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NNNEWEWEW P P PATIENTATIENTATIENT A A APPLICATIONPPLICATIONPPLICATION & H & H & HISTORYISTORYISTORY   

Date ____________________________________________________ 

Patient SSN ______________________________________________ 

Patient Name _____________________________________________ 

Address __________________________________________________ 

City _______________________ State ________ Zip _____________ 

Email ___________________________________________________ 

Sex   M   F     Age ________    Birthdate ____________________ 

 Married  Widowed  Single   Minor 

 Separated  Divorced  Partnered for _____ years 

Number of Children ________________________________________ 

Employer/School __________________________________________ 

Employer/School Phone (______)_____________________________ 

Occupation _______________________________________________ 

Spouse’s Name ____________________________________________ 

Who may we thank for referring you? __________________________ 

Have you ever received chiropractic care before?   Yes   No  

If yes, who was your chiropractor? ____________________________ 

What kind of results did you have? ____________________________ 

_________________________________________________________ 

Do you have a primary provider (MD)?   Yes   No 

If yes, who is your doctor? ___________________________________ 

Where is he/she located? ____________________________________ 

Who is responsible for this account? ___________________________ 

Relationship to Patient ______________________________________ 

Insurance Co. _____________________________________________ 

Group # _________________________________________________ 

Is patient covered by additional insurance?   Yes   No 

Subscriber’s Name _________________________________________ 

Birthdate _______________________  SSN ____________________ 

Relationship to Patient ______________________________________ 

Insurance Co. _____________________________________________ 

Group # _________________________________________________ 
ASSIGNMENT AND RELEASE 

I certify that I, and/or my dependent(s), have insurance coverage with 
____________________________ and assign directly to Dr. Matthew J. Dunn 
all insurance benefits, if any, otherwise payable to me for services rendereed.  I 
understand that I am financially responsible for all charges whether or not paid 
by insurance.  I authorize the use of my signature on all insurance submissons. 
  
The above-named doctor may use my health care informatin and may disclose 
such information to the above-named Insurance Company(ies) and their agents 
for the purpose of obtaining payment for services and determining insurance 
benefits or the benefits payable for related services.  This consent will end when 
my current treatment plan is completed or one year from the date signed below. 
 
________________________________________________________________ 
                    Signature of Patient, Parent, Guardian or Personal Represenative 
 

________________________________________________________________ 
                  Print name of Patient, Parent, Guardian or Personal Represenative 
 

_______________________      ______________________________________ 
 Date   Relationship to Patient 

First Name  Middle Initial  Last Name 

We will never share your  
e-mail with any third parties. 

Home (______)________________   Cell (______)________________    

Best time and place to reach you _______________________________ 

IN CASE OF EMERGENCY, CONTACT 

Name ___________________________ Relationship ______________ 

Home (______)_______________ Work (______)_________________ 

Is condition due to an accident?  Yes  No  Date _______________ 

Type of accident  Auto   Work   Home   Other  

To whom have you made a report of your accident? 
 Auto Insurance   Employer   Worker Comp   Other  

Attorney Name (if applicable) ________________________________ 

Reason for Visit __________________________________________________________________________________________________________ 

When did your symptoms appear? __________________________________________________________________ 
Is this condition getting progressively worse?  Yes   No   Unknown 

Mark an X on the picture where you continute to have pain, numbness or tingling —–——————> 

Rate the severity of your pain on a scale from 0 (no pain) to 10 (severe pain) ___________________ 

Type of pain:  Sharp       Dull          Throbbing   Numbness    Aching      Shooting 
   Burning     Tingling    Cramps       Stiffness      Swelling    Other 

How often do you have this pain? _____________________________________________________________ 

Is it constant or does it come and go? __________________________________________________________ 

Does it interfere with your   Work     Sleep     Daily Routine     Recreation  
Activities or movements that are painful to perform  Sitting   Standing   Walking   Bending   Lying Down 

Is there anything you do that makes it feel better? ______________________  Worse? _______________________ 

Does the pain shoot or radiate anywhere? ___________________________________________________________ 
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What treatment have you already received for your condition?   Medications  Surgery   Physical Therapy 

   Chiropractic Services    None   Other ____________________________________________________________________ 

Name and address of other doctor(s) who have treated you for your condition _________________________________________________________ 

66  

AIDS/HIV  Yes    No 

Alcoholism  Yes    No 

Allergy Shots  Yes    No 

Anemia  Yes    No 

Anorexia  Yes    No 

Appendicitis  Yes    No 

Arthritis  Yes    No 

Asthma  Yes    No 

Bleeding Disorders  Yes    No 

Breast Lump  Yes    No 

Bronchitis  Yes    No 

Bulimia  Yes    No 

Cancer  Yes    No 

Cataracts  Yes    No 

Chemical Dep.  Yes    No 

Chicken Pox  Yes    No 

Diabetes  Yes    No 

Emphysema  Yes    No 

Epilepsy  Yes    No 

Fractures  Yes    No 

Glaucoma  Yes    No 

Goiter  Yes    No 

Gonorrhea  Yes    No 

Gout  Yes    No 

Heart Disease  Yes    No 

Hepatitis  Yes    No 

Hernia  Yes    No 

Herniated Disc  Yes    No 

Herpes  Yes    No 

High Blood Pressure  Yes    No 

High Cholesterol  Yes    No 

Kidney Disease  Yes    No 

Liver Disease  Yes    No 

Measles  Yes    No 

Migraine Headaches  Yes    No 

Miscarriage  Yes    No 

Mononucleosis  Yes    No 

Multiple Sclerosis  Yes    No 

Mumps  Yes    No 

Osteoporosis  Yes    No 

Pacemaker  Yes    No 

Parkinson’s Disease  Yes    No 

Pinched Nerve  Yes    No 

Pneumonia  Yes    No 

Polio  Yes    No 

Prostate Problem  Yes    No 

Psychiatric Care  Yes    No 

Rheumatoid Arthritis  Yes    No 

Rheumatic Fever  Yes    No 

Scarlet Fever  Yes    No 

STD  Yes    No 

Stroke  Yes    No 

Suicide Attempt  Yes    No 

Thyroid Problems  Yes    No 

Tonsilitis  Yes    No 

Tuberculosis  Yes    No 

Tumors, Growths  Yes    No 

Typhoid Fever  Yes    No 

Ulcers  Yes    No 

Vaginal Infections  Yes    No 

Whooping Cough  Yes    No 

Other ___________________________ 

________________________________ 

________________________________ 

 EXERCISE 
  None 
  Moderate 
  Daily 
  Heavy 

WORK ACTIVITY 
  Sitting 
  Standing 
  Light Labor 
  Heavy Labor 

HABITS 
  Smoking  Packs/Day ________________ 
  Alcohol  Drinks/Week______________ 
  Coffee/Caffeine Drinks Cups/Day_________________ 
  High Stress Level Reason___________________ 

Are you pregnant?    Yes     No     Due Date ______________________________ 

Injuries/Surgeries you have had:  Description         Date 
 Falls  __________________________________________________  _________________________ 
 Head Injuries __________________________________________________  _________________________ 
 Broken Bones __________________________________________________  _________________________ 
 Dislocations __________________________________________________  _________________________ 
 Surgeries  __________________________________________________  _________________________ 

                 MMEDICATIONSEDICATIONS                A    ALLERGIESLLERGIES      SSUPPLEMENTSUPPLEMENTS 77  
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________ 

_______________________________
_______________________________
_______________________________
_______________________________
_______________________________

____________________________________
____________________________________
____________________________________
____________________________________
____________________________________ 

Rev 6/09 

Place a mark on “Yes” or “No” to indicate if you have had any of the following: 

Date of Last:    Physical Exam ______________________      Spinal X-Ray ______________________      Blood Test _______________________ 

                         Spinal Exam _________________________   Chest X-Ray _______________________      Urine Test _______________________ 

                         Dental X-Ray ________________________    MRI, CT-Scan, Bone Scan _______________________________________________ 



                 IINFORMEDNFORMED C CONSENTONSENT F FOROR C CHIROPRACTICHIROPRACTIC T TREATMENTREATMENT 88  
I hereby request and consent to the performance of chiropractic treatments (also known as chiropractic adjustments or chiropractic ma-
nipulative 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, diaphrag-
matic paralysis, cervical myelopathy and costovertebral 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 complications, and I wish to rely upon the doctor to exercise judgment 
during the course of the procedure(s) which the doctor feels at the time, based upon the facts then known, that 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 chi-
ropractic treatment.  I hereby give my consent to that treatment.  I intend for this consent to cover the 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 or Representative 

x__________________________________________ _________________ 
Signature of Patient or Representative Date 

                 RRECEIPTECEIPT  OFOF P PRIVACYRIVACY N NOTICEOTICE 99  
My signature, below, certifies that I have received a copy of the NOTICE OF PRIVACY PRACTICES. 
 

x__________________________________________ _________________ 
Signature of Patient or Representative Date 

Rev 6/09 



 1

HealthChoice Center of Peachtree City, LLC 
Dr. Matthew J. Dunn, D.C. 

3200 Shakerag Hill, #B 
Peachtree City, GA 30269 

Phone:  (770) 408-0184   Fax:  (770) 632-7747 
 

NOTICE OF PRIVACY PRACTICES 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND  
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  

If you have any questions about this Notice please contact:  Dr. Matthew J. Dunn.  
This Notice of Privacy Practices describes how we may use and disclose your protected health information to 
carry out treatment, payment or health care operations 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” (PHI) 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.  
We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of our 
notice, at any time. The new notice will be effective for all protected health information that we maintain at 
that time. Upon your written request, we will provide you with any revised Notice of Privacy Practices or by 
calling the office and requesting that a revised copy be sent to you in the mail or asking for one at the time of 
your next appointment.  
1. Uses and Disclosures of Protected Health Information  
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. Your PHI may also be used and disclosed to pay your health care bills and to support the 
operation of the physician’s practice.  
Following are examples of the types of uses and disclosures of your PHI that the physician’s office is 
permitted to make. These examples are not meant to be exhaustive, but to describe the types of uses and 
disclosures that may be made by our office.  
Treatment: We will use and disclose your PHI 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 that has 
already obtained your permission to have access to your PHI protected. For example, we would disclose your 
PHI, as necessary, to a home health agency that provides care to you. We will also disclose PHI to other 
physicians who may be treating you when we have the necessary permission from you to disclose your PHI. 
For example, your PHI 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.  
In addition, we may disclose your PHI from time-to-time to another physician or health care provider (e.g., a 
specialist or laboratory) who, at the request of your physician, becomes involved in your care by providing 
assistance with your health care diagnosis or treatment to your physician.  
Payment: Your PHI will be used, as needed, to obtain payment for your health care services. This may 
include certain activities that your health insurance plan may undertake before it approves or  
pays for the health care services we recommend for you such as; making a determination of eligibility or 
coverage for insurance benefits, reviewing services provided to you for medical necessity, and undertaking 
utilization review activities. For example, obtaining approval for extended chiropractic care that your relevant 
PHI be disclosed to the health plan to obtain approval for that care.  Dates and costs of services information 
may be disclosed to a third party when attempting to collect past due payments from you. 
Healthcare Operations: We may use or disclose, as-needed, your PHI 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 staff, chiropractic students, and chiropractic assistants for 
training fundraising activities, and conducting or arranging for other business activities.  
For example, we may disclose your PHI to chiropractic school students and chiropractic assistants that see or 
assist our 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 if we need to change any information we currently have on file. We 
may also call you by name in the waiting room when your physician is ready to see you. We may use or 
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disclose your PHI, as necessary, to contact you to remind you of your appointment. We may leave a 
message regarding specifics of the time and date of appointment with any person or devise who answers at 
the phone number of record for you.   
We will share your PHI with third party “business associates” that may at any time perform various activities 
(e.g., billing, transcription services) for the practice. Whenever an arrangement between our office and a 
business associate involves the use or disclosure of your PHI, we will have a written contract that contains 
terms that will protect the privacy of your PHI.  
We may use or disclose your demographic information and the dates that you received treatment from your 
physician, as necessary, in order to contact you for fundraising activities supported by our office. If you do not 
want to receive these materials, please contact our Privacy Contact and request in writing that these 
fundraising materials not be sent to you.  
Uses and Disclosures of Protected Health Information Based upon Your Written Authorization  
Other uses and disclosures of your PHI will be made only with your written authorization, unless otherwise 
permitted or required by law as described below. 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.  
Other Permitted and Required Uses and Disclosures That May Be Made With Your Authorization or 
Opportunity to Object  
We may use and disclose your PHI in the following instances. You have the opportunity to agree or object to 
the use or disclosure of all or part of your PHI. If you are not present or able to agree or object to the use or 
disclosure of the PHI, then your physician may, using professional judgment, determine whether the 
disclosure is in your best interest. In this case, only the PHI that is relevant to your health care will be 
disclosed.  
Facility Directories: Unless you object, to people that ask for you by name, (either in person or by telephone 
or electronic means), we will use and disclose verbally that you are on the premises or not on the premises 
(or disclose when you are expected or when you were last seen).  Anyone who asks about you by name 
regarding your general condition or “how you are doing” will be told you are either  “doing a little better” or 
“about the same” or “not doing too well”. No specifics will be revealed except to those friends and family 
members you have indicated are directly involved with your healthcare, on the “Others Involved in My 
Healthcare Form” (see below).   
Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a 
relative, a close friend or any other person you identify, your PHI that directly relates to that person’s 
involvement in your health care. If you are unable to agree or object to such a disclosure, we may disclose 
such information as necessary if we determine that it is in your best interest based on our professional 
judgment. We may use or disclose PHI to notify or assist in notifying a family member, personal 
representative or any other person that is responsible for your care of your location, general condition . 
Finally, we may use or disclose your PHI to an authorized public or private entity to assist in disaster relief 
efforts and to coordinate uses and disclosures to family or other individuals involved in your health care.   You 
may affix additional names of family and friends (who may live at a distance or with whom the physician is not 
personally familiar), to this list by requesting a copy of our Others Involved in My Healthcare form. 
Other Permitted and Required Uses and Disclosures That May Be Made Without Your Authorization or 
Opportunity to Object  
We may use or disclose your PHI in the following situations without your authorization. These situations 
include:  
Required By Law: We may use or disclose your PHI to the extent that the use or disclosure is required by 
law. The use or disclosure will be made in compliance with the law and will be limited to the relevant 
requirements of the law. You will be notified, as required by law, of any such uses or disclosures.  
Public Health: We may disclose your PHI for public health activities and purposes to a public health authority 
that is permitted by law to collect or receive the information. The disclosure will be made for the purpose of 
controlling disease, injury or disability. We may also disclose your PHI, if directed by the public health 
authority, to a foreign government agency that is collaborating with the public health authority.  
Communicable Diseases: We may disclose your PHI, if authorized by law, to a person who may have been 
exposed to a communicable disease or may otherwise be at risk of contracting or spreading the disease or 
condition.  
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Health Oversight: We may disclose PHI to a health oversight agency for activities authorized by law, such 
as audits, investigations, and inspections. Oversight agencies seeking this information include government 
agencies that oversee the health care system, government benefit programs, other government regulatory 
programs and civil rights laws.  
Abuse or Neglect: We may disclose your PHI to a public health authority that is authorized by law to receive 
reports of child abuse or neglect. In addition, we may disclose your PHI if we believe that you have been a 
victim of abuse, neglect or domestic violence to the governmental entity or agency authorized to receive such 
information. In this case, the disclosure will be made consistent with the requirements of applicable federal 
and state laws.  
Food and Drug Administration: We may disclose your PHI to a person or company required by the FDA to 
report adverse events, product defects or problems, biologic product deviations, track products; to enable 
product recalls; to make repairs or replacements, or to conduct post marketing surveillance, as required.  
Legal Proceedings: We may disclose PHI in the course of any judicial or administrative proceeding, in 
response to an order of a court or administrative tribunal (to the extent such disclosure is expressly 
authorized), in certain conditions in response to a subpoena, discovery request or other lawful process.  
Law Enforcement: We may also disclose PHI, so long as applicable legal requirements are met, for law 
enforcement purposes. These law enforcement purposes include (1) legal processes and otherwise required 
by law, (2) limited information requests for identification and location purposes, (3) pertaining to victims of a 
crime, (4) suspicion that death has occurred as a result of criminal conduct, (5) in the event that a crime 
occurs on the premises of the practice, and (6) medical emergency (not on the Practice’s premises) and it is 
likely that a crime has occurred.  
Coroners, Funeral Directors, and Organ Donation: We may disclose PHI to a coroner or medical examiner 
for identification purposes, determining cause of death or for the coroner or medical examiner to perform 
other duties authorized by law. PHI may be used and disclosed for cadaveric organ, eye or tissue donation 
purposes.  
Research: We may disclose your PHI to researchers when their research has been approved by an 
institutional review board that has reviewed the research proposal and established protocols to ensure the 
privacy of your PHI.  
Criminal Activity: Consistent with applicable federal and state laws, we may disclose your PHI, if we believe 
that the use or disclosure is necessary to prevent or lessen a serious and imminent threat to the health or 
safety of a person or the public. We may also disclose PHI if it is necessary for law enforcement authorities to 
identify or apprehend an individual.  
Military Activity and National Security: When the appropriate conditions apply, we may use or disclose PHI 
of individuals who are Armed Forces personnel (1) for activities deemed necessary by appropriate military 
command authorities; (2) for the purpose of a determination by the Department of Veterans Affairs of your 
eligibility for benefits, or (3) to foreign military authority if you are a member of that foreign military services. 
We may also disclose your PHI to authorized federal officials for conducting national security and intelligence 
activities, including for the provision of protective services to the President or others legally authorized.  
Workers’ Compensation: Your PHI may be disclosed by us as authorized to comply with workers’ 
compensation laws and other similar legally-established programs.  
Inmates: We may use or disclose your PHI if you are an inmate of a correctional facility and your physician 
created or received your protected health information in the course of providing care to you.  
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 et. seq.  
2. Your Rights  
Following is a statement of your rights with respect to your PHI and a brief description of how you may 
exercise these rights.  
You have the right to inspect and copy your protected health information. This means you may, upon 
written request, within ten business days, inspect and obtain a copy of PHI about you that is contained in a 
designated record set for as long as we maintain the PHI. You will be charged a reasonable fee for copying 
any records.  A “designated record set” contains medical and billing records and any other records that your 
physician and the practice uses for making decisions about you.  
While  seldom a part of offices records forwarded by others to this physician, we must advise you that 
under federal law, however, you may not inspect or copy the following records; psychotherapy notes; 
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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 PHI. Depending on 
the circumstances, a decision to deny access may be reviewable. In some circumstances, you may have a 
right to have this decision reviewed. Please contact our Privacy Contact if you have specific questions about 
access to your medical record.  
You have the right to request a restriction of your protected health information. This means you may 
ask us, in writing, not to use or disclose any part of your PHI for the purposes of treatment, payment or 
healthcare operations. You may also request that any part of your PHI 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 be in writing and 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 PHI, your PHI will not be restricted. If your  
physician does agree to the requested restriction, we may not use or disclose your PHI in violation of that 
restriction unless it is needed to provide emergency treatment. With this in mind, please discuss any 
restriction you wish to request with your physician. You may request a restriction by requesting a form entitled 
Others Involved in My Healthcare. 
You have the right to request to receive confidential communications from us by alternative means or 
at an alternative location (such as when traveling). We will accommodate reasonable requests. We may 
also condition this accommodation by asking you for information as to how payment (for such things as long 
distance phone charges, etc.)  will be handled or specification of an alternative address or other method of 
contact. We will not request an explanation from you as to the basis for the request. Please make this request 
as needed, in writing, to our Privacy Contact.  
You may have the right to have your physician amend your protected health information. This means 
you may request an amendment of PHI about you in a designated record set for as long as we maintain this 
information. This amendment can only be done to records that the physician has personally created, not 
those received from other providers of care.  In certain cases, we may deny your request for an amendment. 
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. Both your 
request and our rebuttal will then become a part of your personal record.  If you would like to request an 
amendment to a portion of the record that was not created by this physician, that request and your 
explanation of the discrepancies will be added to your chart and become a part of the record, but the cited 
information itself will not be changed or purged.  Please contact our Privacy Contact to determine if you have 
questions about amending your medical record.  
You have the right to receive an accounting of certain disclosures we have made, if any, of your 
protected health information. This right applies to disclosures for purposes other than treatment, payment 
or healthcare operations as described in this Notice of Privacy Practices. It excludes disclosures we may 
have made to you, for the facility, to family members or friends involved in your care, or for notification 
purposes. You have the right to receive specific information regarding these disclosures that occurred after 
April 14, 2003. You may request a shorter timeframe. The right to receive this information is subject to certain 
exceptions, restrictions and limitations.  
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 electronically.  
3. 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.  
You may contact our Privacy Officer, Dr. Matthew J. Dunn for further information about the complaint 
process.  
This notice was published 4/28/2009 and becomes effective on 4/28/2009.  
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