
PATIENT HEALTH RECORD 
 
Name: _________________________________________________________ Guardian’s Name (if minor): _________________________ 

Address: ______________________________________________  City: _____________________  State: ___________  Zip:___________ 

Birth Date: __________________________  Age: ____________   Ethnicity: ____________________  Male_________  Female ________ 

Cell Phone: ___________________________________________   Home Phone: _______________________________________________ 

Work Phone: __________________________________________  E-mail: ____________________________________________________ 

Occupation: ___________________________________________  Employer: _________________________________________________ 

Primary Care Physician: ____________________________________________________  City: ___________________________________ 

Marital Status:  M    S    W    D    Emergency Contact: ______________________________ Phone #: _____________________ 

Are you insured?:  Y    N   Insurance Company: ______________________________ ID #:__________________________________ 

Cardholder’s Name: _____________________________________________  Cardholder’s Date of Birth: __________________________ 

Social Security #: _______________________________________________  Is this visit the result of a work or auto injury?:  Y    N 
 

REASON FOR THIS VISIT 
*Describe the purpose of this visit: ___________________________________________________________________________________ 

*How did this condition begin?: _____________________________________________________________________________________ 

*When did this condition begin?: ____________________________________________________________________________________ 

*What makes it better? (rest, ice, heat, positioning, etc.): _________________________________________________________________ 

*What makes it worse? (sitting, standing, walking, bending, lifting, etc.): ____________________________________________________ 

*Does the pain:  Stay in one spot        Travel to other areas 

*Type of pain:  Sharp/Shooting       Ache       Burning       Pins and needles       Numbness       Other _____________________ 

*Describe this condition:  Getting worse       Stays constant       Comes and goes 

*Please rate your pain (10 being the worst):      1      2      3      4      5      6      7      8      9      10 

*Has this condition occurred before?:  Yes    No      Please explain: ______________________________________________ 

*Have you ever seen other doctors for this condition?:   Yes    No 

Doctor’s Name(s): ________________________________________________________________________________________ 

Types of treatment: _______________________________________________________________________________________________ 

Did it help?:     Yes       No       Temporary relief 

Any other recent health concerns?: ___________________________________________________________________________________ 
 

EXPERIENCE WITH CHIROPRACTIC Mark the location of your pain 
 

Who referred you to this office?: _____________________________________ 

Have you been adjusted by a chiropractor before?:   Yes    No 

Reason for those visits?: ____________________________________________ 

Doctor’s name: ___________________________________________________ 

Approximate date of last visit: _______________________________________ 

 



CURRENT MEDICATIONS 
 High Blood Pressure Medication        

 Pain Killers                        Blood Thinners   

 Anti-anxiety Medicine         Muscle Relaxers 

 Over-the-counter pain relievers  
         (Advil, Tylenol, Aleve, Ibuprofen) 

 Other: _______________________________________ 

           Smoker       Past       Present 

         How Much? ________________________________ 

           Alcohol      Past       Present 

         How Much? ________________________________ 

HEALTH CONDITIONS 
Please check each of the diseases or conditions you have now or have had in the past 
 Dizziness 

 Headache 

 Neck pain 

 Numbness in arms/legs/hands 

 Pain in arms/legs/hands 

 Lower back pain 

 Heart surgery/ pacemaker 

 Heart attack/ stroke  

 HIV/AIDS 

 High or low blood pressure 

 Arthritis 

 Diabetes 

 Hepatitis 

 Cancer/ Chemotherapy 

 Joint replacement _______________ 

*For women: 

Are you pregnant?  Y    N 

Are you taking birth control?  Y   N 
Last menstrual cycle? ______________ 

 Other(s): ______________________________________________________ 

 Please list surgeries and dates: ____________________________________________ 
 

Our Privacy Policy 
While the law requires us to give you this disclosure, please understand that we have, and always will, respect the privacy of your health information.  
There are several circumstances in which we may have to use or disclose your health information. 
-We may have to disclose your health information to another health care provider or a hospital if it is necessary to refer you to them for the diagnosis, 
assessment, or treatment of your health conditions.  
-We may have to disclose your health information and billing records to another party if they are potentially responsible for the payment of your 
services. 
-We may need to use your health information within our practice for operational purposes. 
We have a more complete notice that provides a detailed description of how your health information may be used or disclosed. You have the right to 
review that notice before you sign this consent form. 

Your right to limit uses or disclosures 
You have the right to request that we do not disclose your health information to certain individuals, companies or organizations. If you would like to 
place any restrictions on the use or disclosure of your health information, please let us know in writing. We are not required to agree to your 
restrictions. 

Your right to revoke your authorization 
We offer spinal adjustments in an open room setting, with other patients in the same room. Comments about your symptoms, improvements or the 
lack there of may be discussed at your office visits. If you have something private that you would like to discuss with the doctor, let the front desk 
know and you will be put in a private room. Telephone calls may be monitored, and videotaping may be done for training purposes or quality control. 

I give my permission to disclose my information to my primary care physician and: ____________________________________________. 

                                                                                                            I have read your consent policy and agree to its terms.                      Initial ___________ 
 

Informed Consent to Chiropractic Treatment 
The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order to adjust/ manipulate your joints. You may 
hear a “click” or “pop” similar to when a knuckle is “cracked” and you may feel movement in the joint. Various ancillary procedures, such as hot or 
cold packs, electric stimulation, therapeutic ultrasound, and traction as well as exercise instruction and other modalities may also be used.  
Possible risks and probability: There are inherent risks in our and all treatment derived by any health care provider ranging from taking a single 
aspirin to a complicated brain surgery. Chiropractic care is no exception. Although we take every precaution, there are indeed some slight risks to 
chiropractic adjustments/ manipulations. The risk is very minor to non-existent in any treatment to the extremities. The risks involved in treatment 
to the spine, excluding the neck, are several. A list from the least to the most serious would include: muscular strain (rare), ligamentous sprain (rare), 
fractures (rare), and injury to the intervertebral discs, nerves, or spinal cord (very rare). The risks involved in the treatment of the neck would include 
any of the proceeding list but also include a remote possibility of cerebrovascular injury, or stroke (very rare: incident rate is one in ten million). A 
minority of patients may notice a stiffness or soreness after the first few days of treatment (common). The ancillary physical therapy procedures could 
produce skin irritations, burns or other minor complications (rare). 
Other treatment options, not provided by this clinic, which could be considered, may include the following: 

 Over-the-counter analgesics: The risks of these medications include irritations to the stomach, liver and kidneys and other side effects in a 
significant number of cases. 

 Medical care, typically anti-inflammatory drugs, tranquilizers and analgesics. Risks of these drugs include numerous undesirable side 
effects, usually more serious than those listed above and patient dependence in a significant number of cases. 

 Surgery in conjunction with the medical care adds risks of adverse reactions to anesthesia (which include death), as well as extended 
convalescent period in a significant number of cases. 

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes. These changes can 
further reduce skeletal mobility and include chronic pain cycles. It is quite probable the delay of treatment will complicate the condition, make 
further rehabilitation more difficult or impossible. Concerns or questions: Please ask your doctor to explain any concerns about treatment you may 
have.  

I have read the above explanation of chiropractic care. I have fully evaluated the risks and benefits of undergoing treatment. I have freely decided to 

undergo the recommended treatment and hereby give my full consent to treatment.                                                                           Initial ___________ 

 

I understand that all services are to be paid in full at the time of service. I hereby authorize the doctor to release all information necessary to secure 
the payment of benefits. I clearly understand that all services rendered to me are charged directly to me and that I am personally responsible for 
payment. I also understand that if I suspend or terminate my care and treatment, any fees for professional service rendered to me will be immediately 
due and payable. I authorize the use of signature on any insurance submissions.  

Signature: ________________________________________________________________   Date: ________________________ 



 

  

 

 
 

REQUEST OF RECORDS TRANSFER 

 

I, ________________________ hereby authorize the release of all health records, exams, 
reports, x-rays and labs of such request that they are transferred to: 

Name: Advanced Back & Neck Care Center, LLC 

Address: 565 Long Hill Road, Groton, CT 06340 

Phone: (860) 448-2225 

Fax: (860) 446-0784 

 
From: 

Name: _____________________________________ 

Address: ___________________________________ 

Phone: ____________________________________ 

Fax: _______________________________________ 

 

__________________________________________          __________________ 
Signature (Patient/Guardian)                                                  Date of Birth 

 

__________________  
Date 

This request of records will expire 5 years from this date. 

 

565 Long Hill Road       Dr. Joseph Mascaro, D.C., Clinic Director 
Groton, Connecticut 06340      Dr. Michael Thomas, D.C., C.C.S.P 
(860) 448-2225       Dr. Warren Geruso, D.C.,  

(860) 446-0784 (fax)      Dr. Carl Zapatka, D.C. 

www.AdvancedBackandNeck.com     
 


