a contract between you and your insurance company. We are not a party to that contract. If your policy has a maximum amount of benefits, it is your responsibility to keep up with the remaining benefits available. 

We cannot file your insurance claims unless you give us your complete and correct information. Please be aware that some, and perhaps all of the service provided may be non-covered services and not considered reasonable and necessary under your medical insurance. Regarding insurance plans where we are a participating provider, such as BCBS/ Anthem and Medicare, we will file these claims and make adjustments according to our provider agreement.

We charge what is reasonable and customary for our area. You are responsible for your payment regardless of any insurance company’s arbitrary determination of usual and customary rates. If your insurance carrier sends the check to you, it is imperative that you send the check with accompanying explanation of benefits (remittance) to our office immediately. The adults accompanying a minor and their parents (or guardian) are responsible for full payment of any treatment provided.

Insurance Information 

Insurance Company _____________________________________________________________________

Policy Number _________________________________ Group Number ___________________________

Insured ____________________________________ Insured’s Date of Birth ________________________
Missed Appointment and Cancellation Policy

If you are unable to keep a scheduled appointment, please give a 24 hour notice, to insure that you will not be charged for the appointment!

If less than a 24 hour notice is given and we are unable to fill your time slot, we reserve the right to charge you a missed appointment fee of $40. If you miss three appointments will no longer make appointments for you.

By signing this notice, you agree to abide by this policy.

Print Name __________________________________________________________

Signature ____________________________________ Date ________________________

Kennedy Chiropractic, Inc.

1461 West Main Street

Salem, VA 24153

NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION

This notice describes how chiropractic and medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully.

Uses and Disclosures - Here are some examples of how we might have to use or disclose your health care information:
1) Your chiropractor or a staff member may have to disclose your health information including all of your clinical records to another health care provider or a hospital if it is necessary to refer you to them for diagnosis, assessment, or treatment of your health condition.
2) Our insurance and billing staff may have to disclose your examination and treatment records and your billing records to another party, such as an insurance carrier, an HMO, a PPO, or your employer, if they are potentially responsible for the payment of your services.
3) Your chiropractor and members of the staff may need to use your health information, examination and treatment records and your billing records for quality control purposes or for other administrative purposes to efficiently and effectively run our practice.
4) Your chiropractor and members of the practice staff may need to use your name, address, phone number, and your clinical records to contact you to provide appointment reminders, information about treatment alternatives, or other health related information that may be of interest to you. 164.520 (b)(1)(iii)(A). If you are not at home to receive an appointment reminder, a message will be left on your answering machine.

You have the right to refuse to give us authorization to contact you to provide appointment reminders, information about treatment alternatives, or other health related information. If you do not give us authorization, it will not affect the treatment we provide to you or the methods we use to obtain reimbursement for your care.

You may inspect or copy the information that we use to contact you to provide appointment reminders, information about treatment alternatives, or other health related information at any time.

Our Privacy Pledge - We have and always will respect your privacy. Other than the uses and disclosures we described above, will not sell or provide any of your health information to any outside marketing organization.
Permitted uses and disclosures without your consent or authorization - under federal law, we are also permitted or required to use or disclose your health information without your consent or authorization in these following circumstances:
1) We are permitted to use or disclose your health information if we are providing health care services to you based on the orders of another health care provider.
2) We are permitted to use or disclose your health information if we provide health care services to you as an inmate.
3) We are permitted to use or disclose your health information if we provide health care services to you in an emergency.
4) We are permitted to use or disclose your health information if we are required by law to treat you and we are unable to obtain your consent after attempting to do so.
5) We are permitted to use or disclose your health information if there substantial barriers to communicating with you, but in our professional judgment we believe that you intend for us to provide care.

Other than the circumstances described in the preceding five examples, any other use or disclosure of your health information will only be made with your written authorization.

Your right to revoke your authorization - You may revoke your authorization to us at any time; however, your revocation must be in writing. There are two circumstances under which we will not be able to honor your revocation request:
1) If we have already released your health information before we receive your request to revoke your authorization. 164.508(b)(5)(i)
2) If you were required to give your authorization as a condition of obtaining insurance, the insurance company may have a right to your health information if they decide to contest any of your claims. If you wish to revoke your authorization please write to us at: Kennedy Chiropractic, 1461 West Main Street, Salem, VA 24153.

Your right to limit uses or disclosures - If there are health care providers, hospitals, employers, insurers or other individuals or organizations to whom you do not want us to disclose your health information, please let us know, in writing, what individuals or organizations to whom you do not want us to disclose your health care information. We are not required to agree to your restrictions. However, if we agree with your restrictions, the restriction is binding on us. If we do not agree to your restrictions, you may drop your request or you are free to seek care from another health care provider.

Your right to receive confidential communication regarding your health information - We normally provide information about your health to you in person at the time you receive chiropractic services from us. We may also mail you information regarding your health or about the status of your account. We will do our best to accommodate any reasonable request if you would like to receive information about your health or the services that we provide at a place other than your home or, if you would like the information in a different form. To help us respond to your needs, please make any request in writing.

Your right to inspect and copy your health information - You have the right inspect and/or copy your health information for seven years from the date that the record was created or as long as the information remains in our files. We require your request to inspect and/or copy your health information to be in writing.

Your right to amend your health information - You have the right to request that we amend your health information for seven years from the date that the record was created or as long as the information remains in our files. We require your request to amend your records to be in writing and for you to give us a reason to support the change you are requesting us to make.

Your right to receive an accounting of the disclosures we have made of your records - You have the right to request that we give you an accounting of the disclosures we have made of your health information for the last six years before the date of your request. The accounting will include all disclosures except:
• those disclosures required for your treatment, to obtain payment for your services, or to run our practice.
• those disclosures made to you.
• those disclosures necessary to maintain a directory of the individuals in our facility or to individuals involved with your care.
• those disclosures for national security or intelligence purposes.
• those disclosures made to correctional officers or law enforcement officers.
• those disclosures those disclosures that were made prior to the effective date of the HIPAA privacy law.

We will provide the first accounting within any 12-month period without charge. There is a fee for any additional requests during the next 12 months. When you make your request we will tell you the amount of the fee and you will have the opportunity to withdraw or modify your request.

Your right to obtain a paper copy of this notice - If you have agreed to receive privacy notices by e-mail, you may request a paper copy of this notice at any time.

Our duties - We are required by law to maintain the privacy of your health information. We are also required to provide you with this notice of your legal duties and our privacy practices with respect to your health information.

We must abide by the terms of this notice while it is in effect. However, we reserve the right to change the terms of our privacy notices. If we make a change to the terms of our privacy agreement we will notify you in writing when you come in for treatment or by mail. If we make a change in our privacy terms the change will apply for all of your health information in our files.

Re-disclosure - Information that we use or disclose may be subject to re-disclosure by the person to whom we provide the information and may no longer be protected by the federal privacy rules.

Your right to complain - You may complain to us or the the Secretary for Health and Human Services if you feel that we have violated your privacy rights. We respect your right to file a complaint and will not take any action against you if you file a complaint. While you may make an oral complaint at any time, written comments should be addressed to: Kennedy Chiropractic, Tracey Shively, 1461 West Main Street, Salem, VA 24153.


To contact us - If you would like further information about our privacy policies and practices please contact: Kennedy Chiropractic, Tracey Shively 540-375-9220.


This notice is effective as of June 23, 2008. This notice will expire seven years after the date upon which the record was created.
Acknowledgement of Receipt of Privacy Practices

I _______________________________ (patient’s name) acknowledge that I have received, reviewed, understand and agree to the Notice of Privacy Practices of Kennedy Chiropractic, which describes the practice’s policies and procedures regarding the use and disclosure of any of my protected health information created, received or maintained by the practice.

________________________________________

_______________________________________

Date






Signature








_______________________________________








Print Name

For Office Use Only If Notice Not Provided To Patient

The practice has made good faith effort to obtain an acknowledgement of ____________________________________

(patient’s name) ‘s receipt of our notice of privacy practices. In spite of these efforts, the practice has been unable to obtain a signed acknowledgement of receipt for the following reasons (check all that apply):

· Patient Unavailable

· Patient Physically Unable

· Patient Unwilling

In effort to obtain the patients acknowledgement, the practice has attempted to provide patient with a notice of privacy practices in the following manner (check all that apply):

· Personally

· Mail 

· Phone Follow Up

· Other ______________________________

