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Skocik Chiropractic P.C.
5431 Jonestown Rd.
Hbg., PA 17112

REVIEW OF SYSTEMS

Name: Date:

The following information is geared toward finding any current or past health conditions which may affect or
complicate your current condition or its treatment. Do you now have or have you had in the past, symptoms of
or treatment for;

Eyes [ves [ino Do you wear glasses orcontacts [yes fjno

Ears, Nose, Mouth, or Throat [Iyes [[no

Gastrointestinal system Myes [no Do you have Indigestion Oyes [Ino
Pain after ealing Fyes [Ino Stomach cramps Oyes 1l ne
Genitourinary " Qlyes [Ino

Mave you ever had cancer [lyes [no type:

For Men Do you get up and go to the bathroom frequently st night [] yes {]no
Hava you ever been diagnosed with a prostate’condition [Jyes [no
if ves [l enlarged prostate  [] prostate cancer
Did you ever have prostate surgary ODves [Ino
If yes, when

For Women Do you have painful periods [Jyes [[no

Do you have anemia [Iyes [Jno | .

Have you ever had a hystereciomy [Jyés [jmo
If yes, when

Did you have any C-Sections Oyes {Ino
If yes, when

Have you been diagnosed with fibrocystic breast disease: [Jyes [Ino

Have you ever had breast cancer [Jyes [|no '

Have you had any skin condition requiring treatment Oyes fjno

Have you ever had a stroke [Jyes [Ino

Do you have episodes where you feel dizzy Oves [Ino

Have you ever baen treated for stress gyes [Ino

Do you have any hormonal conditions inciuding:
Thyroid flyes [jno Pancreas (diabetes or hypoglycemia) I ves [ no
Any other

Do you have any blood conditions or disease lyes [Ino

, Hyes

Do you have any lymphatic system conditions or diseases [Jyss [Ino

If yes:

Is there anything else you feel I3 Important

Nearest relative ‘ : fhone

Signature




PATIENT NAME:

Please indicate beside each activity whether you engagde in it:

OFTEN = “0O” SOMETIMES = «8= NEVER = “I”
SO0CIAL HISTORY
—Horseback riding —__Tennis
—_ Bowling ___ Gymnastics
- Golf —— Skiing
— Volleyball - _Water skiing
___ Baseball/softball Hunting
. _Handball —  Fishing
___ Racquetball — Lawn mowing
____Basgketball _—_Wesd eater use
—_ Walking (mile or legs) _—Bnow shoveling
_ —_Walking (more than mile) ‘ —_Gardening
— Jogging (mile or leas) ____Child care
— Jogging (more than mile) Age(s)
—Dancing Weight(s)
— Scuba diving : —Chmbing gtairs
—. Back packing __Alcohol per day
—  Bwimming : ___Aleohol Per week
—___Aerobies , Medication
—. Resistance training _ _Tobacco __
—  Free weights . _Other
— HExercise machines
___ Football

FAMILY HISTORY

Pleasge indicate if any of the following is currently or has contributed to
some stress or personal lifestyle changes within the past five years.

____Marriage — Dependence problems
—__ Birth of a child ____-Aleohol
Divoree Drugs
— Death of spouse —.Change in job
—_Maprital separation ____Loss of job
— Death of a family member or friend Retirement
— Handicapped household member —  Change in living conditions
—  Caregiver to family member ___ Change in residence
- Spousal abuse . . —Change in financial status

MMSIAY 1A sy [ ]



Insurance Questionnaire

The following questions are necessary to properly file you insurance claims.

Patient’s Name ‘ Patient’s Date of Birth

Primary Insurance;

Insurance Company Name Subscriber’s Name

Subscriber’s Employer Subscriber’s Date of Birth

Patient’s Relationship to Subscriber: Self Spouse Child Other

Other Insurance:

Insurance Company Name Subscriber's Name

Subscriber's Employer Subscriber’s Date of Birth

Patient’s Relationship to Subscriber: Self Spouse Child  Other

Medicare Only:

All doctors have been instructed to ask the following questions of all Medicare patients.
Please circle either Yes or No

Do you or your spouse work for a company that provides you with health insurance? Yes No

Are you entitled to Medicare because of End Stage Renal Disease? Yes No

Is this illness or injury the result of an accident or other injury? Yes Neo

Is this illness or injury the result of an accident or other injury that happened at work? Yes No

Has the treatment of this accident or illness been authorized by the Veteran’s Administration?

Yes No

Are you entitled to any benefits under the Federal Black Lung Program? Yes No

Do you have a Medicare Medigap Policy? Yes No

Do you have a Medicare Supplementsal Policy? (Policy provided by the Employer you refired from)
Yes No ‘

el ol bl

S

Patient or Guardian Signature Date



Skocik Chiropractic
- 5431 Jonestown Rd.
Harrisburg, PA 17112

Name: Daie:

How were you referred fo our office?

Patriot News
The Guide

East Shore Shopper
Parent Magazine
Attorney Referrai
Doctor Referral

Friend/ Relutive Name:

Mailer

Radio

Sign and/or Location

Spinal Screening  Location:

Television

Yerizon
Yellow Book

Pravious Patient

0 J O O O o N 3 o Y o A 0 R R o R i O W S R R

Orther:




SKOCIK CHIROPRACTIC

5431 Old Jonestown Road
Harrisburg, PA 17112

Welcome to Skocik Chiropractic. We wish to assist you in gaining and
maintaining your good health.

Accordingly we offer you a complimentary preliminary spinal examination
and a report of our findings. The preliminary examination consists of a neurologic
test, a spiral alignment check, a muscle test, a blood pressure test and may
include an orthopedic test. The report will immediately follow the preliminary
exam and at that time you may decide if you would like to proceed with a
Chiropractic evaluation.

This is a screening examination only. It will be likely you will need a
more in-depth examination, it may be necessary for you to have x-rays,
therapies, or other testing, treatment, or supports. If these services are
necessary, there will be a charge for them. If you have health insurance, we
will be happy to bill them for you. Please prov:de the receptionist with your
health insurance information. :

Sighature . Date



Our Privacy Pledse

We are very concerned with protecting your privacy. While the law requires us to give you this disclosure, please imderstand that we have, and
always will respect the privacy of your health information.

There are several circumstances in which we may have to use or disclese your health care information.

*  We may have to disclose your health information fo another health care provider or a hospital i it is necessary to refer you to them for the
diagnosis, assessiment, or treatment of your health condition

=  We may have to disclose your health information and billing records to another party if they are potentially respensible for the payment of
YOUT SETVICES.

*  We may need to use your health information within our practice for quality comtrol or other operational purposes.

Your chiropractor and members of the practice staff may need to use your name, address, phone number and your clinical records to contact
you with appointrent reminders, information aboint treatment altesnatives, or other health refated informaticn that may be of interest to you. i
this contact is made by phone and your not home a message will be left on your answering machine. By signing this form, you are giving
authorization to contact you with these reminders and information. :

Your chiropractors and members of the practice staff may nse your health information including your name, address, phone number znd your |

= &

clinical records for the purposes listed below. We are specifically requesting authorization vo market the following products and/or services to

You:
Birthday and holiday cards
Flowers on certain occasions
Patient newsletiers
Posting names for referring others
Displaying testimonials and photographs with your implied permission, by filling out the testomonial
Electronic mail newsletters (if applicable) and E-Mail

SAN Ll o

We have a more complete notice that provides a detailed description of how your health information may be used or disclosed. You have the
right to review that notice before your sign this consent form (§164.520 and 164.524). We reserve the right to change our privacy practices as
deseribed in that notice. 1f we make & change to-our privacy practices, we will notify you in writing when you come in for treatment or by mail.
Please feel free to call us at any time for a copy of our privacy notices. ' ‘

Your right to Timit uses or disclosares

You have the right o request that we do not disclose your health information to specific individuals, companies, or organizations. Hyou would
like to place any Testrictions on the use or disclosure of your health information, please lets us know in writing. We are not required to agree to
your restriciions. However, if we agree with your restrictions, the ressriction is binding om vy,

Your right to revoke your authorization ‘
You make revoke your consent to us at any time; however, your revocation mnst be in writing. We will not be 2ble to honor your
revocation request if we have already released your health information before we received your request to revoke your awthorization.
If you were vequired to give your authorization as a condition of obtalging insurance, the insurance company may have 2 vight to your
health information if they decide (o contest any of your claims, E

* Lhave read your consent policy and agree to it terms. 1 am also acknowledging that | have received a copy of this notice.

Printed Name Authorized Provider Representative
Siguatwre Date
Daie o Vol

=0 Qoo T  BODS 0F 024 COTANFESA T, e JT1OHAADHTIHD AT DO





