
Just For The Health of It
2402 Broadway Vancouver, WA 98663 (360)-241-6630

Patient Information Sheet (Please Complete both Sides):

Name: ____________________________________________Age: _______ DOB:____/____/_________________

Marital Status: ◻Married / ◻Partner / ◻Single / ◻Divorced / ◻Separated / ◻Widow

Address:_____________________________________________________________________________________

City: ______________________ State: ______________ Zip:___________________________________________

Home Phone:(____)____________Cell Phone:(____)_____________ Work

Number:(____)______________________

Email:_______________________________________________________________________________________

Employer: _______________________________________Occupation:___________________________________

Brief Work Activity Description:

____________________________________________________________________________________________

Nearest Relative: ________________Relation to you:_________________ Phone Number: (____)_____________

Emergency Contact: ___________________________________________ Phone Number: (____)_____________

Referred By? ◻carachiro.com ◻Google Ad ◻FB Ad ◻Google Search ◻Insurance List

◻Current patient:____________◻ Event:__________◻ Other:________

Reason For this Visit? ◻Illness / ◻Injury / ◻Job related injury /◻Auto Accident / ◻Check-up/ ◻Other

How do you intend to pay? Cash / Credit Card / Insurance / Medicare / Worker’s Compensation/ Auto
Accident / Other?

(Filled Out by Office Manager, Please give insurance card to front desk):
Company: ______________________________________________ Phone Number: (____)_________________
Address:___________________________________________________________________________________
Patient ID:________________________________________ Group Number:_____________________________
Coverage: ND,LAC,LMT:______________________________________________________________________
Xrays:_________________________________Orthotic:_____________Cervical Pillow:____________________
Deductible:______________________________________________________Copay:_____________________
Referral Needed: Notes:

Please Read and Sign:
I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and
myself.  Furthermore, I understand that Just For the Health of It will prepare any necessary reports and forms to assist me in
making collections from the insurance company and that any amount authorized to be paid directly to Just For the Health of It
will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered to me are charged
directly to me and that I am personally responsible for payment.  If it becomes necessary to effect collections of any amount
owed on this or subsequent visits the undersigned agrees to pay for all costs and expenses including reasonable attorney fees.
I hereby authorize the doctor to release information necessary to secure payment of benefits

Signature: Date: / /

Please Fill Other Side………………………………..



Patient Name DOB: / /
Injury Information:
What are your injuries or complaints?_______________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Who have you seen for them so far?________________________________________________________________
When did they start?____________________________________________________________________________
What activities aggravate your condition?____________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Have you seen a chiropractor before? ◻No ◻Yes Year(s)______________________________________________
List Sport and Hobby Description and repeated Daily activities:___________________________________________
List all Forms of exercise:________________________________________________________________________
____________________________________________________________________________________________
How many glasses of water do you drink a day?______________________________________________________
List Medications/Supplements:____________________________________________________________________
Previous Car Accidents? ◻No ◻Yes, Year(s)_________________________________________________________
_____________________________________________________________________________________________
Serious Illnesses/Hospitalizations/Surgeries? ◻No ◻Yes

Please check the appropriate boxes:

□  □ Dizziness □  □ Sciatica □  □ Tuberculosis □  □ Difficulty Breathing
□  □ Headache □  □ Spinal Curvatures □  □ Bruise Easily □  □ Pleurisy
□  □ Allergies □  □ Swollen Joints □  □ Hay fever □  □ Cancer
□  □ Depression □  □ Colon Trouble □  □ Nosebleeds □  □ Itching
□  □ Knee Pain □  □ Difficult Digestion □  □ Sinus Infections □  □ Varicose Veins
□  □Ankle Pain □  □ Hemorrhoids □  □ High blood pressure □  □ Bed-Wetting
□  □ Hip Pain □  □ Asthma □  □ Low blood pressure □  □ Frequent Urination
□  □ Numbness □  □ Deafness □  □ Pain Over Heart □  □ Kidney Infections
□  □ Tingling □  □ Ear Noises □  □ Poor Circulation □  □ Prostate Trouble
□  □ TMJ Pain □  □ Enlarged Thyroid □  □ Rapid Heart Beat □  □ Cramps/Backache
□  □ Anemia □  □ Stroke □  □ Chest Pain □  □ Excessive Menses
□  □ Alcoholism □  □ Diabetes □  □ Polio □  □ Hot Flashes
□  □ Fatigue □  □ Ulcers □  □ Bursitis □  □ Rashes/Skin Lesions
List Typical Breakfast Foods:___________________________________________________________________
List Typical Lunch Foods:______________________________________________________________________
List Typical Dinner Foods:_____________________________________________________________________
List Typical Snacks and Beverages______________________________________________________________
List Hours of Sleep:______________________________ Tobacco Use:__________ Cups/Coffee:___________
List all types of exercise: Alcohol: Drugs:

Consent to Treatment
I the undersigned being 18 years of age or older, give my consent to examination and treatment as deemed necessary
and acceptable, understand that there are risks involved in the treatment of the spine and associated structures.
Patient Signature:                                                                                      Date:
I the undersigned parent/or person having legal custody/guardianship of the above named minor, do hereby authorize
and consent to any x-ray, examination and chiropractic diagnosis or treatment, which is deemed advisable by a
licensed chiropractor of this office. This authorization shall remain in effect until revoked by the undersigned
parent/guardian.
Parent/Guardian Signature:                                                                      Date:



JFTHOI DIGITAL COMMUNICATION POLICY
By consenting you are agreeing to receive email, newsletters, text messages for appointment reminders and other healthcare
communications / promotions or product updates: Patients in our practice may be contacted via phone, email and/or text
messaging to remind you of an appointment, to obtain feedback on your experience with our healthcare team, and to provide
general health reminders/promotions/deals and other information.

CONSENT: DO NOT CONSENT

My Preferred Communication Method:
Texting
Email
Call

Phone:

Email:

Full Name (Print):______________________________

Signature:____________________________________

Date:________________________________________

Please Fill Other Side………………………………..



HIPAA NOTICE OF PRIVACY PRACTICES
This notice of Privacy Practices describes how we may use and disclose your PHI to carry out treatment, payment or health care operations (TPO) and for other
purposes that are permitted or required by law. It also describes your rights to access and control your PHI. “PHI” is information about you, including
demographic information, that may identify you and that relates to your past, present or future physical and/or mental health or condition and related health care
services. Uses and Disclosures of PHI: Your PHI may be used and disclosed by your physician, our office staff and others of our office that are involved in your
care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and
any other use required by law. Treatment: We will use and disclose your PHI to provide, coordinate, or manage your health care and any related services. This
includes the coordination of management of your health care with a third party. For example, we would disclose your PHI, as necessary, to your primary care
physician that provides care to you. For example, your PHI may be provided to a physician to whom you have been referred to ensure that the physician has the
necessary information to diagnose or treat you. Payment: Your PHI will be used, as needed, to obtain payment for your health care services. For example,
obtaining prior approval for chiropractic or massage treatment may require that your relevant PHI be disclosed to the health plan or the health plan’s third party
administrator to obtain approval for the treatment. Healthcare Operations: We may use or disclose, as needed, your PHI in order to support the business
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical
students, licensing, and conducting or arranging for other business activities. For example, we may disclose your PHI to medical students that see patients in our
office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also call
you by name in the waiting room when your physician is ready to see you. We may use or disclose your PHI, as necessary, to contact you to remind you of your
appointment. We may use or disclose your PHI in the following situations without your authorization. These situations as Required By Law include: Public Health
Issues, Communicable Diseases, Health Oversight, Abuse or Neglect. Food and Drug Administration requirements, Legal Proceedings, Law Enforcement,
Coroners, Funeral Directors, Organ Donation, Research, Criminal Activity, Military Activity, National Security, Workers Compensation, Inmates required uses and
disclosures. Under the Law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to
investigate or determine our compliance with the requirements of Section 164.500. Other Permitted and Required Uses and Disclosures: Will be made only with
your consent, authorization, or opportunity to object unless required by law. You may revoke this authorization, at any time, in writing, except to the extent that
your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization. Your Rights: The following is a
statement of your rights with respect to your PHI. You have the right to inspect and copy your PHI. Under federal law, however, you may not inspect or copy the
following records: psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and
PHI that is subject to law that prohibits access to PHI. You have the right to request a restriction of your Protected Health Information: This means that you may
ask us not to disclose any part of your PHI for the purpose of treatment, payment, or healthcare operations. You may also request that any part of your PHI may
be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your
request must state the specific restriction requested and to whom you want the restriction to apply. Your physician is not required to agree to a restriction that you
may request. If the physician believes it is in your best interest to permit use and disclosure of your PHI, your PHI will not be restricted. You then have the right to
use another Healthcare Professional. You have the right to request to receive confidential communications from us by alternative means or at an alternative
location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e.
electronically. You may have the right to have your physician amend your PHI. If we deny your request for an amendment, you have the right to file a statement
of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. You have the right to receive an
accounting of certain disclosures we have made, if any, of your protected information. We reserve the right to change the terms of this notice and will inform you
by mail of any changes. You then have the right to object or withdraw as provided in this notice. Complaints: You may complain to use or by the Secretary of
Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your
complaint. We will not retaliate against you for filing a complaint. This notice was published and becomes effective on/or before April 14, 2013. We are required
by law to maintain the privacy of, and provide individuals with this notice  of our legal duties and privacy practices with respect to PHI. If you have any questions
about this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at 360-241-6630.

Signature below is only acknowledgement that you have received this notice of our Privacy Practices.

Print Name:_________________________ Signature:___________________________ Date:______________

FINANCIAL POLICY
It is the policy of Olsen Chiropractic LLC dba Just For The Health Of It, that all care and services rendered are charged directly to you, the patient, and you are
ultimately responsible for all payments, regardless of whether or not this office accepts insurance assignment. Olsen Chiropractic will handle the billing details
with the insurance company(s) on your behalf. Olsen Chiropractic will not accept assignments with any insurance company. However, Olsen Chiropractic, at the
sole discretion of Dr. Cara Olsen, may wait for payment until your particular case is settled provided that you obtain an attorney who is willing to protect the fees
and charges from Olsen Chiropractic. Furthermore, the attorney must be willing, and signs a document stating he/she will protect the fees, and charges of Olsen
Chiropractic. Olsen Chiropractic may file a medical lien as part of our billing and collection process. All payments are expected at the time of service or at the end
of each week. Patient balances may not exceed $200.00 at any time, or professional services may be terminated. A financial charge of one percent (twelve
percent annually)-minimum $2.00 charge and subject to change-will be assessed for my account when in excess of the amount stated above. The financial
change will be assessed at or near the time of the billing cycle at the end of each month. This office will bill your insurance company for you on a regular basis. I
understand that my insurance policy is a contract between the insurance company and myself. Therefore, I am ultimately responsible for payment of all care and
services rendered to me by Olsen Chiropractic. A non-sufficient funds charge (NSF), of no less than $20.00 and subject to change will be charged for each
check or credit card transaction returned as NSF. I also acknowledge and understand that if I suspend or terminate my care and treatment, any fees and charges
for professional services rendered for me will be immediately due and payable. In the event of a delinquency and or a dispute of my account and/or if my case is
turned over to collections for non-payment, I am responsible for all collection and legal fees accrued as a result of the action(s).

My signature below verifies that I have been informed of and  that I fully understand, and am in agreement with the financial policy of Olsen Chiropractic.

Print Name:_________________________ Signature:___________________________ Date:______________


