Dodd Chiropractic Clinic


WELCOME to our office!  Our hours are Mon, Wed, Thurs 8:30am - 6pm, Tues 2pm - 6pm and Fri 8:30am - 12pm.
The office is closed for lunch from 1pm - 2pm.
Please provide the following information so that we can develop and provide the most accurate care plan for you.

First Name:____________________________________________ Last Name:____________________________________________
Address:_____________________________________________ City:__________________________State:______Zip:_________
Social Security #________________________________    Birth Date:_________________     Sex:  M  /  F     Marital Status:  S  M  D  W      
Home # (_____)______________________Cell # (_____)______________________Work # (____)________________________

Email: _____________________________________________________Employer: ____________________________________
Preferred contact method?   HOME (     )   CELL (     )   TEXT (     ) cell phone carrier: ________________    EMAIL (     )    WORK (     ) 
Have you ever had Chiropractic Care before?  Y  /  N    If yes, When:__________________ Where:____________________________

What is your major complaint/cause of injury?_______________________________________________________________________

(Please fill out the following insurance information if your visit is AUTO or WORKERS COMP accident related)  

Is this injury/illness related to an injury/accident?  YES / NO    If yes, please circle one:    AUTO
          WORK          MILITARY SERVICE DATE OF ACCIDENT :_____________________
Auto/Workers Comp Insurance:__________________________________________  Claim #______________________________ 
Policy #____________________________ Adjustor:__________________________ Phone:______________________________

Have you obtained an attorney?  YES / NO   Atty Name:______________________________ Phone:________________________
APPOINTMENT POLICY:

It is likely that multiple appointments will be scheduled for you per the Drs’ treatment plan.  These are for your convenience, to minimize waiting and to facilitate incorporating these appointments into your daily routine.  If you are unable to keep an appointment for any reason, we ask that you call immediately to reschedule your visit.  It is the doctor’s recommendation that you make up a missed appointment within 7 days of any cancellation.  

FINANCIAL POLICY

1. This office reserves the right to charge $25.00 for ANY appointment not cancelled 24 hours prior to the appointment time.

2. All payments are expected at the time of service.  All co-pays are due at sign-in time.  Please sign in by full legal name.

3. All insurance assignment patients must pay their deductible and/or the co-insurance at the time of service.  

4. I understand that certain treatment recommendations’ may not be covered by my insurance plan, and that there will be an additional charge for those services when provided.   I also understand that a list of these charges will be provided to me upon request.

5. I understand and agree that health and accident policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand that this office will prepare any necessary reports and forms to assist me in collecting from the insurance company and that any amount authorized to be paid directly to this office will be credited to my account upon receipt.  However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment of all services.  

6. I understand that there may be an additional charge of $25.00 for the completion of any FMLA, Short-term disability, or other medical reports I request.

7. I understand that this office uses an internal Key Coding system and that a list of the corresponding key and codes will be provided to me upon my request.

8. All accounts are due within 90 days.  Major credit card is required to carry any balance on account.  All patient balances not paid within 90 days of invoice will automatically be put through on your credit card on file.

9. I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable.

I will be paying today by:     CASH (     )          CHECK (     )          MASTER CARD (     )          VISA (     )          DISCOVER (     )


Card #_______________________________________________________  Exp. Date:___________  Billing Zip Code: ___________

Patient OR Guardian Signature:_______________________________________________ Date:___________________________
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PAIN DIAGRAM
Patient Name: _________________________________________________________   Date: _____________________

MARK the areas on this body where you feel the described sensations.  Use the appropriate symbols.  Mark areas of radiation. Include all affected areas:

Numbness  (---)          Pins & Needles  (000)          Burning  (xxx)          Aching  (***)          Stabbing  (///)

 

Please rate your pain level on a scale of 1-10 for the regions you have marked on the body diagram.

1- What is your pain RIGHT NOW?

No pain  0  1   2   3   4   5   6   7   8   9   10  worst possible pain

2- What is your TYPICAL or AVERAGE pain?

No pain  0  1   2   3   4   5   6   7   8   9   10   worst pain

3- What is your pain level AT ITS BEST?

(how close to “0” does your pain get at its best)
No pain  0  1   2   3   4   5   6   7   8   9   10   worst pain

4- What is your pain level AT ITS WORST?  
(how close to “10” does your pain get at its worst)
No pain  0  1   2   3   4   5   6   7   8   9   10   worst pain

What type of care are you looking for?

· How chiropractic helps you reach your health goals.

· How long will it take?

1. INITIAL INTENSIVE CARE:


· Relieves pain and symptoms.

· Patients feel better.

· To begin with visits are frequent so that healing can start.
2. CORRECTIVE CARE:

· Stopping care now risks relapses.

· Spinal stabilization, like orthodontics on teeth.

· Corrects and restores proper position and motion of spinal bones.

· Visit frequency reduced, exercises and other self-care procedures are introduced.

· More complete healing.

3. MAINTENANCE / WELLNESS CARE:

· Periodic checkups.

· Detection of spine misalignments before they become serious.

· Stay well and achieve optimum body function.

How long you decide to benefit from chiropractic care is always up to you!

Please check the type of care you prefer.

       Pain Relief



       Corrective Care  


       Maintenance / Wellness 

       Need more information


REVIEW OF SYSTEMS

Patient Name: _________________________________________________________   Date: _____________________

Do you have any of the following? (Please circle. If you answer yes, please explain.) 
Yes or No Not sure Explain/Medications
I. Integumentary (skin) conditions 
 


1. Rash or Itching
Y / N ? ___________________


2. Change in skin color
Y / N ? ___________________


3. Breast Lump
Y / N ? ___________________


4. Varicose Veins
Y / N ? ___________________


5. Breast Discharge
Y / N ? ___________________


6. Change in hair or nails
Y / N ? ___________________

II. Neurologic 


1. Headaches/Migraine 
Y / N ? ___________________ 


2. Seizures 
Y / N ? ___________________


3. Tremors
Y / N ? ___________________ 


4. Numbness or Tingling
Y / N ? ___________________ 


5. Fainting
Y / N ? ___________________ 


6. Paralysis
Y / N ? ___________________ 


7. Stroke
Y / N ? ___________________  

III. Eyes 


1. Loss of Vision 
Y / N ? ___________________ 


2. Double Vision 
Y / N ? ___________________ 


3. Light Sensitive 
Y / N ? ___________________ 


4. Eye Pain 
Y / N ? ___________________


5. Eye infections 
Y / N ? ___________________ 


6. Eye Diseases 
Y / N ? ___________________ 

IV. Ears, Nose, Mouth, Throat 


1. Allergies 
Y / N ? ___________________ 


2. Hay Fever 
Y / N ? ___________________ 


3. Sinus Congestion 
Y / N ? ___________________ 


4. Runny Nose 
Y / N ? ___________________ 


5. Nose Bleeds 
Y / N ? ___________________ 


6. Ear Aches/Infection 
Y / N ? ___________________


7. Ringing in ears
Y / N ? ___________________ 


8. Bleeding Gums
Y / N ? ___________________


9. Mouth Sores
Y / N ? ___________________


10. Difficulty Swallowing
Y / N ? ___________________

V. Respiratory 


1. Asthma 
Y / N ? ___________________ 


2. Chronic Bronchitis 
Y / N ? ___________________ 


3. Emphysema 
Y / N ? ___________________


4. Frequent Coughing
Y / N ? ___________________  

VI. Vascular 


1. High Blood Pressure 
Y / N ? ___________________ 


2. Vascular Disease 
Y / N ? ___________________ 


3. Chest Pains
Y / N ? ___________________


4. Irregular Heart Beat
Y / N ? ___________________


5. History of Heart Murmur
Y / N ? ___________________


6. Swelling of Feet / Ankles
Y / N ? ___________________

VII. Gastrointestinal 


1. Diarrhea 
Y / N ? ___________________ 


2. Constipation 
Y / N ? ___________________ 


3. Bloody Stool
Y / N ? ___________________


4. Stomach Pain
Y / N ? ___________________


5. Hepatitis
Y / N ? ___________________


6. Ulcer
Y / N ? ___________________


7. Loss of Appetite
Y / N ? ___________________

VIII. Genitourinary 


1. Kidney Stones 
Y / N ? ___________________ 


2. Kidney/Bladder Infect
Y / N ? ___________________


3. Frequent Urination
Y / N ? ___________________ 


4. Blood in Urine
Y / N ? ___________________


5. Loss of Bladder Control
Y / N ? ___________________ 


6. Female - Pain with periods
Y / N ? ___________________ 


7. Female - # of pregnancies
Y / N ? ___________________ 


8. Female - # of miscarriages
Y / N ? ___________________


9. Male – Testicular Pain
 Y / N ? __________________

IX. Musculoskeletal 


1. Rheumatoid Arthritis 
Y / N ? ___________________ 


2. Joint Pain or Weakness
Y / N ? ___________________


3.  Muscle Pain or Weakness
Y / N ? ___________________


4. Leg Pain
Y / N ? ___________________


5. Cold or Burning Extremity
Y / N ? ___________________


6. Joint Stiffness or Swelling
Y / N ? ___________________

X. Lymphatic/Hematological 


1. Anemia 
Y / N ? ___________________ 


2. Bleeding Problems 
Y / N ? ___________________


3. Easily Bruise
Y / N ? ___________________ 


4. Past Blood Transfusion
Y / N ? ___________________ 


5. Slow to heal after cuts
Y / N ? ___________________  

XI. Endocrine 


1. Diabetes 
Y / N ? ___________________ 


2. Thyroid/other 
Y / N ? ___________________ 


3. Hypoglycemic
Y / N ? ___________________


4. Excessive Thirst / Urination
Y / N ? ___________________

XII. Psychiatric 


1. Anxiety/ depression 
Y / N ? ___________________ 


2. Sleep Disorders
Y / N ? ___________________


3. Memory Loss
Y / N ? ___________________

XIII. Constitutional 


1. Fever 
Y / N ? ___________________ 


2. Recent weight change
Y / N ? ___________________


3. Fatigue
Y / N ? ___________________
Dodd Chiropractic Clinic
2025 Park Street

Jacksonville, FL  32204

 (904) 388-1811     FAX (904) 387-6091

REQUEST FOR MEDICAL RECORDS

Date: ____________________
To: ___________________________________________

Phone #: ______________________________________ 
Fax #: ________________________________________

Patient’s Name: ______________________________________
Patient Date of Birth: ________________________________________
Last 4 of SSN: ______________________________________________
I hereby request that any and all medical records and reports, including all x-rays, be released to:

Dodd Chiropractic Clinic

2025 Park Street

Jacksonville, Florida 32204

(904) 388-1811

___________________________________________________________
Patient’s Signature




Date
___________________________________________________________

Witness

Amanda Kuhlman (Registered Chiropractic Assistant)

Daniel A. Dodd










April A. Dodd


CONSENT TO X-RAY – FEMALE ONLY

Print Name: _________________________________

Date: _______________

I understand that if I am pregnant and have x-rays taken which expose my lower torso to radiation, it is possible to injure the fetus.

I have been advised that the 10 days following onset of menstrual period are generally considered to be safe for x-ray exams.

With those factors in mind, I am advising my doctor that:

	
	Yes
	No
	Don’t Know

	I am pregnant
	
	
	

	I could be pregnant
	
	
	

	I am late with my menstrual period
	
	
	

	I am taking oral contraceptives
	
	
	

	I have an IUD
	
	
	

	I have had a tubal ligation
	
	
	

	I have had a hysterectomy
	
	
	

	I have irregular menstrual periods
	
	
	


My last menstrual period began on: ________________________

With fuller understanding of the above, and believing that I am not currently at risk, I wish to have an x-ray examination performed now.

Patient Signature: ____________________________________________

Witness Signature: ___________________________________________



                                  (Husband if practical)

ASSIGNMENT AND INSTRUCTION FOR DIRECT PAYMENT TO:
DODD CHIROPRACTIC CLINIC Tax ID # 592412796.
PRIVATE HEALTH INSURANCE, WORKERS COMPENSATION, AND PERSONAL INJURY

Patient Name: ____________________________________________________________________________ 

Primary Insurance Co:_________________________________ Subscriber Name:_________________________  DOB:___________ 

Policy / Subscriber #: _______________________________ Group # __________________Relationship:_______________________

Are you covered under any other group or individual health policy?   YES  /  NO

Secondary Insurance Co:_______________________________ Subscriber Name:_________________________  DOB:___________

Policy / Subscriber #: _______________________________ Group # __________________Relationship:_______________________

Pursuant to   Florida Statute: 627.638. I hereby instruct and direct all insurers and other persons responsible for my health care costs to make all payments for health care services rendered by this PROVIDER directly to:  Dodd Chiropractic Clinic  2025 Park Street, Jacksonville, FL  32204.   If my current insurance policy prohibits such monies to be issued to the provider, I instruct my insurance carrier to make checks payable to me, and mail to 2025 Park Street, Jacksonville, FL  32204. 

I agree that in the event I receive any check, draft, or other payment for services rendered by Dodd Chiropractic Clinic from my insurance, attorney, or third party, such monies will be immediately endorsed and delivered to them.  Dodd Chiropractic Clinic agrees to apply the proceeds from said check, draft or payments to my debt for services rendered. Any violations of this agreement will at their election terminate my charge privileges with and bring any balance owed by immediately due and payable.

This assignment of benefits and contractual rights shall not exceed the total amount due to Dodd Chiropractic Clinic as a result of service rendered. I agree that payment for services rendered by the above mentioned clinics is due upon receipt of said services and acceptance of this assignment of benefits is a convenience for the patient and that the above mentioned clinics reserve the right to revoke this assignment at any time.

I agree to waive any applicable statute of limitation which may at any time interfere with the above mentioned clinics’ right to collect for services rendered by the provider to me.

Dodd Chiropractic Clinic is authorized to submit a copy of this Assignment, or notice thereof, with the initial claim form(s) submitted to my private health insurance or third party payor(s) as notice of the assignment and other agreements contained herein. A copy of this document shall be as binding as the document bearing original signatures.   I hereby authorize Dodd Chiropractic Clinic to release and permit the examination and/or copying of any of my medical records, x-rays, laboratory reports and the results of all tests of any time or character to my insurance, attorney, or third party payor as they deem appropriate.

In addition, I authorize Dodd Chiropractic Clinic to initiate complaints to the insurance commissioner on my behalf.  The assignments and agreements contained in this document may not be revoked by the patient without the express written consent of the provider.

In the event that any section or provision of this Agreement is legally void, invalid, or unenforceable, all other sections and provisions of this Agreement shall remain in full force and effect.

Your chosen insurance company does not guarantee benefits until claim arrives; and at that time an Explanation of Benefits will be given by your chosen insurance company stating your exact benefits. Any billing to insurance that is not covered (paid) by your insurance company is the responsibility of the patient. 

I have read and understand the above assignment of benefits:








___________________________________________

Signature of Policyholder




Signature of Claimant if other than Policyholder
___________________________________________

Date
DODD CHIROPRACTIC CLINIC

2025 PARK STREET

JACKSONVILLE, FL  32204


ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy of the Notice of Privacy practices and that I have read them or declined the opportunity to read them and understand the Notice of Privacy practices. I understand that this form will be placed in my patient chart and maintained for six years.

___________________________________________________

Patient Name  

_________________________
Date

___________________________________________________

Signature

___________________________________________________

Parent, Guardian or Patient’s legal representative

See front desk for Privacy Practices 

DODD CHIROPRACTIC CLINIC

2025 PARK STREET

JACKSONVILLE, FL  32204


INFORMED CONSENT FOR CHIROPRACTIC TREATMENTS AND CARE
I voluntarily consent to treatment which may include, medical evaluation, emergency services, diagnostic procedures, massage therapy, spinal manipulation,  and other chiropractic procedures including various modes of physical therapy by the physicians named below, his/her assistants, or his/her designees, and/or other licensed doctors who now or in the future treat me while employed by, working or associated with or serving as back-up for the doctors named below as is necessary in his/her judgment. I am aware that the practice of medicine is not an exact science and I acknowledge that no guarantees have been made to me as to the result of services, procedures, treatments or examinations at Dodd Chiropractic Clinic. 

I understand that I will have the opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel the nature and purpose of chiropractic adjustments and other procedures that are recommended to me upon evaluation.  I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment including, but not limited to, fractures, disk injuries, strokes, dislocations and sprains.  I do not expect the doctor to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my best interests.

I have read or have had read to me, the above consent.  I have also had the opportunity to ask questions about its content, and by signing below I agree to the above-named procedures.  I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

TO BE COMPLETED BY THE PATIENT or GUARDIAN

Patient Name: ______________________________________________________

Signature of Patient or Guardian:  _______________________________________

_______________________

Date

Name of physician(s) employed at the time of consent:  

April A. Dodd, DC  

Daniel A. Dodd, DC

