
FLORIDA CHIROPRACTIC CLINICS, INC
5290 SEMINOLE BLVD STE A& B

ST. PETERSBURG, FL 33708
PH (727) 3e8-2e88 / FAX (727) 3e8-s}2s

Payment/Insurance Information
OUR OFFICE POLICY STATES THAT PAYMENT IS DUE WHEN

SERVICES ARE RENDERED

WE ARE NO LONGER IN NETWORK WITH ANY PRIVATE HEALTH INSURANCE, WE CAN
PRINT YOU A VISIT RECEIPT WITH THE APPROPRIATE INFORMATION FOR YOU TO
SUBMIT TO YOUR INSUMNCE COMPANY FOR POSSIBLE REIMBURSEMENT UPON
REQUEST,

( ) Cash/Check/Credit Card
L5 minutes of NlS/Chiropractic $ 80.00
30 minutes of NlS/Chiropractic $160.00
45 minutes of NlS/Chiropractic $240.00
L hour of NlS/Chiropracric $320.00

[ ) Automobile Insurance: wE MUST MAKE A copy oF youR AUTO
INSURANCE CARD & DRIVER'S LICENSE. Any charges not covered by the
insurance company will be directly billed to the paiient for payment. WE DO
NOT BILL HEALTH INS. OR MEDICARE FOR AUTO ACCIDENTS
( ) LOP with Attorney

( J Medicare: ONLY an adjustment is covered by Medicare. They do not cover
exam (which is required by Medicare), NIS or Therapies. First Medicare visit is
a 30 Minute Nls/Chiropractic appointment. $160.00

I have read the above and checked one method of payment. I do agree that the
balance is my responsibility and will pay any balance that has gone unpaid
over 60 days. If balance owed after stated period has not beeninet, I
understand that I will be responsible for ALL fees incurred including out of
office companies used to collect balance from patient to ensure balance is paid
in full.
Pt. Name:

Pt. Sign

Date: / /



PATIENT INFORMATION

TODAYS DATE /-_J-

NAME

ssN# / /

ADDRESS

CITY

APT#

sT _ ztP

HOME PHONE# (_) CELL # (_)

Best way to contact you? Home or Cell

EMERGENCY CONTACT? #(_)

MAY WE SEND YOU HEALTH INFORMATION VIA EMAIL? Yes _ or No _ lnitial please _
EMAIL ADDRESS

EMPLOYER

OCCUPATION

DUTIES/DAILY ACTIVITIES @ WORK

SEX M F MARITALSTATUS S M D W

AGE _ DATE OF BTRTH / I

Name of person who referred you?

REASON FOR COMING IN TODAY?

HOW LONG AGO DID THE PAIN START?

PREVIOUS CHIROPRACTOR'S NAM E

, LASTVIS|T / l_ RESULTS? YES OR NO

DATE OF LAST MEDTCAL EXAM? _-J__J
REASON FOR EXAM?

Are you pregnant? Due date / /

Florida Chiropractic Clinics



n
PLEASE LIST ANY PAST ACCIDENT, FALLS, INJURIES, MAJOR ILLNESS, TRAUMAS OR SURGERIES:

DATE:

DATE:

NAME OF DRUG:

WHAT HAPPENED?:

WHAT HAPPENED?:

ARE YOU PRESENTLY TAKING ANY MEDICATIONS? YES OR NO

AMOUNT PER DAY

AMOUNT PER DAY

AMOUNT PER DAY

PLEASE CHECK ANY OF THE FOLLOWING THAT GIVE YOU DIFFICULTY:

-HEADACHES_sHooTtNG HEAD PATNS

_tNTEST|NAL GAS

LOSS OF SMELL

-HAY 
FEVER

-MENSTRUAL 

CRAMPS

-M 
ENSTRUAL I RREGULARITI ES

-NERVOUS 

STOMACH

-BLOATING 

AFTER EATING

_THYROID TROUBLE

_RtNGtNG tN THE EARS

_coLD HANDS

_NtGHT SWEATS

-CANT 
GET BACK TO SLEEP

_LEG/FEET pAtN

-HEAD 
FEELS HEAVY

_DtzztNESS

-LOW-BACK 

PAIN

_LOSS OF BALANCE

_STRESS

-MUSCLES 

SPASMS

_TTGHTNESS tN THROAT

_tNFLAMMAT|ON tN THROAT

-FLATULANCE/GAS
-TINGLING/NUMBNESS 

oF HANDS

-ARMS/HANDS 

PAIN

_ coLD/H EAT I NTOLERANCE

-IRREGULAR 

SLEEP

-CHEST 

PAINS

_DEPRESSTON

-HEART 
PAIN

_HEART PALPTTATTONS

_MtD-BACK PAtN

-HEART 
ATTACKS

_HtGH BLOOD PRESSURE

_ANEMtA
_GRAT|NG NOISES tN NECK

_T|GHT MUSCLES

-ACI 
D REFLUX/H EARTBURN

_TWTTCH|NG OF FACE

_TRRtTABtLITY
COLD SWEATS

_WAKE UP tN MTDDLE OF NTGHT

_LtvER TROUBLE

-SHORTNESS 

OF BREATH

_tNDtGESTtON
_S,NUS PAtN

_FAtNTtNG
_coNSTTPAT|ON
_LOSS OF TASTE

_DtABETES

-SWELLING_ARTHRtTtS

-ULCERS_NERVOUSNESS
_MEMORY LOSS

-HOT 
FLASHES

_FAT|GUE

-ALLERGIES_NECK PAtN

ANY FAMILY MEMBERS

WHOM?

EXPERIENCING ANY OF THE ABOVE DIFFICULTIES?

WHICH?

FAMILY HISTORY OF DISEASE?

WHOM? WHICH?

HOURS OF SLEEP PER NIGHT? 
- 

GREAT/GOOD /FA!R /POOR

PRESENTLY: QUALITy OF L|FE VALUE AND DAtLy FUNCTTONS (L-100):

PT NAME:

%

FLOR]DA CHIROPRACTIC CLIN ICS

Date: / /.
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Florida Chironractic Clinics
5290 Seminole Blvd Ste A

Sf Pete. Fl 33708

Pttlamel_ Date

Informed CoJrseF,t,fqr Clrirgnragtip cpre, MSss,Feg. C+ta.lyst of.fln\Lothpr.therruJ in thp officq
(PATIENT AND HEALTHCARE PRACTIONER (HCP) AGREEMENT)

When a patient seeks ohiropraoticlhealth care and we aocept a patient for such oare as ws do not accept all
patients that enter our facility for various reasons, it is essential for both the patient and the HCP to be working
toward the same objective. It is important that eac'h patient understand both the objective and the method that
will be used to attain it. This will prevent any confusion or disappointment. You have the right, as a patient, to
be informed about the condition of your health and the recommended oare and treatment to be provided so that
you may make the decision whether or not to undergo. carc aftel. being advised of the known benefits, risk, and
altematives, Our office's policy is as follows: ooYour body, Your, Health, Your Choice." We will recommend
what we feel is the best health care advice for you; however, it is your choice to do what you want with that
advice whether it be to utilize our recommendations or to seek other means of health care for your condition.

CHIROPRACTIC has only one goal, the detection and corection of the VERTEBRAL SUBLUXATION.
Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the
spine) and function (primarily the nervous system) as that relationship may affeot the restoration and
preservation of HEALTH. ( A State of optimal physical, mental, and social well-being, not merely the
absence of disease, signs or symptoms )

YERTEBRAL SUBLUXATION: A misalignment qf one or more of the 24 vertebrain the spinal column
which causes alteration of nerve function and interference to the transmission of mental impuises, resulting in a
lessening of the body's innate ability to express its maximum health potential.

Vertebral Subluxations are corrected and/or reduced by an adjustment. An ADJUSTMENT is the specific
application of forces via hand or instrument to facilitate the body's correction of the vertebral subluxation. Our
method of correction in this office is by specifio adjustments utiiizing the hands or an instrument as well. In
additicih, ancillary procedures such as physiotherapy and /or rehabilitative procedures may be included or
recommended,

We do not offer to TREAT ANY DISEASESI We detect and correct vertebral subluxations as well as .

identify stresses the body may have on it that may limit its ability io ftinction. We may recommend additional
ancillary procedures tt-rat may benefit the reduction of these stresses however we DO NOT AND WILL NOT
TREAT INDMDUAL DISEASES, NOR MAKE THAT CLAIM to. We may have patients with certain
diseases; however we treat the patient by removing and/or reducing the vert\brai subluxation and their stress,
not the DISEASE' If during the course of our care we encounter non-ohiropr\ctic or unusual findings, we will
advise you of those findings and recommend that you seek the services of ano$er health care provid'er that may
specialize in that area, 

i

Like most health care procedures, the chiropractic adjustment carries with it ro*! ri.tr. The POSSIBILE
RISKS may inolude temporary soreness or increased symptoms of pain. (It is not uncommon for patients to
experience temporary soreness or increased symptoms of pain after the first few treatments). Dizziness, nausea,



flushing, as well as fractures, rtay occur (These symptoms are relatively rare). When a patient has underlying

conditions that may weaken bones, like ostooporosis, thoy may be susceptible to fracture. It is important to

notifr your chiropractor if you have been diagnosed with a bone weakening disease or condition. Treatment

plans willbe modified accordingly, Spinal conditions like a disc herniation or bulge can potontially worsen

with chiropractic care, however we take a very gentle approach to suoh conditions and oftentimes treatment is
extremely effective. A certain extremely rare type of stroke/cerebro-vascular injury can be associated with
chiropractic care, This occurrence has been estimated at one in ono million to one in twenty million but often
even further reduced by cardiovascular screening procedures by our office. Other risks associated with
chiropractic treatment include rare burns from physiotherapy devices.

I understand that the practice of chiropractic, like the praotice of all healing arts and medicine, is not an exaot
science, and I acknowledge that no guarantees oan be given as to the rosults or outcome of my oare,

RISKS OF REMAINING UNTREATED: Delay of treatment allows a formation of adhesions, scar tissue,
and other degenerative changes to take place, These ohanges can further reduce skeletal mobility and induce
chronic pain cycles. It is quite possible that delay bf treatment will complicate the condition and makp future
rehabilitation more diffi cult.

I have read or had read to me this informed consent document. My chiropractor will explain and answer
any questions/concerns to my satisfaction before any treatmont is given. By signing this informed consent
document. I have freely decided to continue with the recommended treatment, and hereby give my full
consent to treatment.

Pt Sign:

* Please only sign the line below if you are Pregnant*

Pregnancy Release for Chiropractic Gare and Therapies: I do hereby state that I
am pregnant and give full permission to Florida Ghiropractic Glinics lnc to
perform chiropractic duties and therapies on me,

Pt Sign:

Pe2
F lorida Chiropractic Clinics
INFORMED CONSENT



,^

ACKNOWLEDGEMENT OF RECEIPT

OF

NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy of, or had the opportunity to read
the NoTlcE oF PRIVACY PRACTICES ( located in the waiting room ) and do
understand the NOTICE OF PRIVACY PRACTTCES.

I also have the right to decline the opportunity to read the NoTlcE oF
PRIVACY PRACTICES.

DATE: ___-/ _J

Print Name:

Sign Name:

PLEASE LIST BELOW THE NAME AND RELATIONSHIP OF PEOPLE TO WHOM
YOU AUTHORIZE RELEASE OF PERSONAL HEALTH INFORMATION (PHI)

THIS FORM WILL BE MAINTAINED IN THE PATIENT'S CHART FOR A PERIOD OF FIVE
YEARS

Florida Chiropractic Clinics



FLORIDA CHIROPRACTIC CLINICS, INC
5290 SEMINOLE BLVD STE A& B

ST. PETERSBURG, FL 33708
pH (727) 398-2e88 / FAX (727) 398-s02s

Pt Name:

Date: I I

Authorization for Medical Information

This authorization or photocopy hereof will authorize Florida
Chiropractic Clinics to furnish all information that their office
may have regarding my condition while under their care and or
treatment to requesting facilities. Medical information included
can be my medical history,x-ray or MRI reports, physical

For automobile accident patients: Florida Chiropractic Clinics
is authortzed to provide information in accordance with
Florida's "No Fault" Auto Insurance Law.
(Florida is called a "No Fault" state because it has a law
requiring a type of car accident insurance that pays regardless
of who was at fault for the accident. This type of insurance
coverage is called No-Fault insurance or Personal Injury
Protection) IPIP)

Pt. Sign:


