Lifestyle Resumption Integrative Health


Patient Medical History
Name: 	__________________________	Date: ____________________
Date of Birth: __________________________

Past Medical History (choose all that apply)
      Anemia				Arthritis	 		 Asthma
      Blood Clots		 	Bronchitis			 Cancer
      Chronic Fatigue Syndrome	Coronary Heart Disease	 Depression 

      Diabetes				Fibromyalgia		       	 Frequent Urination  
      Gastritis				Gastroenteritis		 Gastro Esophageal Reflux
      Gout				Headaches			 Heart Attack
      Hemorrhoids			Hepatitis			 High Blood Pressure
      HIV/AIDS				Kidney Disease		 Kidney Failure
      Kidney Infection			Kidney Stone			 Low Back Problems
      Lung Disorders			Lupus				 Migraines
      Nausea/Diarrhea			Neck Pain			 Neuropathy
      Obesity				Pancreatitis			 Paralysis
      Pneumonia			Pregnancy			 Psychiatric Disorder
      Scleroderma			Seizures			 Sleep Apnea
      Stomach Ulcers			Stroke/TIA			 Thyroid Disease
      Vascular Disease
      Other (please specify)	______________________________________________
				______________________________________________
				______________________________________________
Past Surgeries
Ailment: _____________________________________	Date: ___________________
Ailment: _____________________________________	Date: ___________________
Ailment: _____________________________________	Date: ___________________
Ailment: _____________________________________	Date: ___________________

Current Medications
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Known Allergies
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History
   	Anemia				Relation: __________________________________________
	Bleeding Problem			__________________________________________________
	Cancer				__________________________________________________
	Diabetes				__________________________________________________
	Epilepsy				__________________________________________________
	Fibromyalgia				__________________________________________________
	Heart Disease			__________________________________________________
	Hypertension				__________________________________________________
	Kidney Problems			__________________________________________________
	Migraines				__________________________________________________
	Muscle Diseases			__________________________________________________
	Nerve Problems			__________________________________________________
	Osteoporosis				__________________________________________________
	Psychiatric Disorders		__________________________________________________
	Stroke					__________________________________________________
	Thyroid Problems			__________________________________________________
	Others (please specify)		__________________________________________________
						__________________________________________________
Personal Information 

Job/Profession:	__________________________________________________________________
Marital Status: 	_________________________	Number of Children: _____________________
Exercise (what/how often): ____________________________________________________________
Are you sexually active?	____________________	Number of Partners: _____________________
Do you drink alcohol? 	____________________	How often/much? 	______________________
Do you drink caffeine?	____________________	How often/much?	______________________
Did you ever use tobacco? 	____________________	How often/much?	______________________
Recreational drug usage? 	____________________	How often/much?	______________________


Patient Demographic Information
Patient Name: __________________________________	Date of Birth: _____________________
Address: _______________________________________	City, State, Zip: ____________________
Telephone: (H)____________________	(W)__________________	(C)_________________________
Which number may we call to confirm your appointments? _______________ 
Text Reminders? Yes  No 			Email: 	____________________________________________
May we leave a detailed message? Yes  No  With Whom? Voicemail	Self  Spouse  Other ___________
Social Security Number: _________________	Language Preferred: ___________________________
Marital Status*: Single	Married	Separated/Divorced		Widowed	
Race*: __________________________	Ethnicity*: ________________________________________
Occupation: ___________________ 	Employer: _________________________________________
Employer Address: ______________________________________	Phone: _____________________
[bookmark: _GoBack]Who can we thank for referring you? ____________________________________________________


Emergency Contact Information
Emergency Contact: ____________________	Relationship to Patient: ________________________
Address: ____________________________________________	Phone: _____________________

Payment Method: Package		Self-Pay	Insurance
Who is Primary Insurance holder: Self	Spouse	Parent		Other
Primary Insurance Holder Name: ___________________________	Birthdate: __________________

*Cultural lifestyle patterns (e.g. food choices and smoking habits) and beliefs about the use of health care influence the quality of care received regardless of the person’s country of origin, language, immigration status, or socioeconomic status (SES). The importance of knowing a patient’s race, ethnicity, and language need is not limited to understanding the issues facing recent immigrant’s health access or outcomes; race, ethnicity, and language data can reveal risks for health care disparities in native-born as well as foreign-born populations. 


HIPAA Authorization Form
I, _______________________________, give permission to Lifestyle Resumption Integrative Health to send/discuss medical records as well as disclose protected health information (PHI) to the following: 
· Spouse: _________________________________________________________________
· Other family member/friend: ________________________________________________
A message from Lifestyle Resumption Integrative Health is allowed to be left on: 
· Home Phone:	 ____________________________
· Work Phone:	 ____________________________
· Cell Phone: 	_____________________________
Information permitted to be disclosed (check all that apply): 
· Medical Records
· Treatment Dates
· Diagnostic Records/Findings
· Statements, Account Balances, Payments Made
· Other: __________________________________________________________________

You may inspect or copy the protected health information to be used or disclosed under this authorization. Finally, you may revoke this authorization in writing at any time by sending written notification to Dr. Klaude Kocan at Lifestyle Resumption 2182 Dixie Hwy., Ft Mitchell, KY 41017. 
Acknowledgement of receipt of Notice of Privacy Practice: 
I have received the Notice of Privacy Practices from Lifestyle Resumption. 
_______________________________________________________
Signature of Participant or Personal Representative
_____ /_____ /_____
Date 
________________________________
Printed Name of Participant or Personal Representative
________________________________
Title of Personal Representative

Notice of Privacy Practices
Effective Date: April 14, 2003
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
Please review the full-Notice of Privacy Practices (NPP), which is attached. If you have any questions about this notice, please contact Klaude Kocan, Privacy Official, at (859) 344-6001.
WHO WILL FOLLOW THIS NOTICE: 
This notice describes our privacy practices. All these entities, sites, and locations follow the terms of this notice. In addition, these entities, sites and locations may share health information with each other for treatment, payment, or health care operations, purposes described in this notice. 
OUR PLEDGE REGARDING HEALTH INFORMATION: 
We understand that health information about you and your health care is personal. We are committed to protecting health information about you. We create our record of the care and services you receive from us. We need this record to provide you with quality care and to comply with certain legal requirements. This notice applies to all of the records of your care generated by this health care practice, whether made by your personal chiropractor or others working in this office. This notice will tell you about the ways in which we may use and disclose health information about you. We also describe your rights to the health information we keep about you and describe certain obligations we have regarding the use and disclosure of your health information.
	We are required by law to:
· make sure that health information that identifies you is kept private;
· give you this notice of our legal duties and privacy practices with respect to health information about you; and
· follow the terms of the notice that is currently in effect.
HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU: 
The following categories describe different ways that we use and disclose health information. By coming for care, you give us the right to use your information for treatment, to get reimbursed for your care, and to operate our organization.
There are also various other ways in which we may use or disclose your information: 
· To Allow Oversight of the Quality of the Healthcare We Provide
· To Allow Workers’ Compensation Claims
· As Required by Subpoena in Lawsuits and Disputes
· Various Uses as Required by Law or to Avert a Serious Threat to Health or Safety
The full details for all these uses are contained in the full NPP.
YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU: 
You have the following rights regarding health information we maintain about you: 
· Right to Inspect and Copy
· Right to Amend
· Right to an Accounting of Disclosure
· Right to Request Restrictions
· Right to Request Confidential Communications
· Right to a Paper Copy of This Notice
Information on how to exercise these rights can be seen in the NPP or can be obtained from Klaude Kocan, Privacy Official, at (859) 344-6001. 
CHANGES TO THIS NOTICE: 
We reserve the right to change this notice. We reserve the right to make the revised or changed notice effective for health information we already have about you as well as any information we receive in the future. We will post a copy of the current notice in our facility. the notice will contain on the first page in the top right hand corner the effective date in addition each time you register for treatment or healthcare services, we will offer you a copy of the current notice in effect.
COMPLAINTS: 
If you believe your privacy rights have been violated, you may file a complaint with us or with the Secretary of the Department of Health and Human Services. To file a complaint with us, contact Klaude Kocan, Privacy Official. All complaints must be submitted in writing. You will not be penalized for filing a complaint.
OTHER USES OF HEALTH INFORMATION: 
Other uses and disclosures of health information not covered by this notice on the laws that apply to us will be made only with your written permission. If you provide us permission to use or disclose health information about you, you may revoke that permission in writing at any time. If you revoke your permission, we will no longer use or disclose health information about you for the reasons covered by your written authorization. You understand that we are unable to take back any disclosures we have already made with your permission and that we are required to retain our records of the care that we provided to you.
Klaude Kocan, DC and Kelli Schaar-Eviston, ARPN
	Our main objective is to provide care that will achieve the best medical and quality of life outcomes, patient and family experiences, and value. However, in obtaining this goal, we need your assistance. Due to the complexity of insurance programs and the costs associated with billing and collections, the practice has adopted the following financial policy. Payments for services can be made with cash, check, or major credit cards.
1. Each patient will be asked to complete a registration form. This will be required to be updated on a yearly basis and at any time that there is a change in information. The information will need to be complete and accurate. If information received is incomplete or inaccurate, you will become responsible for all charges incurred. 
2. A current copy of your insurance card must be on file with our office. Please bring your insurance card(s) with you to every visit. If an insurance card is not available, you will be responsible for all charges as well as the submission of all insurance claims.
3. Insurance co-payments, percentages, and deductibles will be due upon check-in.
4. Additional fees: 
a. A $25.00 fee will be added to your account for returned checks, in addition to all bank charges incurred.
b. A prepaid $10.00 fee will be charged to cover office administrative costs for filling out forms.
c. No show visits or same day cancellations will incur a $25.00 fee.
5. If you are not covered by an insurance plan, payment is expected at the time of service. Arrangements must be made before services are rendered if balances are unable to be paid in full.
6. Payment for any unpaid balance is due upon receipt of your statement. If you notice any issues in your statements, please contact our billing department at lifestyle_resumption@outlook.com or call the office and the message will be forwarded to the billing department.
7. When there is a failure to make regular and timely payment on balances to our office, accounts will be transferred to a collection agency. Any fees or charges incurred by the practice for services of a collection service or an attorney in the collection of an account will be the responsibility of the account holder.
8. Dismissal from the medical practice will result when the account balance has been transferred to the collection agency and is not paid in full.
9. Any claims not paid due to information requested by your insurance company from you will be made the patient’s responsibility.
10. Knowing your insurance benefits is your responsibility. You will need to keep track of how many chiropractic/physical therapy visits you are allowed to have and that you have used. Any claims denied due to going over your allowed limit will be made the patient’s responsibility.
11. If your insurance requires a referral, please be sure to obtain a referral prior to your visit. Any visits denied due to not having a proper referral will be made the patient’s responsibility. 
I have read, understand, accept and received a copy of this statement.

Responsible Party’s Name: 							Patient’s Name: 


Responsible Party’s Signature: 							Date: 
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