	Southern

   Connecticut

      Chiropractic
	Scott J Rocchio,DC,LLC

                                   412 Roosevelt Drive
Derby, CT 06418

203.736.1762 phone

203.736.3450 fax



	
	


Name




  
     Age

 DOB       /       /          Sex
      Ht
         Wt


Name(s) of Parent(s)/Guardian(s)




Parent(s)/ Guardian(s) SSN            -        -         
  
Parents(s)/Guardian(s) Employer_____________________________________________________

Address





 City



 State_____ Zip



Home Phone





 Who referred you to our office?






PEDIATRIC CHIROPRACTIC CASE HISTORY
Purpose for contacting our office:












Other doctors seen for this condition:











Other health problems:












Check any of the following conditions your child has suffered from:


□ ADHD

□ Allergies/Rashes
□ Asthma

□ Auto Accident


□ Bed Wetting
□ Chronic Colds
□ Colic

□ Digestive Problems


□ Ear Infections
□ Headaches

□ Nose Bleeds
□ Recurring Fevers


□ Scoliosis

□ Seizures

□ Other








Previous Chiropractor:





 Date of last visit:





Name of Pediatrician:






 Date of last visit:





Number of doses of antibiotics your child has taken:

During the past six months:



 During entire life:





Number of doses of medications your child has taken:


During the past six months:



 During entire life:






Vaccination history:














Complications during pregnancy:
□ No   □ Yes, explain








Medication during pregnancy:
□ No   □ Yes, how many








Alcohol/Cigarette use:

□ No   □ Yes, explain







Location of delivery:
□ Hospital
□ Home
□ Other








Complications during delivery:
□ No    □ Yes, explain








Birth Intervention:
□ Caesarian Section
 □ Vacuum Extraction
□ Spinal Tap
       □ Forceps


Birth Height:


       Birth Weight:


       APGAR Scores:




Breast Fed:  □ No   □ Yes, how long

      Formula:  □ No   □ Yes, how long



Introduced to solids at


 months.  Cow’s milk at 

   months.

Childhood Disease:


□ Chicken Pox, age


□ Rubeola, age
      
□ Whooping Cough, age



□ Rubella, 
   age


□ Mumps,  age
      
□ Other
         , age



At what age was your child able to:
Respond to sound stimuli


Hold head up

   
    Stand alone



Respond to visual stimuli


Cross Crawl

   
    Walk alone



Check all surgeries or procedures that apply:

□ My child has never had any surgeries or procedures

□ Vaccinations 
□ Tonsillectomy 
□ Hernia 
□ Other






List any medications your child is currently using and reason for use







Please provide any other relevant, health-related information








Do you have Health Insurance?    □ No (many of our patients do not)    □ Yes (please complete the box below)   

    


Insured’s Name




  
 DOB         /         /          
Insurance Company





 Policy Number






I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby authorize Southern Connecticut Chiropractic to provide my child with chiropractic care, in accordance with Connecticut’s statutes.

Parent / Guardian Signature 





 Date Completed




I hereby authorize payment to be made directly to Southern Connecticut Chiropractic for all benefits which may be payable under a healthcare plan or from any other collateral sources. I authorize utilization of this application or copies thereof for the purpose of processing claims and effecting payments, and further acknowledge that this assignment of benefits does not in any way relieve me of payment liability and that I will remain financially responsible Southern Connecticut Chiropractic for any and all services I receive.

Patient Signature






 Date Completed





Doctor Signature






 Date Reviewed





Informed Consent
Regarding: Chiropractic Adjustments, Modalities, and Therapeutic Procedures

I have been advised that chiropractic care, like all forms of health care, holds certain risks. While the risk are most often very minimal, in rare cases, complications such as sprain/strain injuries, irritation of a disc condition, and although rare, minor fractures have been associated with chiropractic adjustments. Treatment objectives as well as the risks associated with chiropractic adjustments and, all other procedures provided at Southern Connecticut Chiropractic have been explained to me to my satisfaction and I have conveyed my understanding of both to the doctor. After consideration, I do hereby consent to treatment by any means, method, and or techniques, the doctor deems necessary to treat my condition at any time throughout the entire clinical course of my care. 

PRINT NAME



 SIGNATURE



 DATE

      ( WITNESS INITIALS
Regarding: X-Rays, Imaging Studies

By my signature below I am acknowledging that the doctor and/or a member of the staff has discussed with me the risks associated with exposure to x-rays. After consideration I therefore, do hereby consent to have the diagnostic x-ray examination the doctor has deemed necessary in my case. 
PRINT NAME



 SIGNATURE



 DATE

      ( WITNESS INITIALS
Notice of Privacy Practices (HIPAA)
This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. “Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services.

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party. For example, we would disclose your protected health information, as necessary, to a home health agency that provides care to you. For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing, and conducting or arranging for other business activities. For example, we may disclose your protected health information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment. We may use or disclose your protected health information in the following situations without your authorization. These situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight: Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation: Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Your Rights. Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information.

You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply. 

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically.
You may have the right to have your physician amend your protected health information. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information. We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as provided in this notice.

Complaints. You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint.
This notice was published and becomes effective on/or before April 14, 2003.

I authorize Southern Connecticut Chiropractic and it’s agents to give information regarding my treatment at Southern Connecticut Chiropractic to family members, work associates or others over the telephone. I also authorized Southern Connecticut Chiropractic and it’s agents to leave information regarding my treatment on my home, cellular, and office voicemail and other messaging systems that may be appropriate. This information may include, but not limited to, appointment reminders and incoming calls concerning your treatment and appointment times. We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information. If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

PRINT NAME



 SIGNATURE



 DATE

      ( WITNESS INITIALS
