
Date:

Name:

Home Phone:

Address:

Sex: � Male  � Female       Birthdate:

(               )                        –     Work Phone: (               )                        –     

Cell Phone: (               )                        –     

Email Address:

Occupation:

Number and Ages of Children:

Referred to Our Office By:

City: State: Zip:

Social Security #:

Martial Status: � M  � S  � W  � D

P L E A S E P R I N TWELCOME TO OUR PRACTICE

How Will Payment Be Made:    � Cash     � Check     � Credit Card

Type of Insurance:    � Health     � Auto     � Worker’s Comp � Medicare     � Medicaid     � None

Name of Insurance Company: Name of Insured:

1.   Which pain or condition has brought you to our office? __________________________________________________________________________________

2.   How long has it bothered you? _______________________________________________________________________________________________________

3.   Vertebral Subluxations can cause irritations to different fibers within nerves.  Is your pain � sharp or � dull?

4.   Subluxations can put pressure on the spinal cord which can be � constant or � occasional.  Which do you feel?

5.   Pressure on your spine or nerves can be worse in the � AM or � PM. 

6.   Does this pain radiate into an extremity or stay in one area? ______________________________________________________________________________

Our patients have had literally dozens of impacts that could cause subluxations.  I want to discover several of yours.

1.   When was your most recent auto accident? ___________________________________________________________________________________________

A. Speed: _________________________________

B.    � Front collision      � side collision      � rear-end  

C. Was treatment received?      � Yes      � No    If yes, where? ____________________________________________________________________

2.   When was your most recent stress or strain at work? ___________________________________________________________________________________

A. Was any treatment needed?      � Yes      � No

B. When was the one before that? ______________________________________________________________________________________________

C. What type of jobs have you done? ___________________________________________________________________________________________

3.   What sport or recreational activities do you do? _______________________________________________________________________________________

A. When was most recent stress or strain during your activity? ______________________________________________________________________

B. Was any treatment received?      � Yes      � No

C. When was the one before that? ______________________________________________________________________________________________

4.   Is there any other injury to your spine, minor or major, that the doctor should know about? ________________________________________________

___________________________________________________________________________________________________________________________________

HAVE YOU CONSULTED A CHIROPRACTOR IN THE PAST?      � Yes      � No

If yes, Name: ____________________________________________________________________________ When: _______________________________________

ARE YOU PREGNANT?  � YES   � NO

Fees are payable at the time of service. X-rays remain the property of this office.

Patient’s Signature:

FAMILY HEALTH 
CHIROPRACTIC CENTER Phone: 813.882.8181    Fax: 813.882.3413

We hate SPAM just like you do. Your confidentiality is very important to us.  We will ONLY use your 
email address for the purpose of communications between you and Family Health Chiropractic Center.



P L E A S E P R I N TWELCOME TO OUR PRACTICE

Phone: 813.882.8181    Fax: 813.882.3413

AUTHORIZATION TO PAY DIRECTLY TO DOCTOR
Know by all these present that:  The undersigned has made, constituted and appointed, and these presents does hereby make,
constitute and appoint DAN DURRIEU, D.C., P.A., and any of its duly authorized agents and employees as and to be the under-
signed’s true and lawful attorney for and in the undersigned’s name, place and stead to endorse any and all checks, drafts or
money orders which are made payable to the undersigned alone or to the undersigned and the said DAN DURRIEU, D.C., P.A.,
which checks, drafts or money orders are made payable for services which have been made by DAN DURRIEU, D.C., P.A., at the
request or with the knowledge and approval of the undersigned and/or the maker of the check, draft or money order.

Furthermore, the undersigned allows DAN DURRIEU, D.C., P.A., or any of its agents to sign any paper that will be necessary to
enhance, expedite and/or allow payment to said provider. This may include affidavits of non-ownership of vehicles, insurance
forms and other statements.

The undersigned by these presents does give and grant the said DAN DURRIEU, D.C., P.A., as attorney the full power and author-
ity to do and perform all and every act whatsoever requisite and necessary to be done in and about the premises as fully to all
intents and purposes as the undersigned might or could do to personally present insofar as the endorsing and cashing of said
checks are concerned as well as any other document.

MEDICAL RELEASE
A photocopy of this document shall be sufficient to authorize any person having records of medical treatment, services, or sup-
plies pertaining to me to release true copies of the same to DAN DURRIEU, D.C., P.A., or any insurer providing coverage to me
in connection with the processing of any claim for benefits made by me or by the assignee herein. A photocopy of this document
shall be as binding as an original signature page.

RELEASE OF INFORMATION
I hereby authorize this medical provider to : furnish my insurance company or companies and the patient’s attorney with any and
all information that may be contained in my medical records; to obtain coverage information telephonically from my insurer; to
request a written non-redacted PIP payout sheet from the insurer; and to obtain copies of my medical records, including but not
limited to, documents, reports, scans, notes, opinions, X-rays and MRIs received from any other medical provider or any insurance
company. The insurer is directed to keep the patient’s medical records private and confidential. The insurer is NOT authorized to
provide these medical records to anyone, including but not limited to, third party vendors without the patient’s and the provider’s
prior express written permission.

ASSIGNMENT OF BENEFITS
I, _____________________________________________, hereby authorize ________________________________________

(Name of Insured/Patient) (Name of Insurance Carrier)

to make medical benefits payments otherwise payable to me for services rendered by DAN DURRIEU, D.C., P.A., but not to
exceed the charges of those services, payable to and mailed directly to:

DAN DURRIEU, D.C., P.A
5015 Waters Avenue, Suite D

Tampa, Florida 33614

Furthermore, I hereby IRREVOCABLY ASSIGN to DAN DURRIEU, D.C., P.A., the rights and benefits under any policy of insurance,
indemnity agreement, or  any other collateral source as defined in Florida Statutes for any service and or charges provided by
DAN DURRIEU, D.C., P.A..

IN WITNESS WHEREOF the undersigned have hereunto set their hands, this ______ day of __________________, 200______.

_______________________________________________ ________________________________________________
PATIENT’S SIGNATURE PATIENT’S NAME (please print)

FAMILY HEALTH 
CHIROPRACTIC CENTER



P L E A S E P R I N TWELCOME TO OUR PRACTICE

Phone: 813.882.8181    Fax: 813.882.3413

RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGEMENT FORM

I,                                                                                                       (“Patient”) have read a copy of 

Family Health Chiropractic Center Notice of Patient Privacy Practices.

Signature of Patient or Parent or Legal Guardian Date

Step 5 – Exhibit 5
HIPAA GENERAL LLC
954-202-0106

FAMILY HEALTH 
CHIROPRACTIC CENTER
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