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We've got your back. DRCHERICHIRO.COM REGISTRATION FORM

REGISTRATION FORM

Today’s date: ‘ PCP:
PATIENT INFORMATION
Patient’s last name: First: Middle: QMr. | O Miss | Marital status (circle one)
O Mrs. |QMs. | single / Mar / Div / Sep / Wid
Is this your legal name? | If not, what is your legal name? | (Former name): Birth date: Age: | Sex:
OYes |ONo I am|aF
Street address: Social Security no.:
City: State: Zip Code:
Home phone no.: Cell phone no: E-Mail; Preferred method of contact:
( ) ( ) 0 Home Q Cell Q E-Mail
. . Would you like text confirmation of
Occupation: Employer: appointments?
O Yes O No

Chose clinic because/Referred to clinic by 0 Dr
(please check one box): '

4 Family U Friend Q Close to home/work QO Google/Online Search  Q Other

U Insurance Plan O Hospital

Other family members seen here:

IN CASE OF EMERGENCY

Name of local friend or relative Relationship to patient: | Home phone no.: | Work phone no.:

( ) ( )

INSURANCE INFORMATION

(Please give your insurance card to the receptionist.)

Person responsible for bill: | Birth date: Address (if different): Home phone no.:
/ / ( )
Is this person a patient OvYes O No
here?
Occupation: Employer: Employer address: Employer phone no.:

( )

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly to the physician. |
understand that | am financially responsible for any balance. | also authorize DR. CHERYL SCHIANO51 SHERMAN HILL RD,
A104BWOODBURY, CT 06798TEL.: (203)405-6505 FAX: (203)405-6109 DRCHERICHIRO.COM or insurance company to
release any information required to process my claims.

Patient/Guardian signature Date




Dr. Cheri Chiro

We've got your back.

INITIAL HEALTH STATUS

DR. CHERYL SCHIANO
51 SHERMAN HILL RD, A104B
WOODBURY, CT 06798

TEL: (203)405-6505 FAX: (203)405-6109
DRCHERICHIRO.COM REGISTRATION FORM

MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS.

DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN:
[ ] Headache [ ] Neck Pain [_] Mid-Back Pain [ ] Low Back Pain

[] Other

Is this? [ ] Work Related (] Auto Related
Date Problem Began

[] N/A

How Problem Eagan

Current complaint (how you feel today):
I

No Pain

0 1 2 3 4 5 6 7 8

9

Unbearable Pain

10

How often are your symptoms present?
(Occasional) [] 0 - 25% []26 -50%

[]151-75%

[ 176 — 100% (Constant)

In the past week, how much has your pain interfered with your daily activities (e.g., work, social activities, or household chores?

Mo interference 0 1 2 3 4 5 6 7 8 9 10 Unable to carry on any activities
In general would you say your overall health right now is:
[] Excellent [] Very Good [] Good [ Fair [] Poor
HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN FOR YOUR AREA(S) OF COMPLAINT? [INo [ Yes
Date(s) taken What areas were taken?
Please check all of the following that apply to you:
[] Alcohol/Drug Dependence [l Prostate Problems
[ ] Recent Fever [] Menstrual Problems
[ ] Diabetes [] Urinary Problems
[ ] High Blood Pressure [] Currently Pregnant, #Weeks
[ ] Stroke (Date) [ ] Abnormal Weight [ ] Gain [ ] Loss
[l Corticosteroid Use (Cortisone, Prednisone, etc.) (] Marked Morning Pain/Stiffness
[] Taking Birth Control Pills (] Pain Unrelieved by Position or Rest
[] Dizziness/Fainting (] Pain at Night
[ ] Numbness in Groin/Buttocks [] Visual Disturbances
[] Cancer/Tumor (Explain) [] Surgeries
[] Osteoporosis [] Tobacco Use - Type
[] Epilepsy/Seizures Frequency {Day
[] Other Health Problems (Explain) (] Medications
Family History: [ ] Cancer [ ] Diabetes [ ] High Blood Pressure

[ ] Heart Problems/Stroke

[ ] Rheumatoid Arthritis

| certify to the best of my knowledge, the above information is complete and accurate. If the health plan information is
not accurate, or if | am not eligible to receive a health care benefit through this practitioner, | understand that | am
liable for all charges for services rendered and | agree to notify this practitioner immediately whenever | have
changes in my health condition or health plan coverage in the future. | understand that my chiropractor may need to
contact my physician if my condition needs to be co-managed. Therefore | give authorization to my chiropractor to

contact my physician, if necessary.
Patient Signature

Date

DCIHE0AZE12. docx



DR. CHERYL SCHIANO

D Ch ? Ch . 51 SHERMAN HILL RD, A104B
WOODBURY, CT 06798
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We've got your back. DRCHERICHIRO.COM REGISTRATION FORM

OUR PRIVACY PLEDGE

We are very concerned with protecting your privacy. While the law requires us to give you this
disclosure, please understand that we have, and always will, respect the privacy of your health
information.

There are several circumstances in which we may have to use or disclose your health care information:

e We may have to disclose your health information to another health care provider or a
hospital if it is necessary to refer you to them for the diagnosis, assessment, or treatment of
your health condition.

¢ \We may have to disclose your health information and billing records to another party if they
are potentially responsible for the payment of your services.

¢ \We may need to use your health information within our practice for quality control or other
operational purposes.

We have a more complete notice that provides a detailed description of how your health information
may be used or disclosed. You have the right to review that notice before you sign this consent form.
We reserve the right to change our privacy practices as described in that notice. If we make a change
to our privacy practices, we will notify you in writing when you come in for treatment or by mail. Please
feel free to call us at any time for a copy of our privacy notices.

Your right to limit uses or disclosures

You have the right to request that we do not disclose your health information to specific individuals,
companies, or organizations. If you would like to place any restrictions on the use or disclosure of your
health information, please let us know in writing. We are not required to agree to your restrictions.
However, if we agree with your restrictions, the restriction is binding on us.

Your right to revoke your authorization

You may revoke your consent to us at any time; however, your revocation must be in writing. We will
not be able to honor your revocation request if we have already released your health information before
we receive your request to revoke your authorization. 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.

| have read your consent policy and agree to its terms. | am also acknowledging that | have received a
copy of this notice.

Printed Name Authorized Provider Representative

X

Signature Date




DR. CHERYL SCHIANO

D C h . Ch . 51 SHERMAN HILL RD, A104B
WOODBURY, CT 06798
r‘ e rl I ro TEL: (203)405-6505 FAX: (203)405-6109

We've got your back. DRCHERICHIROQ.COM REGISTRATION FORM

APPOINTMENT REMINDERS AND HEALTH CARE INFORMATION
AUTHORIZATION

Your chiropractor and members of the practice staff may need to use your name, address, phone
number, and your clinical records to contact you with appointment reminders, information about
treatment alternatives, or other health related information that may be of interest to you. If this contact is
made by phone and you are not at home, a message will be left on your answering machine. By signing
this form, you are giving us authorization to contact you with these reminders and information.

You may restrict the individuals or organizations to which your healthcare information is released or you
may revoke your authorization to us at any time; however, your revocation must be in writing and
mailed to us at our office address. We will not be able to honor you revocation request if we have
already released your health information before we receive your request to revoke your authorization.
In addition, 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.

Information that we use or disclose based on the authorization you are giving us may be subject to re-
disclosure by anyone who has access to the reminder or other information and may no longer be
protected by the federal privacy rules.

You have the right to refuse to give us this authorization. If you do not give us authorization it will not
affect the treatment we provide to you are the methods were used 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.

This notice is effective as of today's date. This authorization expires seven years after the day on which
you last received service from us.

| authorize you to use or disclose my health information in the manner described above. | am also
acknowledging that | have received a copy of the authorization if requested.

Printed Name Authorized Provider Representative

X

Signature Date




DR. CHERYL SCHIANO
51 SHERMAN HILL RD, A104B

[ ] [ ]
Dr. Cheri Chiro S e Cpe s Do

We've got your back. DRCHERICHIRO.COM REGISTRATION FORM

4 PART SIGNATURE FORM

Patient’s Name:

| hereby authorize and direct Dr. Cheryl Schiano to release all medical information necessary to process this
claim.

I hereby authorize and direct my insurance carrier to pay all benefits, which may be due me according to my
policy, directly to Dr. Cheryl Schiano to be applied to my account.

I hereby authorize Dr. Cheryl Schiano to obtain medical records that is necessary to treat my condition.

I understand that Dr. Cheryl Schiano requires 24 hour notice for appointment cancellations. | also understand
that there will be a $25.00 fee charge for missed or canceled appointments without the 24 hour notice. This fee
cannot be billed to insurance and is due before the next is appointment.

Signed: X Date:




