Lorraine Gravante, D.C.

2176 Oak Rd, Suite D, Snellville, Georgia 30078


            Phone #: 678.990.9400 Fax#: 678.990.9405 www.drgravante.com
Patient Name: _______________________________ Patient ID: _____   ________    

Welcome to The Center for Natural Healing and Weight Loss!

Thank you for choosing our practice for your Chiropractic and/or Nutritional needs.  Please complete this form to the best of your ability,                  filling in all applicable information.  If you have any questions or concerns, please do not hesitate to ask the Front Desk for assistance. 

Patient Information

Full Name: _________________________________________ Name you would like to be called:  __________

Date of Birth: _____/_____/______ Social Security #: ______-_____-______    Sex:  Female   Male

Address: ________________________________________________________ Apartment/Suite #: __________

City: ________________________________ State: _______________ Zip: ___________

Home Phone: _____-_____-______ Work Phone: _____-_____-_____ext: ____ Cell Phone: ____-_____-_____

E-Mail Address: _______________________________@__________.______

Do you prefer to receive phone calls at:   Home    Work     Cell     Any

Your Employer: __________________________________________  Your Occupation/Title:  _____________

Employer’s Address: ___________________________  City: ________________ State: ______ Zip: ________

Are you:    Married      Single      Divorced      Widowed       Separated

Spouse’s Full Name: _______________________________ D.O.B.: _____/_____/_____ SS#: ____-____-____

Spouse’s Employer: ________________________________  Occupation/Title: _________________________

With whom may we discuss your medical care with? _______________________________________________

Do we have your permission to advise your employer of sickness or time off work?   Yes    No

With whom should we contact in case of an emergency: ______________________  Phone: ____-____-____

To whom may we thank for referring you to us?  __________________________________________________

Privacy Practices Acknowledgement

I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.

Name: ___________________________________________

Signature: ________________________________________  Date: ____/____/____

*Witness: _________________________________________

Witness Signature: _________________________________  Date: ____/____/____

*Witness must be 18 years of age and someone other than your spouse. 
I understand the above referenced information and guarantee that these forms were complete correctly to the best of my knowledge and understand it is my responsibility to inform this office of any changes in my medical status.

Patient Signature: __________________________________________ Date: ____/____/____
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Patient Case History (1 of 2)
What is your major complaint? ________________________________________________________________
Chief Complain/Regions of Pain (please check all that apply)
	When did the symptoms start?

____________________

What type of pain is it? 

· Sharp

· Dull

· Throbbing

· Numb

· Aching

· Shooting

· Burning

· Tingling

· Cramping

· Stiffness

· Swelling

· Other ___________
	Rate the severity of your pain by 

circling one of these numbers: 

1  2   3   4   5   6   7   8   9   10

10 being the most severe

Is your condition?   

· Getting Worse

· Getting Better

· Constant 

· On and Off 

Does you condition interfere with:

· Work

· Sleep 

· Daily Routine

· Mobility 
	Have you ever had this or a similar condition in the past? 

Yes     No

If yes, when? ___________________

Have you ever seen any other 

Physician for this condition? 

Yes      No

If yes, when? ___________________

Doctor’s Name __________________

Location _______________________

Have you seen any other 

Chiropractor for this condition?

Yes      No

If yes, when? ___________________

Chiropractor’s Name _____________

Location _______________________


Health History-  
Do you or have you ever had the following?  (please check all that apply)
	 
	AIDS/HIV
	 
	Chicken Pox
	 
	Hepatitis
	 
	Numbness/Tingling
	 
	Stroke

	 
	Alcoholism
	 
	Cold Sores
	 
	Hernia
	 
	Osteoporosis
	 
	Suicidal

	 
	Allergy Shots
	 
	Depression
	 
	Herniated Disc
	 
	Pacemaker
	 
	Swollen Joints

	 
	Anemia
	 
	Diabetes
	 
	Herpes
	 
	Parkinson's 
	 
	Thyroid

	 
	Anorexia/Bulimia
	 
	Difficulty Breathing
	 
	High Cholesterol
	 
	Pinched Nerve
	 
	Tonsillitis

	 
	Appendicitis
	 
	Difficulty Chewing
	 
	Blood Pressure
	 
	Pneumonia
	 
	Tuberculosis

	 
	Arthritis
	 
	Asthma
	 
	Ear Problem
	 
	Liver Problems
	 
	Poor Circulation

	 
	Bleeding Disorder
	 
	Emphysema
	 
	Loss of Sleep
	 
	Prostate Problems
	 
	Ulcers

	 
	Breast Lump
	 
	Epilepsy
	 
	Measles
	 
	Prosthesis
	 
	Vaginal Infection

	 
	Bronchitis
	 
	Fatigue
	 
	Migraines
	 
	Psychiatric Care
	 
	Venereal Disease 

	 
	Bursitis
	 
	Glaucoma
	 
	Miscarriage
	 
	Rheumatoid Arthritis
	 
	Varicose Veins

	 
	Cancer
	 
	Goiter
	 
	Mononucleosis
	 
	Rheumatic Fever
	 
	Whooping Cough

	 
	Cataracts
	 
	Gout
	 
	Multiple Sclerosis
	 
	Scarlet Fever
	 
	Other:

	 
	Chemical Dependent
	 
	Headache
	 
	Mumps
	 
	Sciatica
	
	 

	 
	Chest Pain
	 
	Heart Problems
	 
	Neck Pain 
	 
	Sinus Problems
	
	 


Habits








Women
	Smoke
	Yes
	No
	Packs/Day   _____ / Day
	
	Are you Pregnant?
	Yes
	No

	Alcohol
	Yes 
	No
	Cups/Day    _____ / Day
	
	Are you Nursing?
	Yes
	No

	Coffee
	Yes
	No
	Cups/Day    _____ / Day
	
	Are you on Birth Control?
	Yes
	No

	Soda
	Yes
	No
	Cups/Day    _____ / Day
	
	
	
	

	Exercise
	Yes
	No
	How often?  _____ X Week
	
	
	
	


Patient Case History (2 of 2) 
Family History (please circle your answers)
Mother - Living   Yes     No

Father - Living    Yes    No

Siblings - # ____   Living   Yes   No

Diabetes    



Diabetes    



Diabetes
Heart Problems   


Heart Problems   


Heart Problems   
Kidney Problems  


Kidney Problems  


Kidney Problems  
Cancer    



Cancer    



Cancer    
Back Problems  


Back Problems  


Back Problems  
Arthritis   



Arthritis   



Arthritis   
Blood Pressure Problems

Blood Pressure Problems

Blood Pressure Problems
General Health (please circle your answers)
Do you wear:      Heel Lifts
   Sole Lifts
  Innersoles   
 Arch Supports
Have you ever had any fractures or dislocations?    
Have you ever had any surgeries performed?

Yes   No     If yes, please list




Yes   No     If yes, please list




	What
	When
	
	What
	When

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Are you currently taking any Rx Medicines?
     Do you regularly take “Over the Counter” Medicines?


Yes
No
If yes, please list


 
Yes
No
If yes, please list

	Name of Medicine
	For What Condition
	
	Name of “OTC” Medicine
	For What Condition
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Financial Agreement

Insurance Assignement

  
Our Insurance Assignment Program is designed to keep your out-of-pocket expenses to a minimum.  

As a courtesy to you, we will bill your insurance carrier on your behalf and wait up to 60 days for payment.  Please remember, however that you, the patient, are responsible for payment.  As a prerequisite, we ask that you leave a credit card to guarantee payment.  Filling Procedure:  Claims for initial services are submitted on the Monday after your first visit.  On Day 60, if  the bill  has not been paid by your insurance company, we will charge your designated credit card below for the amount on the claim. You will be sent a payment receipt.  Any payments made on these claims thereafter will be immediately refunded to you.

Full Name of Insured: _______________________________________  Insured’s Phone #: ____-____-____

Insured’s Address: __________________________________________________________________________

Insured’s D.O.B.: _____/_____/_____ Sex:   Female    Male  SS #_____-_____-_____

Primary Insurance Company: __________________________________ Benefit’s Phone #: ____-____-____

Member ID #: ___________________________________________  Group #: ________________________

Insurance Waiver for Care

I, _______________________________, have been informed that my insurance may not cover all services rendered.  I have chosen to receive these services and will pay for them as a cash patient.

Uninsured Patients

Patients who are uninsured, whose insurance does not cover chiropractic care, insurance with high deductibles or other limitations are personally responsible for payment.  Payments must be paid at the time of service. 

We offer a time of service discount of 20% to our Patients that do not require us to file insurance.  You have an option of either filing your own insurance or forgoing insurance and make payment at time of service. Any personal balance not paid by the end of the business month will be automatically charged to your designated card below.

Chiropractic 4/5

Payment Policy and Authorization Release Information

Our goal is to provide the best treatment possible to our patients. 

We accept cash, checks, credit cards (Visa and Master Card) and Medical Insurance.

Personal Injury cases will only be accepted under certain conditions. Our office does not file third party insurance. 

Our office will file your med pay or file with your health insurance company and/or accept payment at the time of service.
Payment is due at the time services are rendered or at the end of the week, unless other arrangements have been made.       See Credit Guarantee for Insurance Assignment or Personal Balances. 

We will verify your chiropractic coverage with your insurance company, and we will file your primary insurance for you. However, we cannot guarantee payment by your insurance company. Your deductible and co-payments are due at the time of service and your co-insurance balance may not exceed $250.00.

In consideration of you providing care for me, I agree to the following:

1. Dr. Gravante is authorized to release any information she deems appropriate concerning my physical condition to any insurance company, attorney, or adjuster in order to process any claim for reimbursement of charges incurred.

2. I authorize the direct payment to Dr. Gravante of any sum I now or hereafter owe you by my attorney, out of the       proceeds of any settlement of my case, and by any insurance company obligated to make payment to me or to             Dr. Gravante based in whole, or in part, upon the charges made for Dr. Gravante’s services.

3. In the event any insurance company obligated by contractual agreement to make payment to me, or to Dr. Gravante,  for the charges made for your services refuses to make such payment upon demand by you, I hereby agree that I am ultimately responsible to make the payment to you on my own behalf.

4. In addition to the above, I herby waive the statue of limitations on collection and/or recovery in this state of Georgia.

5. I further agree that this Authorization and Assignment is irrevocable until all monies owed to Dr. Gravante are paid in full.

6. I authorize release of any medical information necessary to process this claim and request payment of insurance     benefits either to myself or to the party who accepts assignment below. 

7. I authorize payment of any medical benefits from my insurance company (companies) to be paid directly to Dr. Lorraine S. Gravante for any services rendered to me.

I understand and agree that insurance policies are an arrangement between the insurance carrier and myself.            I understand that Dr. Gravante’s  staff will assist me in obtaining collection from the insurance company, but I am  ultimately responsible for payment.

Name: ___________________________________________

Signature: ________________________________________  Date: ____/____/____

Witness Signature: __________________________________Date: ____/____/____
PREGNANCY RELEASE: INFORMED CONSENT TO X-RAY 
PLEASE READ THIS ENTIRE FORM. 

All women of childbearing age must sign this release and check the appropriate category. 

· I am presently using the birth control pill or an IUD as a form of birth control. 

· I have started my menstrual period in the last 10 days.   Date: 
· I have had a hysterectomy or a tubal ligation. 

· I am presently in menopause or post-menopause. 

“This is to certify that, to the best of my knowledge, I am not pregnant at this time.  I hereby authorize Gravante Chiropractic & Nutrition, Inc to take x-rays as necessary to determine the status of my spine.  I will assume all responsibility” 

DATE:                                                   .

Patient #:                                               .

Print Name:                                           .
Signature:                                               .
Witness:                                                 . 







Stroke


Suicidal


Swollen Joints


Thyroid


Tonsillitis


Tuberculosis


Poor Circulation


Ulcers


Vaginal Infection


Venereal Disease


Varicose Veins


Whopping Cough


Other ____________


_________________


_________________





Numbness/Tingling


Osteoporosis


Pacemaker


Parkinson’s


Pinched Nerve


Pneumonia


Liver Problems


Prostate Problems


Prosthesis


Psychiatric Care


Rheumatoid Arthritis


Rheumatic Fever


Scarlet Fever


Sciatica


Sinus Problems 





Hepatitis


Hernia


Herniated Disc


Herpes


High Cholesterol


Blood Pressure


Ear Problem


Loss of Sleep


Measles


Migraines


Miscarriage


Mononucleosis


Multiple Sclerosis


Mumps


Neck Pain





AIDS/HIV


Alcoholism


Allergy Shots


Anemia


Anorexia/Bulimia


Appendicitis


Arthritis


Bleeding Disorder


Breast Lump


Bronchitis


Bursitis


Cancer


Cataracts


Chemical Dependent


Chest Pain


 





Chicken Pox


Cold Sores


Depression


Diabetes


Difficulty Breathing


Difficulty Chewing


Asthma


Emphysema


Epilepsy


Fatigue


Glaucoma


Goiter


Gout


Headache


Heart Problems





Stroke
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Swollen Joints


Thyroid


Tonsillitis


Tuberculosis


Poor Circulation


Ulcers


Vaginal Infection


Venereal Disease


Varicose Veins


Whopping Cough


Other ____________


_________________


_________________





Numbness/Tingling


Osteoporosis


Pacemaker


Parkinson’s


Pinched Nerve


Pneumonia


Liver Problems


Prostate Problems


Prosthesis


Psychiatric Care


Rheumatoid Arthritis


Rheumatic Fever


Scarlet Fever


Sciatica


Sinus Problems 





Hepatitis


Hernia


Herniated Disc


Herpes


High Cholesterol


Blood Pressure


Ear Problem


Loss of Sleep


Measles


Migraines


Miscarriage


Mononucleosis


Multiple Sclerosis


Mumps


Neck Pain





AIDS/HIV


Alcoholism


Allergy Shots


Anemia


Anorexia/Bulimia


Appendicitis


Arthritis


Bleeding Disorder


Breast Lump


Bronchitis


Bursitis


Cancer


Cataracts


Chemical Dependent


Chest Pain


 





Chicken Pox


Cold Sores


Depression


Diabetes


Difficulty Breathing


Difficulty Chewing


Asthma


Emphysema


Epilepsy


Fatigue


Glaucoma


Goiter


Gout


Headache


Heart Problems





When did the symptoms start? 


___________________


What type of pain is it? 


Sharp


Dull


Throbbing


Numb


Aching


Shooting


Burning


Tingling


Cramping


Stiffness


Swelling


Other _____________________








When did the symptoms start? 


___________________


What type of pain is it? 


Sharp


Dull


Throbbing


Numb


Aching


Shooting


Burning


Tingling


Cramping


Stiffness
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Other _____________________








When did the symptoms start? 


___________________


What type of pain is it? 


Sharp


Dull


Throbbing


Numb


Aching


Shooting


Burning


Tingling


Cramping


Stiffness


Swelling


Other _____________________
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