~ WELCOME ~
Dr.Lisa's Family Chiropractic o Natural Health Care

D, Lisa Marsh

*

Chiropractic Pfyncian
First Contacts:
Last Home Phone
Nickname Work/Alt Phone
Address _ Cell Phome A . Sk
Uity Email -
State Work/Alt Email
Lip Emergency Contact =
S5+ Fax
Gender o " Uecupation
Martial Status Whom may we thank for referring you??
Date of Birth
Start Date
Responsible Party
Mame of person responsible for this account
Relationship to patient Bh =
Address
City State
Zip Phone Number
Do vou have Insurance? Would you like us to verify coverage

If s0, pleass present your card to the front desk

If vou do not have OUT of NETWORK benefits on your policy, please note that patients
are responsible for payment in full at the ime of service.

We reqguire a 24 hour notification on any canceled appointment.
Failure to do will result in a $45.00 No- Show fee.

Patient Signature




HEALTH CONCERNS: Flesss B8t your wp besith concerns in erder of prioriy. =
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Wi o ==
X :
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IEEATMENT: What iype of trentment sre you looking for?

31 am locking for the most manisnal amount of care i =patch up the synsploms” of my problemn.
L3 1 am loeking w0 resolve imy spmpaoms and ten go on © T the case” of my problem.

O3 1 am Iwtking 0 twkoe care of ey fevlems and then nnn i “schacve entmal heabih and welines ™

COMPLAINT/PROMLEM: In relstion to yaur primary complaint:
When did you flest sk troatment for thia probbem?
I yea, whewn]
Have you had any intolerance ce resctions to weatmenn? OY O8N Deveribs:

[ thin m a recurence, whes was he fird fime you notiesd this problemT —
Hiw did it ongimally secar? Has it become worse recemthy? OY ON - OSame DHeter Ciimnsdully wore
Hiowr freceers i the conditiont DCmmtant ODuily Dilmermines SiNight only Flaw kg doos it lasi? CIA day Chifew Bours: CIM iwsiss

Heat anothier doctanl i) bowied you for s csdiee OY CIN
Treatmeniis):

L3 this condition ireerfering with pur OWork 0 Steep  DDaiby rougine CRooresties CHer -
Hiowr loag bas i bees sincs you roally foh pocsd® ODeys DWecks OMonihs O esrs £ 10 yean

Drescrine the puin: (ISharp DiDull ONumbasss OTingling OAching OBuming DStbbing Doter:
What makes the peoblem worse? CiSunding DiSéming OLyag Olikendesg OLiftiag D wisting Dither

i thees smything ibai you e do te rebleve the problion? OY [ If yes, dieperibs:

¥ s, st B oo e i it ha ot eelped?
Whil do pini belicrs s woong with yeuT ]
Ars thers any eiber comditions o sympioms that my be relsced to your majer sympiom? OF ON IF pes, webai®

Have you bemm in an nsto secident! Clfast yoar  OIPast S years  OX0ver 3 pears

Dot

Cderer

Flesie chock all of the sympions ihat apply. (P=Fist | C= Cusrenf)

FIC

i

FiC

m“ﬂbﬂ.q‘!ﬂ“ﬂthm
merk i 5Fes b which you feel these wnistises

00 Hesstache 00 High Biood Premswre 00 Timghing in Fosi Smbbingutng - || Tinghing -
00 Fioal P 00 Low Hosd Presaure OO0 Walking Probiens Baming - XXX Cramping - =%
00 e Pain 00 Abdominal Paiss DD Sore Muscles T E— il -
00 mermd Viaaon 00 MHesewVesitiag OO Wk M ies

00 Dizriness 00 Poo Appeme O O Parudysis

OO Esrche OO0 Palleeis of Madder (00 Shakines

£ 0 Forpei falnes 00 Uriration Diffirnity. 00 Sweating

00 Conlssisn 00 Freguess Linisatuon OO0 insormes

OO Sewsitm 00 Constipetion OO Fainting

OO0 Teeth Grinding OO0 Homowhoids 00 Cowvulskons

OO Dy Meuth 00 Devsessed S Mend 00 Irvimbiliny

00 Evcessive Thira OO0 Mowsnd breguierities 00 bapatimen

OO Usplensand Tewe: 0101 Elbow / Hand Puin 00 Fague

OO Meck Paim OO Tinghing i Hands O O Feel Loss of Comirol

00 Sare: T 00 Clamrey Hanals 0 O Oibeer; =

OO0 Lwmp in Theoat 00 Low Back Puin

00 Swaliowia Fain 00 Hap Pain

OO0 Uestesdy Yoice OO0 Keee Fain

00 Shoslder Pain OO0 Pow Civslaiion

OO Persisient Coughing 10 Swailen Joise

OO Chesl Presame OO ok Saifhis

00 Skow Heart Rme
D0 Rapid Hean Rae

OO0 Swellen Ankies
B0 Ankke ! Foot Paln




ALLERGIES: Phease check and list nil nliergie,
0 Poad:

O Medcabome:
0 Seasonal | (iher

MEMCATIONS: Pleasi check and liat all medications that you are corrently taking with the date you began taking them.

O Amtacids

" Antibiceics

E Antidepresamis

0 As-Drighetics

B Amir-Infismmanory

O Bkxod Preesare Lownrmg Meds.

O Cholemerel Lewarmg Mads.

Elmmilﬂﬂ

Hl.'ml{'n-nupth-

0 ey

SCARS [ SURGICAL FROCEDURES: List a8 sears and srgical procedures you have had.

SUPFLEMENTS; Do you take VitaminsSupplements or Herba? C1F 0N If yos. who rcomemended ihes

HABITS: Hewey Modemam  Light  Mes STwwk  Binwk  |uwk Mol Ty Time

Abcoksl o o o 0o Latreise m| | =] o

Coffec s o O ] B=bm Tdn  EThm  SAhn hm

Sads / Dist Socda o o o o Blesp. =] o u] o ]

Tobw:co (] o a o L 4 3 i

Drugs o 0 o a Mabidy O ] ] m|

Strem Lyvel o o o o Birox Al-Gdor (83380 <R
Waesfday DO n] (n] o

WORK ACTIVITY: O Heavy Labor

O LightLabor O Mosity St [0 Mostly Samding (] Walkiing / Moving ) Driving

EAMILY IISTORY; icdemify smy conitbons that you, or any of your family members have sow or have hed in the past

(G = Grandparenis, M = Mother, F = Faiker, 8 = Siblings, X = S¢lf)

__ Alcoholiam _ Eceerma ___Miscuviageis)

—Anemia __ Emphywenrs ___Mlampn

__ Camcer __Epilepay . Ploarisy

__Cold sores . Cniber __ Pooamaosiia

—.Deep viin thrombaogia _ Cout __Pulio

___Deiached reting ___Vieant disesse _ Rhaumotsc fever
_Diabeles __HIV rAlDS Serake

—_Tumaria)
__ Ulleeris)
Crther:




OFFICE POLICY

CONSULTATION $45.00

The purpose of this consult is for the doctor and prospective patient to meet face-to-face or over
the phone and briefly discuss the patient’s concerns. Dr. Lisa will then determine how treatment
in our office could benefit your case. Also, she will outline the diagnostics needed 1o evaluate
the case and review the specific fees.

FEES

The complete history and examination may vary depending upon the circumstances and tests that
need 1o be performed. Additional diagnostic and/or lab test may be needed and you will be
mivised of those fees before they are incurred, Specific treatments, natural medicines andéor
further diagnostic tests may be recommended which will be reviewed and explained along with
their specific fecs.

We will aceept your PPO insurance plan and will file the paperwork. You are responsible for the
portion of the services that are not covered by the insurance company.

Personal Injury Protection (i.e. Auto Accidents): We will accept an authorization of direct
payment on Florida Personal Injury Protection Insurance once the appropriate form from our
office is signed. You will be responsible for the balance if your insurance covers a percentage of
charges that are secumulated.

Worker's Compensation: We do not accept Florida Worker's Compensation Insurance on pre-
authorized claims.

Medicare: This office docs accept assignment on Medicare, therefiore, the insurance forms will be
sent in and any monies paid will go directly to the doctor. The patient will be responsible for any
balance not covered by Medicare (e.g. exceeding number of visits allowsd by Medicare),

METHOD OF PAYMENT

Fayment is due when services are rendered. Cush, personal checks, MasterCard, Visa and
Discover are accepied. There is & $25.00 charge for checks retumed due 1o non-sufficient funds.

MISSED APPOINTMENTS
Unless the appointment is cancelled within 24 hours of your scheduled time, you will be charged
the FULL amount of your office visit. This includes Doctor's visits, Hyperbaric Oxygen
scssions, Fool Baths, Massage Therapy, etc.

I understand and agree to the above policies.

Patient Signature Date




Notice: Cancellation Fee

Regarding Appointment Cancellations:

There have been an increasing number of patient appointments
cancelled at the last minute; this makes it very hard to get others in
who need an appointment when the schedule is full.

All cancellations need to be made at least 24 hours before

scheduled appointment or a $45.00 fee will be charged to your
account.

Thank you for your understanding and cooperation

Patient
Signature

Dr. Lisa



