Inner Strength Chiropractic & Rehab LLC.
Dr. Jeffrey G. Draesel Jr.
Chiropractic Physician

Patient Information Form
	Today’s Date: 
	Primary Care Physician:      

	PATIENT INFORMATION

	Patient’s Name:   Last:      
	First:      
	Middle:      
	 FORMCHECKBOX 
 Mr.

 FORMCHECKBOX 
 Mrs.
	 FORMCHECKBOX 
 Miss

 FORMCHECKBOX 
 Ms.
	Marital status:

	
	
	
	Single  FORMCHECKBOX 
   Mar  FORMCHECKBOX 
   Div  FORMCHECKBOX 
   Sep  FORMCHECKBOX 
   Wid  FORMCHECKBOX 


	Birth date:
	Age:
	Sex:
	Females, Are You Pregnant?
	Social Security No.:

	     
	     
	
	 FORMCHECKBOX 
 M       FORMCHECKBOX 
 F
	     
	

	Home phone no.:
	Cell Phone: 
	Email: 

	(     )      
	(     )      
	

	Street Address:
	City:
	State:
	ZIP Code:

	     
	     
	     
	     

	Occupation:
	Employer:
	Employer phone no.:

	     
	     
	(     )      

	Chose clinic because/referred to clinic by (Please check one box):
	 FORMCHECKBOX 
 Dr.
	     
	 FORMCHECKBOX 
 Insurance plan
	 FORMCHECKBOX 
 Hospital

	 FORMCHECKBOX 
 Family
	 FORMCHECKBOX 
 Friend
	 FORMCHECKBOX 
 Close to home/work
	 FORMCHECKBOX 
 Yellow Pages
	 FORMCHECKBOX 
 Other
	     

	Other family members seen here:
	     

	

	INSURANCE INFORMATION

	(Please give your insurance card to the receptionist.)

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:

	     
	     
	     
	(     )      

	Is this person a patient here?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	

	Occupation:
	Employer:
	Employer address:
	Employer phone no.:

	     
	     
	     
	(     )      

	Is this patient covered by insurance?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Please indicate primary insurance
	 FORMCHECKBOX 
 Medicare
	 FORMCHECKBOX 
 Blue Cross /Blue Shield
	 FORMCHECKBOX 
 United Health Care
	 FORMCHECKBOX 
 Other: 
	

	Subscriber’s name:
	Subscriber’s S.S. no.:
	Birth date:
	Group no.:
	Policy no.:
	Co-payment:

	     
	     
	     
	     
	     
	$      

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	     

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	     
	     
	     
	     

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	     

	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	     
	     
	(     )      
	(     )      

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize Inner Strength & Chiropractic Rehab LLC or insurance company to release any information required to process my claims.  All deductibles, co-payments, and payment plan payments are due at the time of service.

	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	


Inner Strength Chiropractic & Rehab LLC.

Dr. Jeffrey G. Draesel Jr.

Chiropractic Physician

Notice of Privacy Practices

Effective Date Of This Notice: Thursday August 20, 2009

Notice of privacy as required by the privacy regulations created as a result of the health insurance portability and accountability act of 1996 (HIPAA)

This notice describes how health information about you (as a patient of this practice) may be used and disclosed and how you can get access to your individually identified health information. Please review this notice carefully

A. Our Commitment To Your Privacy


Our practice is dedicated to maintaining the privacy of your individually identifiable health information (PHI). In conducting our business, we will create records regarding you and the treatment and services we provide to you. We are required by law to maintain the confidentiality of health information that identifies you. We also are required by law to provide you with this notice of our legal duties and the privacy practices that we maintain in our practice concerning your PHI. By federal and state law, we must follow the terms of the notice of privacy practices that we have in effect at the time.


We realize that these laws are complicated, but we must provide you with the following important information:

· How we may use and disclose your PHI

· Your privacy rights in your PHI

· Our obligations concerning the use and disclosure of your PHI


The terms of this notice applies to all records containing your PHI that are created or retained by our practice. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or amendment to this notice will be effective for all of your records that our practice has created or maintained in the past, and for any of your records that we may create or maintain in the future. Our practice will post a copy of our current notice in our office in a visible location at all times, and you may request a copy of our most current notice at any time.

B. If you have any questions please contact:

Jackie Draesel at: 1108 Kane Concourse, Suite 300B, Bay Harbor Islands Fl, 33154 or 

Call: 305-866-3780

Receipt of Notice of Privacy Practices Written Acknowledgement Form

I, __________________________________have received a copy of Jeffrey G. Draesel’s Notice of Patient Privacy Practices.


           Signature of Patient



                          Date

Inner Strength Chiropractic & Rehab LLC.

Dr. Jeffrey G. Draesel Jr.

Chiropractic Physician

Patient Authorization To Release Information
Section A: Must Be Completed For All Authorizations
I hereby authorize the use of disclosure of my individually identifiable health information as described below.  I understand that this authorization is voluntary.  I understand that if the organization authorized to receive the information is not a health plan or health care provides, the released information may no longer be protected by federal privacy regulations.

Patient Name (Please Print):___________________________________               

Person(s)/organization(s) providing the information:

Dr. Jeffrey G. Draesel Jr.
​​​​​​​​​​​

Person(s)/organization(s) receiving the information:

__________________________________________

​​​​​​​​​​​​​__________________________________________

​​​​​​​​​​​​​__________________________________________

__________________________________________
​​​​​​​​​​​​​Specific Description of Information (Including Date(s):

__________________________________________

​​​​​​​​​​​​​__________________________________________​​​​​​​​​​​​​

Section B: Must Be Completed Only If A Health Plan Or A Health Care Provider Has Requested The Authorization

1.  The provider must complete the following statement:

a. Will the healthcare provider requesting the authorization receive or in-kind compensation in exchange for using or disclosing the health information described above? 

Yes_____ No_____

2.  The patient must read and initial the following statement:

a. I understand that I get a copy of this form after I sign it. 

Patient Initials: ________

Section C: Must Be Completed For All Authorizations

The patient or the patient’s representative must read an initial the following statements:

1. I understand that this authorization will expire on  ______/______/_______ Initials: _______

2. I understand that I may revoke this authorization at any time by notifying the practice in writing, but if I do it won’t have any affect on any action they took before they received the revocation. Initials ______


Signature Of Patient Or Patient’s Representative                                                Date


Printed Name Of Patient Or Patient’s Representative                            Relationship to Patient

* You may refuse to sign this authorization*
Inner Strength Chiropractic & Rehab LLC.

Dr. Jeffrey G. Draesel Jr.

Chiropractic Physician

INFORMED CONSENT TO PARTICIPATE IN ACTIVE REHABILITATON

THE GOALS OF THE REHABILITATION PROGRAM INCLUDE:

1. Determining the cause and extent of your problem

2. Providing a therapeutic exercise program to strengthen you, increase your cardiovascular endurance,

range of motion and flexibility, and decrease your pain.

3. Return you to full-duty, non-restricted work status and lifestyles.
The equipment used to test you and the process we will be using will be explained to you.

Your participation in the rehabilitation program is voluntary. You can stop at any point in the program. 
Should you stop your program, we are obligated to notify your doctor, insurance company and/or attorney, and DVR manager, if it is applicable.
If at any point during the evaluation or rehabilitation process you have any questions, we will answer them to the best of our ability or refer you to someone more qualified.  Please be advised that there are no guarantees that your personal goals and/or those listed above will be met to your satisfaction. The success of any rehabilitation process lies in the combined efforts of you and your provider. The “team” approach has the best chance of attaining your goals, so please ask as many questions as necessary for you to gain the maximum benefit from your rehabilitation program.
Since the process of strengthening and conditioning are a form of “controlled strain”, there is a chance of aggravation or injury. It is, therefore, imperative that you communicate to your provider any aggravation or injury that you may observe during the rehabilitation process. For example, the best exercise for you, if performed too early in your condition, may be your worst enemy if performed prematurely. Communication with your provider will help put into perspective problems that may occur.
Failure to discuss problems may only foster additional problems down the road.

I HAVE READ THE ABOVE AND UNDERSTAND THE RISKS AND BENEFITS OF THE REHABILITATION PROGRAM. I AGREE TO PARTICIPATE AND HAVE MY REHABILITATION INFORMATION RELEASED TO MY DOCTOR, INSURANCE CARRIER, ATTORNEY, OR DVR PERSONNEL IF REQUESTED.

_____________________________  
_____________________________

Patient’s Name (Print)                         
Patient’s Signature
_____________________________ 
_____________________________

Date 

Relationship or authority if not signed



By patient
_____________________________

Witness

Inner Strength Chiropractic & Rehab LLC.

Dr. Jeffrey G. Draesel Jr.

Chiropractic Physician

Informed Consent for Examination and Treatment

I (we) hereby consent to the performance of examination and treatment on me or on

_____________________________________, by the licensed doctors of chiropractic, medical

doctors, and/or licensed physical therapists who may be employed by or engaged in practice in

this clinic.

I have had an opportunity to discuss with the doctor(s) or other clinic personnel the

nature and purpose of the different physical therapy procedures and chiropractic treatment

(manipulation/adjustment). I understand that neither chiropractic nor medical treatment is an

exact science and that my care may involve judgments based upon facts and information known

to the doctor. The doctor uses this judgment to attempt to anticipate or explain risks and

complications and an undesirable result does not necessarily indicate an error in judgment. No

guarantee for results can be made or expected but rather I wish to rely on the doctor to choose

and recommend a best course of treatment based upon facts known that is in my best interests.

I further understand that there are certain degrees of risk associated with chiropractic

health care and physical therapy, which includes rarely, but not limited to fractures, disc injuries,

strokes, and strain/sprains and am therefore willing to accept and consent to the risk associated

with the care that I am about to receive.

I have read, or the above information has been explained regarding consent. I have had

an opportunity to ask questions about my examination and treatment. By signing below, I agree

and intend this consent form to cover the procedures prescribed for my condition and for any

future conditions for which I seek treatment.

Female Patients: By my signature on this form I do hereby state that to the best of my

knowledge, I am not pregnant, nor is pregnancy suspected or confirmed at this particular time.

Date of last menstrual period _____________.
_____________________________  
_____________________________

Patient’s Name (Print)                         
Patient’s Signature
_____________________________ 
_____________________________

Date 

Relationship or authority if not signed


By patient
_____________________________

Witness
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