
                                                                    
                                                 520 S El Camino Real, Suite 206 San Mateo, Ca 94402 

                                                          P: (650) 579-PAIN(7246) F: (650) 232-0404 

                                      www.californiaspinalrehab.com email: info@californiaspinalrehab.com 

 

 
                     PATIENT INFORMATION                                                 EMPLOYER INFORMATION 
 

     Last Name: ________________________________        Employment Status:_________________________________ 
     
    First Name:__________________________MI:____       Employer Name:____________________________________ 
                        
    DOB:_________________________Gender: M  F       Employer Address:_________________________________ 
    
  SS#:_____________________________________      _________________________________________________                                                                           
                                                                                                 
  Marital Status: ______________________________                  EMERGENCY CONTACT INFORMATION                   
 
    Address: ___________________________________    Contact Name:___________________________________  
                                              

   __________________________________________       Relationship to the patient:___________________________ 
   City                                      State          Zip          
                                                Contact Phone#;__________________________________      
    
                              INSURANCE INFORMATION  
 

    Home Phone #:____________________________          Insurance Name: ___________________________________ 
 
    Work Phone #:____________________________           Primary Insured ID:________________________________ 
 
    Cell Phone #:_____________________________           Insured Name:_____________________________________ 
 
    Email:___________________________________          Primary Insured ID:_________________________________ 
 
                                                                                              Relationship to Insured:______________________________ 
 
                                                                                              Subscriber  ID:_____________________________________ 
 
                                                                                              Group Number:_____________________________________ 
 

                                                                         
ACCIDENT INFORMATION 

 
 Is condition due to an accident?   Y      N                      Type of accident: Auto   Work   Home    
 

   To whom have you made a report of your  accident?  
 
   Auto Insurance    Employer   Worker's comp           
                          
   Attorney Name: _____________ Attorney Phone #: ___________  
 
 May we contact your attorney?   Y     N  
                         
   
  



HEALTH HISTORY 
 
What treatment have you already received for you condition? 
 
Medication Surgery PT Chiropractic Services  None 
 
Doctor(s) who have treated you for your condition: 
 
Name:____________________________________________ Phone: ________________________ 
 
Date of last:  Physical Exam:____________Spinal X-ray:___________ Spinal Exam:___________   
                    Blood Test:__________ Urine Test:_____________ 
AIDS/HIV Yes No Goiter Yes No Pneumonia Yes No 
Alcoholism   Gonorrhea   Polio   
Allergy Shots   Gout   Prostate Prob.   
Anemia   Heart Dx   Prosthesis   
Anorexia   Hepatitis   Psychiatric Care   
Appendicitis   Hernia   Rheumatoid Arth.   
Asthma   Herpes   Rheumatic Fever   
Bleeding Disorder   High Cholesterol   Stroke   
Breast lump   Kidney Dx.   Suicide Attempt   
Bronchitis   Liver Dx.   Thyroid Prob.   
Bulimia   Measles   Tonsillitis   
Cancer   Migraine   Tumors, Growth   
Cataracts   Miscarriage   Typhoid Fever   
Chemical dep.   Mono   Ulcers   
Chicken Pox   MS   Vaginal Infec.   
Diabetes   Mumps   Venereal Dx.   
Emphysema   Osteoporosis   Whooping Cough   
Epilepsy   Pacemaker   Glaucoma   
Fractures   Parkinson’s   Pinched Nerve   
 
Exercise Work Activity Habits  
None Sitting Smoking Pack/Days: 
Moderate Standing Alcohol  Dinks/Day: 
Daily Light Labor Coffee/Caffeine Cups/Day: 
Heavy Heavy Labor High stress level Reason: 
Are you pregnant?   Yes No Due Date: 
 
Injuries/Surgeries you have had: __________________________________________________ 
                                                         __________________________________________________ 
  
Medications  
Vitamins/Herbals/Minerals  
 



                                             Notice of Privacy Practices 
 

This notice describes how health information about you may be used and disclosed and how you can get access to this 
information. It is effective April 14, 2003, and applies to all protected health information contained in your health records 
maintained by us. We have the following duties regarding the maintenance, use and disclosure of your health records: 
 
(1)We are required by law to maintain the privacy of the protected health information in your records and to provide you 
with this notice of our duties and privacy practices with respect to that information. 
 
(2)We are required to abide by the terms of this Notice currently in effect. 
 
(3)We reserve the right to change the terms of this Notice at any time, making the new provisions effective   for all health 
information and records that we have and continue to maintain. All changes in this Notice will be prominently displayed and 
available at our office. 
 
There are a number of situations in which we may use or disclose to other persons or entities your confidential health 
information. Certain uses and disclosures will require you to sign an acknowledgement that you received this Notice of 
Privacy Practices. These include treatment, payment, and health care operations. Any use or disclosure of your protected 
health information required for anything other than treatment, payment or health care operations requires you to sign an 
Authorization. Certain disclosures that are required by law, or under emergency circumstances, may be made without your 
Acknowledgement or Authorization. Under any circumstance we wilt use or disclose only the minimum amount of 
information necessary from your medical records to accomplish the intended purpose of the disclosure.              . 
 
We will attempt in good faith to obtain your signed Acknowledgement that you received this Notice to use and disclose your 
confidential medical information for the following purposes. These examples are not meant to be exhaustive, but to describe 
the types of uses and disclosures that maybe made by our office once you have provided Consent. 
 
Treatment: We will use your health information to make decisions about the provision, coordination or management of your 
healthcare, including analyzing or diagnosing your condition and determining the appropriate treatment for that condition. It 
may also be necessary to share your health information with another healthcare provider whom we need to consult with 
respect to your care. [If there are other such disclosures that you might make, list them there.].These are only examples of 
uses and disclosures of medical information for treatment purposes that may or may not be necessary in your case. 
 
Payment: We may need to use or disclose information in your health record to obtain reimbursement from you, from your 
health-insurance carrier, or from another insurer for our services rendered to you. This may include determinations of 
eligibility or coverage under the appropriate health plan, pre-certification and pre-authorization of services or review of 
services. for the purpose of reimbursement. This information may also be used for billing, claims management and collection 
purposes, and related healthcare data processing through our system.  . 
 
Operations: Your health records maybe used in our business planning and development operations, including improvements 
in our methods of operation, and general administrative functions. We may also use the information in our overall 
compliance planning healthcare review activities, and arranging for legal and auditing functions. 
 
There are certain circumstances under which we may use or disclose your health information without first obtaining your 
Acknowledgement or Authorization. Those circumstances generally involve public health and oversight activities, law-
enforcement activities, judicial and administrative proceedings and in the event of death. Specifically, we may be required to 
report to certain agencies information concerning certain communicable diseases, sexually transmitted diseases or HIV/AIDS 
status. We may also be required to report instances of suspected or documented abuse, neglect or domestic violence. We are 
required to report to appropriate agencies and law-enforcement officials information that you or another person is in 
immediate threat of danger to health or safety as a result of violent activity. We must also provide health information when 
ordered by a court of law to do so. We may contact you from time to time to provide appointment reminders or information 
about treatment alternatives or other health-related benefits and services that may be of interest to you [Delete if 
inapplicable]. You should be aware that we utilize an �open adjusting room� in which several people may be adjusted at the 
same time and in close proximity. We will try to speak quietly to you in a manner reasonably calculated to avoid disclosing 
your health information to others; however, complete privacy may not be possible in this setting. If you would prefer to be 
adjusted in a private room, please let us know and we will do our best to accommodate your wishes. 
 
Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a relative, a close 
friend or any other person you identify, your protected health information that directly relates to that person�s involvement in 
your health care. If you are unable to agree or object to such a disclosure, we may disclose such information as necessary if 
we determine that it is in your best interest based on our professional judgment. We may use or disclose protected health 
information to notify or assist in notifying a family member, personal representative or any other person that is responsible 
for your care of your location, general condition or death. Finally, we may use or disclose your protected health information 
to an authorized public or private entity to assist in disaster relief efforts and to coordinate uses and disclosures to family or 
other individuals involved in your healthcare. 
 
Communication Barriers and Emergencies: We may use and disclose your protected health information if we attempt to 
obtain consent from you but are unable to do so because of substantial communication barriers and we determine, using 



professional judgment, that you intend to consent to use or disclosure under the circumstances. We may use or disclose your 
protected health information in an emergency treatment situation. If this happens, we will try to obtain your consent as soon 
as reasonably practicable after the delivery of treatment. If we are required by law or as a matter of necessity to treat you, and 
we have attempted to obtain your consent but have been unable to obtain your consent we may still use or disclose your 
protected health information to treat you. 
 
Except as indicated above, your health information will not be Used or disclosed to any other person or entity without your 
specific Authorization,  
which may be revoked at any time. In particular, except to the extent disclosure has been made to governmental entities 
required by law to maintain the confidentiality of the information, information will not be further disclosed to any other 
person or entity with respect to information concerning mental-health treatment drug and alcohol abuse, HIV/AIDS or 
sexually transmitted diseases that may be contained in your health records. We likewise will not disclose your health-record 
information to an employer for purposes of making employment decisions, to a liability insurer or attorney as a result of 
injuries sustained in an automobile accident, or to educational authorities, without your written authorization. 
 
You have certain rights regarding your health record information, as follows: 
 
(1)You may request that we restrict the uses and disclosures of your health record information for treatment, payment and 

operations, or restrictions involving your care or payment related to that care. We are not required to agree to the restriction; 

however, if we agree, we will comply with it, except with regard to emergencies disclosure of the information to you, or if 

we are otherwise required by law to make a full disclosure without restriction. 

 

(2)You have a right to request receipt of confidential communications of your medical information by an alternative means or 

at an alternative location. If you require such an accommodation, you may be charged a fee for the accommodation and will 

be required to specify the alternative address or method of contact and how payment will be handled. 

 

(3)You have the right to inspect copy and request amendments to your health records. Access to your health records will not 

include psychotherapy notes contained in them, or information compiled in anticipation of or for use in a civil, criminal or 

administrative action or proceeding to which your access is restricted by law. We will charge a reasonable fee for providing a 

copy of your health records, or a summary of those records, at your request, which includes the cost of copying, postage, and 

preparation or an explanation or summary of the information. 

 

(4)All requests for inspection, copying and/or amending information in your health records, and all requests related to your 

rights under this Notice, must be made in writing and addressed to the Privacy Officer at our address. We will respond to 

your request in a timely fashion. 

 

(5)You have a limited right to receive an accounting of all disclosures we make to other persons or entities of your health 

information except for disclosures required for treatment, payment and healthcare operations, disclosures that require an 

Authorization, disclosure incidental to another permissible use or disclosure, and otherwise as allowed by law. We will not 

charge you for the first accounting in any twelve-month period; however, we will charge you a reasonable fee for each 

subsequent request for an accounting within the same twelve-month period. 

 

(6)If this notice was initially provided to you electronically, you have the right to obtain a paper copy of this notice and to 

take one home with you  if you wish. 

 

You may file a written complaint to us or to the Secretary of Health and Human Services if you   believe that your privacy 

rights with respect to confidential information in your health records have been violated. All complaints must be in writing 

and must be addressed to the Privacy Officer (in the case of complaints to us) or to the person designated by the U.S. 

Department of Health and Human Services if we cannot resolve your concerns. You will not be retaliated against for filing 

such a complaint. More information is available about complaints at the government�s web site, 

hltp://www.hhs.gov/ocr/hippa. 
 

                               

 ______________________________________________      _________________________________________________ 

 Signature of Patient or Personal Representative           Printed Name of Patient 

 

 Date:__________________________________________ 

 

 

 



 
                                         520 S El Camino Real, Suite 206 San Mateo, Ca 94402 
                                                 P: (650) 579-PAIN(7246) F: (650) 232-0404 
                            www.californiaspinalrehab.com email: info@californiaspinalrehab.com 
 

 

OFFICE POLICIES 
 

The following steps have been designed to minimize waiting and to increase your 
comfort while in the office: 

1. Please “sign in” on the pain chart upon entering the office. 
 
2. To hold your preferred treatment time, we request that all appointments be made  in advance whenever 

possible. Your results are obtained based on the number of visits per week, not per month. Therefore, it 
is vital to maintain your schedule. If an emergency arises, please notify us as soon as possible.  

 
3. Our office has a 24-hour cancellation policy, which is strictly enforced. If you fail to contact us within 

that time period prior to your appointment, you will be charged a $50 cancellation fee, which will be 
donated. 
 

4. Co-payments are due before each visit. 
 

5. Health insurance patients: We will verify your eligibility prior to your first visit and/or beginning of 
each calendar year. However, this is not a guarantee for reimbursement. In order to avoid the build of a 
balance towards your account, we are requesting that you to put a credit card on file with us.  If you want 
us to bill your insurance company for you, please fill out our credit card form. With your signature, you 
will give us permission to charge your credit card ONLY for any outstanding balance not paid/covered 
by your insurance company, following the receipt of each EOB (Explanation of the benefit). No other 
charges will occur on your credit card. Full confidentiality and protection  are guaranteed towards 
your credit card and personal information.  
 

6. We accept cash, checks, VISA and MC. A prepaid discount is available for you. Please ask the front 
desk for more information. 

 
7. Please do not use your cell phone while in clinic. 

 
8. For parents visiting our clinic, please watch your children very carefully. Children are not allowed on 

any of the equipments or machines for safety reasons unless specifically instructed by the clinic 
personal.  

 
              We appreciate your support and look forward helping you to achieve your health care goals! 

 

 

_________________________________                                               __________________________________ 
Doctor’s signature Patient’s signature 

 

http://www.californiaspinalrehab.com/


CALIFORNIA SPINAL REHAB CLINIC 
 

520 S El Camino Real, Suite 206 San Mateo, Ca 94402 
Phone: (650) 579-PAIN (7246) Fax: (650) 232-0404 

 

INFORMED CONSENT TO CHIROPRACTIC TREATMENT 
 

I hereby request and consent to the performance of Chiropractic adjustments and any other Chiropractic 
procedures; including examination tests, diagnostic x-rays and physical therapy techniques, on me (or on the 
patient named below for which I am legally responsible) which are recommended by the Doctor of 
Chiropractic named below and/or other licensed Doctors of Chiropractic who now, or in the future, render 
treatment to me, while employed by, working for, or associated with, or serving as backup for the Doctor of 
Chiropractic named below.  

I understand that, as with any health care procedures, there are certain complications which may arise during a 
Chiropractic adjustment. Those complications include, but are not limited to; fractures, disc injuries, 
dislocations, muscle strain, Horner's Syndrome, diaphragmatic paralysis, cervical myelopathy and 
costovertebral strains and separations. 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. I do not 
expect the doctor to be able to anticipate all risks and complications, and I wish to rely on the doctor to exercise 
judgment during the course of the procedures which the doctor feels at the time, based upon the facts then 
known, and are in my best interest.  

I have had an opportunity to discuss with the doctor named below and/or with office personnel the nature, 
purpose and risks of Chiropractic adjustments and other recommended procedures and have had my questions 
answered to my satisfaction. I understand that the results are not guaranteed.  

I have read or have had read to me the above explanation of the Chiropractic adjustment and related treatment. 
By signing below, I state that I have weighed the risks involved in undergoing treatment and have myself 
decided that it is in my best interest to undergo the Chiropractic treatment recommended. Having been 
informed of the risks, I hereby give my consent to that treatment. I intend this consent form to cover the entire 
course of treatment for my present condition and for any future conditions for which I seek treatment.  
 
California Spinal Rehab Clinic                          Print Name(s) of Doctor Treating This Patient 
520 S El Camino Real, Suite 206                        
San Mateo, Ca 94402                                         _________________________________________ 
 
                                                                             _________________________________________ 
 
                                                                            
 

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE 
 
_________________________________________________________           __________________________ 
Printed Name of Patient                                                                                       Date  
 
_________________________________________________________           __________________________ 
Signature of Patient or Patient Representative                                                     Date  
 
_________________________________________________________           __________________________ 
Witness to Patient's signature                                                                               Date  
_________________________________________________________          ___________________________ 
Translated by                                                                                                        Date  
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