[image: ]	_____________________________________	Dr. Robert Bencivenga
	PATIENT NAME (PLEASE PRINT)
New Patient Intake Form
Some Insurance Plans Are Taken at ChiroCORE, BUT most if not all Insurance plans DO NOT Cover the Full Extent of our Services
Please do not hesitate to ask your doctor if the services he/she is performing are covered


1. [bookmark: _GoBack]Have You Had Chiropractic Care Before? (Circle One) 				YES		NO
2. Have You Had ART (Active Release Technique) Before?	  		YES		NO
3. Acute Patients: Would you like to treat this injury as quickly as possible?   		YES		NO
4. Do you have MRIs/X-rays/Advanced Testing to help determine a diagnosis?   	YES		NO

Patient Information:

Name_______________________________________________________ M   F   DOB _________________Age_____________

Height________ft _________in			Weight _____________lbs

Who referred you/How did you hear about our office? ______________________________________________________

Address_________________________________________________________________________________________________
Street Address		City			State			Zip Code

Home Phone#_____________________ Cell Phone#_____________________________ Work Phone#______________________

Email Address______________________________ Social Security# (REQUIRED) __________________

Occupation___________________________________ 	   Employer Phone#_________________________________

         Primary Health Insurance__________________________        Name of Insured__________________________________

         Policy #______________________________________           Group #_________________________________________

         Secondary Health Insurance______________________           Policy #_________________________________________

         Relationship to insured___________________________         Emergency Contact#________________________________

         Medicare-Medicaid#______________________________       Is Injury Related To (Circle One):   Workers Comp.	No Fault

         Workers Compensation Case #____________________	____           No Fault Case #_______________________________

-----------------------------------------------------------------------------------------------------------------------------------------------------------

Initial Date of Injury (Approximate if Necessary) ____________________ Date of Re-Injury__________________

In a few words, describe the reason for today’s visit:





List Any Surgeries, Allergies, Hospitalizations, or other Health Issues you have EVER had:




List Any Medications/Supplements You Are Currently Taking:



Health Habits/Information			Circle One				Additional Information

Do You Exercise?				Yes 	No		___________________________________
Are You Dieting?				Yes	No		_________________________________________
Do You Drink Alcohol? 			Yes	No		If YES how many drinks per week?_______
Do You use Tobacco/Smoke? 			Yes	No		If YES how many packs a day?________________
Do You Take Recreational Drugs?		Yes	No		___________________________________
Is stress a big part of your life?				Yes	No	_________________________________________
Do you have problems with Appetite/Eating healthy?	Yes	No	___________________________________
Do you Have difficulty sleeping?				Yes	No	_________________________________________
Any difficulty urinating or moving bowels?		Yes	No	___________________________________
If Known, was your birth complicated (Breach, etc.)		Yes	No	_________________________________________

Women ONLY:
Are You Currently Pregnant or Trying for Pregnancy?	Yes	No	_________________________________________
If applicable, are you breast feeding?		 Yes	 No	___________________________________

Men ONLY:
Do you get up to urinate at night?			Yes	No	________________________________________

FAMILY HISTORY
  Individual  	  Age	         	     Significant Health Issue	              Deceased?
Maternal Grandfather	__________         ____________________________________        ________________
Maternal Grandmother	__________         ____________________________________        ________________
Paternal Grandfather	__________         ____________________________________        ________________
Paternal Grandmother	__________         ____________________________________        ________________
Father		__________         ____________________________________        ________________
Mother		__________         ____________________________________        ________________
Sibling		__________         ____________________________________        ________________
Children		__________         ____________________________________        ________________
Children		__________         ____________________________________        ________________
Children		__________         ____________________________________        ________________
Children		__________         ____________________________________        ________________
Children/Other	__________         ____________________________________        ________________
Other		__________         ____________________________________        ________________

Other Patient Health Issues:
	|_|
	Skin      
	|_|
	Chest/Heart      
	|_|
	Recent changes in:      

	|_|
	Head/Neck      
	|_|
	Back      
	|_|
	Weight      

	|_|
	Ears      
	|_|
	Intestinal      
	|_|
	Energy level      

	|_|
	Nose      
	|_|
	Bladder      
	|_|
	Ability to sleep      

	|_|
	Throat      
	|_|
	Bowel      
	|_|
	Other pain/discomfort:      

	|_|
	Lungs      
	|_|
	Circulation      
	
	



Release of Health Information for Insurance Purposes
I, the undersigned, have insurance coverage with the above named insurance company and assign directly to ChiroCORE Chiropractic PLLC, 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 the above insurance companies.  I hereby authorize ChiroCORE Chiropractic PLLC to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.
*****Patient/Guardian Signature___________________________________________DATE_________________________*****

Informed Consent for Chiropractic treatment and/or Active Release Technique

I hereby request and consent to the performance of chiropractic adjustments, active release technique and other chiropractic procedures, including the various modes of physical therapy and diagnostic x-rays, on me (or on the patient named below, or whom I am legally responsible) by the doctor of chiropractic named below and/or other licensed doctors of chiropractic who now or in the future treat me while employed by, working or associated with or serving as back-up for the doctor or chiropractic named below, including those working at the clinic or office listed below or any other office or clinic.
I have had the opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel the nature and purpose of chiropractic adjustments and other procedures.
I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment including, but not limited to, fractures, disk injuries, strokes, dislocations, and sprains.  I do not expect the doctor to be able to anticipate and explain all risks and complications, and wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, and is in my best interest.
I have read or have had read to me, the above consent.  I have also had the opportunity to ask questions about its consent, and by signing below I agree to the above named procedures.  I intend this consent form to cover the entire course of treatment for my present condition and for any future conditions for which I seek treatment.
I understand that Active Release Technique is not covered under most, if any, health insurance and this is an out of pocket cost to the patient if I elect to receive treatment.  

*****Patient/Guardian Signature								Date


Doctor Signature										Date

Missed Appointments and Cancellations
A $50.00 Charge will be applied for all missed appointments that are not cancelled 24 hours prior to the visit.  Since Dr. Bencivenga sees many patients throughout the day, we ask you respect his time and that of other patients that might be able to fill that appointment slot.
Dr. Bencivenga respects your time in that he does not overbook.  If you follow our policy and advise us 24 hours in advance of a missed appointment there will be no extra charge applied.  We are not raising our fees, only requesting that you notify us in advance should you need to reschedule your appointment.  Arriving 15 minutes late will be a missed appointment and a fee will be implemented.

******Patient/Guardian Signature:						DATE:_____________
Doctor Signature:								DATE:
27 Cedar Swamp Road Glen Cove NY 11542, P- 516-277-1586, F- 516-277-1587, www.ChiroCORE.org

image1.jpg
ChifoCORE




