VALLEY CHIROPRACTIC AND WELLNESS CENTER

18001 N 79TH AVE B45 GLENDALE AZ 85308

P: 6237739234 F: 6237739228

Registracion de Nuevo Paciente y Questionario de Accidente (
Nombre: ________________________________ Edad: _______ Fecha de Nacimiento: _________ Fecha: __________

                       APELLIDO                      NOMBRE        2ndo. NOMBRE                           

Direccion: ____________________________________ #Seguro Social : _____________________ ( Hombre  ( Mujer
Ciudad, Estado, Codigo: _____________________________ Estatuto Marital: ( C   ( S   ( V  ( D   # de Hijos_______
Numero de Telefono (_____)____________________ Telefono del Trabajo (_______) ___________________________
Telefono Celular (_____) ___________________ Correo Electronico: _________________________________________
Empleador: __________________________________ Nombre del Esposo(a): ________________________________
Ocupacion: ____________________________ Empleador del Esposo(a): _____________________________________
En caso de emergencia, notificar____________________ Relacion: ____________Telefono (_______) ___________

Por Favor Denos La Informacion Apropiada de su Aseguranza: 

1) NOMBER DE SU ASEGURANZA: __________________________________________________________________
Direccion: ________________________________Telefono:(_____) ____________  Aseguranza: __________________
Numero de Reclamo: __________________________ Numero de la Polisa: ___________________________________
Representante del  Reclamo: _____________________________________

Telefono: (______) __________________________ Fax: (_______) ___________________________

Beneficios Medicos: _____________ Beneficios sin Seguro: ______________ Beneficios Bajo Seguro: ______________
A firmado usted una Renuncia de sus Beneficios? ( Si   ( No  ( No estoy Seguro    

Eres Estudiante de Tiempo Completo? ( Si  ( No     Vives con Algun Familiar? ( Si  ( No

2) NOMBRE DE SU ASEGURANZA DE SALUD: ___________________________________________________________

Direccion: ________________________________Aseguranza: ______________________________________________

Fecha de Nacimiento: __________________ Numero de Polisa: ______________________Numero S.S.: ________________   

Telefono: (______) __________________________ Fax: (_______) ___________________________

3) NOMBRE DE TERCER PARTIDO DE SU ASEGURANZA: _______________________________________________
Direccion : __________________________________ Representante de Reclamo: ______________________________

Numero de Reclamo: _____________________ Numero de Polisa: _______________________

Nombre del Asegurado: ______________________________________
Telefono: (______) __________________________ Fax: (_______) ___________________________

4) ABOGADO: ________________________________________ Asistente Legal: ______________________________

Direccion: ________________________________________________________________________________________

Telefono: (______) __________________________ Fax: (_______) ___________________________

Acuerdo de Comformidad (ACTO DE PRIVACIDAD) 

Nuestra oficina es requerida por ley de mantenerlo informado del  acto de privacidad. Esta nota explica de nuestras responsabilidades legales y nuestras practicas de privacidad con respecto a la protección e información de su salud. Por favor firme en las líneas de abajo reconociendo que usted a leído esta nota del Acto de Privacidad. Una copia se le pude proveer si usted lo desea.
Firma del Paciente: _______________________________Fecha: __________________________________
Testigo: _______________________Fecha: _______________Iniciales del Personal___________________

Solamente Automobil/Motocicleta

En el accidente /choque: Usted era el  ( Conductor  ( Pasagero  ( Peaton  ( Otro? ___________________________

Su vehiculo le pego al otro vehiculo?  (Si  (No        El otro vehiculo? ( Si   (No   

Por que lado le pegaron?  ( Atras   ( Frente  ( Lado del  Conductor  ( Lado del Conductor   
Solo para Motocicleta: ( Lado Isquierdo  ( Lado Derecho  

Se le dieron infracciones? ( A usted  ( Conductor de el Vehiculo ( Conductor del otro Vehiculo  ( No Citatorios Dados      

Su vehiculo se dirijia?  ( Norte  ( Sur   ( Este ( Oeste en _____________________________ (Calle/Autopista)

El otro vehiculo se dirijia? ( Norte ( Sur  ( Este  ( Oeste en _________________________________ (Calle/Autopista)

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

A perdido Tiempo de su Trabajo? ( Si  ( No:  Si es asi, Fechas:  _____________________ a __________________
A donde fue despues del Choque/Accidente? ( Hospital ( Urgencias ( Casa ( Trabajo  ( Otro ______________
Lo llevaron en Ambulancia? ( Si   ( No  A que Hospital? _______________________________________________
Direccion: __________________________________________ Fecha de Hospitalizacion: ________________________

Dr. que lo Atendio en el Hospital: __________________________ Tratamiento Dado? ___________________________

Ha hecho usted estas cosas después del  choque/accidente?: 

( Hielo


             ( Medicamento (nombre) ________________     ( Descanso



( Calor  (de cualquier tipo) 
( Ejercicio


                            ( Otro________________ 

Describe in detail, in your own words, how the crash/accident happened: (If you need more space please write on back)

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

CHEQUE LOS SIGUIENTES SINTOMAS QUE USTED A NOTADO DESDE EL CHOQUE/ACCIDENTE:

( Dolor de Cabeza
     ( Dolor en la Espalda   
( Dolor de Espalda Baja

 ( Timbre en los Oidos
( Dolor de Cuello               ( Dolor de Pecho
             ( Espalda Tirante

              ( Zumbido de Oidos
( Cuello Tieso

     ( Pecho Moreteado

( Dolor Radiante

              ( Mareos
( Sueno Inquieto
     ( Moretones en Todo
( Perdida de Olor                                     ( Perdida de Olor
( Depresion

     ( Vision Nublada

( Hormigueo en los Brazos

 ( Perdida de Apetito
( Ansiedad
                  ( Sensitivides a la Luz
( Dolor de Quijada (TMJ)

 ( Quemaduras


( Desmayos

     (Dolor de Espalda Baja
( Dolor de la Pierna Posterior de Arriba
 ( Cortadas


( Espasmos de Musculo   ( Dolor de Brazo Bajo
( Dolor de la pierna Posterior de Abajo
 ( Puntadas
( Otros Sintomas: ________________________________________________________________________________

Tiene sintomas en la cual no se habian resuelto antes de su accidente? (por favor liste)

_________________________________________________________________________________________________

Por favor liste enfermedades serias y accidentes: 

     Mes  y  Ano 

Ciudad, Estado
_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

 Nombre del  Paciente: ___________________________________________________ Fecha: ____________________

Por favor liste recientes rayos-x, laboratorios e otro tipo de exámenes:                Fecha                    Oficina/Doctor
_________________________________________________________________________________________________

_________________________________________________________________________________________________

Por favor liste sus medicamentos y dosis:


Frequencia

        Para que Enfermedad?

_________________________________________________________________________________________________

_________________________________________________________________________________________________
Liste alguna alergia a medicamentos, comida u otro: ______________________________________________________

Esta embarazada? ( SI  ( No  Primer dia de su ciclo menstrual: ___________________________________________
Fuma? ( Si   ( No; Cuanto? ___________   Toma alcohol? ( Si  ( No; Cuanto? ___________
Tiene Algun Historial Acerca de las Enfermedades de la Lista de Abajo?:

Tuberculosis
( Si  
          Pulmones 
 ( Si 

Gota                     ( Si            Diabetes       ( Si   

Rinones
( Si  
          Ulceras   
              ( Si  
             Corazon               ( Si             Hepatitis       ( Si    
Sciatica             ( Si                Presion                  ( Si  

Transfusiones      ( Si  
          Polio / MS     ( Si  

Colon                ( Si                Ataque                   ( Si
       Cancer                 ( Si            Hemorragias ( Si  

Paralisis           ( Si                Ataque Eepileptico ( Si  

Artritis                  ( Si  
          Asma            ( Si  

Anemia             ( Si                Tiroide                   ( Si  
             Drogas                 ( Si            AIDS (sida)    ( Si
Patient Name: __________________________________________________________ Date: ____________________

Have you had a repair estimate or has the vehicle you were in been repaired?

 Yes - If Yes, please provide a copy of the repair information

Was the repair done by an independent body shop?  Yes  No  Not Sure

Did you get a second repair estimate?  Yes  No

Were the seatbelts replaced for all passengers in the crash?  Yes  No  Not Sure

Were the anchors and seatbelt tensioners inspected for all passengers in the crash?  Yes  No  Not Sure

Was there any damage to the seat(s) or head restraint(s)?  Yes  No  Not Sure

Was the vehicle put on a hydraulic jack/lift?  Yes  No  Not Sure

Was the frame inspected and/or repaired?  Yes  No  Not Sure

 No - If No, when is it scheduled for repair? ______________________________________

CONSENT FOR TREATMENT

I understand it is the practice of Dr. Samuel Sickmeyer to evaluate, examine and oversee patient care and

treatment. I authorize the staff of Valley Chiropractic and Wellness Center to render whatever services are

necessary for the care of myself and/or my family, and I agree to assume all financial obligations incurred for

such care.

Patient Signature:_________________________________________________________ Date: ____________________

Consent for Purposes of Treatment, Payment & Healthcare Operations HIPAA Notice

I consent to the use or disclosure of my protected health information by Valley Chiropractic and Wellness

Center for the purpose of analyzing, diagnosing or providing treatment to me, obtaining payment for my health

care bills or to conduct health care operations of Valley Chiropractic and Wellness Center. I understand that

analysis, diagnosis or treatment of me by Valley Chiropractic and Wellness Center may be conditioned upon

my consent as evidenced by my signature below.

I understand I have the right to request a restriction as to how my protected health information is used or

disclosed to carry out treatment, payment or healthcare operations of the practice. If I request a restriction,

Valley Chiropractic and Wellness Center may or may not agree to a restriction that I request, the restriction is

binding on Valley Chiropractic and Wellness Center. I have the right to revoke this consent, in writing, at any

time, except to the extent that Valley Chiropractic and Wellness Center has taken action in reliance on this

Consent.

My "protected health information" means health information, including my demographic information, collected

from me and created or received by my physician, another health care provider, a health plan, my employer or

a health care clearinghouse. This protected health information relates to my past, present or future physical or

mental health or condition and identifies me, or there is a reasonable basis to believe the information may

identify me.

The privacy practices of Valley Chiropractic and Wellness Center are as follows; our patients’ documents will

not be released outside of our office without express agreement from the patient. The documents that can be

released with permission from the patient are for purposes of treatment and billing compliance with an

insurance company. Any request for the release of records must be signed in witness of a Valley Chiropractic

and Wellness Center employee. Each employee at Valley Chiropractic and Wellness Center is informed on

HIPAA laws and regulations.

Valley Chiropractic and Wellness Center reserves the right to change the privacy practices that are described

above. I may obtain a revised notice of privacy practices by calling the office of Valley Chiropractic and

Wellness Center and requesting a revised copy be sent in the mail or asking for one at the time of my next

appointment.

_________________________________________ ___________________________

PATIENT SIGNATURE (or RESPONSIBLE PARTY) DATE
PATIENT CONSENT FOR RELEASE OF MEDICAL INFORMATION

Due to HIPPA laws that are now in effect we must have your written authorization to release your medical

information to a person other than yourself. Understand that your information may need to be discussed with

your current physician and/or any other medical facility in regards to the scheduling of procedures, testing or

surgery. Only the information needed to do this will be released. The release will be valid for one year from the

date of signing.

Who may we release your medical information to OTHER THAN medical providers related to your care?

NAME: _______________________________________________ Relationship: _____________________

NAME: _______________________________________________ Relationship: _____________________

NAME: _______________________________________________ Relationship: _____________________

Photo Release

By signing this form I hereby authorize Valley Chiropractic and Wellness Center to use and publish my name

and photographs and/or videos onto the internet without compensation. I understand that any information

published on the internet is accessible to millions of users. Photos and videos will be used for educational and

promotional material. Photos will only be taken if consent is given that day.

If you choose to not have your photo taken in office, please leave the signature blank & check the opt. out box.

Signature: _________________________________________

Opt out 
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