FaMmiLy WELLNESS PHYSICIANS

PATIENT INFORMATION FORM
{PLEASE PRINT)

DATE: / /
PATIENT NAME: DATE OF BIRTH: AGE: SEX: M F
ADDRESS: CITY/STATE: Zip:
7 - MAY WE LEAVE A MESSAGE?
HoME PHONE #: ( ) - : Yes No
WORK PHONE #: { ) - YEs No
CELL PHONE #: { ) - YEs No
E-MAIL: YES No
PRIMARY LANGUAGE: RACE ETHNICITY
DO YOU HAVE A LEGAL GUARDIAN OR HEALTHCARE POWER OF ATTORN EY? YES No
IF YES, NAME! RELATIONSHIP: PHONE #: ( ) -
EMERGENCY CONTACT: RELATIONSHIP: PHONE #: ( ) -
PRIMARY CARE DOCTOR: WHO REFERRED YOU TO US?
1S THERE A FAMILY MEMBER QR OTHER PERSON YOU WOULD LIKE FOR US TO SHARE YOUR CLINICAL INFORMATiON?
YES NAME(S) :
No
WHO IS RESPONSIBLE FOR PAYMENT? ' RELATIONSHIP TO PATIENT?
ADDRESS: PHONE #: [ ] -
INSURANCE INFORMATION

ARE YOU ELIGIBLE FOR MEDICARE AND/OR MEDICAID?

PRIMARY INSURANCE COMPANY NAME :(JF AUTO ACCIDENT, THIS IS YOUR PRI,

ADDRESS: CITY/STATE: Zip: PHONE #: ( ) -
INSURED NAME: DATE OF B] EMPLOYER

CLATIM/CONTRACT # ‘ Group #

SECONDARY INSURANCE COMPANY NAME:

ADDRESS: CITY /STATE: Zip: PHONE #: ( ) -
INSURED NAME: DATE CF BIRTH EMPLOYER

CONTRACT # GROUP #
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PATIENT NAME:
DATFE OF BIRTH: / !

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDE PRESCRIPTIONS, OVER-THE-COUNTER MEDS AND HERBAL
SUPPLEMENTS}:

NAME DosE How OFTEN DO YOU TAKE?

PLEASE LIST ALL PRIOR SURGERIES:
TYPE OF SURGERY DATE TYPE OF SURGERY DATE

PLEASE LIST ALL PRIOR HOSPITALIZATIONS (OTHER THAN FOR SURGERY):

RzasoN FOoR HOSPITALIZATION DATE REASON FOR HOSPITALIZATION DaTE
HAVE YOU HAD A FLU SHOT? ____IF YES, WHEN HAVE YOU HAD A PREUMONIA VACCINE? IF YES, WHEN
SocAaL HISTORY

MARITAL STATUS: [ 1 SINGLE [ IMARRIED [JPARTNERED [ ]SEPARATED T1DIVORCED [ WIDOWED
Ust oF ALconor: [J NEVER 1 NOLONGERUSE [ JHiSTORY OF ALCOHOL ABUSE

1 CURRENT USE - TYPE [JRARE [ 10CCASIONAL [JMODERATE [ JDAILY
Ust oF ToBacco: [ NEVER[] QUIT - HOW LONG AGO? [ SMOKE[JCHEW ___ PACKS/DAY FOR YEARS
USE oF RECREATIONAL DRUGS: [ ] NEVER ] QUIT - HOW LONG AGO? TvPE

] CuURRENT USE - TYPE JRARE []OccasioNat [ 1MODERATE 1DaAiLY
EMPLOYER: QCCUPATION:

How MUCH ARE YOU ON YOUR FEET ATWORK? [ J10% [225% [150% M75% 5100%

DO OTHERS DEPEND UPON YOU FOR THEIR CARE? [ CHILDREN~AGE(S)
] ELDERLY OR DISABLED FAMILY MEMBER ] OTHER

Exercise: [ NEVER [JRARE [J OCCASIONAL [JWEEKLY [_]SEVERAL TIMES AWEEK []DAILY

[ PET(S)-WHAT KiND?

TYPES OF EXERCISE:
FaMILY HISTORY :
D)0 YOU HAVE A FAMILY HISTORY OF: [} DIABETES, IF Y&S, TYPE 1 OR TYPE 2 [JCaNCER [ JHEART DiSEASE
] HicH BLOOD PRESSURE [ 1STROKE ] CORONARY ARTERY DISEASE 1 THYROID DISEASE [} RHEUMATOID ARTH
JOTHER
WHAT IS YOUR HEIGHT? WEIGHT? BLOOD PRESSURE? /
ARE YOU INTERESTED IN LOSING 3-5 LBS. A WEEK IN A HEALTHY AND NATURAL WAY? YES NO
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PATIENT NAME:

PATE OF BIRTH: / /
HOW LONG AGO DID THIS PROBLEM FIRST START? __ - DAYS / WEEKS / MONTHS / YEARS
Dib YOUR PAIN OR PROBLEM: [ | BEGAN ALL OF A SUDDEN [ | GRADUALLY DEVELOPED GVER TIME

How WOULD YOU DESCRIBE YOUR PAIN? [[JNOPAIN [ SHARP []DULL [JACHING [ BURNING
[JRADIATING [JITCHING [ STaBBING [JOTHER

HOW WOULD YOU RATE YOUR PAIN ON A SCALE FROM 0 TO 107 {PLEASE CIRCLE)
(voran} 0O 1 2 3 4 5 6 7 8 ¢ 10 (worsT pAIN POSSIBLE)

SINCE THE TIME YOUR PAIN OR PROBLEM BEGAN, HAS IT: [|STAYED THESAME [ |BECOME WORSE [ ] IMPROVED

WHAT MAKES YOUR PAIN OR PROBLEM FEEL WORSE? [ | WALKING [ STANDING [ ] DAILY ACTIVITIES
TIRESTING [JRUNNING [T JOTHER

WHAT MAKES YOUR PAIN QR PROBLEM FEEL BETTER?

WHAT TREATMENTS HAVE YOU HAD FOR THIS PROBLEM7?

HOW HAS THIS PROBLEM AFFECTED YOUR LIFESTYLE OR ABILITY TO WORK?

WAS THIS PROBLEM CAUSED BY AN INJURY? [ JYES [ INo
WERE THESE SYMPTOMS RELATED TO AN AUTO ACCIDENT? YES OR NO IF YES, DATE OF ACCIDENT?
AUTO INSURANCE CARRIER: __cLam # POLICY #
ADJUSTOR’S NAME (1F KNOWN) PHONE #

WAS IT A WORK-RELATED INJURY? [ |YES [ INO IF YES, WAS IT REPORTED TO YOUR EMPLOYER? YES OR XNO

DID YOU RETAIN AN ATTORNEY? YES OR NO, IF YES, NAME, ADDRESS AND TELEPHONE NUMBER OF ATTORNEY:

WOMEN PATIENTS: ARE YOU PREGNANT? NO YES, IF YES, HOW FAR ALONG?

TO THE BEST OF MY KNOWLEDGE, | HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY. | UNDERSTAND THAT PRCVIL
INCORRECT INFORMATION CAN BE DANGERQUS TG MY HEALTH. [ UNDERSTAND THAT IT IS MY RESPONSIBILITY TQO INFORM THE
DOCTOR AND OFFICE STAFF OF ANY CHANGES IN MY MEDICAL STATUS.

PRINT NAME OF PATIENT, PARENT OR GUARDIAN SIGNATURE OF DOCTOR
IF OTHER THAN PATIENT, RELATIONSHIP TO PATIENT DATE
SIGNATURE DATE
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PATIENT NaME: -
DATE oF BirTH: f 4

ALLERGIES:

i

i Mons Kmows [ Mepiamions

T ANESTHESIA o Foons
D‘rm f_j LaTex {:SHsLmsa _f‘_"; ioome {JOTHER

HAVE YOU BAD ANY OF THE POLLOWING?
| ACib REFLLY Py N

¢ POLIO
: | BACK TROUBLE

-

i HERATITIS

TZ:ZZZRZZK‘ZZ‘Z‘.KLZ
B ISR RS SO QU pE

| RHEUMATIC FEVER
| BLADDER INFECTIONS

i | FIBROMYALGIA Y | WEUROPATHY v

| ANEBLA P GouT LY i OPEN SORES Y

| ARTHEITIS HEART ATTACK LY || PHEUMONIA ¥
| AsTMA ; | HeaRT DisEase/FALURE

xzmzzmzzzzmﬁ

- S
e,

JRURDT [N ST SRR

izl |zl e 22

et [ ot | v o | o o [ 0

STROKE
THYRDID DISEASE
¢ TURERLCULDSIS

{ANCER
DIABETES
| OTHER CONDITIONS:

Y
-
| HIV+/AIDS ¥ | SICKLE CELL DisEASE ¢ ¥
| ABNORMAL BLEEDING | HigH BLoop PRgssupe 1Y | SKin DISORDER Y
 BLOOD CLOTS ; | KIDNEY DiSEASE Y | SLEEP APNEA Y
. BLOOD TRANSPUSION . LIVER DISEASE Y  StomACHULCERs 1Y
BRONCHITIS/EMPHYSEMA ¥

[T ST S

U BIGHAINE HEADACHES Py

b
| | LOW BLOOD PRESSURE
b MITRALVALYEPROLAPSE | Y !

-

A;::;-{-ﬂ:'-i:“:*%”‘:

WHAT SPECIFIC PROBLEM BRINGS YU TO GUR OFFICE TOLAY?

HAVE YQU HAD THIS CONDITION IN THE PAST? 1B YRS, WHEN?
THO YOU SEEK TREATMENT BY A DOCTOR FOR THIS CONDITIHON? IFSG, BY WHOM?

HAVE YOU HAD X-RAYS/DIAGNOSTIC IMAGES TAKEN FORTHIS (ON DITION? iF YES,
WHERE IS THE PAIN/PROBLEM LOCATED? PLEASE MARK ON THE PICTURES BELOW.

{cithﬂ‘lﬂ‘ﬁ

h‘:”ﬂ‘
N
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1500

HEALTH INSURANCE GLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAM GOMMITTEE 0B/05

!F’ICJ_{\

PIGA [

1. MeDICARE  MEDICAID THCARE CHAMPVA gF e iﬁmw CTHER
- hEA +H PL BLKL NG
L_‘ fdegicare !s) irMad.fcard #JI } (“po sars SSN) A Adember IDF) [ !LJ,‘ {SEN} l i ! il
2. PATIENT'S NAME (Last Name, First Nama, Middle Iniial} 3. rl\Aﬂ 1ENT? %g RTH DYA\\;TE SEX 4., INSURED'S NAME (Last Nama, First Name, Middls Initial}
: ! ’
1

il

5. PATIENT'S ADDRESS [No., Street)

| 6. PATIENT RELATIONSHIP TO INSURED

Saif[j Suouse[j Chilalj O;her[]

7. INSURED'S ADDRESS (No., Straat]

1S, PATIENT STATUS

Single r-!
Empiayzd {—J

j—

. GITY - N STATE
Marrisg E Qikar E]
FETOOE T T YELBPAONE (ndlude Arez Coda)
F-.n' Firg RamTog
Studant Ehydant ( )

5. OTHER INSURED'S NAME {Last Name, Firat Narme, Middls faitial;

OTHER INSURED'S FOLICY OR GROUP NUMBER

LY

[j YES

TivES

e %T.EEH'JNBUE'_' ';?\pmebn:'smm CgEx ) | 5. BUTO ACCIDENT®
: ! Mj Fr:l " ves
o EWPLOVERS NANE OF SCHOGL NAVE T . OTHER ACOIDENT?

BATIENT'S CONDIMON RELATED TO:

5. EMFLOYMENT? (Currant or Prgyigus)

MO

PLACE (Siate}

D\;o
E]NQ

141, INSUREG'S FOLICY GROUP 05 FECA NUMBER

SEX

a. |NSURED 5 DATE OF BIRTH
R s] YY
: ? E

] D D

B EMPLOYE‘-! 'S NAME OR SGHOOL NAME

. INSURANGCE RLAN NAME DR PROGAAM NAME

INSURANGE PLAN NAME OR PROGRAM NAME

a

108, REGERVED FOR LOCAL USE

T4, 15 THERE ANQTHER HEALTH BENEFIT PLAN?

If yes, raturmn to and complete item 8 a-d.

D YES [j NO

READ BAGK OF FORM BEFORE COMPLETING & SIGHING THIS FORM. 113, INSURED'S DR AUTHORIZED PERSON'S SIGNATURE | autharize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the raiease of any medical or ofer information necessary payment of medicai Genafits 10 the undersigned physican or supplier for
1o process this claim, | also requast paymant of goveminent tenefits either to myseif or 1o the pany who accepts assignmant services described below.
oelow.
. BIGNED — g DATE e e o o] ¢ SIGNED
14. DATE OF CURRENT: ILLNESS {First symptom} CHA 15, !F-' PATIE'\IT HAS HED SAM; OFl SIMiLAF' ELLNESS 16. DATES FAT!ENT LINABL :\'{[9 WORK iN GUHRENT OCCUPATI
MM OD G YY iNJURY (Accident) OR GIVE FIRST DATE MM Mb DD N
i : PREGNANCY{LMF) 1 FROM i : TO E :
17. NAME OF REFERRAING PROVIDER OR OTHER SOURGE X HOSPIT&UZATE%N DAlES HELATED TO CUH&ENTDSEHWG':S
FROM E ; ™o :
19. RESERVED FOR LOCAL USE 20, QUTBIDE LAR? g GHAﬁGES
Uvgg E NG I
1. HAGHOSIS OR % oF ILLNESS OF tNIUAY % GRS 1, 2, 3 of & o Hem 24E hy Lne} T [ 22, MEDIGAD AESUAMISSION T ] -
1. IAGHOBIS OR NATURE OF ILLNESS QR tNJURY (Relate tems 1, 2, 3ardtofem £ Eny i ':Lr 2 HERN A ESU i ORIGINAL RER. NO.
5 . ] N S ——— ' e S —— e
e 25, FRIOA AUTHARIZATION NUMBER
2.4 4 1 P—
- e T T N — e e T e prepe - e M A g o v A SRR =
24787 DATESTOF \EENICE‘ B B, 1 o PROCEDUALE. SERVICES, OR BUFPLIES E. E. _ N
From } B ACE CF| (Explain Unusug! Sircumstancss; DIAGNGSIS Sl i VY HENDERING
bt O YY it DD SRV CPTHCPGS - | MOCIFIE PRINTER CHARGES URITS | Plan | QUAL. F’RQ‘J!D:R D. &

Nt S

1
H
i

ol
1
4

S5 ElN

1]

25. FEDERAL TAX L.D. NUMBER

£ :
26 PATIENT'S ACCOUNT NO-

l 27 éCCEF‘T AS!

O

claim
YES

SEGNM%JT'P
NO

30. BALANCE DUE
E

‘ ]
28. TOTAL CHARGE 29, AMOUNT PAID
$ 3

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDWNG DEGREES OR CREDENTIALS
(| cestify that tha statements on tha revarss
apply to thils hill and are made a pan theranf.)

32, SERVICE FAGILITY LOCATION INFCRMATION

43, S|LLING PROVIDER INFQ & PH # (

@

SIGNED DATE

NUGG instruction Manual aveilable al: www.nucc.arg

e D OV 09960005 FORM CMS-1500 (08-0%



IDEAL PROTEIN HEAILLTH WEIGHT MANAGEMENT PROGRAM

Your BMI (Body Mass Index) is:

The US Government, via the Affordable Care Act, reguests that all healthcare providers to measure the BMi
{Body Mass index, a ratio of weight to height} of all patients at every visit and inform those with a BM! above
24 of the increased health risks they face. Though it is not an ali-inclusive measure of overall health, BM! can
b a strong indicator of the iikelihcod that you will develop the potential issues listed below. Losing weight and
making simple lifestyle changes can be an effective way to alleviate these risks and their associated symptoms.
if your provider has recommended that you lose weight and/or make these changes, please stop by the front

desk on your way out for some additional information on the program we offer our at-risk patients here at the
clinic.

1. Are you concerned about your weight's effeect on your health or life?
2. Body weight is a sensitive subject for many people. !s it airight if we discuss your weight today?
3. How comfortable are you about working on vour weight? {Circie the number below).

Not at all Very Comfortable
¢ 1 2z 3T 4 § & 7 88 98 10

As weight increases, the chances of having diseases and health problems also increases. Overweight and Obesity
increases the likelihood of conditions that are very harmful, such as....

@ Heart Disease, including heart

attack and stroke ® Gestational Diabetes® e RHigh Blood Triglycerides;
o High Blood Pressure (BP) e infertiiity High LDL cholestero!; Low
« Elevated Blood Sugar® ¢  Sieep Apnes HDL cha]esﬁsa‘*roi

@ Fatty Liver and other Liver  (stecarthritis

e Type 2 Diabetas™ Dispases ' e Higher health care costs

Pre-Diabetes* o Galibladder Disease & Early Death
¢ High HghAlc ( a measure of biocd s Some types of Cancer:

sugar average over the past few Breast, Thyroid, Colon,

months)* Esophagus, Uterus,

Prostate, Kidney, & Liver
*Piabetes Type 2 risk increases as the weight goes up.

Men: Overweight (BM! 25-29.9) the chances are 240% higher compared to normal weight men
Men: Obese {BMI over 30} the chances are 670% higher compared to nermal weight men

Women: Overweight {(BMI| 25-29.9) the chances are 390% higher compared to normal weight women
Women: Obese (BMI over 30} the chances are 1240% higher compared to normal weight women

Would you like 2 recommended plan to improve things for you?
If you are interested, see Front Desk Person for information on our recommendad plan.
We understand this is an important decision and support your desire to improve your heaith.

2013, ARAJACA/TOS Guidelings for the Management of Overweight and Qbesity in Adults
Qct 2011, AHRQ Publication No. 11-05158-EF-3. Scresning for and Management of Obesity and Overweight in Adults.



Family Weliness Physicians
Chirepractic/ Acupuncture
Richard Pellegrino, D.C.

1133 S. Military Trail
Deerfield Beach, FL 33442
Phone: 954-571-9555
Fax: 954-571-9692

Consent to Treat

i understand that if | am accepted as a patient of Family Wellness Physicians, lam
authorizing Dr. Richard Pellegrino to proceed with any examinations and
treatment that may be necessary. Furthermore, any risks regarding chiropractic
treatment will be explained to me upon my reguest.

. Patient Signature

Date

Parental or Guardian Signature authorizing case of a minor:

Signed:

Withessed:




Patient Consent for Use and Disciosure of Protected Health information

Richard Pellegrino D.C., INC

i hereby give consent for Richard Pellegrino, D.C., inc., (hereinafter referred to as the “practice”} use and

disclose protected health information (PHI) about me to carry out treatment, payment and healthcare
operations {TPQO).

The practices Notice of Privacy Practices provides a more complete description of such uses and disclosures.

t have the right to review the Notice of Privacy Practices prior to signing this consent. The practice reserves the

right to revise its Notice of Privacy Practices at any time. A revised Notice of Privacy Practices may be obtained
by forwarding a written request to:

Richard Pellegrino, our privacy officer, at the following address:
1133 S. Military Trail, Deerfieid Beach, FL 33442

With this consent, the practice may call my home or other alternative location and leave a message on
voicemail or in person in reference to any items that assist the practice in carrying out TPO, such as

appointment reminders, insurance items, and any calls pertaining to my clinical care, including laboratory
results among others.

With this consent, the practice may mail tc my home or other alternative location any items that assist the
practice in carrying out TPQ, such as appointment reminder cards and patient statements as long as they are
marked personal and confidential. '

With this consent, the practice may email my home or other alternative location any items that assist the
practice in carrying out TPO, such as appointment reminder cards and patient statements. | have the right to
reguest that the practice restrict how it uses or discioses my PHI to carry out TPO. However, the practice is not
required to agree to my requested restrictions, but if it does, it is bound by this agreement.

By signing this form, | am consenting t© the practices use and disclosure of my PHI to carry out TPO.

| may revoke my consent in writing except 0 the extent that the practice has already made disclosures in
reliance upon prior consent. if | do not sign this consent, or later revoke it, the practice may decline to provide
treatment to me.

Signature of Patient or Legal Guardian

Printed Patients Name or Legal Guardian Date



Family Wellness Physicians

Richard Peilegrino DC INC
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES and CONSENT FORM

Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have certain rights
regarding the use and disclosure of your protected health information. These rights are more fully
described in our Notice of Privacy Practices, updated effective September 23, 2013. We are permitted
to review our Notice of Privacy Practices at any time. We will provide you with a copy of the revised
Notice of Privacy Practices upon your request.

Authorization of PHI Disclosure The information described above may be disclosed to the following
recipients:

Name of Person #1: Relationship to You:

Name of Person #2: Relationship to You:

| understand that Family Weliness Physicians will not condition treatment, payment, enrollment or
eligibility for benefits on whether | sign this authorization form, except in the following situations: If the
medical information to be disclosed will result from treatment for research purposes, Family Wellness
Physicians will not provide the treatment if { am unwilling to sign this authorization form. If the
information to be disclosed will result from treatment provided to me solely for the purpose of creating
information to be disclosed to a third party, Family Wellness Physicians will not provide the treatment if
| am unwilling to sign this authorization form.

By signing below, | am acknowledging that | have received a copy of Family Wellness Physicians Notice
of Privacy Practices. | am also giving Family Wellness Physicians consent to disclose my protected health
information to the person{s} listed above until such time a new Acknowledgement of Receipt of Notice
of Privacy Practices and Consent Form is completed by me. | also understand and agree to the terms of
this authorization. '

Patient Name:

Patient Representative:

If signed by Patient Representative, state authority to act on behalf of
patient:

Signature: Date:




