Nader Family Massage & Rehabilitation
Patient Intake
Please note that all information is strictly confidential.
Please help us provide you with a complete evaluation by taking the, time to fill out this questionnaire carefully. If we believe that we cannot assist you with your health care needs, we will be more than happy to refer you to the appropriate health care professional. If you have any questions, please ask. Thank you.

PATIENT INFORMATION

First Name                                 Preferred Name                          Middle Initial                    Last Name                                                                                             

Date of Birth          /          /            Age          Gender  □  Female  □  Male             Social Security #	  	

Mailing Address                                                                              City                                   State              Zip

Cell Phone (          )                                Home Phone (         )                           Work Phone (          )

Email Address                                                                               How did you hear about us?

Occupation                                                            Employer

Emergency Contact                                         Relationship                                     Phone (         )

Primary Care Provider                                                                                Phone (         )
Referring Provider                                                                                       Phone (         )


AUTO OR L&I INSURANCE INFORMATION (If visit is related to accident)

Insurance Company                                                                 Claim #

Address

Adjuster Name                                                                               Phone (        )

Have you retained the services of an attorney? □ Yes   □ No

If yes, Attorney’s name                                                                    Phone (          )

 MEDICAL HEALTH INSURANCE INFORMATION

Health Insurance Carrier                                                             ID#                                       Group#                       

Primary Insured’s Name                                                             Primary Insured’s DOB



Signature_________________________________________________Date_____________________________
Is this condition related to an accident or injury □ Yes  □  No  If Yes,  Date of accident or injury?

-How and where did accident or injury occur?

-Type of accident or injury: □ Automobile □ Slip or Fall  □ Work Related □ Other

Is this your first professional massage?  □ Yes □  No  If no, when was last massage?

What is your purpose of this visit, if it is not related to an injury?

Have you seen any other healthcare providers for this condition? If so, whom?
			
Shade in all areas of pain/discomfort. Grade intensity of pain/discomfort in each area using a scale of 1-10 
(1 being the least pain and 10 being the most pain)
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As you go through your day, do your symptoms: ◻ Increase ◻ Decrease ◻ Stay the same

Does pain/discomfort ever wake you up at night? ◻ Yes ◻ No

Does anything relieve your symptoms? Please explain: __________________________________________


ACTIVITIES OF DAILY LIVING

Do you notice any activities that are different now than before the accident or injury?  □ Yes   □ No   

If yes, list them specifically: 
Activities you are UNABLE to do
__________________________________________________________________________________________________
Activities that are PAINFUL to do
__________________________________________________________________________________________________
Activities that are DIFFICULT to do

Pain Intensity

How would you rate the intensity of your pain in the past week? Please rate on a scale of 1-10 (1 being the least pain and 10 being the most pain)

Neck Pain _______	Mid Back Pain________	Low back pain________ 	Other_____________________
Sleeping ________	Personal Care ________	Traveling ____________	Work_____________________
Lifting __________	Walking ____________		Standing _____________	Recreation ________________

FREQUENCY OF PAIN

How frequently have you experienced pain in the past week?
□ No Pain	□ Occasional 25%	□ Intermittent 50%	□ Frequent 75%		□ Constant 100%

MEDICAL HISTORY

□Yes  □ No Are you pregnant? If yes # of weeks____		□Yes  □ No Do you bruise easily?
□Yes  □ No Do you have diabetes?				□Yes  □ No Have you had any broken bones in the last 2 years?
□Yes  □ No Do you suffer from Headaches/Migraines?	□Yes  □ No Do you have cardiac or circulatory problems?
□Yes  □ No Do you suffer from arthritis?			□Yes  □ No Injury or accident in the past 2 years
□Yes  □ No Do you have high blood pressure?		□Yes  □ No Do you have any metal implants, rods or screws?		
□Yes  □ No Do you have low blood pressure?		□Yes  □ No Do you have any restricted movement? 
□Yes  □ No Do you suffer from epilepsy or seizures?		□Yes  □ No Do you have any contagious diseases?	
□Yes  □ No Do you have varicose veins?		 	□Yes  □ No Do you have any allergies?
□Yes  □ No Do you suffer from joint swelling?		□Yes  □ No Are you currently under medical supervision?

If yes to any of the questions above please explain___________________________________________________________________
__________________________________________________________________________________________________

Allergies:
Surgeries (type & dates)
__________________________________________________________________________________________________
Significant Traumas/Injuries
__________________________________________________________________________________________________
Other:

What medications and/or supplements are you currently taking?
__________________________________________________________________________________________________
Thank you for taking the time to fill out this form thoroughly. It will help us serve you better. 

Signature______________________________________________________________Date______________________

Visit Policy

Initial________ ALL NO SHOW or CANCELLED MASSAGE appointments with less than 24 hours’ notice will be charged $40 for that missed appointment. This fee will not be covered by insurance or auto accident coverage and will be due immediately.

[bookmark: _GoBack]Notice of Privacy Practices Acknowledgement

Federal law requires us to provide you with a Notice of Privacy Practices, which is our explanation of how we use and disclose your health information, and to ask you to acknowledge that you have received this notice. You have the right to review our notice before signing this acknowledgement, and if you have any questions, to ask for an explanation of any part of the notice. The terms of your notice may change as the laws of our practice changes. We are able to send a revised copy to you upon request. 

Initial______Your initials acknowledge that you have received, or have been offered and refused a copy of our notice.

Financial Responsibility Statement

· Our goal is the same as always: We are committed to providing the highest quality of healthcare that our patients have come to expect and deserve. We believe that a fair, direct and clearly understood financial agreement will allow all of us to concentrate on the primary goal; regaining and maintaining your health. 

· Personal Injury Protection (PIP): medical coverage for services rendered as a result of an automobile accident. Each policy has a specific limit and it is the patients’ responsibility to fill out all necessary paperwork in a timely manner. 

· Third-Party claim; Services will be rendered in our office and we will hold charges for settlement with attorney representation. The patient will immediately owe any charges that are not paid at settlement.

· Labor and Industries or Privately Insured Company; Work injury claim. All services must be accompanied by a referral from the primary doctor on the claim. Authorization is required for some services.

· It is your responsibility to provide Nader Family Chiropractic with your current claim information. 

· Any account with a past due balance may be sent to collections.


Initial________ I understand that I am the financially responsible party and am ultimately liable for all charges. I understand that any non-payment from the insurance company will result in a balance that is due immediately. I agree to pay for any additionally charges that are not payable by the insurance company. I agree to provide Nader Family Chiropractic with all pertinent information regarding my claim so hat billing may be done accurately.

I have read and understand all of the policies above.

Patient Name (Print):______________________________________________________________________________

Patient/Representative Signature: _____________________________________________Date:___________________

Massage Therapy Agreement
Initial________I understand that the massage I receive is for the purpose of stress reduction and relief of muscular tension, spasm, or pain, and to increase circulation.
Initial________I understand that the massage therapist does not diagnose illness or disease and does not prescribe medical treatment or pharmaceuticals, nor are spinal manipulations part of massage therapy.
Initial________I further understand that massage should not be construed as a substitute for medical examination, diagnosis or treatment and that I should see a physician, chiropractor or other qualified medical specialist for any mental or physical ailment that I am aware of.
Initial________I have stated all my known physical conditions and medications, and I will keep the massage therapist updated on any changes.
Initial________If I experience any pain or discomfort during the session, I will immediately inform the therapist so that the pressure or method used can be adjusted to my comfort level.
Initial________I understand that draping will be used during the massage session and only the area being worked on will be uncovered.
Initial________If uncomfortable for any reason the client or the therapist may ask to end the massage session immediately.

If you are under the age of 17 we must have a parent or guardians signature below for consent to receive massage.

Patient Signature: _________________________________________________________Date:_____________________
Parent /Guardian (if under 17):_______________________________________________Date:____________________                                                                          
Nader Family Massage & Rehabilitation
17528 Meridian E Suite 207 ▪ Puyallup, WA 98375 ▪ Office (253) 445-9030 ▪ Fax (253) 445-9031
1707 3rd St SE Suite A ▪ Puyallup, WA 98372 Office (253) 200-2366 Fax ▪ (253) 200-2977
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