






	
  

For	
  office	
  use	
  only	
  

	
   Height:	
  __________	
   Weight:	
  ___________	
   Blood	
  Pressure:	
  ______	
  /	
  ______	
  

Electronic	
  Health	
  Records	
  Intake	
  Form	
  
In	
  compliance	
  with	
  requirements	
  for	
  the	
  government	
  EHR	
  incentive	
  program.	
  

Name:______________________________________	
  	
  Gender	
  (Circle	
  one):	
  	
  M	
  /	
  F	
  	
  	
  	
  DOB:	
  	
  ___/___/___	
  

Email	
  address:________________________________	
  	
  Preferred	
  Language:______________________	
  

Preferred	
  method	
  of	
  communication	
  for	
  patient	
  reminders	
  (Circle	
  one):	
  	
  Email	
  /	
  Phone	
  /	
  Mail	
  

Smoking	
  Status	
  (Circle	
  one):	
  	
  Every	
  Day	
  Smoker	
  /	
  Occasional	
  Smoker	
  /	
  Former	
  Smoker	
  /	
  Never	
  Smoked	
  

CMS	
  requires	
  providers	
  to	
  report	
  both	
  race	
  and	
  ethnicity	
  

Race	
  (Circle	
  one):	
   American	
  Indian	
  or	
  Alaska	
  Native	
  /	
  Asian	
  /	
  Black	
  or	
  African	
  American	
  
	
   	
   	
   White	
  (Caucasian)	
  /	
  Native	
  Hawaiian	
  or	
  Pacific	
  Islander	
  /	
  I	
  Decline	
  to	
  Answer	
  

Ethnicity	
  (Circle	
  one):	
  	
  	
  Hispanic	
  or	
  Latino	
  /	
  Not	
  Hispanic	
  or	
  Latino	
  /	
  I	
  Decline	
  to	
  Answer	
  

Are	
  you	
  currently	
  taking	
  any	
  medications?	
  (Please	
  include	
  regularly	
  used	
  over	
  the	
  counter	
  meds)	
  

Medication	
  Name	
   Dosage	
   	
   Medication	
  Name	
   Dosage	
  
	
   	
   	
   	
   	
  
	
   	
   	
   	
   	
  
	
   	
   	
   	
   	
  
	
  
Do	
  you	
  have	
  any	
  medication	
  allergies?	
  

Medication	
  Name	
   Reaction	
   Onset	
  Date	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
  
Family	
  Health	
  History	
  (Please	
  list	
  any	
  diagnosed	
  disease,	
  disorder,	
  or	
  syndrome	
  for	
  the	
  following	
  family	
  members.	
  	
  For	
  
example:	
  High	
  Blood	
  Pressure,	
  Diabetes,	
  Heart	
  Disease,	
  Cancer,	
  etc.	
  	
  Leave	
  blank	
  if	
  there	
  is	
  no	
  history	
  of	
  illness.)	
  

Father	
   	
  
Mother	
   	
  
Sister	
   	
  
Brother	
   	
  
Daughter	
   	
  
Son	
   	
  
	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  I	
  choose	
  to	
  decline	
  receipt	
  of	
  my	
  clinical	
  summary	
  after	
  every	
  visit.	
  	
  (These	
  summaries	
  are	
  often	
  
blank	
  as	
  a	
  result	
  of	
  the	
  nature	
  and	
  frequency	
  of	
  chiropractic	
  care.)	
  

	
  
Patient	
  Signature:________________________________________	
  	
  	
  Date:___________________	
  



CONSENT TO USE & DISCLOSE HEALTH INFORMATION (2014) 
18 Years of Age and Older 

Hungerford Chiropractic and Physical Therapy 

This office is required by Federal Regulations to inform our Patients in regards to the use of your child's health information in accordance to Health 
Insurance Portability & Accountability Act of 1996 or HIPAA. 

I understand that as part of my health care, Hungerford Chiropractic and Physical Therapy originates and maintains paper and/or 
electronic records describing my health history, symptoms, examination and test results, diagnoses, treatments, and any plans for 
future care or treatment. I understand that this information serves as: 

■ A basis for planning my care and treatment 
■ A means of communication among health professionals who contribute to my care. 
■ A source of information for applying my diagnosis and treatment information to my bill. 
■ A means by which a third-party can verify the services billed to me actually took place. 

I understand and have been provided access to a Notice of Privacy Practices that provides a more complete description of information 
uses and disclosures. This notice is located in the waiting area in plain view. I understand that I have the following rights and 
privileges: 

■ The right to review the Notice of Privacy Practices prior to signing this consent, allowing treatment, or making 
payment for services rendered and the right to a paper copy of the Notice of Privacy Practices 
The right to object to the use of my health information for directory purposes 

■ The right to request special privacy protections 
■ The right to request confidential communications 
■ The right to inspect and copy 
■ The right to amend or supplement 
■ The right to an accounting of disclosures 

I understand that Hungerford Chiropractic and Physical Therapy is not required to agree to the restrictions requested. I understand that 
I may revoke this consent in writing, except to the extent that the organization may refuse to treat me as permitted by Federal 
Regulations. 

I understand that Hungerford Chiropractic and Physical Therapy reserve the right to change their Notice of Privacy Practices. 

I authorize the following individuals listed below access to my medical information from Hungerford Chiropractic and Physical 
Therapy or to discuss my medical information with Hungerford Chiropractic and Physical Therapy and its physicians (please print all 
names below). 

Full Name 	 Relationship 

Full Name 	 Relationship 

I understand that as part of this organization's treatment, payment, or health care operations, it may become necessary to disclose my protected health information to 
another entity. I hereby consent to such disclosure for these permitted uses. I also hereby consent to such disclosures via fax. I further understand that I may revoke this 
consent at any time and I must notify Hungerford Chiropractic and Physical Therapy in writing in order to revoke the consent. 

I fully understand and accept the terms of this consent. 

Signature 	 Date 

Print Name 	 Date of Birth 

REVOKE CONSENT 
(do not sign below unless you are revoking the above consent) 

I hereby revoke the above consent effective immediately. I understand that revoking this consent means that my medical information and protected health information 
will no longer be discussed or disclosed (released) to the above individuals and that a new consent will need to be completed if this changes. 

Signature of Patient Date signed 
Updated 5.20.14 
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