


Health History

What treatment have you already received for your condition? (circle all that apply) Medications ~ Surgery
Physical therapy Chiropractic Services None Other

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

Date of last: Physical Exam Chest X-Ray Blood Test
Spinal Exam Spinal X-Ray Urine Test
Dental X-Ray MRI, CT Scan, Bone Scan

Please place an X to indicate if you have or have had any of the following:

AIDS/HIV Chicken Pox Liver Disease Rheumatoid Arthritis
Alcoholism Diabetes Measles Rheumatic Fever
Allergy shots Emphysema Scarlet Fever Migraine Headaches
Anemia Epilepsy Miscarriage Bleeding Disorders
Stroke Glaucoma High Blood Pressure Mononucleosis
Anorexia Goiter Multiple Sclerosis Thyroid Problems
Appendicitis Gonorrhea Mumps Chemical Dependency
Arthritis Gout Osteoporosis Tuberculosis
Asthma Typhoid Fever Pacemaker Tumors/Growths
Breast lump Hepatitis Heart Disease Parkinson’s Disease
Bronchitis Hernia Pinched Nerve Ulcers

Bulimia Herpes Pneumonia Whooping Cough
Cancer Polio Venereal Disease Psychiatric Care
Cataracts High Cholesterol Prostate Problem Other

Prosthesis Kidney Disease Herniated Disk

Exercise Work Activity Habits

__None ___Sitting __Smoking Packs/Day
___Moderate __Standing __Alcohol Drinks/Day

__Daily ___Light Labor __ Coffee/Caffeine Drinks Cups/Day

__Heavy __Heavy Labor __High Stress Level Reason

Are you pregnant? Due Date/Date of last menstrual cycle

Injuries/Surgeries Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

Medications Allergies Vitamins/Herbs/Minerals
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1210-A East Arlington Blvd. Brone e O’Donahue Phone (252)756-0837

Greenville, NC 27858 Chiropractic Fax (252)756-7718
James M. O’Donahue, D.C.

Acknowledgment of Privacy Notice & Assignment/Authorization

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected
health information to carry out treatment and payment activities.

You have the right to read and/or obtain our Notice of Privacy Practices before you sign this consent.
A copy is posted at our front desk. This Notice details how your personal information will be used and
disclosed in our office as permitted under federal and state law.

Signature Date

Additional Access to PHI

If you would like someone other than yourself to have access to your medical file and records please list
their name(s) below. (DO NOT INCLUDE DOCTOR’S OFFICES/HOSPITALS)

Name:

Signatu re Date



INFORMED CONSENT
TO
CHIROPRACTIC TREATMENT

| hereby request and consent to the performance of chiropractic adjustments and other
chiropractic procedures including various modes of physical therapy, and if necessary,
diagnostic x-rays, on me (or on the patient named below, for whom | am legally
responsible): Dr. James M. O’Donahue and/or anyone working in this office authorized by
the chiropractic physician.

| further understand that such chiropractic services may be performed by Dr. James M.
O’Donahue and/or other licensed Physicians of Chiropractic whom may treat me now or
in the future at this office. | have had an opportunity to discuss with Dr. James M.
O’Donahue and/or with other office or clinic personnel the nature and purpose of
chiropractic adjustments and other procedures. | understand that results are not
guaranteed.

| understand and am informed that, as in the practice of medicine and all healthcare, the
practice of chiropractic carries some risks to treatment, including, but not limited to,
fractures, disc injuries, and strokes (CVA), dislocations, and sprains. | do not expect the
physician to be able to anticipate and explain all risks and complications. Further, | wish
to rely on the physician to exercise judgment during the course of the procedure which
the physician feels are in my best interests, at the time, based upon the facts then
known.

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

To be completed by the patient: To be completed by the patient’s
representative, if necessary, (e.g. If the
patient is a minor or is physically or mentally
incapacitated)

Print Patient’s Name Print Name of Patient

Print Name of Representative

Signature of Patient Signature of Representative

This form should be maintained in the patient’s health record.

| discussed with the patient our clinical impressions and the nature of the treatment
procedures outlined. Potential risks involved with spinal manipulation procedures,
alternatives to the proposed treatment plan and potential consequences of declining
treatment were discussed with the patient. The patient understands and wishes to
proceed.

Doctor’s Signature



Financial Policy

It is the policy of this office to perform a heath examination, an orthopedic, neurologic and chiropractic
exam, so we can better understand your health problem and make the proper recommendations should you
need further treatment.

All fees for services rendered are expected at time of service.

There will be a $25 charge if you fail to cancel a scheduled appointment.

INSURANCE POLICY
We will gladly accept assignment of your insurance for your care and treatment in our office.

% We will need a copy of your insurance card to verify benefits. However, it is ultimately your
responsibility to know your insurance benefits. You will need to contact your insurance
company directly with any questions or concerns.

< If upon verification of insurance, the deductible has been satisfied, we will accept the
percentage you are responsible for at the time of service. If the deductible is not met, we will
expect payment in full at the time of service.

%+ If the insurance company refuses payment on charges submitted by our office, you will be
responsible for the unpaid portion.

< Should your insurance company send you the check by mistake, you will be responsible for
directing payment to our office.

If you receive an updated insurance card and fail to present it to our office at the time of
service, you will be responsible for filing or re-filing any claims!

OTHER METHODS OF PAYMENT
For those patients who do not have insurance, you may pay at the time of service by: cash, check, Visa or
MasterCard.

WORKERS COMPENSATION

If your health problem is the result of a work related injury, please speak with the front desk assistant
prior to any consultation with the doctor. State law is specific on having the appropriate paperwork from
both the patient and the employer.

Date Name

Insurance Company

Copay/Deductible amount Amount Met

Percentage you owe

Additional information

Patient Signature

This is not a guarantee of benefits — it is a quote from your insurance company. Please contact your
insurance company to verify your chiropractic benefits.





