
Avondale Chiropractic Center
Dr. Matthew Duddy

417 Pennsyivania Avenue
Ayondale, PA 19311

610-268-8122
www.avondalechiropractic.com

New Patient Intake
Title:  E Dr.  E  M.  E hds.  I  Ms.  H Miss  (checkone) Gender: E  Male    E  Female Date:

First Name:

Address:.

Mddle Initial:                       ILast Name:

Home phone: (                  _)

Ceu phone: (_               ___)

Date of Birth: _ ,... __._J___           _. /

Pinaylfoctor:

Work phone! (                 _ _)

Preferred contact method: H Gen Phone I Home Phone   H Work Phone

Race: (check one)
E   White      I Black/AfficanAmedcan    D Americanindian/AIaskaNative    I I  I choose not to specify

Ethnicity:(checkone)         H  Hisparicorhacho        I  NotHspanicorLacho        H    Ichoosenottospecify

Ihefined hangunge! (check one)
H  OtherI  Enghsh          I   Spanish

Marital Status:  I Sindc I Manded

Spouse Data:
First Name:

I Other

Homephone:L__      )

I   I choose not to specify

Isyourspouseapadentintheclinic?DYes1_]No

Middle:                  I.ast Name:

Ceuphone: (____     _)

PatientEmployerData:
Employmentstatus:  DEmployed  L]FT/ DPT        Estudent  DFT/ UPT   DRedred        HHomcmaker       Dunemployed

Employer Name:

Address Line:

]obTide/Position:

Emergeney Contact:
Contact Name:

Phone:L    __)

Relationship:



Circle the activities that aggravate your condition:
•     sitting                 .     standing                        .     walking
•     sleeping             .     sneezing                       .     coughing

•     looking
uP

•     lookingdown             .     movement

•     typlng                 .     scooplng

Other aggravating factors:

•     house

chores

•     bending              .     stooping            .     rifting
•     straining             .     reaching             .     twisting

®      rest

•     exerclse

•     lying
face                     .     driving
down

•     lying                    .     stair

face up                             stepr>in{T

Circle activities that relieve your condition:
•     sitting                          .     standing                 .     lying
•     nomovement           .     movement            .     heat

•     ibuprofen                   .     medication            .     rest
Other relieving factors:

•     kneesbentup
•lce

•     stretching/exercising

•     SuPP0tt
•     topicalgel

•     adjustments

Any prior history of current complaints?         FT Yes                 I No
If yes, please describe episodes with dates:

Prior treatment by a chiropractor for these?    I Yes                I No              If yes, please hst who and when:
1.

Have you had any recent imaging / testing?  I Yes           I No
If yes, please fist type Qfray, MRI, CT, EMG, etc) location and date taken:
1. DATE:

DATE:

General Information:
Handedness:      I  L         r] R        DBoth
Tobacco use:   I Current Every Day smoker      I Sometimcs smoker   I Former smoker   I Never been a smoker
What is your level of interest in quitting smoking?

E0quolntefest)]1       E2      E3      E4      E5      E6      E7      ]8     E9     E10overylnterested)
AIcoholuse:     rl  None    HSocial     FIModerate HHeavy
Have you ever been disability rated?  H Yes   ll  No          If yes, forwhat?

Treatment Historv:
Any prior Doctor scan-for this ct>ndidon?  H  Yes
1.    DoctorName:
Date seen:
Treatment type:

FINo
Specialty,
Referred by

Currently trcadng?    I Yes           I No               Did treatment help you?  I  Yes              I No
Referred to another Provider?
Notes:
2.    DoctorName:
Date seen:
Treatment type:

Specialty:
Rcferfed by:

Currently treating?  ll  Yes              L] No                 Did treatment help you?  L] Yes                 L] No
Referred to another Provider?

Date:
Patient Name:



Current Medical Historv
Cunent Health problems deart Disease, Diabetes, High Blood pressure, etc):     FI None

Current Medications Taken:
I Vitamins/Supplements I None I See Separate Ijist

Areyoucurrentlypregnant?    I  Yes  I  No     If so, what is your due date?
Have you had children?           L] Yes    LJ No      If so, how many children have you had?

List any known allergies you have had to any medications:      I   No known auerdes
1.3.

2.4.

Has any doctor diagnosed you with High Blood Pressure?  I  Yes  I  No

Has any doctor diagnosedyou with Diabetes presently?       I Yes   I  No
If yes,whatkind?    I Type 1  I Type 2     If yes,wasmostrecenthemoglobinAlc> 9.0%? I  Yes   I  No   ]Notsure
If yes, other comments regarding Diabetes:

Past Medical IIistorv:
Injuries to Head, Neck, or Back, including Motor Vehicle Accidents or Work Injuries:

Surgeries @ates & Type):

Fractures @ates & Type):

Fantw Thtorv:
Diabetes

Heatt Disease

Thgh Cholesterol

Hypertension

Osteoporosis

Cancer tspecffy, :

Please circle and check all that apply

Yes       No        HMother    HFather    Esister     HBrother    HDaughter    HSon

Yes       No        HMother    EFather    Hsister     HBrother    HDaughter    ESon

Yes       No        EMother    HFather    Hsistef     HBrother    HDaughter    HSon

Yes       No        EMother    EFather    Esister     EBrother    HDaughter    ESon

Yes       No        HMother    HFather    Hsister     HBrother    HDaughter    HSon

Yes        No

PsycholoScal Disorders

I No known Conditions

EMother   EFather   Esister     EBrother    HDaughter   ESon

Yes        No        EMother    HFather    Hsistcr     HBrother    HDaughter    HSon

Patient Signature:

Patient Name:

Date:

Date:



please comDlete thirs to_ the best of your ability, if you liave any questions. see Brooke.

Pain  Levels 1 -10 (one little pain,10 extreme pain)

Neck-1     2     3     4     5     6     7     8     9     10
Rshoulder-      1     2     3     4     5     6     7     8     9      10
RElbow-      1      2     3     4     5     6      7     8     9      10
Rwrist-     1     2     3     4     5     6     7     8     9     10
MidBack-      1      2     3     4     5     6      7     8     9      10
RHip-      1      2      3      4      5      6      7      8      9      10
RKnee-      1      2      3      4      5      6      7      8      9      10
RAnkle-      1      2      3      4     5      6      7      8      9      10

Lshoulder-1      2     3     4     5     6     7     8     9      10
LElbow-      1      2      3      4      5      6      7      8      9      10
Lwrist-      1      2     3     4     5     6     7     8     9      10

LowBack-      1      2      3     4     5      6     7      8      9      10
LHip-      1      2      3      4     5      6      7      8      9      10

LKnee-      1      2      3      4      5      6      7      8      9      10

LAnkle-      1      2      3      4      5      6      7      8      9      10

Please answer the questions below and provide_a_fly addit.Ional information you believe necessary to your care.

Do you experience numbness or tingling ?

Do you get Headaches?

Any dizziness or vertigo?

Do you use heat or Ice?

Do you wear a back brace?

Any recent MRl or X-ray?

What makes your pain worse?

What makes your pain feel better?

Does Chiropractic care help?

Does your pain radiate from one area and travel to another? lf yes where?

How would you  describe your pain? (ex.  burning, stabbing, shooting,  pinching, achy, tight, stiff, sharp,  dull)

Do you have a fain;ly history of back problems (mom, dad, sister, brother)?

Do you have any bulging discs or herniations?

Do you exercise, or do you stretch?

Who  is your primary care physician?

When did the pain start and  How?

Have you ever been seen by a Chiropractor before?

Are you vaccinated for COVID-19?   Yes / No

Any recent falls? When was your last auto accident?



`- iRE

AvondaEe CELiff®pFa®tic Center
417 Pennsylvania Ave., P.a. Box 297, Avon-dale, Pa.19311   (610) 268-8122

STATEMENT ®F FINANCIAEL UNDERSFTANDING

Patientswithchiropracticinsurancewillbeexpectedtopayanydeductibleorcoinsuranceamounttthey
owe®nthedatoOf8erviee.Iunderstandthatifthereisaproblemwithmyinsurance1wiHpayA`/ondale
Chiropracticforanyoutstandingchapges.AvondaleChiropractichasnocontroloverthepaymentOfyour
c!aimbyyourinsurancecompany.IfyoudonotcarryinsuranceweaskthatalBchangesbepa5datthe
time ®f service.

Autoaccidentandworkerscompensationclaimswiilbebilledentirelytotheinsurancecompany.mowevei
itisyourresponsibilitytoobtaintheproperformsandnotifyyouremployerand/orinsurancecompanyOf
the injury/accident. If the claim should be denied or rejected I understand that I'm responsible for [iaymenl
of all charges.

Patient Health !nformatjon Consent Form
WewantyoutoknowhowyourPatientHealthlnformation(PHl)isgoingtobeusedinthisofficeandyourrightsconceming
thoserecords.Beforewebeginanyhealthcareoperatjonswemustrequireyoutoreadandsignthisconsentform§falingthat
youundersfandandagreehowyourrecordswiwbeused.IfyouwouldliketonaveamoredetailedaccountOfourpoliciesand
procedures concerning the privacy Of your Patient Health Information we encourage you to reed the HIPRA NOTICE that is
available to you at the front desk before signing this consent.

1.ThepatientunderstandsandagreestoallowthischiropracticofficetousetheirPatientHealthlnformation(PHl)forthe
purposeoftreatment,payment,healthcareoperations,andcoordinationofcare.Asanexample,thepatentagDeestoallow
thischiropract-cofflcetosubmitrequestedPHltotheHealthlnsuranceCompany(orcompanies)providedtousbythepatient
forthepurposeOfpayment.Beassuredthatthisofficewilllimittherelea§eofallPHltotheminimumneededforwhatthe
insurance compenie§ require for payment.

2.ThepatienthastherighttoexamineandobtainacopyOfhisorherownhealthrecordsatanytimeandrequestcorre!ctions.
The patient may request to know what disclosures have been made and submit in writing any further restrictions on the use of
their own PHl. Our office is not obligated to agree to those restrictions.

3. A patient's written consent need only be obfained for one time for all the subsequent care given the patient jn this office.

4. The patient may provide a written request to revoke consent at any time during care. This would not affect the use of those
records for the care given prior to the written request to revoke consent but would apply to any care given after the request
has been presented.

5. For your our security and right to privacy, all staff has been trained in the area Of patient record privacy and a privacy official
nasbeendesignatedtoenforcethoseproceduresandouroffice.Wehavefakenallprecautionsthatareknownbythis.office
to assure that your records are not readily available to those who do not need tliem.

6. Patients have the right to file a formal complaint VVI-th a privacy official about any possible violations of these policies and
procedures.

7. If the patient refuses to sign this consent for the purpose Of treatment, payment and health care operations, the chiropractic
physician has the right to refuse to give care.

I have read and understand how my Patient Health Information will be used and I agree to these policies and pmeedures.

Patient or authorize

Revised  10/29/2010

Date



'e_
Avondsle Chiropractic Center

417 PenneyEvania Avenue
P.O. Box 297

Avonchle, RA 19311

NOTreE oF pRivAcy pRAc"cEs
Per HIPPA RE®UIA"OwS

Consent for Purposes of Treatment, Payment and Healthcare Operations

"ls NOTICE DESCRIBES HOW MEDICAIJPROTECTED HEALTH INFORMATION ABOUT YOU hflAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO Tt-Its DNFORMATION. PLE:ASE

REVIEVV IT CAF3EFULLY.

I acknowledge that Avendale Chiropractic Centers "Notice Of Privaey Practices" has been provided to me®
I understand I have the right to review Avondale Chiropractic Center Notice of Iprivaey Practices prior to
signing this document. The Notice Of Privaey Practices describes the types of uses and disclosures of my
protected health information that will occur in my treatment, payment Of bills or in the perfomlances Of
healthcare operations at Avondale Chiroprachc Center. The Notiee of Privaey Practices is also provided on
request at the main administration desk. This notice of Privaey Practices also describes my rights and
Avondale Chiropractic Center duties with respect to my protected health information.  Avondale
Chiropractic Center reserves the right to change the Privaey Practices that are described in the Notice Of
Privacy Practices. I Inay obtain a revised notice of Privacy Practices by calling the office and requesting a
revised copy to be sent via mail or may request a copy at the time of my ne]rf scheduled appointment.

Signature on file form
1.    I authorize use of this form on all my insurance submissions.
a.   I authorize release of information to all insurance companies related to my care at Avondale

Chiropractic Center
3.    I authorize release of all medical / heath information from any other provider I have
Lial

used previously to Avondale Chiropradic Center and any agent working on their behalf.
4.    I authorize Avondale Chiropractic Center and any agent working on their behalf to obtain payment

from my insurance company and / or attorney.
I authorize payment to be made directly to Avondale Chiropractic Center.
I permit a copy of this authorization to be used in place Of the original.
I permit Avondale Chiropractic Center and any agent working on their behalf to contact me by
means of the home, work and / or cell phone number(s) I have provided on the patient information
form.

a.    I permit Avondale Chiropractic Center and any agent working on their behalf to contact me via
Written Communication to my name address given on the patient information form.

I have received the Notice of Privaey Practices and have reviewed it and I have reviewed
the signature on file form.

Signature of Patient or Patient Representative/]Date

Name of Patient or Patient Representative

DescriptionofPatientRepresentative'sAuthority

Avondale chiropractic center staff witness   /     Date

Revised  10/29/2010


