WELCOME		Natural Care Wellness Center
			6 Seeley Lane, Eliot, ME  03903

PATIENT INFORMATION

Date ___________________________________________
SS# ____________________________________________
Patient Name ____________________________________
		Last Name
_______________________________________________
		First Name		          MI
Address_________________________________________
City____________________________________________
State_____________________ Zip __________________
E-mail _________________________________________
Sex  □ M	□ F		Age _________________
Birth Date _______________________________________
□  Married	□ Widowed	□ Single	         □ Minor
□ Separated	□ Divorced	□ Partnered
Occupation ______________________________________
Patient Employer/School ___________________________
Employer/School Address __________________________
_______________________________________________
Spouse's Name ___________________________________
Whom may we thank for referring you? _______________
PHONE NUMBERS
Home (_____) ___________________________________
Cell (_____)______________________________________
If you would like to receive text message reminders, please tell us your cell phone provider    _______________________________________________
IN CASE OF EMERGENCY, CONTACT
Name___________________________________________
Contact Phone(______)____________________________


PATIENT CONDITION

Reason for visit __________________________________
_______________________________________________
When did symptoms start __________________________
Are symptoms getting worse?           ______ Yes______ No
Have you had this problem before? ______ Yes ______ No
If yes, when? ____________________________________

Rate the severity from 1 (least pain) to 10 (severe pain)
___1 ___2 ___3 ___4 ___5 ___6 ___7 ___8 ___9 ___10

Sleep habits:
Difficulty falling asleep	 ___ Yes ___ No
Difficulty staying asleep  ___ Yes ___ No

Urine:
How often?	___ Frequent	___ Scanty
Color  ___ Clear		___ Yellow	___ Dark yellow

Bowel movements:
How often ______________________________________
Constipation  ___ Yes ___ No	Diarrhea  ___ Yes ___ No
Odor	           ___ Yes ___ No	Loose       ___ Yes ___ No Color	______ Black	______ Brown  	______ Mucous
______ Red     ______ Green
Flatulence  ___ Yes ___ No     Chills/fever  ___ Yes ___ No

Diet cravings:
___ Sweet   ___ Salt  ___ Spice  ___ Sour  ___Pepper	

Menses: (Women only)
Clotting   ___ Yes ___ No	Pain   ___ Yes ___ No
Length 		_____ Abnormal	_____ Normal
Duration 	_____ Abnormal	_____ Normal
Color		_____ Abnormal	_____ Normal
Quality		_____ Abnormal	_____ Normal
Flow		_____ Scanty  _____ Heavy _____ Normal
Onset/Age ____________
Birth control 	 ___ Yes ___ No		Age _____

Hormone Replacement Therapy  ___ Yes ___ No
If yes, when? ____________________________________



Patient Information
What treatment have you already received for your condition? ___ Medications   ___ Surgery  ___ Physical Therapy  ___ Chiropractic Service
____ None  ____ Other (please specify) 
Name and address of other doctor(s) who have treated you for your condition: __________________________________________________________________________________________________________________
Date of your last physical exam: ____________________________ Date of last x-ray:__________________________________

Place a mark on “Yes” or No” to indicate if you have had any of the following:

AIDS/HIV		__ Yes  __  No
Alcoholism		__ Yes  __  No
Allergy Shots	__ Yes  __  No
Anemia		__ Yes  __  No
Anorexia		__ Yes  __  No
Appendicitis		__ Yes  __  No
Asthma		__ Yes  __  No
Bleeding Disorder	__ Yes  __  No
Breast Lump		__ Yes  __  No
Bronchitis		__ Yes  __  No
Bulimia		__ Yes  __  No
Cancer		__ Yes  __  No
Cataracts		__ Yes  __  No
Chem. Dependency	__ Yes  __  No
Chicken Pox		__ Yes  __  No
Diabetes		__ Yes  __  No
_________________________________
Exercise:           ________ None	
Work Activity:   _______ Sitting
Habits:	       _______ Smoking
	      ________ Packs/Day
Are you Pregnant?  
Surgeries you have had:  
Falls: ____________________________
_________________________________

Medications:
_________________________________
_________________________________
_________________________________
Emphysema		__ Yes  __  No
Epilepsy		__ Yes  __  No
Fractures		__ Yes  __  No
Glaucoma		__ Yes  __  No
Goiter		__ Yes  __  No
Gonorrhea		__ Yes  __  No
Gout		__ Yes  __  No
Hearing Problems	__ Yes  __  No
Heart Disease	__ Yes  __  No
Hepatitis		__ Yes  __  No
Hernia		__ Yes  __  No
Herniated Disc	__ Yes  __  No
Herpes		__ Yes  __  No
High Blood Pressure	__ Yes  __  No
High Cholesterol	__ Yes  __  No
Kidney Disease	__ Yes  __  No
_________________________________
________ Moderate
________ Standing
________ Alcohol
________ Drinks/Week
________Yes  ________ No
_________________________________
Head Injuries: ____________________
_________________________________

Allergies:
_________________________________
_________________________________
_________________________________
Liver Disease	__ Yes  __  No
Measles		__ Yes  __  No
Migraine Headaches	__ Yes  __  No
Miscarriage		__ Yes  __  No
Mononucleosis	__ Yes  __  No
Multiple Sclerosis	__ Yes  __  No
Mumps		__ Yes  __  No
Osteoporosis	__ Yes  __  No
Pacemaker		__ Yes  __  No
Parkinson’s Disease	__ Yes  __  No
Pinched Nerve	__ Yes  __  No
Pneumonia		__ Yes  __  No
Polio		__ Yes  __  No
Prostate Problem	__ Yes  __  No
Prosthesis		__ Yes  __  No
Psychiatric Care	__ Yes  __  No
_________________________________
________ Daily
________ Light Labor
________Coffee/Caffeine Drinks
________ Cups/Day
If yes, due date: _________________
_________________________________
Broken Bones: ___________________
_________________________________

Vitamins/Herbs:
_________________________________
_________________________________
_________________________________
Rheumatoid Arthritis	__ Yes  __  No
Rheumatic Fever	__ Yes  __  No
Scarlet Fever	__ Yes  __  No
Stroke		__ Yes  __  No
Suicide Attempt	__ Yes  __  No
Thyroid Problems	__ Yes  __  No
Tonsillitis		__ Yes  __  No
Tuberculosis		__ Yes  __  No
Tumors, Growths	__ Yes  __  No
Typhoid Fever	__ Yes  __  No
Ulcers		__ Yes  __  No
Vaginal Infection	__ Yes  __  No
Venereal Disease	__ Yes  __  No
Whooping Cough	__ Yes  __  No
Other ___________________________

_________________________________
________ Heavy
________ Heavy Labor
________ High Stress Level
_______________________ Reasons

_________________________________
Dislocations: _____________________
_________________________________




NOTICE

TO ALL NET, THERAPEUTIC EXERCISE, MASSAGE, AND COLON HYDROTHERAPY CLIENTS

Due to the high demand for the above services, we require a minimum of 24 hours notice to cancel an appointment.

These appointments are reserved for you and cannot be rearranged for others awaiting an appointment with short notice of less than 24 hours.

We understand that there are times when exceptions will be necessary and life's emergencies unfold. These exceptions will be accepted at the discretion of each practitioner.

If you miss an appointment, we reserve the right to charge you up to the full amount of the service that was missed.   

Thank you for your cooperation in this matter. The Natural Care Wellness Center Staff.

Signature: ______________________________ Date: __________




NATURAL CARE WELLNESS CENTER
Dr. Scott Ferreira    Dr. Jody Ferreira
6 Seeley Lane
Eliot, ME  03903
Tele# (207)439-9242


INDIVIDUAL PATIENT AUTHORIZATION


Patient’s Name: _________________________________________  Date: ______________

This authorization is to confirm the use or disclosure of protected health information. Please sign below to confirm that you have read and understand these statements.


I authorize the release of my medical records to my family practitioner or other physician. Please list name or names of physician_ ___________________________________

I authorize the release of my medical records to my health insurance company for payment of rendered services, if requested.

I authorize release of my medical records to any third party payer including insurance, workman’s compensation, attorney, auto insurance, etc, if requested.

I authorize Natural Care Wellness Center to send information to my house concerning birthdays or newsletters, and to leave messages on my home, cell phone or work answering machine, such as appointment times. 


Patient’s signature: _________________________________________________________________


NATURAL CARE WELLNESS CENTER
Dr. Scott Ferreira    Dr. Jody Ferreira
6 Seeley Lane
Eliot, ME  03903
Tele# (207)439-9242


PRIVATE PRACTICES ACKNOWLEDGEMENT


I have received the notice of the HIPAA Privacy Practice and I have been provided an opportunity to review it.


Name: ________________________________________________

Date of Birth: _________________________

Signature: ____________________________________________ Date: ______________

 


NATURAL CARE WELLNESS CENTER
Dr. Scott Ferreira    Dr. Jody Ferreira
6 Seeley Lane
Eliot, ME  03903
Tel# (207)439-9242

AUTHORIZATION, ASSIGNMENT AND CONSENT TO TREAT

Our office policy requires payment in full for all services rendered at the time of visit unless other arrangements have been made with the business manager. If the account is not paid within 90 days of the date of service and no financial arrangement has been made, you will be responsible for any expenses incurred in collecting your account.

______ I hereby authorize NATURAL CARE WELLNESS CENTER to bill the insurance company for services rendered on my behalf. The billing of such services are a privilege and not a guarantee of coverage. I further authorize the physician and/or supplier to release any information required to process my insurance claims.

_____ I authorize direct payment to you any sum I now or hereafter owe, by my attorney out of the proceeds of any settlement of my case, and/or by insurance company obligated to make payment to me or you based in whole or part upon the charges made for the services.

_____ I understand that whatever amounts you do not collect from the insurance company and/or attorney, whether it be all or part of what is due, I personally owe and agree to pay you.

I hereby authorize the doctors of NATURAL CARE WELLNESS CENTER and whomever they designate as their assistant or authorized representative to administer chiropractor care, acupuncture or colon hydrotherapy as they deem necessary. We invite you to discuss openly treatment, services, and charges rendered at this office, so that there is mutual agreement and clarity.

I understand the above information and guarantee this form was completed correctly to the best of my knowledge, and understand it is my responsibility to inform this office of any change in my medical status.

Signature: __________________________________________________________________ Date: _______________________

Signature of parent or guardian if Patient is under 18 years of age:: 
	      __________________________________________________________________ Date: ___________________
