Algiere Chiropractic
Benjamin J Algiere, DC
1171 Main Street, Wyoming, RI
T: 401-539-1171
F: 401-539-4010


New Patient Intake Form
Title:  Mr.      Mrs.     Ms.      Miss     Dr.    Other  	


First Name                                                                                   Nickname                               M.I.  	


Last Name  	


Address  	


City                                                                State                                        Zip Code  	


Leave Messages on: (Circle one)      Home        Cell         Work         Don’t leave messages
Text Messages OK?  (Circle one)  Yes/No       Email OK?   Yes/No


Referred By:  	
How did you hear about our office?  	


 (
2
)
Home Phone (          )                 - 	

Work Phone (          )                   - 	


Cell Phone (          )                 -                       Email  	


Date of Birth            /            / 	

Sex:    Male          Female.     Pregnant?   (Circle)  Yes    No


Social Security Number:             -          - 	

Marital Status:   Single    Married    Other


Employment Status:   Employed     Unemployed    FT Student    PT Student     Other 	


---Was this visit related to any (auto accident)/ (personal injury case)/ (workers comp case)?
-----(Yes/No).  Please Describe: 	

Reason For Today's Visit:
Algiere Chiropractic
Benjamin J Algiere, DC
1171 Main Street, Wyoming, RI



Employer Data

Employer  	

Your Occupation  	

Spouse Data

First Name                                                  Middle Initial          Last Name  	

Home Phone (          )               - 	

Work Phone (          )               - 	

Spouse Date of Birth           /          / 	

Emergency Contact

Contact Name  	

Relationship to Patient  	

Contact Home Phone (          )               -                  Cell Phone (          )                 - 	

Medical Conditions: (Circle all that apply to you)
	Arthritis
	Cancer
	Diabetes
	
	Heart Disease

	Hypertension
	Psychiatric Illness
	Skin Disorder
	Stroke
	

	Other  	
	Fibromyalgia
	Asthma
	
	Osteoporosis



Surgeries: (Circle all that apply to you and approximate date)
Appendectomy                        Cardiovascular procedure     Cervical spine            Hysterectomy Joint Replacement                   Prostate                                   Lumbar spine           Gall Bladder Brain                                        Shoulder                                 Thoracic spine           Knee
Carpal Tunnel                         Gastro-intestinal                      Uro-Genital               Hernia
Breast/Gluteal Augmentation
Other                                                                         .   Dates of Surgery 	

Allergies: (Circle all that apply to you)
Mold                           Seasonal                     Milk or Lactose          Animal
Chemical  	

Sulfites                             Wheat/Glutens
Other  	




Patient Name                                                                                          Date 	

By Using the key below, indicate on the body diagram where you are experiencing the following symptoms:
N=Numbness             B=Burning                S=Sharp                     T=Tingling                A=Dull Ache

Average Pain Intensity:
Last 24 hours:    no pain   0    1    2    3    4    5    6    7    8     9     10   worst pain
Past week:        no pain   0   1    2    3    4    5    6    7    8     9     10   worst pain
Does anything improve your pain?      Yes   No    If Yes, please list:


When did your symptoms begin?          	

How did your symptoms begin?  	


[bookmark: _GoBack]
How often do you experience your symptoms?
	Constantly
	Frequently
	Occasionally
	Intermittently

	(76-100% of the day)
	(51-75% of the day)
	(26-50% of the day)
	(0-25% of the day)



What describes the nature of your symptoms?
	Sharp.
	Dull.
	Ache
	Numb.
	Weakness.          Shooting

	Burning.
	Tingling
	Throbbing.
	Pins and Needles
	Other: 	



How are your symptoms changing?   Getting better           Not changing      Getting worse

Doctor’s Signature                                                                                 .    Date: 	
 (
7
)
Patient Name                                                                                              Date 	


FINANCIAL AGREEMENT AND OFFICE POLICY


Thank you for choosing Algiere Chiropractic as your Chiropractic provider. We are committed to providing you with quality and affordable health care. Due to some of the questions our patients have regarding patient and insurance responsibility for services rendered, we have been advised to develop this payment policy. Please read it, ask any questions you may have, and sign in the space provided below. A copy will be provided to you upon request.

1.   INSURANCE. We participate in most insurance plans, including Medicare.  If you are not insured by a plan we participate with, payment in full is expected at each visit.  If you are insured by a plan we do participate with, but do not have an up-to- date insurance card, payment in full for each visit is required until we can verify your coverage. Knowing your insurance benefits is your responsibility, please contact your insurance company with any questions you may have regarding your coverage. If your insurance company requires a referral it is your responsibility to provide us with a referral dated the day of your first visit from your primary care physician prior to your first visit. We are only able to provide a summary of your chiropractic benefits.
2.    CO-PAYMENT  AND  DEDUCTIBLES.    All  co-payments  and  deductibles  must  be  paid  at  the  time  of  service.    This arrangement  is  part  of  your  contract  with  your  insurance  company.    Failure  on  our  part  to  collect  co-payments  and
deductibles from patients can be considered fraud.  Please help us in upholding the law by paying your co-payment at each visit.
3.   PROOF OF INSURANCE.  All patients must complete out patient information form before seeing the provider.  We must
obtain a copy of your most current insurance card and drivers license to provide proof of insurance. If you fail to provide us with the correct insurance information in a timely manner, you may be responsible for the balance of a claim.
4.   CLAIM SUBMISSION.  We will submit your claims and assist you in any way we reasonably can to help get your claim paid.
Your insurance company may need you to supply certain information directly. It is your responsibility to comply with their request. Please be aware that the balance of your claim is your responsibility whether or not your insurance pays your claim. Your insurance benefits are a contract between you and your insurance company; we are not party to that contract.
5.   COVERAGE CHANGES.  If your insurance coverage changes, please notify us before your next visit so we can make the appropriate changes to help you receive your maximum benefits.  If your insurance company does not pay your claim in 90 days, the balance will automatically be billed to you.
6.   MISSED APPOINTMENT.   Our policy is to charge $20.00 after one missed appointment not cancelled in advance. The charges will be your responsibility and billed directly to you. Please help us to serve you better by keeping your regular scheduled appointment.
7.    CASH POLICY:  If we cannot process your insurance, competitive cash plans are available. Cash price for a visit is $40.00 with physiotherapy included , and there will be a   $65.00 initial exam charge. Physiotherapy alone has a $10.00 fee. 
8.    MILITARY/SENIOR CITIZEN DISCOUNT : Present a valid ID credentials for military service,   high school/ college school ID, or individual aged 65+ are presented a cash policy at a rate of $30.00/visit and $30.00 new patient exam. Patients  wishing  for  pre-payment  options  while  utilizing  this  plan  will  be  offered  a  price  reduction  to  $25.00/visit, (minimum 3 visits pre-paid).


Algiere Chiropractic is committed to providing the best treatment to our patients. Our prices are representative of the usual and customary charges for our area.
I   have   read   and   understood   the   payment   policy   and   agree   to   abide   by   its   guidelines.

Signature of patient or responsible party                                         Date
Algiere Chiropractic
Benjamin J Algiere, DC
1171 Main Street, Wyoming, RI T: 401-539-1171
F: 401-539-4010





Privacy Policy


Patient data at Algiere Chiropractic will remain confidential.

Every effort will be made by Algiere Chiropractic to respect the confidentiality of our patients,

family members or loved ones.

Algiere Chiropractic will contact providers or insurance companies to gain patient data or to
assist in patient care; with prior authorization from the patient or guardian a mandatory practice at our office.

Our office is HIPPA compliant and was designed with our patient's privacy as a priority.

Our software and data storage is fully HIPPA compliant and digitally secured.

Patient files will be kept for a minimum of 7 years, compliant with federal policies.

Our office is ADA compliant and fully handicapped accessible.

Patient credit cards, billing info, and other financial information will remain confidential.

Pre-Authorization will be obtained prior to any phone, message or text contact is made to the
patient. The patient will clearly state whether pertinent phone calls or messages will be allowed at certain addresses prior to commencement of care.

The patient attests that the data included in this packet is accurate and updated to the best of

their knowledge



Algiere Chiropractic is committed to providing the best treatment to our patients. Your privacy is our highest priority and we will maintain confidentiality at all costs.

-I have read and understood the privacy policy and agree to its terms and conditions.



Signature of patient or responsible party                        Date
 (
9
)
Algiere Chiropractic
Benjamin J Algiere, DC
1171 Main Street, Wyoming, RI T: 401-539-1171
F: 401-539-4010
Authorization and Consent to Chiropractic Care
(Please Initial Where Indicated by “X”)


X              Insurance Agreement

X              Cash Policy Agreement

              Military/65+ Policy			
 X            Pregnancy Release Disclaimer
I declare I am/am  not pregnant at the time of initial visit. 
  X            Consent for Benjamin J. Algiere, D.C. To Treat a Minor


X______ I hereby consent to the following procedures performed by Benjamin J Algiere, D.C.  
· Examination and Diagnosis 
· Chiropractic Manipulative Procedures 
· Physiotherapy Modalities 
· Soft Tissue Mobilization Procedures 
· Ergonomic and Postural Training.
· Nutritional Consultations

I hereby request and consent to the performance of chiropractic treatments (also known as chiropractic adjustments or chiropractic manipulative treatments) and any other associated procedures: physical examination, tests, diagnostic x-rays, physio therapy, physical medicine, physical therapy procedures, on me by the doctor of chiropractic named above and/or other assistants and/or licensed practitioners.
I understand, as with any health care procedures, that there are certain complications, which may arise during chiropractic treatments. Those complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, Homers’ syndrome, diaphragmatic paralysis, cervical myelopathy and costovertebral strains and separations. Some types of manipulation of the neck have been associated with injuries to the arteries in the neck leading to or contributing to complications including stroke.
I do not expect the doctor to be able to anticipate all risks and complications, and I wish to rely upon the doctor to exercise judgment during the course of the procedure(s) which the doctor feels at the time, based upon the facts then known, that are in my best interest.
I have had an opportunity to discuss with the doctor(s) named above and/or with office personnel the nature, purpose and risks of chiropractic treatments and other recommended procedures. I
have had my questions answered to my satisfaction. I also understand that specific results are not guaranteed.
I have read (or have had read to me) the above explanation of the chiropractic treatments.
X_______By signing below, I state that I have been informed and weighed the risks involved with chiropractic treatment at this health care office. I have decided that it is in my best interest to receive
chiropractic treatment. I hereby give my consent to that treatment. I intend for this consent to
cover the entire course of treatment for my present condition(s) and for any future conditions(s)
for which I seek treatment.
Printed Name of Patient:
___________________________________________________

x 	
Signature of Patient                                                                                Date



Algiere Chiropractic
Benjamin J Algiere, DC
1171 Main Street, Wyoming, RI T: 401-539-1171
F: 401-539-4010




Authorization and Consent to Chiropractic Care


I hereby state that I,                                                                                     , have read and consent
to the terms and conditions of care at Algiere Chiropractic on this date,                              . Care will be rendered by Benjamin J. Algiere, D.C.  I acknowledge that some examination and treatment procedures may cause slight discomfort, and have been read the potential side effects and alternatives to care for my current condition.

I have been informed by Algiere Chiropractic on this date that all examination and treatment procedures comply with the accepted chiropractic standards of care.

I state that I have been informed by Benjamin J Algiere, D.C. as to the risks, complications, and expected outcomes of chiropractic care for my specific condition.  I hereby declare that I have no further questions regarding my care and I consent to care rendered at Algiere Chiropractic, 1171 Man Street, Wyoming, RI, 02898 with Benjamin J Algiere D.C. as my attending physician. I declare that a thorough examination and report of findings has been conducted in an effort to educate me on my condition, treatment methods, and expected progression.


-I have read and understood the informed consent to care policy and agree to its terms and conditions.


Printed Name of Patient


x 	
Signature of Patient                                                                                Date


x 	
Signature of Representative (if patient is minor or handicapped)           Date


x 	
Witness to Patients’ Signature                                                               Date



Doctor: 	

Date: 	
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Algiere Chiropractic
Benjamin J Algiere, DC
1171 Main Street, Wyoming, RI
T: 401-539-1171
F: 401-539-4010

Social History: (Circle all that apply to you)

Caffeine use: occasional often never

Drink Alcohol:  occasional often never

Exercise: occasional often never

Drink Water: <64 oz/day >64 0z/day. never

Recreational Drugs: occasional often never

Tobacco/ Cigarettes: <1 pack/day >1 pack/day never

Sleep: <8 hours/night >=8hours/night  Insomnia

Sexually Active? Yes/No Birth Control Use: Yes/No /Past
Victim of Abuse? Yes/No

Other

Family History: (Circle all that apply)

Arthritis:  Parent Sibling  Maternal/Paternal Living/Deceased. Age
Cancer: Parent Sibling  Maternal/Paternal Living/Deceased. Age
Diabetes:  Parent Sibling  Maternal /Paternal Living/Deceased. Age
Heart Disease Parent. Sibling  Maternal/Paternal Living/Deceased. Age
Hypertension Parent. Sibling  Maternal/Paternal Living/Deceased. Age
Stroke Parent  Sibling  Maternal/Paternal Living/Deceased. -Age
Thyroid Parent. Sibling Maternal/Paternal Living/Deceased. Age
Other Living/Deceased. Age

Other Living/Deceased. Age

Other Living/Deceased. Age

Occupational Activities: (Circle one that best describes your job description)

Administration Business Owner Clerical/Secretary Computer User
Heavy Equipment operator Daycare/Childcare Construction Health Care
Food Service Industry Medium Manual Labor =~ Manufacturing Home Services
Heavy Manual Labor Light Manual Labor Executive/Legal =~ Housekeeper
Other

Date

Doctor’s Signature

w
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HIPPA Information and Consent Form

The Health Insurance Portability and Accountability Act (HIPPA) provides safeguards to protect your privacy.
Implementation of HIPPA requirements officially began on April 14,2003. Many of the policies have been our
practice for years. This form is a “friendly” version. A more complete text is posted in the office. What this is all
about: Specifically, there are rules and restrictions on who may see or be notified of your Protected Health Information
(PHI). These restrictions do not include the normal interchange of information necessary to provide you with office
services. HIPPA provides certain rights and protections to you as the patient. We balance these needs with our goal of
providing you with quality professional service and care. Additional information is available from the U.S.
Department of Health and Human Services. www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential except as in necessary to provide services or to ensure that all
administrative matters related to your care are handled appropriately. This specifically includes the sharing of
information with other healthcare providers, laboratories, health insurance payers as is necessary and
appropriate for your care. Patient files may be stored in open file racks and will not contain any coding which
identifies a patient’s condition or information which is not already a matter of public record. The normal cours
of providing care means that such records may be left, at least temporarily, in administrative areas such as the
front office, examination room, etc. Those records will not be available to persons other than office staff. You
agree to the normal procedures utilized within the office for the handling of charts, patient records, PHI and
other documents or information.

2. Itis the policy of this office to remind patients of their appointments. We may do this by telephone, e-
Mail, U.S. mail, or by any means convenient for the practice and/or as requested by you. We may send you

other communications informing you of changes to office policy and new technology that you might find
valuable or informative.

w

The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI
but must agree to abide by the confidentiality rules of HIPPA.

4. You understand and agree to inspections of the office and review of documents which may include
PHI by government agencies or insurance payers in normal performance of their duties.

5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager
or the doctor.

6. Your confidential information will not be used for the purposes of marketing or advertising of
products, goods or services.

7. We agree to provide patients with access to their records in accordance with state and federal laws.

8. We may change, add, delete or modify any of these provisions to better serve the needs of both the
practice and the patient.

9. You have the right to request restrictions in the use of your protected health information and to
request change in certain policies used within the office concerning PHI. However, we are not
obligated to alter internal policies to conform to your request.

1, date: do hereby consent and
acknowledge my agreement to the terms set forth in the HIPPA INFORMATION FORM and any subsequent changes
in the policy. I understand that this consent shall remain in force from this time forward.
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The Oswestry Disability Index for Back Pain

This questionnaire has been designed to give us information as to how your back pain has affected your abi_lity to manage ev.eryday life
activities. Please answer every section, and mark in each section the one box that applies to you. We realize you may coqs1der that two of
statements in any one section relate to you, but please just mark the box that most closely describes your present day situation.

Section 1. Pain Intensity Section 6. Standing .

A. My pain is mild to moderate. 1 do not need pain Killers __ A.lcanstandas longas [ want without extra pain. '
___ B. The pain is bad, but [ manage without taking painkillers __ B.lcanstand as long as I want but it gives me exira pain.

C. Pain killers give me complete relief from pain ___ C.Pain prevents me from standing for more than 1 hour.
—D. Pain killers give me moderate relief from pain ____ D. Pain prevents me from standing for more than %2 hour.
_E. Pain killers give me very little relief form pain. ____E. Pain prevents me from standing for more than 10 minu
—___F. Pain killers have no effect on the pain. ____F. Pain prevents me from standing at all.
Section 2 Personal Care Section 7. Sleeping

A. 1 can look after myself normally without causing extra pain.  _____ A.Pain does not prevent me from sleeping well.

B. I can look after myself normally but it causes extra pain. __ B.Isleep well but only when taking medicine.

C. It is painful to look after myself and I am slow and careful. C. Even when I take medication, I sleep less than 6 hours.
D. I need some help but manage most of my personal care. D. Even when I take medication, | sleep less than 4 hours
E. I need help every day in most aspects of self-care. E. Even when I take medication, I sleep less than 2 hours
F. 1do not get dressed, I wash with difficulty and stay in bed. F. Pain prevents me from sleeping at all.

LI

Section 3. Lifting Section 8. Social Life
A Icanlift heavy weights without causing extra pain. A Mysocial life is normal and causes me no extra pain.
___ B.Icanlift heavy weights but it gives me extra pain. ___B.My social life is normal, but increases the degree of p:
___C. Pain prevents me from lifting heavy weights off the floor, but1 C. Pain affects my social life by limiting only my more
can manage if they are conveniently positioned, for example energetic interests, such as dancing, sports, etc.
on a table.
___D. Pain prevents me from lifting heavy weights, but I can manage ___D. Pain has restricted my social life and I do not go out
light to medium weights if they are conveniently positioned. often.
__ E.Icanlift very light weights. __ E. Pain has restricted my social life to my home.
__ F.Icannot lift or carry anything at all. __ F.1haveno social life because of pain.
Section 4. Walking Section 9. Sexual Activity

A. 1 can walk as far as I wish.
B. Pain prevents me from walking more than 1 mile.
C. Pain prevents me from walking more than % mile.

____A. My sexual activity is normal and causes no extra pain.
_ B. My sexual activity is normal, but causes some extra pz
__ C.My sexual activity is nearly normal, but it is very pain
D. Pain prevents me from walking more than 1/4 mile. __D. My sexual activity is severely restricted by pain.

E. [ can walk only if I use a cane or crutches.

F.1am in bed or in a chair for most of the day.

|

E. My sexual activity is nearly absent because of pain.
F. Pain prevents any sexual activity at all.

Section 5. Sitting

_____A.lcansitinany chair for as long as I like.

B. I can sit in my favorite chair only, but for as long as I like
C. Pain prevents me from sitting for more than 1 hour.

D. Pain prevents me from sitting for than ' hour.

__E. Pain prevents me from sitting for more than 10 minutes.
_____F. Pain prevents me from sitting at all.

Secrion 10. Traveling

______A.Ican travel anywhere without extra pain.

___ B.Icantravel anywhere, but it gives me extra pain.
____C. Pain is bad, but I manage journeys over 2 hours.
_____D. Pain restricts me to journeys of less than 1 hour.
_____E. Pain restricts me to necessary journeys under % hour.
____F.Pain prevents traveling except to the doctor/hospital.

|

Date: Score

Signature
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»%CK DISABILITY INDEX

This questionnairc helps us to understand how much your neck pain has

affected your abilify to perform everyday activitics. Plea

check the one box in cach section that most clearly describes your problem right now.

SECTION 1 - Pain Intensity

I have no pain at the moment.

The pain is very mild at the moment.

The pain is moderate at the moment.

The pain is fairly severe at the moment.

The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

pooodo

SECTION 2 — Personal Care (Washing, Dressing, etc.)

1 can look after myself normally but it causes extra pain.

It is painful to look after mysclf and [ am slow and careful.
I need some help but manage most of my personal care.

I need help every day in most aspects of sclf-care.

[0 1donotget dressed, 1 wash with difficulty and stay in bed.

poooo

SECTION 3 - Lifting

[ 1 can lift heavy weights without cxtra pain.

O 1 can lift heavy weights but it gives extra pain.

[0 Pain prevents me from lifting heavy weights off the floor,
but I can manage if they arc convenicntly positioned.

{0 Pain prevents me from lifting heavy weights, but I can
rmanage light to medium weights if they are conveniently
positioned

[ 1can lift very light weights.

O 1 cannot lift or carry anything at all.

SECTION 4 — Reading

[ 1can read as much as [ want with no pain in my neck.

[0 1 can read as much as [ want with slight pain in my neck.

T 1 can read as much as [ want with modcrate pain in my
neck.

[ 1cen’t read as much as I want because of moderate pain in
my neck.

O 1 can hardly read at all because of severc pain in my neck.

0 I cannot read at all due to pain.

SECTION 5 — Headaches

O 1 have no headaches atall.

3 1have slight headaches that come infrequently.

O 1 have moderatc headaches that come infrequently.
O 1have moderatc hcadaches that come frequently.
T 1 have severe headaches that come frequently.

[ 1have headaches almost 2ll the time.

1 can look after myself normally without causing extra pain.

SECTION 6 — Concentration

[0 1 can concentrate fully when I want to with no difficulty.

O 1 can concentrate fully when I want to with slight difficul

O 1havc a fair degree of difficulty in concentrating when I
want to.

O 1have a lot of difficulty in concentrating when I want to.

[0 1havea greatdeal of difficulty in concentrating when I
want to.

[ 1 cannot concentrate atall.

SECTION 7 — Work
I can do as much work as 1 want to.
I can only do my usual work, but no more.
1 can do most of my usual work, but no more.
I cannot do my usual work.
1 can hardly do any work at all.
I can not do any work at all.

oooood

SECTION 8 — Driving

1 can drive my car without any neck pain.

I can drive my car as long as 1 want with slight pain in 7
neck.

I can drive my car as long as I want with moderate pair
my neck.

1 can’t drive my car as long as I want becausc of moder
pain in my neck.

I can hardly drive at all because of severc pain in my nc
[0 1can’tdrive my car atall.

o o oo

O

SECTION 9 — Sleeping

1 have no troublc sleeping

My sleep is slightly disturbed (less than 1 hr sieepless).
My slecp is mildly disturbed (1-2 hrs sleepless).

My sleep is moderately disturbed (2-3 hrs sleepless).
My sleep is greatly disturbed (3-5 hrs sleepless).

O My slecp is completely disturbed (5-7 hrs sleepless).

opoabd

SECTION 10 — Recreation
I am able to engage in all my recreation activities with 1
neck pain at all.
I am able to cngage in all my recreation activities, with
some pain in my neck.
I am able to engage in most, but not all of my usual
recreation activities because of neck pain.

ties becausc of pain in my neck.

I can hardly do any recreation activities because of pain
my neck.

I can’t do any recreation activities at all.

O

O

5|

[0 Iam able to engage in a few of my usual recreation acti
O

O
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