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Dr. Gwen Pillow

Chiropractic Physician 13301 Orangs Grove Dr. Suite A Tampa PL 33618

- Teh 813-963-3055

"Dty shotya hoath : Dr. Ashley Sooklal . S .
Chiropractic Physician , Fax:.813-886-0959

Chliropractic Case History / Patient Information

Date:

Name; Soclal Security #: . - HomePhone:_ )=~
Address; City: State: Zip:

E-mall address: Cell Phone:(__) -
Age: Birth Date: / ] Marital Status: oM oS oW oD
Occupation: Employer:

Employer's Address: . . Office Phone:(__). -
Spouse: Occupation; Employer:

How many chlldren? Names and Ages of Children:_-

Name of nearest relative: Address;___ Phone:(__). -
How were you referred to our office?

Family Medical Doctor: : Phone:(__) -

When doctors work together it benefits you.
May we have your permission to update your medical doctor regarding your care at this office? oYes oNo
HISTORY OF PRESENT ILLNESS: L)

Chief Complalnt: Purpose of this appointment.

Date symptoms appeared or accldent happened:

Is this due to: oAuto oWork  Other,

Have you ever had the same or a similar condition? oYes oNo
If yes, when and describe:

Days lost from work, if any: Date of last physlcal examination:
PAST MEDICAL HISTORY:
Have you ever been diagnosed as having or have suffered from: (place a check by conditions that apply to you)
o Broken or Fractured Bones o Osteoarthritis o Eatlng Disorder
o Clrculatory Problems o Epllepsy o Alcoholism
o Rheumatold Arthritis o Pace Maker o Drug Addiction
o Selzures/Convulsions o Strokes o HIV Positive
o A Congenltal Disease o Cancer o Gall Bladder
o Excessive Bleeding o Ruptures o Depression
o HighfLow Blood Pressure o Coughing Blood a Ulcers




Do you have a history of stroke or hypertension?
Have you had any major lltngss, Injuries, falls, auto accidents, or surgeries? Women, please Include Information about

childbirth (include dates); .
Have you been treated for any health condition by a physician in the last year? aYes aNo
If yes, describe:
Do you have any allergles of any kind? oYes oNo If yes, describe: : -
Pleass list any other health problems you have, no matter how insignificant they may be:

SOCIAL HISTORY: .
Do you drink any alcoholic beverages? oYes oNo If 80, how much per week? '
Do you use any tobacco products? oYes oNo Do you smoke? oYes oNo.lf 80, how many packs per day?
Do you take any vitamin supplements? oYes oNo If so, please list: '
Do you consume caffeine? oYes aoNo If so, how much per day?
Do you exercise? oYes oNo if yes, what Is the frequency and typs of exerclse?

FAMILY HISTORY:
Father: oLiving oDeceased Age If still living: Causs of death & age at death If deceased:
Mother: oliving aDeceased Ags If still living: Cause of death & age at death If deceased:

FAMILY DISEASES:

Check if applicable and indicate whether family member is Eather, Mother, Slster, Brother:

Tuberculosls oF oM oS oB Cancer oF oM of oB Mental lliness aof oM aS oB
Diabsetes of oM oS aB Asthma oF oM oS oB HeartDisease aF oM aS ¢B
Stroke ofF oM oS aoB Kidney Disease oF oM oS oB Lung Disease of oM oS oB
Arthritis oF oM oS oB Liver Disoase oF oM oS oB Other

Please check any and all insurance coverage that may be applicable In this case: gMejor Medical oAuto Accldent
oWorker's Compensation cMedicald cMedlcare oMedical Savings Account & Flex Plans  cOther
Name of Primary Insurance Company__°
Name of Secondary Insurance Company (if any):

AUTHORIZATION AND RELEASE: | hereby Instruct and dlrect Insurance Company to pay
directly to Chiropractic Naturally, the professlonal or medical expense benefits allowable and otherwise payable to me
under my current Insurance Policy as payment toward the total charge for professional services rendered. There Is a
DIRECT ASSIGNMENT OF RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my
indebtedness to the above mentioned assignee and | have agreed to pay, In the current manner, any balance of sald
profession service charges over and above this insurance coverage. | also understand that | am responsible for all cost
of chiropractic care, regardless of Insurance coverage. | also understand that if | suspend or terminate my schedule of
care as determined by my treating doctor, any fees for professional services will be immediately due and payable.

Patient Signature: ' Date:
Print Name:
Guardlan's Signature Authorizing Care: Date:

Witness Signature:, Date:
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PAIN DRAWING
Name:; ' Date: '
Date of Blrth: : Examiner:
TELL US WHERE YOU HURT

Please read carefully:

Mark the areas on your body where you feel pain. include all affecled areas. Mark areas of radiation. If you
pain radlates, draw an arrow from where It starts to where [t stops. Please extend the arrow as far as the
pain travels. Use appropriate symbol(s) listed below.

Ache >>>>55>>>>>> Numbness s===ss===3&zcs, Pins & Needles 000600000

Burning 10000000000 Stabbing/1111111111111111 Throbbing ~~~~~~m~nm~as

‘" iq‘»\'.\.\ e o

£




Dr. Archana Mehta e ‘
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Assignment and Instruction for Direct Payment for Private/Group Insurance

| hereby instruct Insurance Company to pay by check .. ___
made out and malled directiy to: " . .
Chiropractic Naturally
Archana Mehta, DC
6637 Sheldon Rd
Suite T

Tampa, FL 33615

If my current policy prohibits direct payment to the doctor, then | hereby also Instruct and direct
you to make out the check to me and mall as follows; .

c/o Chiropractio Naturelly
Archana Mehta, DC
6637 Sheldon Rd
Sulte T
Tampa, FL 33615

The professlonal or medical expense benefits allowable and otherwise payable to me under my,
current Inseance policy as payment toward the total charge for professional services rendered.
THERE IS A DIRECT ASS|GNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY.
This payment will not exceed my indebtedness to the above mentioned assignee and | have

agreed to pay, in the ‘current manner, any balance of sald professional service charges over and
above this insurance pallc. . .

A photocopy of this assignment shall be considered as effective and valid as the original. | elso
authorize the release of any information pertinent to my case to any insurance company,
adjuster or attorney involved In this case.

Dated on this day of 20,

Signature of Policyholder Witness

Print neme Signature of Clalmant, If other than policyholder



Dr. Archana Mehta
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INFORMVIED CONSENT FORM .

| hereby request and consent to the performances of chiropractic treatments and other chiropractic/médical
procedures, including varlous forms of physical therapy and dlagnostic x-rays by
This consent Is extended to other licensed chiropractic physiclans, chiropractic assistants and licensed massage
therapists, who nor orin the future are employed by, working with or assoclated with this office.

| certify that | have had the opportunity to discuss with the doctor of chiropractic and/or other office personnel, the
nature and purpose of the care that Is being provided. | understand that, as [n the practice of any of the healing arts, In
the practice of chiropractic, there are some risks to treatment including but not limited to fractures, disc injurles,
strokes, dislocations and sprains. | also understand that the doctor, who has explained all of these things to me, is not
expected to be able to anticlpate and explain all the risks and complications. | will rely on the doctor to exercise
appropriate judgment during the course of care based on the facts known at this time and In my best Interest.

My signature below certifles that | have read or have had read to me the above consent. | also certify that | have had the
opportunity to ask questions and optlons to care have been explained. By signing this consent form, 1 agree to the care
being provided to me for the entire course of treatment for my present condition(s) and for any future condition(s) for
which | seek treatment.

Pattent“.s name (please print) Witness' name ¢
Patlent's signature ' Witness' signature

Date Date

patient's representative Patlent's representative
Representative's relationship to patlent Translated by

(If patlent is a minor orif physically or mentally Impaired)

Doctor's name Doctor's signature



. Lo Dr. Archana Mehta
a, . Y | 1 813-885-57.
Y T Dr. Gwen Pillow ;
I ! ) B30 Orange Grove Dr. Suite A Tampa FL 33618
el Chiropraciic Physiian whossbs0ss |
“Because & ebout your heellf Dr. Ashley Socklal
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NOTICE OF PRIVACY PRACTICE ACKNOWLEDGMENT

I understand that, under the Health Insurance Portabllity & Accountability Act ;f 1998 ("HIPPA"), | have certain rights to
privacy, regarding my protected health information. | understand that this Information can and will be used to:

e Conduct, plan and direct my treatment and follow up among the multiple healthcare providers who may be
Involved in that treatment directly and indlirectly.
* Obtain payment from third-party payers.

| acknowledge that | have recelved your Notice of Privacy Practice containing a more complete description of the uses
and disclosures of my health information. | understand that this organization has the right to change its Notice of Privacy
Practices from time to time and that | may contact this organization at any time at the address above to obtaln a current
copy of the Notice of Privacy Practices.

| understand that | may request in writing that you restrict how my private information is used or disclosed to carry out
treatment, payment or health care operations, | also understand you are not required to agree to my requested
restrictions, but if you do agree then you are bound to abide by such restrictlons.

| authorize disclosure of my protected heaith information for the named Indlv!dual(s)‘\isted below:

Name o Relatlonship:
Name " Relationship:
Patlent Name:
Relatlonshlp to Patient:
Slgnature:

Date:
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C"'l Iro P ractic \ Chfmpract!c Physidan 55)75!1&&0:;%;0;? ; 1:2?8 PL33615

Natura Y J . ' &

dE Dr. Gwen Pillow

~ & v, 13301 Orange Grove Dr. Sulte A Tampa 'L 35618

= _f '.;HA y Chlropracﬁc Pl'lgaxaan Tel: 813-965-3055

“Bacausa It's aboul your heatih’ Dr. Ashley Sooklal 886-0559
Chiropractic Physician Fex. 5
Patlent Name: , .
Health Care Authorization Form ‘

" The Patlent ldentifled above authorizes Chircpractic Naturally to use and/or disclose protected heslth Information
In accordance with the following: )

. 1 gve permission to Chiropractic Naturally to use my address, phone number, and cilnical records to contact me
with birthday cards, hollday related cards, recall cards, testimonlals, appointment reminders, telephone calls and
Information about treatment alternatives or other health related information.

. 1give permission to Chiropractic Naturaliy to treat in an open deor room. |am aware that the other persons In
the office may over hear some of my protected kealth information during the course of the care. Should | need to
speak with the doctor at any time In private, thedoctor will provide 3 room for these conversations,

. By signing this form you are giving Chiropractic WNaturatly permission to use and disclose your protected health
Information In accordance with the dlrectives listed above.

EXPIRATION

The authorization shall expire on the following date: 4

RIGHT TO REVOKE AUTHORIZATION

You have the right to révoke this authorization, In writing, at any time. However, your written request to revoke
authorization Is not effective to the extent that we have provided services or taken action In reflance on your
authorization.

You make revoke this authorization by malling or hand dellvering a written notice to the Privacy Officlal of
Chiropractic Naturally. The written notice must contaln the following: you name, date of birth, a clear statement
of your Intent to revcke the authorlzation, the date of your request and your signature.

This revocation Is not effective until it is received by the Privacy Official,

This authorlzation is requested by Chiropractic Naturally for lts own use/disclosure of PHI. (Minimum necessary
standards apply.)

You have the right to sign this authorization. If you refuse to sign this authorization, Chiropractic Naturally will not
refuse to provide treatment.

Patlent Signature Date



