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CONFIDENTIAL PATIENT INFORMATION
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Boghossian & Martikian Chiropractic, Inc.

435 Arden Avenue Suite 120    Glendale, CA. 91203
Phone: (818) 242 – 5020          Fax: (818) 242 – 5023          www.BMchiro. com

	Personal Information


Name ______________________________________ Date of Birth __________     Sex  ( M  ( F
          First

Last

Address _________________________________ City __________________ Zip Code _______

Home # ___________________ Cell # ___________________ E – Mail ___________________  

Height ___ft ___in   Weight ____    Age ____    Marital Status: S ( M ( D ( W (    Children? ____
Social Security # _____________________________ Drivers’ License # ___________________ 

Occupation ______________________________ Employer _____________________________

Employer Address _________________________________ Office Phone # ________________

Spouse’s Name ______________________________ Birth Date _________________________

Occupation ________________ Employer _______________ Cell Phone # _________________
Primary Care Physician Name ____________________________ PCP Tel # _______________
Whom may we thank for referring you? ______________________________________________

	Emergency Contact Information


Name __________________________________ Relationship ___________________________

Phone # _________________________ Alternate Phone # ______________________________

	Nature of Incident


Date of Incident: ____________________________ Time of Day: ______________  ( AM  ( PM

Were you involved in a:   ( Motor vehicle collision   ( Slip and fall incident   ( Pedestrian vs Motor
Were you:   ( Driver  ( Passenger  ( Front seat  ( Right rear seat  ( Left rear seat  ( Pedestrian  
Were you wearing a seatbelt at the time of impact?     ( Yes   ( No   

Number of people in your vehicle? ______________________ Other vehicle? _______________

What direction were you headed?     ( North   ( East   ( South   ( West

Name of street: ________________________________________________________________

What direction was the other vehicle headed?     ( North   ( East   ( South   ( West
Name of street _________________________________________________________________

Were you struck from:     ( Behind   ( Front   ( Right side   ( Left side

Were you jolted:     ( Back & forth   ( Side to side   ( Throughout your seat   ( Other __________
Did any part of your body strike anything in the vehicle?     ( Yes   ( No

If yes, please describe ___________________________________________________________

Was this vehicle equipped with airbags?     ( Yes   ( No
If yes, did it/they deploy?     ( Yes   ( No

Did you lose consciousness, faint or black out?     ( Yes   ( No   If yes, for how long? _________  

Did you feel:     ( Disoriented   ( Dazed   ( Confused   ( Dizzy   ( Lightheaded   ( Nauseous   

Immediately following the incident, did you feel:
( Shaken up   ( Nervous   ( Scared   

( Shocked   ( Panicked   ( Stunned
Please describe the incident: ______________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

_____________________________________________________________________________                                                                                                               
Have you lost any time off work as a result of this incident?     ( Yes   ( No

If yes:     ( Hours   ( Days   ( Weeks   ( Months          Day last worked: ____________________

Are you working now?     ( Yes   ( No       

	   Symptoms / Injuries


Did Police/CHP respond to the accident scene?     ( Yes   ( No

Was a police report made?     ( Yes   ( No

Did Paramedics/Ambulance respond to the accident scene?     ( Yes   ( No

Was there any emergency care given at the scene of the incident?     ( Yes   ( No 

Were you taken to a hospital?     ( Yes   ( No     Name of hospital: ________________________

How did you get there?     ( Ambulance   ( Private Transportation

Were X-ray performed?     ( Yes   ( No   If yes, which body parts? __________________        
Were any special test performed?     ( CT Scan   ( MRI   ( Other: __________________

Was medication prescribed?     ( Yes   ( No   : _________________________________    
Have you been treated by another other doctors since the accident/incident?     ( Yes   ( No


If yes, name of doctor / address: _____________________________________________


Type of treatment received: ________________________________________________

Please mark your areas of pain on the figure below:
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Injuries due to this incident began:     ( Immediately after  ( Hours later  ( Following day(s)
Since this injury occurred, are your symptoms:     ( Getting worse   ( Same   ( Improving 
Do you notice any activity restrictions as a result of this injury?     ( Working   ( Lifting/Carrying   ( Stooping   ( Bending   ( Twisting   ( Driving   ( Walking   ( Hobbies   ( Sexual activity   
( Standing for long periods   ( Sitting for long periods   ( Housework   ( Caring for children  
( Talking on the phone   ( Sport activities   ( Exercising   ( Stretching   ( Climbing stairs/ladders   ( Pushing/pulling   ( Reaching   ( Lying on back   ( Lying on stomach   ( Lying on side  
( Other activities that cause pain/discomfort:   ________________________________________

_____________________________________________________________________________

Have you been involved in an accident in the last 5 years?   (Auto/Work/Other)     ( Yes   ( No    If yes, please describe, including date(s), type of accident(s), injury(s) and treatments received: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________Completely resolved?     ( Yes   ( No          Any Residual pain?     ( Yes   ( No
Do you have any congenital factors or ailments which relate to your present condition?                ( Yes   ( No          If yes, described: ________________________________________________

FEMALES:     Are you pregnant?     ( Yes   ( No   ( Maybe
	Health Information


Please check (X) all present symptoms

HEAD:




MID-BACK:


( Numbness in toes 

( Headaches



( Mid back pain


( Feet feel cold
( Head feels heavy


( Pain between shoulder blades
( Swollen ankles (R - L)

( Tension



( sharp stabbing pain

( Swollen feet (R - L)

( Light-headedness


( Dull achy pain


GENERAL:

( Nausea



( Pain from front to back
( Heart disease
( Dizziness



( Muscle spasms 

( Stroke
( Vomiting



CHEST:


( Pace maker
( Loss of balance


( Chest pain


( Tumors
( Loss of memory


( Shortness of breath

( Cancer
( Light bothers eyes


( Pain around ribs

( Diabetes
( Blurred vision



( Breast pain


( Hypoglycemia
( Double vision



( Irregular heart beat

( High blood pressure

( Loss of hearing


ABDOMEN:


( Cholesterol
( Ringing in ears


( Nausea


( Thyroid
( Fainting



( Nervous stomach

( Arthritis
NECK:




( Constipation


( Hepatitis


( Pain in neck



( Diarrhea


( Tuberculosis

( Neck pain with movement

( Gas



( AIDS

( Neck stiffness



( Hemorrhoids


( Coffee ____ cups/day
( Pinched nerve in neck


LOW BACK:


( Tea ______ cups/day
( Neck feels out of place

( Low back pain

( Cigarettes __ pks/day
( Muscle spasms in neck

( Low back pain is worse when:
( Alcohol

( Grinding sounds in neck


( walking

( Nervousness
( Popping sounds in neck


( working

( Irritable


( Arthritis




( lifting


( Gain of weight 

SHOULDERS:




( stooping

( Loss of weight           
( Pain in shoulder joint (R - L)


( standing

( Fatigue
( Pain across shoulders



( sitting


( Depressed
( Bursitis (R - L)



( bending

( Insomnia
( Arthritis (R - L)



( coughing

( Asthma
( Tension in shoulders



( lying down

( Arthritis
( Pinched nerve in shoulders 

( Slipped disc


( Other: ___________  

( Muscle spasms in shoulders

( Low back feels out of place 
_________________
ARMS & HANDS:


( Muscle spasms

WOMEN ONLY:
( Pain in upper arm


( Pain relieved when:________
( Menstrual pain

( Pain in elbows


( Pain in kidney area

( Irregularity

( Pain in forearms 


( Arthritis


( Cramping
( Pain in hands/wrists


HIPS, LEGS & FEET:

( Cycle ____ days
( Pain in fingers


( Pain in buttocks (R - L)
( Birth control
( Pain upon movement


( Pain in hip joints

( Menopause
( Loss of grip strength


( Pain down legs (R - L)

( Hysterectomy

            ( Sensation of pins & needles in arms
( Pain down both legs

( Tumors
( Sensation of pins & needles in fingers
( Knee pain


MEN ONLY:   
 

( Numbness in arms (R - L)

( Leg cramps


( Urinary frequency
( Numbness in fingers (R - L)

( Cramps in feet

( Difficulty starting
( Fingers go to sleep


( Pins & needles in legs (R - L)
   urination

( Hands cold



( Numbness in legs (R - L)
( Night urination   
( Swollen joints in fingers

( Numbness in feet

( Prostate pain/swelling

	Insurance Information


Your Auto Insurance Name: _______________________________ Policy #: ________________         Claim #: ______________ Phone #: ______________________ Adjustor: __________________

Address: ______________________________________________________________________

Other Driver’s Vehicle Insurance Name: ______________________ Policy #: _______________

Claim #: ______________ Phone #: ______________________ Adjustor: __________________
Address: ______________________________________________________________________

Attorney Name: _________________________________________  Phone #: ______________
Address: ______________________________________________________________________

Health Insurance:  PLEASE PROVIDE US WITH YOUR INSURANCE CARD
I certify to the best of my knowledge, the above information is complete and accurate.  I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand that B & M Chiropractic, Inc. will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to B & M Chiropractic, Inc. will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment.  Our 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 account is not paid within 90 days of the date of the service and no financial arrangements have been made, you will be responsible for legal, collection and any other expenses incurred in collecting your account.

Signature: _____________________________     Date: ______________

            (  Adult Patient     (  Parent or Guardian     
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435 ARDEN AVENUE, SUITE 120

GLENDALE, CA 91203

	ACKNOWLEDGEMENT FORM


I HAVE RECEIVED THE NOTICE OF PRIVACY PRACTICES AND I HAVE BEEN PROVIDED THE

OPPORTUNITY TO REVIEW IT.

Date: __________________________________________________________________________


Print Name: ____________________________________________________________________


Birth Date: _____________________________________________________________________


Signature: _____________________________________________________________________

YOU HAVE A RIGHT TO HAVE A COPY OF THIS FORM AFTER YOU SIGN IT.

Submit the authorization to the Privacy Officer and include a copy in the individual patients’ medical record. 
ASSIGNMENT AND INSTRUCTION FOR

DIRECT PAYMENT TO DOCTOR

Patient Name: _________________________________________________________________

Address: ______________________________________________________________________

City: ______________________________ State: _______________ Zip: __________________

Claim # / Group #: ______________________________________________________________

SS # / ID #: ___________________________________________________________________

I hereby instruct the _____________________________ Insurance Company to pay by check made out to and mailed directly to:

 BOGHOSSIAN & MARTIKIAN CHIROPRACTIC, INC.

435 ARDEN AVE., STE. 120

GLENDALE, CA 91203

TAX ID #:
95 - 4818468

If my current policy prohibits direct payment to doctor, then I hereby also instruct and direct you to make out the check to me and mail it as the following:

BOGHOSSIAN & MARTIKIAN CHIROPRACTIC, INC.

435 ARDEN AVE., STE. 120

GLENDALE, CA 91203

TAX ID #:
95 - 4818468
For professional or medical expense benefits allowable and otherwise payable to me under my current insurance policy as payment toward the total charges for professional services rendered.  THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my indebtedness to the above-mentioned assignee, and  I have agreed to pay, in a current manner, any balance of said professional fees for non-covered services and/or fees, over and above the insurance payment or as required by my insurance policy.

A photocopy of this Assignment shall be considered as effective and valid as the original.

I also authorize the release of any information pertinent to my case to any insurance company, adjuster or attorney for the purpose of securing payment under this policy of insurance.

Dated at 435 Arden Ave., Suite 120   Glendale, CA 91203
____________________________________________________________________ 

Signature of Policy Holder



Date       

____________________________________________________________________

Signature of Claimant, if other than Policy holder

Date
To the patient: Please read this entire document prior to signing it. It is important that you understand the information contained in this document. Please ask questions before you sign if there is anything that is unclear.
The nature of the chiropractic adjustment.

The primary treatment I use as a Doctor of Chiropractic is spinal manipulative therapy. I will use that procedure to treat you. I may use my hands or a mechanical instrument upon your body in such a way as to move your joints. That may cause an audible “pop” or “click,” much as you have experienced when you “crack” your knuckles. You may feel a sense of movement.

Analysis / Examination / Treatment

As a part of the analysis, examination, and treatment, you are consenting to the following procedures:

___ Spinal manipulative therapy
___ palpation

___ vital signs

___ range of motion testing

___ orthopedic testing
___ basic neurological

___ muscle strength testing

___ postural analysis testing
___ Hot/cold therapy

___ Ultrasound 


___ Paraffin bath

___ EMS 




___ massage 


___ intersegmental traction
___ Therapeutic exercises


___ Other (please explain)

_____________________________________________________________________________

Patient should initial each procedure they are consenting to.

The material risks inherent in chiropractic adjustment.

As with any healthcare procedure, there are certain complications which may arise during chiropractic manipulation and therapy. These complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, cervical myelopathy, costovertebral strains and separations, and burns. Some types of manipulation of the neck have been associated with injuries to the arteries in the neck leading to or contributing to serious complications including stroke. Some patients will feel some stiffness and soreness following the first few days of treatment. I will make every reasonable effort during the examination to screen for contraindications to care; however, if you have a condition that would otherwise not come to my attention, it is your responsibility to inform me.

The probability of those risks occurring.

Fractures are rare occurrences and generally result from some underlying weakness of the bone which I check for during the taking of your history and during examination and X-ray. Stroke has been the subject of tremendous disagreement. The incidences of stroke are exceedingly rare and are estimated to occur between one in one million and one in five million cervical adjustments. The other complications are also generally described as rare.  

The availability and nature of other treatment options.

Other treatment options for your condition may include:

• Self-administered, over-the-counter analgesics and rest

• Medical care and prescription drugs such as anti-inflammatory, muscle relaxants and pain-killers

• Hospitalization

• Surgery

If you chose to use one of the above noted “other treatment” options, you should be aware that there are risks and benefits of such options and you may wish to discuss these with your primary medical physician.

The risks and dangers attendant to remaining untreated.

Remaining untreated may allow the formation of adhesions and reduce mobility which may set up a pain reaction further reducing mobility. Over time this process may complicate treatment making it more difficult and less effective the longer it is postponed.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.  

PLEASE CHECK THE APPROPRIATE BLOCK AND SIGN BELOW

I have read [ ] or have had read to me [ ] the above explanation of the chiropractic adjustment and related treatment. I have discussed it with (insert doctor’s name) and have had my questions answered to my satisfaction. By signing below I state that I have weighed the risks involved in undergoing treatment and have decided that it is in my best interest to undergo the treatment recommended. Having been informed of the risks, I hereby give my consent to that treatment.

Dated: 

______________



 Dated: 

______________

______________________________



Boghossian & Martikian Chiropractic, Inc.
Patient’s Name 





Doctor’s Name

______________________________



______________________________
Signature of Patient or Guardian (if a minor)


Signature
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