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2781 Freeway Blvd #160, Brooklyn Center, MN  55430
Office: 763-244-8022 Fax: 763-244-8021        


PERSONAL                                                                                                      DATE:_________________________
Name:_________________________________________ Home Phone:___________________________
Address:________________________________________ Cell Phone:____________________________
City:___________________________________________ Social Security #:________________________
State:____________    Zip Code:__________________ DOB:_____________________ Age:___________
E-Mail Address:________________________________________________________________________
Sex:    M□    F□                       Cirlce One:      Married    Never Married     Widowed     Divorced     Separated
Employer:_______________________________________ Type of Work:__________________________
Address:________________________________________ Business Phone:________________________
Is your condition related to an auto or work-related injury?:   □ Yes   □ No
(If yes) have you reported Injury to your Auto Ins.  Company or to your Employer (if applicable)?   Yes□    No□
(Auto or Work-related)  Insurance Information:
Insurance Company Name:_______________________________________________________________
Claim #:_____________________________________  Policy #:__________________________________
Please provide your driver’s license to our staff to make a copy.  
CURRENT HEALTH COMPLAINT
Your major unwanted symptom/health condition:
□ Neck pain   □ Headaches   □ Dizziness   □ Radiating Pain/tingling/numbness into Arms/Hands   □ Back pain   □Radiating pain/tingling/numbness into legs/feet   □ Muscle Weakness   □ Increased pain sitting   □ Increased pain standing   □ Difficulty performing household chores  
Date and Location of most recent MRI: _____________________________________________________
□ Other Current Symptoms___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]
Doctors/Clinics seen for this condition:__________________________________________________________________________________________________________________________________________________________________
What was the diagnosis they gave:________________________________________________________
What type of treatment do you receive:____________________________________________________
What were the result of these treatments:__________________________________________________
Current Medications:___________________________________________________________________
Current Vitamins Minerals and Herbs:______________________________________________________
PAST HEALTH HISTORY:
Any Childhood illness, adult illness, accident, injuries, surgeries, or hospitalizations in your lifetime?
□None Recalled         If yes, list:___________________________________________________________
____________________________________________________________________________________
Amount:  Caffeine?____________ day(s)/week,  Nicotine?___________day(s)/week, Alcohol?________________day(s)/week  
Exercise Regularly? □Yes  □No  (if Yes):  Type:__________________ Frequency:________x/week
FEMALES ONLY:  Are you pregnant?  □Yes   □NO   □Not Sure        Date of last Period:_________________
CIRCLE ANY OF THE FOLLOWING DISEASES YOU HAVE EVER HAD IN THE PAST:
General:  Fatigue  Allergies    Loss of Sleep    Fever
Musculoskeletal:  Low back pain    Neck pain    Arm pain    Shoulder pain    Joint Pain/Stiffness    Jaw pain
Nervous System:  Headache   Dizziness   Numbness   Nausea   Confusion   Forgetfulness  Cold/Tingling
Gastro-Intestinal:  Poor Appetite  Excessive Thirst   Vomiting   Diarrhea   Hemorrhoids   Liver Issues     Gall Bladder Problems   Weight Trouble   Abdominal Cramps
Genito-Urinary:  Bladder Troubles    Painful/Excessive Urination    Discolored Urine
Cardiovascular:  Chest pain    Shortness Breath    Blood Pressure Prob    Irregular Heartbeat    Lung Problems   Varicose Veins     Ankle Swelling
Ears Eyes Nose Throat:  Stuffy Nose   Vision Problems   Sore Throat   Dental Issues   Ear Aches   Hearing
Male/Female:  Menstrual Irregularities/Cramps     Vaginal pain/infection     Breast pain/lumps    Prostate/Sexual Dysfunction   Other_______________________________________________________


FAMILY HEALTH HISTORY
Please Circle any of the following conditions that runs in your family and next to each of the circled items list what family member(s) have these symptoms
Anemia   Arthritis   Asthma   Hay-Fever/Allergies   Back Trouble   Bursitis   Cancer   Constipation   Diabetes   Disc Problems  Emotional Problems   Emphysema   Epilepsy   Headaches  Heart Trouble      High Blood Pressure   Insomnia   Kidney Trouble   Liver Trouble   Migraines   Nervousness  Neuritis   Pinched Nerves   Nervousness   Neuritis  Pinched Nerves  Scoliosis   Sinus Troubles   Stomach Trouble
Mother’s Age:_______  List any health issues_____________________________________________
Father’s Age:________ List any health issues______________________________________________
Number of Brother’s_______ List any health issues_________________________________________
Number of Sisters’s________ List any health issues_________________________________________
Number of Children________ List any health issues__________________________________________
GOALS:
Please describe what your goals are and what you hope to accomplish with treatment from us:
____________________________________________________________________________________
_____________________________________________________________________________________

Patient Signature:_______________________________________________ Date:_________________


Do not write below this line
Patient Accepted?   □Yes    □No      □Referred___________________________________
Doctor’s Signature:_________________________________________________ Date________________


Dr. Jason J. Stadther, D.C. 



CONSENT FOR TREATMENT:  I, the undersigned, hereby authorizes Disc Centers of America – Brooklyn Center and its employees to perform diagnostic test, including, but not limited to administered treatment as necessary.
I, also certify that no guarantee or assurance has been made to the results that may be obtained.
I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment unless if under auto or workman’s compensation, then the auto or workcomp carrier will be billed.  Also, I agree to work with my attorney (if applicable) to get any outstanding bills paid through future settlements as they relate to the billing and treatment received and authorize my attorney to pay Disc Centers of America – Brooklyn Center directly.
Patient’s Signature________________________________________________________ Date___________________________
Authorization to Release Medical Information:  I authorize the release of any medical information necessary to process my insurance claim(s) and also certify that all insurance information given to this clinic is correct and complete.
Patient’s Signature_________________________________________________________Date____________________________
Consent For Treatment of Minor:  I hereby authorize Jason Stadther, D.C. and whomever he may designate as his assistant(s), to perform diagnostic tests, including, but not limited to administered treatment as he deems necessary to my (indicate relationship)_______________ (child’s name)___________________________.
Guardian’s Signature______________________________________________________ Date_____________________________
I hereby and request and authorize you, your employees and agents to furnish to the person(s) listed below or anyone designated in writing by them, all copies of records and reports, including copies of x-rays and photostatic copies, abstracts or excerpts of all records and any other information they may request relating to examination, treatment or opinion concerning any condition that I may have had in the past or now have, or may have in the future.  Please forward this to:  DISC Centers of America – Brooklyn Center
Patient’s Signature_______________________________________________________ Date_______________________________
HIPAA
I hereby acknowledge that I have been supplied HIPAA documents relating to privacy.
Patient Signature:________________________________________________________Date________________________________











Dr. Jason J. Stadther, D.C. 

CONSENT FOR PURPOSES OF TREATMENT, PAYMENT & HEALTHCARE OPERATIONS
I have been given a copy of DISC Centers of America – Brooklyn Center Notice of Privacy Practices, six (6) – page document describing DISC Centers of America – Brooklyn Center’s policies concerning their implementation and compliance with the health information privacy rules of the Health Insurance Portability and Accountability Act (HIPPA).  I have reviewed and understand the Notice, which describes the types of uses and disclosures of my protected health information that will occur in my treatment, payment of my bills, or in the performance of health care operations of DISC Centers of America – Brooklyn Center, and describes my rights and DISC Centers of America – Brooklyn Center’s duties with respect to my protected health information.
I consent to the use or disclosure of my protected health information by Shingle Creek Medical Group, LLC for the purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care operations of DISC Centers of America – Brooklyn Center.  I understand that diagnosis or treatment of me by Jason J Stadther, DC may be conditioned upon my consent as evidenced by my signature on this document.
I understand I have the right to request restriction as to how my protected health information is used or disclosed to carry out treatment, payment, or healthcare operations of the practice.  DISC Centers of America – Brooklyn Center is not required to agree to the restrictions that I may request.  However, if DISC Centers of America – Brooklyn Center agrees to restriction that I request, the restriction is binding on DISC Centers of America – Brooklyn Center and Jason J. Stadther, D.C.
I have the right to revoke this consent, in writing at any time, except to the extent that DISC Centers of America – Brooklyn Center and Jason J. Stadther, D.C. has taken action in reliance on this consent.
My “protected healthcare 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 clearing house.  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.
DISC Centers of America – Brooklyn Center reserves the right to change the privacy practices that are described in the Notice of Privacy Practices.  I may obtain a revised notice of privacy practices by calling the office and requesting a revised copy to be sent in the mail or asking for one at the time of my next appointment.


_____________________________________________________________
Signature of Patient or Personal Representative

_____________________________________________________________
Name of Patient or Personal Representative

______________________________________________________________
Date

Dr. Jason J. Stadther, D.C. 

Release of Medical Information
To Others Involved in Your Healthcare
As stated in our Notice of Privacy Practices, we may disclose to a member of your family, a relative, a close friend or any other person you identify, your protected health information (PHI) that directly relates to that person’s involvement in your health care.  We request that you designate the individuals with whom we may discuss your protected health information.
I________________________________________give DISC Centers of America – Brooklyn Center and/or the colleague’s permission to discuss my protected health information with the following persons:
                Name                                                                       Phone Number
______________________________________         ________________________
______________________________________         ________________________
______________________________________         ________________________
______________________________________         ________________________
______________________________________         ________________________

______________________________________         ________________________
Signature of Patient or Personal Representative                                 Date

_________________________________________________          ______________________________
Signature of Witness                                                                           Date

I understand that I may rescind or modify this permission at any time.  Such changes must be in writing to DISC Centers of America – Brooklyn Center.
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