James R. Pizzuto, D.C.

Absolute Health Chiropractic

13810 Linden Drive

Spring Hill, FL 34609

352-942-0392

PLEASE PROVIDE US WHITH A PHOTO ID AND HEALTH INSURANCE CARD 

PATIENT NAME_______________________________________________ DATE__________________

ADDRESS____________________________________________________________________________

EMAIL ________________________________SEX  M   F  AGE______BIRTHDATE_______________
HOME PHONE__________________WORK PHONE_________________
CELL ___________________   CARRIER______________________(I.E; SPRINT, ATT, ETC.)
SS# ____________________OCCUPATION________________EMPLOYER______________________

SPOUSE NAME___________________BIRTHDATE______________CELL______________________

SPOUSE EMPLOYER__________________________

WHOM MAY WE THANK FOR REFERRING YOU?  FRIEND_________________________________

DOCTOR___________________INSURANCE LIST_________________OTHER__________________

WHO IS RESPONSIBLE FOR ACCOUNT?  ________________________________________________

ASSIGNMENT AND RELEASE/AUTHORIZATION SIGNATURE

I, THE UNDERSIGNED CERTIFY THAT I OR MY DEPENDENT HAVE INSURANCE COVERAGE WITH ___________________________ AND ASSIGN DIRECTLY TO ABSOLUTE HEALTH CHIROPRACTIC ALL INSURANCE BENEFITS, IF ANY, OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED.  I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY INSURANCE.  I HEREBY AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS CLAIMS FOR SERVICES RENDERED.  I AUTHORIZE THE USE OF THIS SIGNATURE ON ALL INSURANCE SUBMISSIONS. RESPONSIBLE PARTY SIGNATURE_______________________________________

IS THIS CONDITION DUE TO AN ACCIDENT ?    YES       NO       DATE _______________________

TYPE OF ACCIDENT:  AUTO        WORK           HOME         OTHER___________________________

WHAT TREATMENT HAVE YOU RECEIVED FOR YOUR CURRENT CONDITION?

 CIRCLE ALL THAT PERTAIN

MEDICATIONS   SURGERY   PHYSICAL THERAPY   CHIROPRACTIC ADJUSTMENTS   NONE   OTHER

NAME AND ADRESS OF OTHER DOCTOR’S WHO HAVE TREATED YOU FOR YOUR CONDITION__________________________________________________________________________
HAVE YOU HAD ANY DIAGNOSTIC WORK (X-RAYS/MRI/CT SCANS) DUE TO YOUR CONDITION?  YES / NO

IF YES, WHERE?____________________________________________________________________________
WERE THE X-RAYS TAKEN WHILE STANDING?  YES / NO

PREGNANCY DISCLAIMER:  IS THERE ANY CHANCE THAT YOU ARE PREGNANT? ________

HAVE YOU HAD ANY LAB WORK DONE RECENTLY?  BLOOD/URINE
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Additional Patient Information Form 

Patient Name: _______________________________ Date: ________________ 

Are you currently taking any medications? (Please circle one) Yes No If yes, please list

______________________      _____________________      ______________________ 

______________________      _____________________      ______________________

______________________      _____________________      ______________________ 

Are you allergic to any medications? (Please circle one) Yes No If yes, please list

______________________      _____________________      ______________________ 

______________________      _____________________      ______________________ 

What is your race? (Please circle all that apply) 

White 

Black or African American
 Asian 

American 
Indian or Alaska Native

Native Hawaiian or Other Pacific Islander 
Decline to Answer 

What is your ethnicity? (Please circle one) 

Hispanic or Latino 

Not Hispanic or Latino
 
Declined to Answer 

What is your preferred language?

English 

Spanish 
French 

German 
Italian 

Russian

Portuguese 
Chinese 
Japanese
Korean 

Vietnamese 
Other: _____________ 

What is your smoking status? (Please circle one)

Current Every Day Smoker 
Current Some Day Smoker 
Former Smoker 

Never Smoker 

What is your preferred method of communication for private health data? (Please circle one) 

Home 

Phone 

Work Phone 

Mobile Phone 

Standard Mail 

E-Mail: _______________________________

 In Person

FOR OFFICE USE ONLY _________________________________________________________________ 




Height (inches): _____ Weight (pounds): _____ Blood Pressure: _____ / _____

CURRENT SYMPTOM LIST
NAME_______________________________________________DATE___________________________

HEAD



ARMS & HANDS


LOW BACK

_____HEADACHES

_____ PAIN UPPER ARM         L / R
_____PAIN AND STIFFNESS

_____MIGRAINES

_____ ELBOW PAIN
          L / R
_____PAIN

_____BACK OF HEAD

_____TENNIS ELBOW
          L / R
_____STIFFNESS

_____SINUS (ALLERGY)
_____PAIN FOREARM
          L / R
_____MUSCLE SPASMS    

_____TEMPLES


_____PAIN HANDS                   L / R



_____CONSTANT OR

_____PAIN FINGERS                L / R
HIPS, LEGS & FEET

FREQUENCY ___X PER _____     _____TINGLING ARMS           L / R
_____PAIN BUTTOCKS 
     L / R

_____HEAD FEELS HEAVY
_____TINGLING FINGERS      L / R
_____PAIN HIP JOINT
     L / R

_____LIGHTHEADEDNESS
_____ARM NUMBNESS           L / R
_____PAIN DOWN BOTH LEGS

_____FAINTING

_____FINGER NUMBNESS      L / R
_____PAIN DOWN 1 LEG    L / R

_____LOSS OF MEMORY
_____FINGER STIFFNESS        L / R
_____LEG CRAMPS
      L / R

_____EYE STRAIN

_____FINGERS GO TO SLEEP L / R
_____KNEE PAIN INNER     L / R

_____LIGHT BOTHERS EYES  
_____HANDS GET COLD          L / R
_____KNEE PAIN OUTER    L / R

_____BLURRED VISION
_____SWOLLEN JOINTS IN

_____TINGLING IN LEGS    L / R

_____DOUBLE VISION

            FINGERS

            L / R
_____NUMBNESS IN LEGS  L / R

_____LOSS OF VISION

_____ LOSS GRIP STRENGTH  L / R
_____NUMBNESS IN FEET   L / R

_____LOSS OF BALANCE





_____NUMBNESS IN TOES   L / R

_____DIZZINESS

MID BACK



_____SWOLLEN ANKLES     L / R

_____LOSS OF HEARING
_____PAIN AND STIFFNESS

_____SWOLLEN FEET           L / R

_____PAIN IN  EARS
               _____PAIN



_____FEET FEEL COLD         L / R

_____RINGING/BUZZING EARS _____STIFFNESS




_____LOSS OF TASTE

_____MUSCLE SPASMS


GENERAL

_____LOSS OF SMELL

_____PAIN IN KIDNEY AREA

_____ANXIETY

_____SINUS TROUBLE






_____NERVOUSNESS

_____JAW PAIN


CHEST




_____IRRITABLE





_____CHEST PAIN


_____DEPRESSION

NECK



_____SHORTNESS OF BREATH

_____FATIGUE

_____PAIN AND STIFFNESS
_____PAIN AROUND THE RIBS

_____GENERALLY FEEL RUN DOWN

_____PAIN


_____BREAST PAIN


_____WEIGHT LOSS _______LBS

_____STIFFNESS

_____IRREGULAR HEARTBEAT

_____WEIGHT GAIN _______LBS

_____PAIN WITH MOVEMENT





_____EXCESSIVE PERSPERATION

 _____FORWARD

ABDOMEN



_____TREMORS

 _____BACKWARD

_____NERVOUS STOMACH

_____OTHER _____________________   _____TURNING TO LEFT
_____NAUSEA





 _____TURNING TO RIGHT
_____GAS



MEN ONLY





 _____BENDING TO LEFT
_____CONSTIPATION


_____URINARY FREQUENCY



 _____BENDING TO RIGHT
_____DIARRHEA


_____DIFFICULTY URINATING



_____GRINDING SOUNDS
_____HEMORRHOIDS


_____NIGHT URINATION



_____ARTHRITIS






_____PROSTATE SWELLING/PAIN

_____MUSCLE SPASMS



SHOULDERS







WOMEN ONLY

_____PAIN IN JOINT L / R





_____MENSTRUAL PAIN
_____PAIN ACROSS SHOULD





_____MENSTRUAL CRAMPING
_____PAIN BETWEEN BLADES





_____IRREGULAR PERIODS 

_____STIFFNESS  L / R



_____TENSION






_____MUSCLE SPASMS  L / R




_____UNABLE TO RAISE ARM




           OVER HEAD/SHOULDER
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NAME_______________________________________________DATE___________________________
CHECK ALL ACTIVITIES YOU ARE HAVING DIFFICULTY WITH OR ARE UNABLE TO DO BECAUSE OF YOUR CONDITION.

___SITTING 



___ PULLING BACK

___ GOING UP / DOWN STAIRS

___STANDING 



___TURNING OVER

___RIDING IN CAR

___LIFTING



___REACHING


___COUGH/SNEEZE




___MOVING ARMS


___ GROOMING

___ SEXUAL ACTIVITIES 

___MOVING LEGS


___DRESSING 


___GOING TO THE BATHROOM 

___BENDING AT WAIST 

___BATHING


___RECREATIONAL ACTIVITIES 

___ CARRYING



___GOLFING


___TWISTING OR TURNING NECK

___ LYING/SLEEPING 


___LAUNDRY 


___OTHER______________________

___TWISTING OR TURNING BACK 
___ HOUSEHOLD CHORES
       ____________________________


PAST HEALTH HISTORY

PLEASE MARK ANY CONDITIONS YOUR CURRENTLY HAVE OR CONDITIONS YOU HAVE HAD IN THE PAST

                          

PLEASE CIRCLE “P” FOR PAST AND “C” FOR CURRENT

P   C
AIDS/HIV

P   C
HIGH CHOLESTEROL 

P   C
RHEUMATOID ARTHRITIS

P   C
PROSTATE PROBLEM
P   C
HEARTBURN/ACID REFLUX
P   C
OSTEOARTHRITIS

P   C
ASTHMA

P   C
HERNIATED DISC

P   C
PNEUMONIA

P   C
OSTEOPOROSIS
P   C
VAGINAL INFECTIONS

P   C
HEART DISEASE

P   C
MULTIPLE SCEROSIS
P   C
EPILEPSY


P   C
STROKE


P   C
DIABETES

P   C
HERNIA


P   C
PACEMAKER

P   C
HEART ATTACK
P   C  
THYROID CONDITION

P   C
OTHER __________________

OTHER SYMPTOMS

P   C
HAND/ARM PAIN R / L
P   C
CHEST PAIN


P   C
HEADACHES

P   C
NECK PAIN

P   C
NUMBNESS IN HANDS OR
P   C
MIGRAINES

P   C
SLEEPING PROBLEMS

ARMS   R / L


P   C
INABILITY TO CONCENTRATE

P   C
LEG/FOOT PAIN R / L
P   C
LEG/FOOT NUMBNESS R / L
P   C
HIGH BLOOD PRESSURE

P   C
LOW BACK PAIN
P   C
WEIGHT LOSS/GAIN

P   C
PAIN BETWEEN SHOULDERS

P   C
FATIGUE

P   C
TENSION


P   C
DEPRESSION

P   C
PAINFUL URINATION
P   C
IRRITABILITY


P   C
LIGHTS BOTHER EYES

P   C
DIZZINESS

P   C
LOSS OF MEMORY

P   C
THIRSTY



P   C
SHOULDER PAIN R / L   P   C
FREQUENT URINATION
P   C
NERVOUSNESS

P   C
CONSTIPATION
P   C
LOSS OF SMELL OR TASTE
P   C
NECK STIFFNESS


P   C
DIARRHEA

P   C
STOMACH UPSET

P   C
SHORTNESS OF BREATH


P   C
JOINT SWELLING
P   C
MENSTRUAL CRAMPS

P   C
FEVER

P   C
SINUS PAIN

P   C
JAW PAIN/CLICKING

P   C
LOSS OF BALANCE


P   C
ALLERGIES

P   C
FLASHES IN EYES  R / L / B
P   C
LOSS OF VISION  R /  L

P   C
NAUSEA

P   C
SWELLING 

OPERATIONS AND PROCEDURES

DATE




DATE




DATE

_____________TONSILLECTOMY
____________TUBES IN EARS

____________SINUS

_____________GALL BLADDER

____________KIDNEY STONES

____________HERNIA

_____________SPINAL SURGERY
____________HYSTERECTOMY

____________COSMETIC

_____________APPENDECTOMY
____________OTHER_______________
____________OTHER____________

____ I HAVE NEVER HAD ANY SURGERIES     COMMENTS:_________________________________________________
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NAME_______________________________________________DATE___________________________

SOCIAL HISTORY/HABITS

EXERCISE ____NONE  
DAYS/WEEK


DESCRIBE EXERCISE_______________________________________________________________________________

ALCOHOL
TIMES/WEEK
_______


      ____MILD

1-2
___________________

CAFFIENE
CUPS/DAY
_______


      ____MODERATE       3-4
___________________

WATER

GLASSES/DAY 
_______


      ____ACTIVE

5-7
___________________

FAMILY HISTORY




DIABETES
HEART
  KIDNEY
CANCER
STROKE
OTHER

MOTHER

_________
______
   _______
________
_______

_________________

FATHER

_________
______
   _______
________
_______

_________________

BROTHER, # OF _____
_________
______
   _______
________
_______

_________________

SISTER, # OF      _____
_________
______
   _______
________
_______

_________________

CHILDREN # OF _____
_________
______
   _______
________
_______

_________________


INFORMED CONSENT FOR CHIROPRACTIC TREATMENT

Doctor Name: James R. Pizzuto, D.C. 

I hereby request and consent to the performance of chiropractic treatments (also known as chiropractic adjustments or chiropractic manipulative treatments) and any other associated procedures: physical examination, tests, diagnostic x-rays, physio therapy, physical medicine, physical therapy procedures, etc. on me by the doctor of chiropractic named above and/or other assistants and/or licensed practitioners. 

I understand, as with any health care procedures, that there are certain complications, which may arise during chiropractic treatments. Those complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, Homers’ syndrome, diaphragmatic paralysis cervical myelopathy and costoverteral strains and separations. Some types of manipulation of the neck have been associated with injuries to the arteries in the neck leading to or contributing to complications including stroke. 

I do not expect the doctor to be able to anticipate all risks and complication, and wish to rely upon the doctor to exercise judgment during the course of the procedures(s) which the doctor feels at the time, based upon the facts then known, which are in my best interest. 

I have had an opportunity to discuss the nature, purpose and risks of chiropractic treatments and other recommended procedures. I have had my questions answered to my satisfaction. I also understand that specific results are not guaranteed. 

If there is any dispute about my care, I agree to a resolution by binding arbitration according to the American Arbitration Association guidelines.

I have read (or have had read to me) the above explanation of the chiropractic treatments. I state that I have been informed and weighed the risks involved in chiropractic treatment at this health care office. I have decided that it is in my best interest to receive chiropractic treatment. I hereby give my consent to that treatment. I intend for this consent to cover to entire course of treatment for my present condition(s) and for any future conditions(s) for which I seek treatment.

SIGN ONLY AFTER YOU UNDERSTAND AND AGREE TO THE ABOVE

___________________________________________________

Printed name of Patient

___________________________________________________


___________________

Signature of Patient








     
Date 

___________________________________________________


___________________

Signature of Representative (If Patient is minor or handicapped)



Date

___________________________________________________


___________________

Witness to Patient’s Signature







 Date 
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Absolute Health Chiropractic

James R. Pizzuto D.C.

13810 Linden Drive

Spring Hill, FL 34609

352-942-0392

ACKNOWLEDGMENT OF RECEIPT 
OF
 NOTICE OF PRIVACY PRACTICES
I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read them or declined the opportunity to read them and understand the Notice of Privacy Practices. I understand that this form will be placed in my patient chart and maintained for six years. 
___________________________________

Patient name (Please print)

___________________________________

Parent, Guardian of Patient’s legal representative
_______________________________________     _________________

Patient signature






  Date 
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OUR FINANCIAL POLICY

Thank you for choosing Absolute Health Chiropractic as your healthcare provider. We are committed to your treatment being a success. Our insurance department along with your patient care managers will work very hard to make sure your paperwork is filed accurately and promptly.

I understand and agree that health and accident insurance policies are an arrangement between the insurance company and me. The Doctor’s office will prepare reports and forms necessary to assist me in the filling of my claim with the insurance company but cannot guarantee reimbursement from the insurance company. Direct payments made from the insurance company to the Doctor’s office will be credited to my account upon receipt and any balance due will be my responsibility. I understand that the doctor’s office will bill my secondary insurance one time as a courtesy. If they do not pay, I am responsible for paying the office and it is my responsibility to get reimbursement from the secondary insurance company. All services rendered to me are my personal responsibility and I agree to make payment for these services to the Doctor’s office. I also understand that if I suspend or terminate my care and treatment, any fee for services rendered will be immediately due and payable. Should third part collections become necessary, I agree to pay all fees involved in collection of the account.

AUTHORIZATION AND ASSIGNMENT

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

1. You are authorized to release any information you deem 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 you of any sum I now or hereafter owe you by my attorney, out of the proceeds of my settlement of my case, and by any insurance company obligated to make payment to me or you based in whole, or in part, upon the charges made for your services.

3. In the event insurance company obligated by contractual agreement to make payment to me, or to you, for the charges made for your services refuses to make such payment upon demand by you, I hereby assign and transfer to you the cause of action that exist in my favor against any such company (the name(s) of which is believed to be correct set forth under pertinent data) and authorize you to prosecute said action either in my name as you see fit and further authorize you to compromise, settle or otherwise resolve said claim as you see fit. It is understood, however that all reasonable efforts have been made to collect the sums due from the insurance company (ies) contractually obligated, you will refrain from attempt and efforts to collect the amounts owed directly to me. I understand that whatever amounts you do not collect from insurance company’s proceeds, whether it be all or part of what is due, I personally owe you. 

4. in addition to the above, I hereby wave the statute of limitation on collections and for recovery in this state of Florida.

5. I further agree that this authorization is irrevocable until all monies owed Absolute Health Chiropractic is paid in full. 
Patient’s signature or authorized person action on 
patient’s behalf____________________________
date ____________________________________
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.

ABSOLUTE HEALTH CHIROPRACTIC
JAMES R. PIZZUTO DC

13810 Linden Drive

SPRING HILL, FL  34609

352-942-0392

PATIENT PICK UP RECORD RELEASE

I __________________________________________, have picked up and taken 

custody of my records/mri/x-ray from the offices of Absolute Health Chiropractic 

on ____________________. 

In doing so, I understand that there are no other copies.

Patient Name receiving___________________________________________________







Print



       Patient_________________________________________________________________







Sign




Date

Person Releasing Records  ________________________________________________







Print

 _______________________________________________________________________







Sign




Date

Dr. James R. Pizzuto

Authorization to Release Medical Records

TO:________________________________________________________________

      ________________________________________________________________

      ________________________________________________________________

Please Release My:


Complete (any and all) Medical Records


Medical Reports


X-Rays


Diagnostic Imaging Reports for the below noted dates, conditions or 
treatment:


HIV / AIDS Status


Alcohol Status


Drug Status


Psychological  / Mental Information / Other

Please forward these records to: 

Dr. James R. Pizzuto

13810 Linden Drive

Spring Hill, FL 34609

(352) 942-0392

OR FAX TO:

(352) 515-0180

I PERMIT A COPY OF THIS FORM TO BE USED IN THE PLACE OF THE ORIGINAL

Patient Name (print) ________________________ Social Security # ____/___?____

Address:     ____________________________________________________________


        ____________________________________________________________


        ____________________________________________________________
Phone Number: _____________________________ Date of Birth: _______________

Patient Signature: ___________________________  Today's date: _______________

Guardian Signature: _________________________   Today's date: _______________

Witness: __________________________________    Today's date: _______________
