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CHIROPRACTIC o

Dr Christopher LaRocca, DC

awrnowsme  PATIENT INTAKE FORM

Brooksville, FL 34601
352-593-5937

5465 Commercial Way
Spring Hill, FL 34606
352-835-7985

PATIENT INFORMATION

Today’s date:

Have you been seen in our office before? [JYes [JNo

If yes, when? What were you seen for?

Date of Birth: sex OOM [OF
Phone: Email:

Address:

City: Zip:
Occupation: Employer:

Retired? [JYes [JNo

Emergency Contact: Phone #:

Relationship: Phone #:

a= PLEASE BE SURE TO GIVE STAFF A COPY OF YOUR DRIVER'S LICENSE

PREGNANCY DISCLAIMER:
Pregnant: Oves [ONo If yes: Due Date
OBGYN: Name Number

MEDICAL INFORMATION:

Primary Care Physician:
PCP phone i#:

LIST MEDICATIONS AND VITAMINS

1 4.
2. 5.
3. 6.

Thank you for chossing S aRscca C/u'm/om,cﬁ'o/

We look forward to helping you achieve a healthier, pain-free life.




LHRDCBB l'l'l | PATIENT NAME:
CH|ROPRACT|C DATE:

Dr Christopher LaRocca, DC

5465 Commercial Way 43 W Fort Dade Ave H EA LTH

Spring Hill, FL 34606 Brooksville, FL. 34601

HISTORY

352-835-7985 352-593-5937

PLEASE CHECK IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING:

[J AIDS /HW [J Headaches O
[[] Anxiety / Depression [J Hepatitis L
] Arthritis (] High Blood Pressure ]
[J Asthma O High Cholesterol O
[] Autcimmune Disorder [ Heart Disease O
[] Back Pain [J Kidney Disease O
D Cancer [:l Neck Pain

(] Diabetes ] Numbness / Tingling

D Dizziness O Osteoporosis

[J Easy Bruising / Bleeding (L] Other (list below)

(] Fibromyalgia (] Respiratory Disease

PLEASE LIST ANY SURGERIES AND DATES: PLEASE LIST ANY ALLERGIES:

Seizures

Stroke

Surgeries (list below)
Thyroid Disorder
TMJ Disorder

Ulcers

PLEASE LIST ANY OTHER CONDITIONS NOT LISTED ABOVE:

ARE YOU CURRENTLY UNDER THE CARE OF ANOTHER DOCTOR? [ Yes [ No
IF YES, PLEASE EXPLAIN:

DO YOU SMOKE? O Yes 0 N If yes, how much and how often?

DO YOU DRINK ALCOHOL? [T] Yes [] No If yes, how much and how often?




e
Dr kChristopher LaRocca, DC REASON FOR V|S'T

5465 Commercial Way 43 W Fort Dade Ave
Spring Hill, FL 34606 Brooksville, FL 34601
352-835-7985 352-593-5937

r
HAVE YOU MISSED WORK OR SCHOOL DUE T0 THIS CONDITION? [T Yes [ Mo

IF YES, PLEASE EXPLAIN HOW MUCH TIME HAS BEEN MISSED:

WorRK [ scHooL [] IF OTHER, PLEASE SPECIFY:

N

What is the primary reason for your visit today?

When did your symptoms begin?

Was there an injury? [ Yes [ No If yes, please describe:

Please rate your pain on a scale of 0 (no pain) to 10 (worst pain imaginable):
0 1 2 3 4 5 6 7 8 9 10

N o A 6 I o O R A

Mark the areas where you have pain or discomfort:
Type of Pain (check all that apply):
O sharp

[ pult

[ Achy

[ Throbbing

[J Numbness / Tingling

[J Burning

(7 stiffness

O other

FRONT BACK LEFT SIDE RIGHT SIDE
What makes your symptoms better?

What makes your symptoms worse?




Dr Christopher LaRocca, DC Date:

5465 Commercial Way

ﬁ Patient Name:
i S

43 W Fort Dade Ave

i

Spring Hill, FL 34606 | Brooksville, FL 34601
1
|

352-835-7985

352-593-5937

MEDICAL RELEASE INFORMATION

1, . authorize LaRocca Chiropractic LLC to
receive copies of all my medical records / and or x-ray films and reports for the purpose of

Dr. Christopher LaRocca to view as part of my treatment.

This autherization is given pursuant Florida Statute 456.057 and HIPPA regulations. | understand
that Florida Statute 4566.057(10) makes clear that third party to whom records are disclosed and
prohibited from further disclosing any information in the medical record request without the
expressed written consent of the patient or patient’s legal representatives.

Patient Signature:

Patients Date of Birth:

Today’s Date:

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

L , acknowledge that | was provided with copy of the
Notice of Privacy Practices and that | have read them or declined the opportunity to read them and

understand the Notice of Privacy Practices. | understand that this form will be in my patient file for
6 years.

Patient / Guardian Signature: Date:

LaRocea Chiropractic may leave messages on my answering machine or cell phone O T O N

Patient / Guardian Signature: Date:

IN ADDITION TO THE ALLOWABLE DISCLOSURES DESCRIBED IN THE
“NOTICE OF PRIVACY PRACTICES”, | SPECIFICALLY AUTHORIZE DISCLOSURE

OF MY PROTECTED HEALTH INFORMATION TO THE FOLLOWING:

PLEASE PRINT NAME AND WHAT IS YOUR RELATIONSHIP TO SAID PERSON:

2

3.

For treatment period between and “If left blank we may release
all dates”

Patient / Guardian Signature: Date:

CONSENT TO TREAT MINORS

I, as the parent or legal guardian of

and/or other providers at LaRocca Chiropractic to examine, diagnose, and provide chiropractic care
and any other medically necessary treatment deemed appropriate.

Parent / Guardian Signature: Date:

, @ minor, do hereby authorize Dr. Christopher LaRocca, DC
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Dr Christopher LaRocca, DC

5465 Commercial Way 43 W Fort Dade Ave
Spring Hill, FL 34606 Brooksville, FL 34601

352-835-7985 352-593-5937

) INFORMED CONSENT

As a Doctor of Chiropractic, my primary treatments are spinal manipulation and soft tissue therapy, performed by hand or with a
mechanical instrument to move joints or treat muscles. You may hear a “pop” or “click” or feel movement. By consenting to care,
you agree to examination and treatment procedures that may include spinal manipulation, palpation, vital signs, range of motion
testing, orthopedic and basic neuroclogical testing, muscle strength testing, postural analysis, ultrasound, hot/cold therapy, electrical
stimulation, therapeutic exercise, mechanical traction, radio frequency, and pulse wave. As with any healthcare procedure,
chiropractic care has risks, including fractures, disc injuries, dislocations, muscle strain, cervical myelopathy, cordsvertebral strains or
separations, bums, and temporary stiffness or soreness. Stroke has been reported in association with visits to medical doctors and
chiropractors, although research does not establish that chiropractic treatment causes stroke; this association is disclosed because
stroke can cause serious impairment or death, though such events with upper cervical adjustment are extremely rare. | will make
reasonable efforts to screen for contraindications, but you must tell me about ary condition that may affect your care. Other opticns

may include over-the-counter pain relievers and rest, medical care and prescription drugs, hospitalization, or surgery, each with its
own risks and benefits that you may discuss with your primary physician. If untreated, injuries may worsen, adhesions may form,
mobility and function may decrease, and treatment may become more difficult or less effective.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE. | have reed and discussed this explanation of chiropractic
adjustment and related treatment with Dr. Christopher LaRocea, DC or his associates and my quastions have been answered.

I understand the risks and consent to the recommended treatment because | believe it is in my best interest.

PATIENT INITIALS:

OUR FINANCIAL POLICY

| understand that the Health and Accident insurance policies are an arrangement between the insurance company and you the policy
holder. | understand that the services provided by LaRocca Chiropractic LLC are in no way a promise of payment by your insurance
company. If my insurance company denies my claim(s) for any reason or misquotes my benefits to LaRocca Chiropractic LLC, the
balance of the account will be billed to me and due to LaRocca Chiropractic LLC. Direct payments made from the insurance
companies to the Doctor's office will be credited to my account upon receipt and any balances due will be my responsibilities.

All services rendered by LaRocca Chiropractic LLC to me are my personal responsibility and | agree to make payment for services
to the Doctor’s office. | understand that if 1 suspend or terminate my care and treatment all fees for services rendered will be
immediately due and payable. Should third party collection become necessary, | agree to pay all fees involved in the collections
process. | have read and fully understand the financial policy as written. | authorized the doctors at LaRocca Chiropractic LLC to
examine and treat my condition as deemed appropriate with Chiropractic Health Care. | give permission for these procedures
to be performed.

PATIENT INITIALS:

(&) ACKNOWLEDGEMENT

1 am the party responsible and/or legal guardian for payment and treatment received on this account. The doctor provides only
Chiropractic Care and is not responsible for any pre-existing medically diagnosed conditions or for making any medical diagnosis.

.
& eanent sicnature:




