@ BERGEN CHIROPRACTIC

and Sports Rehabilitation Center

Patient Information

Name: Date of Birth:

Address:

City: State: Zip:

Home Phone: Male Female {Physiologically)
Cell Phone: Martial Status
Email : S M D W
Preferred method of contact: Home Number Work Number :l Cell Number Email I___]
Occupation: Employer: Phone:

Address: City: State: Zip:

Emergency Contact Name: Phone:

Primary Care Physician: Phone:

Address: Permission to Contact Yes No

Date of last visit

Who referred you to our office?

Heaith Insurance Information - Please present all cards and id for copying

Primary Insurance:

Subscriber's Name:

Id / Member Number:

Secondary Insurance:

Subscriber's Name:

Id / Member Number:

if accident related: Date of Accident

Subscriber same as patient Yes No

Date of Birth:

Group Number:

Date of Birth:

Group Number:

Insurance Name:

Subscriber's Name:

Adjuster's Name:

Phone Number:

Attomey's Name:

Address City

Subscriber same as patient

Policy Number:

Yes

No

Claim Number:

Adjuster's Fax Number:

Phone Number:

State

Zip




@ BERGEN CHIROPRACTIC

and Sports Rehabilitation Center

Please read and sign the following:

ACCEPTANCE AS A PATIENT:

| understand and agree that this office has the right to refuse to accept me as a
patient at any time before tfreatment begins, or terminate my care as a patient if in
the course of freatment if | am not following the treatment plan for my condition, or
be referred out to another health provider as the doctor deems medically
necessary. | understand that the taking of a history and the conducting of a
physical examination are not considered treatment, but are part of the process of
information gathering so that the doctor can determine whether to accept me as
a patient.

Consent to Treat and Authorization of Payment

| the undersigned hereby authorize the Doctors of Bergen Chiropractic and Sports
Rehabilitation Center to perform diagnostic tests and to administer freatment as is
necessary. | also certify that no guarantee or assurance had been made to the
results that may be obtained. | understand and agree that health and accident
insurance policies are an arrangement between an insurance carrier and me. |
authorize my carrier to remit payment directly to this office and | permit this office
to endorse remittances as payment toward my account. | also understand that if |
suspend or terminate my schedule of care as determined by my treating doctor,
any fees for professional services will be immediately due. However, | clearly
understand and agree that all services rendered to me are my personal
responsibility.

Avuthorization of Release of Records:

| understand and agree to allow Bergen Chiropractic and Sports Rehabilitation
Center to use my patient health information for the purpose of treatment,
payment, healthcare operations, and coordination of care. | authorize Bergen
Chiropractic and Sports Rehabilitation Center to release all information necessary.
| also understand that it is my responsibility to inform Bergen Chiropractic and
Sports Rehabilitation Center if for any reason there is someone to whom | do not
wish to have my records released to.

Patient Date:

Signature:
Guardian’s Signature Date

Avuthorizing Care




New Patient Intake Form
Neme: Date:

Please complete ALL the sections.
Wherae Is your pain:

Pain Intensity: On a scale from 0 to 10 how would you grade the pain/symptom(s) with 0 being no symptoms and 10 the most severe?
7

0 1 2 3 4 5 ] 8 9 10
MARK WHERE YOU HAVE YOUR PAIN
Mechanism of Injury: How did you injury yourself? Numbness (#) Buming “X” Stabbing (/)

Pins & Needles (o) Dull Ache (+) Pain (*)

Onset: When did your symptoms start?

Frequency: Primary signs and symptoms are present approximately:
00-25% 026-50% o51-75% o76-100% OF THE oday oweek omenth

é

Timing: Primary signs and symptoms are present on what type of basis:

oinfrequent ointermittent aoOccasionel oEpisedic oFrequent oConstant
When are your symptoms WORST?
omorning omidday oend of the day oat night athroughout the day  mat night with pain
When are your symptoms BETTER?
omorning omidday oend of the day oat night othroughout the day  mat night with pain
How would you describe the quality of your pain?
odull osharp  oshap w/ movement  othrobbing chuming  odeep oaching
ofingling  ostabbing ccramping opinprick  onumbness crediating oOther:
Radiating: Does your pain travel to the following regions?
oshoulder oupper arm oarm to hand
obuttock oupper leg oleg above the knee oleg below the knee  nleg to the foot
Aggravating factors: Which activities aggravate (Increase) your symptoms?
ositting oistanding owalking abending ostooping olifting
osleeping asneezing ocoughing ostraining oreaching otwisting
olooking up olooking down omovement arest olying face up odriving
ofyping oscooping oheusehold chores oexercise ostair stepping
Relleving factors: Which activities relleve (decrease) your symptoms?
ositting ostanding olying down okneesare bentup  cleaning ageinst suppert
onho movement occurs cmovement occurs  cheat is applied oice is applied
opein relief gel mibuprofen is taken  omedication is used padjustments are provided
orest accurs ostretching/exercise is used

Medications: Please check which one(s) apply to you
o | am taking prescription medication as prescribed by my medical physician.
o | am taking over-the-counter medication of my own accord.
o | have received a prescription for additional services from my medical provider.
o | am not taking any prescription medication nor any over-the-counter medication.
o | am taking the following medications:




Name:

Date:

CArthritis
oHypertension

Medical History
Medical Conditions (Please check which ones apply to you)

aCancer
oPsychiatric lliness

Surgerles: (Please check which ones apply to you)

oAppendectomy
oJoint Replacement

oCardiovascular Procedure
olLaminectomiss

Allergies: (Please check which ones apply to you)

oBee Stings
olotions/Creams

oSeasonal

oEggs
oMedications

oSoy

Social History: (Please check which ones apply to you)

oCaffeine used occasionally
oDrink alcohol occasionally
oExercise often

oSmoke 1+pk/day

aCaffeine used often
oDrink alcohol often

uExperience stress occasionally

oWear seat belt always

Family History: (Please check which ones apply to you)

oArthritis (parent)
aCholesterol (parent)
oHeart problems (parent)
oPsychiatric (parent)

oArthritis (sibling)
oCholesterol (sibling)
oHeart problems (sibling)
oPsychiatric (sibling)

Substance Use: (Please check which ones apply to you)

oAlcohol (past)
OBarbiturates (past)
oCrystal Meth
oMarijuana (present)

Male Children: (Check if you are:)

oUnder 6 years old

Female Children: (Check if you are:)

aUnder 6 years cld

oAlcchol (present)
oBarbiturates (present)
oHerein (past)

oUnder 10 years old

oUnder 10 years old

Occupational Activities: (Please check which one(s) apply to you)

oAdministration
oConstruction
oHealthcare
oHousshold
oMilitary

oBusiness Owner
oDaycare/Childcare
oHeavy equipment operator
oLight manual labor
oPoliceffire

oDiabetss
oSkin Bisorder

oCervical Disc Procedure
oRadical prostatectomy

aFish and Shellfish
aMilk or Lactose
oSulfites

aChew tobacco occasionally
oExercise not at all
oExperience stress often
oWear seatbelt never

aCancer (parents)

oDiabetes (parent)

oHigh blood pressure (parent)
oStroke (parent)

oAmphetamines (past)
oCocaine (past)
oHeroin {present)

oUnder 19 years old

oUnder 19 years old

aClerical/secretarial
oExecutive/legal
oHeavy manual fabor
oManufacturing
oProfessional services

oHeart Disease
oStroke

oHystersctomy
aTrans-urethral prostate surgery

olatex
oPeanut
nWheat/Gluten

oChew tobacco often
DExercise occasionally
oSmoke 1 pk or less/day
oWeer seatbelt usually

oCancer (sibling)

oDiabetes (sibling)

oHigh blood pressure (sibling)
oStroke (sibling)

oAmphetamines (present)
oCocaine (present)
oMarijuana (past)

aComputer User
oFcod service industry
oHome services
oMedium manual labor
oRetail worker



REVIEW OF SYSTEMS

Patient Name: Patient File #: Today’s Date: / /
INSTRUCTIONS: Please fill out all of the sections. If none of the conditions apply, select “None.”

Constitutional: Cardiovascular: Endocrine: Allergy:
DONone “None “None ZNone
DOChills ~Angina (chest pain or discomfort) ~Cold Intolerance ~ Anaphylaxis (history of)
DDaytime Drowsiness ZChest Pain ~Diabetes ZFood Intolerance
OFatigue ~Claudication (leg pain or achiness) ZExcessive Appetite ~ Itching
OFever ~Heart Murmur ZExcessive Hunger ZNasal Congestion
ONight Sweats ~Heart Problems ~Excessive Thirst Z Sneezing
OWeight Gain ~ Orthopnea (difficulty breathing ZFrequent Urination
OWeight Loss while lying) ~Goiter Hematology:

~Palpitations (irregular or forceful ~Hair Loss “None
Eyes/Vision: heart beat) ZHeat Intolerance ~Anemia
ONone ~ Paroxysmal Nocturnal Dyspnea ~Unusual Hair Growth ZBleeding
OBlindness (shortness of breath at night) ~Voice Changes ~Blood Clotting
(Blurred Vision ~ Shortness of Breath ZBlood Transfusion(s)
[ Cataracts Z Swelling of Leg(s) Skin: ZBruises easily
OChange in Vision ZUlcers “None ZFatigue
DDouble Vision ZVaricose Veins —Changes in Nail Texture ~Lymph Node Swelling
OEye Pain ZChanges in Skin Color
OField Cuts Gastrointestinal: ~Hair Growth Psychological:
DGlaucoma “None ~Hair Loss “None
Dltching (around the eyes) ~Abdominal Pain ZHives Z Anhedonia (inability to
DPhotophobia " ZBelching ZItching experience joy or enjoy life)
DTearing ~Black, Tarry Stools ~ Paresthesia (numbness, prickling, or  ~ Anxiety
OWears Glasses or Contacts ~Constipation tingling) ~ Appetite Changes

ZDiarrhea ZRash ~Behavioral Change(s)
Ears, Nose and Throat: ~ Difficulty Swallowing ZHistory of Skin Disorders ~Bipolar Disorder
ONone ~Heartburn ZSkin Lesions or Ulcers ZConfusion
OBleeding ZHemorrhoids ZVaricosities ZConvulsions
ODental Implants ~Indigestion ~Depression
ODentures ~Jaundice (yellowing of the skin) Nervous System: ~Insomnia
ODifficulty Swallowing Z“Nausea “None _Memory Loss
ODischarge Z“Rectal Bleeding ~Dizziness “Mood Change(s)
(ODizziness ~ Abnormal Stool Caliber (quality) ZFacial Weakness
OEar Drainage ~ Abnormal Stool Color ~Headaches Female:
OEar Infection(s) ~ Abnormal Stool Consistency “Limb Weakness “None
OEar Pain ~Vomiting ~Loss of Consciousness ZBirth Control Therapy
OFainting ~ Vomiting Blood ~Loss of Memory ZBreast Lumps / Pain
(OHeadaches “Numbness ~Burning Urination
OHead Injury (history of) Respiration: ~ Seizures ZCramps
(OHearing Loss “None ~Sleep Disturbance ZFrequent Urination
OHoarseness ZAsthma ZSlurred Speech ZHormone Therapy
OLoss of Smell ~ Coughing up blood ~ Stress ~Irregular Menstruation
ONasal Congestion _ Shortness of Breath ~ Strokes ~ Urine Retention
ONose Bleeds ZSputum Production ZTremors ZVaginal Bleeding
OPost Nasal Drip ~ Wheezing ZUnsteadiness of Gait ZVaginal Discharge
ORhinorrhea (runny nose)
OSinus Infections Male:
OSnoring “None
(Sore Throats ZBurning Urination
OTinnitus (ringing in the ears) ZErectile Dysfunction
OTM]J Disorder ZFrequent Urination

Z Hesitancy or Dribbling
Patient Signature: —Prostate Problems
Z Urine Retention
FOR OFFICE USE ONLY:
I have reviewed the above ROS with the above named patient:
Doctor Signature Date




&( BERGEN CHIROPRACTIC
and Sports Rehabilitation Center
2025

Cancelation Policy and Uncovered Services:

e Cancelations/Changes within 24hrs of your
appointment time are subject to the Cancelation
Fee.

¢ New Patients must give 48hrs notice from the time
of your appointment

e Emergencies situations must be discussed with
Reception and the Doctors.

The following are cash fees/services and not covered by

insurance:
1. Cancelation fee: S68, NP: $180 Initials:
2.Shockwave Therapy: $15 Initials:
3.Cold Laser: $15 Initials:
4.Taping: $10 Initials:

5. ThermX/GameReady/NormaTec: $15 Initials:

IF YOU DO NOT WISH TO RECEIVE THESE
TREATMENTS DURING CARE, YOU MUST
ALERT THE DOCTORS PRIOR TO TREATMENT
BEING PREFORMED.

Patient Signature/Date:




