CHIROPRACTIC REGISTRATION AND HISTORY

PATIENT INFORMATION

Date

SS/HIC/Patient 1D #

A INSURANCE INFORMATION

Who is responsible for this account?

Relationship to Patient

Patient Name insurance Co.
Last Name
Group #
First Name Middle inti ; e A
T Is patient covered by additional insurance? [_|Yes [ No

Address .

Subscriber's Name
E-mait 3

- Birthdate ] 554

Gity X ;

Reilationship to Patient
State : Zip

Insurance Co.
Sex OOM  [OF Age

Group # e
Birthdate

ASSIGNMENT AND RELEASE
I Married [} Widowed ] Single 1 Minor I certify that |, and/or my dependent(s), have insurance coverage with
1 [ D 1 e R and assign ditectly to
[ Separated L1 Divorced [_'Partnered for _ years Name of Insurance Comparylies)
Patient Employer/Sichag) Dr. g ; alt insurance benefits, if
Occupation any, otherwise payable to me for services rendered. | understand that | am

financiafly responsible for all charges whether or net paid by insurance. | avthorize
Empioyér /School Address the use of my signature on all insurance submissions. ;

The above-named doctor may use my health care information and may disclose

such information 1o the above-named Insurance Companylies) and their agents

; 3 for dhe purpose of obtaining payment for services and determining insuranice
Employer/School Phone ( ) benefits or the benefits payable for related sarvices. This consent will end when
Spouse's Name my current treatment plan is completed or one year from the date signed below.
Birthdate 1=l R SR T T TR
Signature of Patlent, Parent, Guardian or Personal Representative
55#
Spouse's Employer Pieass print name of Patient, Farent, Guardian or Personal Representative
Whom may we thank for referring you? A, S R S LT
Date Retlationship to Patient
3
PHONE NUMBERS 48 ACCIDENT INFORMATION
Cell Phone | ) Home Phone { ) Is condition due to an accident? (JYes (INo Date__ ___~ =
Best time and place to reach you Type of accident ] Auto [JWork ["IHome [T1Other
IN CASE OF EMERGENCY, ACT ; .
i i bl To whom have you made a report of your aceident?

Name Relationship [ Auto Insurance [] Employer [ JWaorker Comp. [ Other
Home Phone ( ) Work Phone ( } Atterney Name (if applicable) L

ég PATIENT CONDITION

Reason for Visit

When did your symptoms appear?
Is this condition getting progressively worse? [ J¥es [ No

Type of pain: (] Sharp ] Dull
[} Buming [Tingling [} Cramps

How often do you have this pain?

Rate the severity of your pain on a scale from 1 {least pain) to 10 (severe pain)
] Throbbing [ Numbness
[ Stiffness

Mark an X on the picture where you continue to have pain, numbness, or tingling. i )\
{ \ \

1 Aching
: Swelfing {1 Other

s it constant or does it come and go?

; Shooting /2) : /
)

Does it interfere with your I Work [}

Sleep [ Daily Routine ] Recreation

(O

Activities or movements that are painfut to perform [ Sitting [ Standing [ Walking [ Bending [ Lying Down




HEALTH m-STQRY

: _What treatment have you & raady racesm for ynu: comimon? £l Medmhans [} Surgery . [Physical T herapy

{1 Chxmﬁrﬁcﬁc Sarvices 1 Ncmse rt t}iher

Name and address of other doctw{s} ‘who have trea?ed yau ie;yom' cmé%tm e
DatemLast Physical Exam oo e s spmaxxsaay e L Siopd Test
SpaExam, b TR ey o Urine Test __

‘Dental X*Ray : i : mw CY-Sean, cha Scan

 Place a mafk on %s or “No"to :ndscate 1f yﬁu have had any of the fe?ttzwmg ) j
AIDSHIV CiYes [JNo  Disbetes. CiYes [TNo  Liver Disease [IYes [INo RheumaticFever [IYes [INo.
Algoholism TYes [INo Emphysema I} Yes L, No  Measles. [¥es [INo . ScarletFever . [I¥es TiNo
Aﬁerg‘-y Shots [IYes [INo  Epilepsy © o TiYes FiNo M&gmme Headaches [ Yes [INo  Sexually

. : ' - S Transhitied L _

P ; : ; _ 2t Disease - lYes [iNho

Anorexia ClYes [No  Glaucoma . [O¥es [INo  Mononucieosis Ti¥es [IN0 guie Cives TiNo

Aremia . '[ives ONo ‘Fractures TlYes [INo - Miscariage Chves. 7 No

- Appendicitis OiYes [INo  Goiter - [JYes [INo . Muitipie Scierosis C¥es TINO - guicide Attempt  [T¥es [INo
. Arthrifis - .[1Yes [INo :Gonenhea . .~ [lYes {JNo.  Mumps L (OYes [N qpoveid Problems [ Yes [INo
Asthma Sves [No Gout Lo ClYes T1No Qszeopefos:s _' -ﬁ_‘(es_ LNo - poams. Clves  CINo
Eeedzng Disorders [JYes [JNo HeartDisease ~ [lYes [ No Pacemaker [O¥es CINO " rssreqiosis Cves ClNo.
Brossilure  [i¥es TiNo Hepatts - - [lYes CiNo  Parkinson's Disssa %68 CINO Tyt Grows ves NG,
Bronehits Cives [INo Hemia . LiYes CINe Pinched Nerve  (1Yes OINe yoneid Fever F1ves NG
Bulimia Cves [INo Herniated Disk ~ [lYes [INo Pneumoria . [Yes EINo Ulcers Tives [ No
| Canoer - .o LIYeE- NG - ‘Herpes o [INo  Polio e [iYes [OINe
el e SNO ! Hﬁiﬁf i Yes .-rmé Ptﬁs@? p i ."ﬁ"{-gs ?ZNQ ‘Whooping Cough  []Yes [1No
* Chemical : S i Prosthesis iYes [INe : : : R
Depenciemy ; "D.Yas o N!; H@h‘cm{?ﬁ?@ : -'ﬁ Yes ‘“'“_-;; e _ngéﬁié’zrié-ﬁare' : [ives TN gt

_Cﬁicé(en Pox [CiYes TiNo i';idne_y- B@sease : QYes [0 No

Vagmai_ !nféct’icﬂs IYes 1

Rheumatmsl Aﬂhﬂm E}‘fas Mo

jjmacxsa B :weaxacrsm- flhs o
Nel " Gl e g _ - 3 Smoking ; Packs/Day _

[ Moderate =500 1 1Swanding o o _ :fjﬁl:c_em% i i ﬁria&s}%eé&:.. -

T Dally : P e Labor : | D Coffee/Caiteine Drinks . Cups/Day

[OHeawy . . - g | [iteavytabor Tt _;__‘J_'Hég.h Stress Level . Feason __

| Are you pregnant? [ Yes [INo Due Date

injuries/Surgeries you have had pbe e s e e s R e Date

* Falis

Head Injuries

Broken Bones .

Dislocations

“Surgeries

MEDICATIONS [ ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name_

- Pharmacy Phone { 5 .3




PERFORM AND RECOVER
Chris Sullivan, D.C., M.S.  Nikki Tukdarian, D.C., M.S
1315 Allaire Ave.
Suite 2
Ocean, NJ 07712

INFORMED CONSENT

| (the patient/guardian) hereby request and consent to the performance of chiropractic
adjustments and other chiropractic procedures, including various modes of athletic recovery,
physical therapy and massage or soft tissue therapy on myself (or on the patient named below,
for whom | am legally responsible) by the Doctor of Chiropractic named below and/or other
licensed Doctors of Chiropractic who now or in the future work at Perform and Recover. In the
event of emergency, the parent/guardian will be notified as soon as possible.

| have had an opportunity to discuss with the Doctor of Chiropractic and/or with other
office or clinic personnel the nature and purpose of Chiropractic adjustments and other
procedures. | understand that resuits are not guaranteed.

| 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, disc injuries,
strokes, dislocations and sprains. | do not expect the doctor to be able to anticipate and explain
all risks and complications, and | wish to rely upon the doctor to exercise judgment during the
course of the procedure which the doctor feels at the time, based upon the facts then known to
him or her, is in my best interest.

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

Patient/Athlete Signature Date
Parent/Guardian Signature Date




PERFORM AND RECOVER

Chris Sullivan, D.C., M.S  Nikki Tukdarian, D.C., M.S
1315 Allaire Ave.
Suite 2
Ocean, NJ 07712

CANCELLATION POLICY

We understand that life happens and sometimes you have to miss your scheduled appointment.
In order to assure we can best utilize our time and accommodate patients in the event of a
cancellation, our policy is as follows:

1) Please cancel your scheduled appointment within 12 hours of the start of the shift so
we can attempt to fill the vacant time slot.

2) If you are going to be more than 15 minutes late for your appointment, piease call, text
or message to reschedule the appointment.

3) If you miss an appointment without calling, messaging or texting to inform us or cancel
within the window mentioned above and we cannot fill the spot, you get one miss no
charge. After the first miss, we will ask to keep a card on file and charge a full office
visit price as a cancellation fee . If you do not have a card, payment of fee will be due at
your next appointment. If you do not reschedule within a month of your missed
appointment, you will be billed for the fee.

4) If you have a standing appointment and do not cancel within the parameters set above,
you will get one free miss. On the second miss, your standing appointment will be
removed.

l (print patient name) have read and understood the above
policy and agree to the terms and conditions set forth above.

Patient or Parent/Guardian Signature Date



