
BI-unaENrELD FAMITy CnIRoPRAcTIC

NAME

DATE

E.MAIL ADDRESS

I . REOUIRED FOR YOUR CASE HISTORY FILE:

s.s.#

C|TY STATE_Z|P

MARITAL STATUS (cIRcLE oNE} M SW D No. oF CHILDREN-

OccUPATIoN-EMPLoYE-

WoRKTELEPHoNE( ) SPoUSE's NAME

PERSoN RESPoNSIBLE FoR THIs AccoUNT

WHY DID YoU CHoosE THIS OFFICE?

MAJoR CoMPLAINTS AND SYMPToMS

ADDRESS

TELEPHoNE (

SEx_

WHEN DID YoU FIRST NoTIcE THIS?

HAs THts EVER HAPPENED BEFoRE? v/HEN?

HEIGHT lril/EIGHT

FEMALE PATIENTS: AREYOU PREGNANT? -YES -NO

OfHER CoMM

NAME OF NEAREST LIVING RELA

ADDRESS PHoNE (



2. INSUFIANCE INFORMATION: (PLEASE CHECK ONE OR MORE OF THE FOLLOWING)

AUTo ACCIDENT ! WoRK INJURY ! GRoUP HEALTH INSURANCE !

PRIVATE HEALTH INSURANCE tr MEDICARE ! CASH PAYMENT tr

NAME oF INSURANCE

GRoUP# POLICY # CLAIM #

lNsuRANcE PHoNE (

3. ACCIDENT.INJURY INFORMATION:

DESGRIPTIoN oF
AccIDENT/INJURY

AGENT

TIME AM,/PM PoLIcE REPoRT MADE?

DRIVER'S LIGENSE STATE,/NUMBER

PATIENT's SIGNATURE



I UNDERSTAND AND AGREE THAT HEALTH AND ACCIDENT INSURANCE PoLICIES ARE AN
ARRANGEMENT BETWEEN THE INSURANCE CARRIERAND MYSELF, THIS OFFICEwlLL PREPARE
ANY NECESSARY REPORTS AND FORMS TO ASSIST ME IN MAKING COLLECTIONS FROM THE
INSURANCE COMPANY ,/\ND THAT ANY AMOUNT AUTHORIZED TO BE PAID DIRECTLY TO THIS
OFFICE wlLL BE CREDITED TO MY ACCOUNT UPON RECEIPT. I CLEARLY UNDERSTAND AND
AGREE THAT ALL SERVICES RENDEREDTO ME ARE CHARGED DIRECTLYTO ME AND THAT I AM
RESPONSIBLE FOR PAYMENT. I AT.SO UNDERSTAND THAT IF I SUSPEND OR TERMINATE MY
CARE AND TREATMENT, ,/\NY FEES FOR PROFESSIONAL SERVICES RENDERED TO ME \IvILL BE
IMMEDIATELY DUE AND PAY,ABLE.

AGREEMENT OF PAYMENT FOR SERVICES RENDERED

WITNESSEDSTcNED



I UNoEnSTAND THAT, UNDER THE HEALTH INSURANCE PoRTAEILITY & ACCOUNTABILITY ACT OF
1996 GIPAA), I HAVE CERIAIN RIGHTS TO PRIVACY REGAROING MY PROTECTEO HEALTH
INFORMATION. I UNDERSTAND THAT THIS INFORMATION CAN AND IYILL BE USED TO:

CoNDucr, PLAN aND DtREcr My TREATMENT
MULTIPLE HEALTHCARE PROVIDERS WHO MAY BE
DIRECTLY AND INDIRECTLY.
OBTAIN PAYMENT FoRM THIRDPARTY PAYER5.

AND FOLI'W"UP AMONG THE
INVOLVEO IN THAT TREATMENT

CONDUCT NORMAL HEALTHCARE OPERATIONS SUCH AS QUALITY ASSESSMENT3
AND PHYSICIAN CERTIFICATIONS.

I HAVE BEEN TNFORMED BY YOU OF YOUR NOTICE OF PRIVACY PRACT'CES CONTAINING A MORE
COMPLETE DESCRIPTION OFTHE USES AND DISCLOSURES OF MY HEALTH TNFORMATION. I HAVE
BEEN GIVEN THE RIGHT TO REVIEW SUCH NOTICE OF PRIVACY PRACTTCES 

"RIOR 
TO SIGNING

THts coNsENT. I uNDERsTaND THAT THts oRGANtzarloN HAs THE RtcHT To CHANGE tTs
NONCE OF PRIVACY PRACTICES FROM TIME TO TIME AND THAT I MAY CONTACT THIS
ORGANIZATION AT ANY TIME AT THE ADDRESS BELOW TO OBTAIN A CURRENT OF THE NOTTCE
OF PRTUACY PRACTICE .

I UNDERSTAND THAT I MAY REaUEST IN WRITING THAT YoU RESTRICT HOW MY PRIVATE
INFORMATION IS USED OR DISCLOSED TO CARRY OUT TREATMENTI PAYMENT OR HEALTH CARE
OPERATIONS. I AI-SO UNDERSTAND YOU ARE NOT REGIUIRED TO AGREE TO MY REQUESTED
RESTRISTIONS, EUT IF YOU DO AGREE THEN YOU ARE BOUNO TO ABIDE BY SUCH RESTRICTIONS.

I UNDERSTAND THAT I MAY REVOKE THIS CONSENT IN WRITING AT ANY TIME, EXCEPT TO THE
EXTENT THAT YOU HAVE TAKEN ACTION RELYING ON THIS CONSENT.

PATIENT NAME:

SIGNATURE:

RELATIoNSHIP TO PATIENT:,

DATE:



:55J:Jii:ffiIiXtT:X
€HIRoPRAcf Ic ADJUSTMENTS

-PHYSICAL THERAPEUTIC MoDALITIES
,BLooD WoRK

-URINE ANALYSIa
OTHER LABORATORY SERVICES
.RADIoGRAPHIC EXAMINATIoN

.ADYANcED IMAGING

I UNDERBTAND THERE ARE CH^RGES FoRTHEEE sERvIcEa AND SPECIFIC CHARGES WILL BE
EXPIAINED TO ME UPON REQUEST.

THESE TEBTB ARE TO BE PERFORMED BY DR. JOEL C SELLMEYER.

I Al.So coNsENT To THE PERFoRMANCE oF oTHER DIAGNoSTIC AND THERAPEUTIC
PROCEDURES IN ADDITION TO OR DIFFERENT FROM THOSE STATED ABOVE. WHETHER OR NOT
ARIEING FROM PRESENTLY UNFORESEEN CONDITIONg, THAT THE ABOVE NAMED DOCTOR
MAY CONEIDER NECEESARY OR ADVISABLE IN THE COURSE OF MY HEALTH CARE. I
UNDERSTAND THERE ARE FEES FOR THESE SERVTCEA AND I WILL BE CHARGED
ACCORDINGLY. SFECIFIC CHARGES TYILL BE EXPLAINED TO ME UPON REGIUEST.

THE NATURE aND puRpogE oF THE pRocEDUREs, posgtBl.E aLTERNAT|VES, THE RtsKg
INVOLVED, THE POSSIBLE CONSEqUENCEA, ANDTHE FOSEIBILITYOF COMP|.JCATIONS HAVE
BEEN EXPIIINED TO ME BY THE ABOVE MENTIONED DOCTOR.

DATE: SIGNED:

BI-UnaENFELD FAMILY CrrIRopnl.cTIC
CONSENT TO CHIROPRACTIC SERVICES

I , AUTHORIZETHE PERFORMANCE UPON MYSErf ANY OF
THE FOLLOWTNG PROCEDURES AS DEEMED CLINICALLY NECESSARY:

VLrrNEas: RELATIoNSHIP:

FEMALE PATIENTS ONLY: THls I3 To CERfIFYTHATToTHE BEET oF MY KNoWLEDGE I AM
NOT PREGNANT AND THAT DR. SELLMEYER HAs PERMISSIoN To TAKE X-RAYs.
***lFyou EVEN guspEcr THAT you MtcHT BE PREGNANT. pLEAsE TNFoRMTHE DocroR. ***

DATE oF LAsT MENSTRUAL PERIoD: SIGNED:



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I UNDERSTAND THAT, UNDER THE HEALTH |NSURANCE poRTABtLtry & accouNTABtLtTy AcT oF
I996 C.HIPAA"). I HAVE CERTAIN RIGHTS To PRIVACY REGARDING MY PRoTECTED HEALTH
INFORMATION. I UNDERSTAND THATTHIS INFORMATION CAN AND WILL BE USED TO:

CONOUCT, 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 THIRDPARTY PAYERS.
CoNDUcr NoRMAL HEALTHCARE opERATtoNs sucH a9 euaLtry agsEssMENTs aND
PHYSICIAN CERTIFICATIONS.

I HAVE REGEIVEO, READ AND UNDERSTAND YOUR /VOnCE OF PRIVACY PRACT'CES CONTAINING A
MORE COMPLETE DESCRIPTION OF THE USE9 AND DISCLOSURES OF MY HEALTH INFORMATION. I
UNDERSTAND THAT THIS ORGANIZATION HAS THE RIGHT TO CHANGE IT NOTICE OF PRTUACY
PRACT'CES FROMTIME TO TIME ANO THAT I MAY CONTACT THIS ORGANIZATION AT ANY TIME AT
THE ADORES9 ABOVETHE OBTAIN A CURRENT COPY OF THE /VOTICE OF PRIVACY PFIACTICES.

I uNoERsraND THAT I MAy REeuEsr tN wRtrtNG THAT you REsrRtcr Now My pRtvaTE
INFORMATION I9 USED OR DISCLOSEO TO CARRY OUT TREATMENTI PAYMENT OR HEALTH CARE
OPERATIONS. I AL,JSO UNOERSTANO YOU ARE NOT REQUIRED TO AGREE TO MY REQUESTED
RESTRICTIONS BUT IF YOU DO AGREE THEN YOU ARE BOUNDTO ABIDE BY SUCH RESTRICTIONS.

PATIENT NAME:

RELAT|oNSHtP To PATTENT:

SIGNATURE:

DATE:

OFFICE USE ONLY

I ATTEMPTEO TO OBTAIN THE PATIENT'S SIGNATURE IN ACKNOWLEDGEMENT ON THIS NOTTCE OF
PRIVACY PRACTICES ACKNOWLEDGEMENT. BUT vl'As UNABLE TO DO SO AS DOCUMENTED
BELOW:

OATE: INITIAI.-S: REASON:



..vcr. mild Dor|e ..vcr. mikl ho'D€ aavcre mild DoDcGENENAL

Alersy

Convukbns
Dzzinei
Fainting
F!tigue
Fever
Hcndacf|€
LG9 of sle€p
Les of r,rcight
Nen/ousrpss
Neuralgia
Numbness
S,rrcats
Wheezins
Weahr** in arns, leg

MUSCLE AND JOINT

Back&tre
Faulty pcture
F@t Fouble
Hemia
hin bete,,ec. should€rs
Painhrl oilborr
Spinal curvature
Still neck
Tremors
Su)ouen joints

CARDIGVASCUT.AR

lhr&ning ot .nedes
High blood prr*rure
Los blood presale
Fain over lrcart
hr.lytic .bd(r
Poor circubtion
h6,bg sholte
R.r;(l b.a6ry h..n
Sloqr bcatirg hean
Sr,velirg ol .nkl€s
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GASTBGII{TESTINAI.

BdchnB or gas
Colitis
Cobn tloubl€
Corrttip.tion
Diafihe:
Dlfcdt dlestion
Distention ot abdonien
Exc6siv€ hurEer
GaI bLd&r rroubl€
tlsmorrhol*
Jaundice
Liver trouble
Nausca
hin o\/gr storn&h
Poo. app€tite
Vorlxting
Vomiting oI bl6d

EEN.T.

AsOur|a
Crosscd eyes
Dealners
Dental &cay
Earache
Ear discharg
Ear noisas
EnLrged glands
Enhrsed thyrod
Ey€ panl
Failng vision
Frequent colds
fby fever
Hoarseness
Gum toubl€
Nlsal congestbn
Nce bleeds
l.lear sightednes
Shts inlection
Sore throat
TonsilliG

RESPIRATORY

Ch€st pain
Chront cor.rgh
Diffcult breadihg
Sfitting up blood
Spitting up phlegm

SXIN

Boih
Bruises
Dryne-<s
Hitcs or .ll€r$/
Itchlr|g
S€nsiti\re skin
Skin eruptbns

GENITGURNANY

Bed r*tting
Bkod in ur;'€
F equenl udnation
Inatilit!' to control urin€
Kidncy ir ect'on
Kid|ey stoncs
Painful urirDtion
Prostate trouble

FOR WOMEN ONLY

Prer|€rlstrual l€nsio_n
CorEesed breast
Menstrual crdmp6
Menstrual backache
Exce.sive llr,
Ftot flash€s
Irregular ctrl€
Lurnps in br€lst
!'ieDopausal slrnptorns
hin ul rnenrtruation
Vaginal dircharge
Are yo! pregl|.nt?
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NAME


