
CHIROPRACTIC REGISTRATION AND HISTORY

-_L- PATIENT INFORMATION

Date

SS/HIC/Patient ID # ____

Patient Name_________
Last Name

First Name Middle initial

Address_________________________________________________

E-mail___________________________________________________

City______________________________________________________

State__________________________ Z ip_____________________

Sex D M  □  F Age____________________

Birthdate_________________________________

□  Married □  Widowed □  Single □  Minor

□  Separated □  Divorced □  Partnered fo r______ years

Patient Employer/School____________________________________

Occupation_______________________________________________

Employer/School Address__________________________________

Employer/School Phone (_____ ) _____

Spouse’s Name____________________

Birthdate _________________________

SS#_____________________________

Spouse’s Employer_________________

Whom may we thank for referring you?

INSURANCE INFORMATION

Who is responsible for this account? ____________________________

Relationship to Patient________________________________________

Insurance C o ._______________________________________________

Group # _____________________________________________________

Is patient covered by additional insurance? D Yes □  No

Subscriber's N am e___________________________________________

Birthdate______________________  S S # ______________________

Relationship to Patient________________________________________

Insurance Co. _______________________________________________

Group # _____________________________________________________

ASSIGNMENT AND RELEASE
I certify that I, and/or my dependent(s), have insurance coverage with

_____________________________________________ and assign directly to
Name of Insurance Company(ies)

Dr.___________________________________________ all insurance benefits, if
any, otherwise payable to me for services rendered. I understand that I am 
financially responsible for all charges whether or not paid by insurance. I authorize 
the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose 
such information to the above-named Insurance Company(ies) and their agents 
for the purpose of obtaining payment for services and determining insurance 
benefits or the benefits payable for related services. This consent will end when 
my current treatment plan is completed or one year from the date signed below.

Signature of Patient. Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

PHONE NUMBERS_________
Cell Phone (______ )___________  Home Phone (______ )

Best time and place to reach you______________________ _

IN CASE OF EMERGENCY, CONTACT

Name _______________________  Relationship________

Home Phone (______ ) _________  Work Phone (______ ) _

ACCIDENT INFORMATION
Is condition due to an accident? □  Yes □  No Date________

Type of accident D A u to  D W ork □H om e □  Other

To whom have you made a report of your accident?
□  Auto Insurance □  Employer □  Worker Comp. □  Other

Attorney Name (if applicable)___________________________

PATIENT CONDITION
Reason for V is it.

When did your symptoms appear?________________________________________

Is this condition getting progressively worse? □  Yes □  No □  Unknown 

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

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pa in )__________

Type of pain: □  Sharp □  Dull □  Throbbing □  Numbness □  Aching □  Shooting
□  Burning □  Tingling □  Cramps □  Stiffness □  Swelling □  Other

How often do you have this pain?

Is it constant or does it come and go ? _______________________________________

Does it interfere with your □  Work □  Sleep □  Daily Routine □  Recreation

Activities or movements that are painful to perform □  Sitting □  Standing □  Walking □  Bending □  Lying Down
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paHEALTH HISTORY

What treatment have you already received for your condition? □  Medications 

□  Chiropractic Services □  None □  Other_______________

□  Surgery □  Physical Therapy

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam______________________  Spinal X-Ray_____

Spinal Exam________________________ Chest X-Ray______

Blood Test _ 

Urine Test _

Dental X-Ray_ MRI, CT-Scan, Bone Scan_

AIDS/HIV

Alcoholism

Allergy Shots

Anemia

Anorexia

Appendicitis

Arthritis

Asthma

Bleeding Disori

Breast Lump

Bronchitis

Bulimia

Cancer

Cataracts

Chemical
Dependency

Chicken Pox

s” or “No” to indicate if you have had any of thei following:

□  Yes □  No Diabetes □  Yes □  No Liver Disease □  Yes □  No Rheumatic Fever □  Yes □  No

□  Yes □  No Emphysema □  Yes □  No Measles □  Yes □  No Scarlet Fever □  Yes □  No

□  Yes □  No Epilepsy □  Yes □  No Migraine Headaches □  Yes □  No Sexually

□  Yes □  No Fractures □  Yes □  No Miscarriage □  Yes □  No
Transmitted
Disease □  Yes □  No

□  Yes □  No Glaucoma □  Yes □  No Mononucleosis □  Yes □  No Stroke □  Yes □  No
□  Yes □  No Goiter □  Yes □  No Multiple Sclerosis □  Yes □  No Suicide Attempt □  Yes □  No
□  Yes □  No Gonorrhea □  Yes □  No Mumps □  Yes □  No Thyroid Problems □  Yes □  No
□  Yes □  No Gout □  Yes □  No Osteoporosis □  Yes □  No Tonsillitis □  Yes □  No
□  Yes □  No Heart Disease □  Yes □  No Pacemaker □  Yes □  No Tuberculosis □  Yes □  No
□  Yes □  No Hepatitis □  Yes □  No Parkinson’s Disease □  Yes □  No Tumors, Growths □  Yes □  No
□  Yes □  No Hernia □  Yes □  No Pinched Nerve □  Yes □  No Typhoid Fever □  Yes □  No
□  Yes □  No Herniated Disk □  Yes □  No Pneumonia □  Yes □  No Ulcers □  Yes □  No
□  Yes □  No Herpes □  Yes □  No Polio □  Yes □  No Vaginal Infections □  Yes □  No
□  Yes □  No High Blood 

Pressure □  Yes □  No
Prostate Problem 

Prosthesis

□  Yes □  No
Whooping Cough □  Yes □  No

□  Yes □  No
□  Yes □  No High Cholesterol □  Yes □  No Other

Psychiatric Care □  Yes □  No
□  Yes □  No Kidney Disease □  Yes □  No

Rheumatoid Arthritis □  Yes □  No

EXERCISE
□  None

□  Moderate

□  Daily

□  Heavy

WORK ACTIVITY
□  Sitting

□  Standing

□  Light Labor

□  Heavy Labor

HABITS
□  Smoking Packs/Day

□  Alcohol Drinks/Week

□  Coffee/Caffeine Drinks Cups/Day

□  High Stress Level Reason

Are you pregnant? □  Yes □  No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

7 X  MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone ( )





Atlas Chiropractic & Rehab Center
Advanced... (Precise... Cjentte Care

PATIENT PREGNANCY DISCLAIMER

This certifies that concerns regarding pregnancy and radiation 
exposure have been explained to my satisfaction. I understand the 
clinical necessity of having x-rays taken at this time and grant 
permission for this procedure. In doing so, I release the Doctor/Clinic 
from responsibility for potential damage arising from this procedure.

At this present time:

_____I am sure that I am not pregnant

_____It is possible that I could be pregnant

_____I am pregnant

Signature of Patient Date

Signature of Witness Date



Atlas Chiropractic & Rehab Center
Advanced. .. (Precise... gentle Care

Please remember that an insurance plan is a legal agreement between you and your 
insurance company. We will do our best to help you obtain the maximum reimbursement 
you are entitled to under your plan. Any and all treatment recommended is clinically 
appropriate and may not be considered medically necessary by your insurance carrier. 
Ultimately, we have no control over the reimbursement of your claim and we assume no 
responsibility for their final decision.

Financial Options

You are required to pay in full at the time of service by means of; cash, check, credit, or 
pre-pay weekly. There will be a fee of $45.00 for a Returned/Bounced check. If you have 
insurance we will submit all the necessary forms to your insurance company. If you wish, 
we will provide you with all the documentation and you can submit it on your own.

In many cases, we accept assignment on your insurance claim, meaning we will accept 
the insurance company's portion of the bill directly and you will be responsible for 
deductible, co-insurance or co-pay at the time services are rendered. You will also be 
responsible for any supplies or non-covered services.

I have read and fully understand the policies set forth and accept full financial 
responsibility for services rendered in this office.

Print Name______________________________

Signature ______________________________

Date

100 Market St. Clifton, NJ 07012 Tel: 973.894.3300 Fax: 973.894.3299





NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996 
(“HIPAA”), I have certain rights to privacy regarding my protected health information. I 
understand that this information can and will be used to:

• Conduct, plan and direct my treatment and follow-up among the multiple 
healthcare providers who may be involved in that treatment directly and indirectly.

• Obtain payment from third-party payers.
• Conduct normal healthcare operations such as quality assessments and physician 

certifications.

I have received, read and understand your Notice of Privacy Practices containing a more 
complete description of the uses and disclosures of my health information. I understand 
that this organization has the right to change its Notice of Privacy Practices from time to 
time and that I may contact this organization at any time at the address above to obtain a 
current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is 
used or disclosed to carry' out treatment, payment or health care operations. I also 
understand you are not required to agree to my requested restrictions, but if you do agree 
then you are bound to abide by such restrictions.

Patient Name:_________________________________________________________

Relationship to Patient:_________________________________________________

Signature:____________________________________________________________

Date:

OFFICE USE ONLY

I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy 
Practices Acknowledgement, but was unable to do so as documented below:

Date: Initials: Reason:



NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSE AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT

CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program that requires that all 
medical records and other individually identifiable health information used or disclosed by us in any form, whether 
electronically, on paper, or orally, are kept properly confidential. This Act gives you, the patient, significant new 
rights to understand and control how your health information is used. “HIPAA” provides penalties for covered 
entities that misuse personal health information.

As required by “HIPAA”, we have prepared this explanation of how we are required to maintain the privacy of your 
health information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes: treatment, payment and 
health care operations.

• Treatment means providing, coordinating, or managing health care and related services by one or more 
health care providers. An example of this would include teeth cleaning services.

• Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or 
collection activities, and utilization review. An example of this would be sending a bill for your visit to 
your insurance company for payment.

• Health care operations include the business aspects of running our practice, such as conducting quality 
assessment and improvement activities, auditing functions, cost-management analysis, and customer 
service. An example would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to individually 
identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or other health- 
related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may revoke such 
authorization in writing and we are required to honor and abide by that written request, except to the extent that we 
have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise by 
presenting a written request to the Privacy Officer:

• The right to request restrictions on certain uses and disclosures of protected health information, including 
those related to disclosures to family members, other relatives, close personal friends, or any other person 
identified by you. We are, however, not required to agree to a requested restriction. If we do agree to a 
restriction, we must abide by it unless you agree in writing to remove it.

• The right to reasonable requests to receive confidential communications of protected health information 
from us by alternative means or at alternative locations.

• The right to inspect and copy your protected health information.

• The right to amend your protected health information.

• The right to receive an accounting of disclosures of protected health information.

• The right to obtain a paper copy of this notice from us upon request.



Atlas Chiropractic & Rehab Center
Advanced... (Precise... QentCe Care

To:___________________________________________________________
(Doctor or Hospital)

Address:______________________________________________________

City:_______________________State:_______________ Zip:__________

I hereby authorize and consent to the release of my medical records including 
radiographic films or copies of such and request they be transferred to:

Dr. Ronald P. D’Amato D.C., BCAO 
Dr. Christa M. D’Amato D.C., BCAO 
Atlas Chiropractic & Rehab Center 
100 Market Street 
Clifton, NJ 07012

Patient Name (Print): 

Address:___

DOB:________

SS#:_________

Date of Records:

Patient Signature Date

100 Market Street, Clifton, NJ 07012 Tel: 973.894.3300 Fax: 973.894.3299
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