Lawrence Marrich, DC

Carlisle Health and Rehabilitation Center

3401 Carlisle Blvd. NE, Albuquerque, NM 87110

     Phone (505) 889-3333             

        Fax (505) 837-2677
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Patient Information:
 __ Female
__Male


Marital Status:  
 __Single
__Married 
__ Partnered
__Divorced
__Widowed

Full Name: 






 Date of Birth:             /
     /______ Age: _______
Address: 






 Social Sec #:__________-__________-__________        
City: 





 State: 



 Zip:  



 
Home Phone: 






Cell Phone: 




 
Email Address: 






Occupation: __________________
_______________   
Employer: 






 Work Phone: 

​​             




Emergency Contact: 




 Phone #: 







Spouse / Parent / Guardian Information:
Full Name: 






 Date of Birth:             /
     /



Address: 






 Social Sec #: 
    -
     -

 

City: 







 Home Phone: 





State: 



 Zip:  



 Cell Phone: 




 
Email Address: 






  
Employer: 






 Work Phone: 





Insurance and Primary Care Physician (PCP) Information:
Company: 





 Member/Acct#: 






Employer: 





 Group #:







Member / Policyholder’s Name: 










PCP Name: 






 Phone #: 






City: 







 State:
 






Auto / Workman’s Comp Insurance Information

Your Company: _________________________________________ 
Claim Number: ____________________________________

Your Adjuster: _________________________________________
Phone Number: ____________________________________

Other Company;________________________________________
Claim Number: ____________________________________

Other Adjuster: _________________________________________ 
Phone Number: ____________________________________

Attorney Name: ________________________________________
Phone Number: ____________________________________

Address: ______________________________________________
Fax Number: ______________________________________

City: ______________________________
State: _________________________________________Zip: ____________________

Visit Related to:
Pain Symptoms     
Wellness Visit          Auto Accident     Work Related Injury       Other Injury 

Accident/Injury:
Date of Injury: 


 
Street / Intersection ______________________________________________________________________

City and State Accident Occur? __________________________________________________  Time of Accident?___________

Describe then Accident: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
In this accident, were you the:
     __Driver          __Passenger, Front           __Passenger, Rear         __Pedestrian
  

If auto collision, were you struck from:  

 __Front       __Behind     __Right Side     __Left side      __Auto was parked

Were You Wearing Seat Belt?   __Yes   __No


Did You See Your PCP?      __Yes __No

Is there a Police Report?           __Yes   __No

Were You Taken to Hospital?      __Yes __No         

As a result of this accident were traffic citations issued to you?
__Yes __ No

Driver of other vehicle __Yes __No

Did You Hit?   __Air Bag   __Steering Wheel    __   Side Door   __Dashboard    __Windshield

Describe your symptoms:
(Check all that apply)

__ Headache


__ Migraines


__ Neck Pain

__ Neck Stiffness 

__Shoulder Pain


__Arm Pain


__Low Back Pain


__Hip Pain

__Leg Pain  

__Back Pain     

__Soreness

__ Discomfort

__ Numbness              

__Tingling        

__Dizziness   

__ Fatigue                  

__Weakness              

__Memory Loss 

__Hearing Loss

__Depressed  

__Elbow Pain

__Knee Pain 

__ Fever 

__Sweating

__Sleep Problem

__Other problems: ____________________________________________________________

Additional Symptoms: 
















_____________


_________________





Severity:

__ Mild
 __ Moderate    
__ Severe
Frequency:

__Once
__ Intermittent
__ Occasional
__ Frequent
__ Constant

Quality:
__ Dull
__ Aching
__ Sharp
 __ Stabbing
__ Burning

__ Sore

The Pain is worse: (Check all that apply)

__ Morning
 __ Midday
__ After Work
__ Evening
__ Nighttime

What is your pain? Describe on a Scale of Zero 0  to 10 How You Feel

Circle One:
0
1
2
3
4
5
6
7
8
9
10
No Pain









Unbearable Pain
Where Specifically Does it Hurt?




 Mark on the body below

__ Neck

__ Upper Back

__ Mid Back

__Lower Back


__Left Hip

__Right Hip

__ Left Shoulder

__Right Shoulder   

__Left Arm

__Right Arm

__Left Elbow

__Right Elbow               

__Left Leg

__ Right Leg 

__ Left Knee 

__ Right Knee  

__Left Ankle 

__ Right Ankle

__ Head

__Eyes

__Ears  

__Chest

__Abdomen

__ Buttocks                           

__ Left Wrist

__ Left Hand

 __ Right Wrist 

__  Right Hand




__ Jaw Left 

__ Jaw Right

__ Rib Cage Left

__ Rib Cage Right
         

Have You Been Treated By Another Facility For This Injury?  
__ Yes  __No   When? 

 By Whom? 








What Activities of Daily Living are You STILL Unable to Perform Due to Your Pain?

__Sleeping

__Walking

__Standing

__ Sitting

__ Bending
__Dressing

__Shoes

__Toileting

__ Cleaning

__ Self-Care

__ Family Care

__ Child Care

__Driving

__ Gardening

__ Working

__ Lifting

__ Desk Work

__ Traveling

__School

__ Concentrate

Describe how the pain affects these Activities of Daily Living:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Circle the number that describes the pain and Activities of Daily Living (ADL):

1 – No Pain

2 – Slight Discomfort

3 – Pain with No Effect on ADL’s

4 – Pain with a Little Effect on ADL’s

5 – Pain Prevents Any ADL’s 

6 – Pain Limits Work and Prevents Any ADL’s

7 – Pain Prevents Both Work and ADL’s

8 – Pain Prevents Working, ADL’s and Activity

9 – Pain Keeps Me in Bed or Sitting at All Times







ADDITIONAL COMPLAINTS: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

PAST HISTORY:

What other conditions have you been treated for?   (Explain in detail) ________________________________________________________________________________________________________________________________________________________________________________________________________________________
What Surgeries or Procedures have you had?   (Explain in detail) 

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical History – (Check all that apply)

 
__Diabetes

__Arthritis

__AIDS

__ Sciatica

__Bursitis

__ Osteoporosis

__Alzheimer
__Kidney Disease

__Gout

__ Amputation

__ Ulcers

__High Blood Pressure
__Cancer

__ Heart Attack

__Stroke
__ COPD

__Scoliosis

__Low Blood Pressure

__ Ulcers

__Deafness

__ Blindness

__Migraines

__Disc Disorder

__Neuralgia

__Constipation

__ Diarrhea

__Nausea

__Vomiting

__Varicose Vein

__Convulsions 
__ Fainting

__ Sweats

__Chills

__Nervousness

__Eczema


__ Prostrate Trouble

__Bleeding

__Tonsillitis

__Earache

__ Hemorrhoids

__ Pregnancy

__ Neuro-Muscular Disease

__ Other: ______________







____

Your Family: ____________________________________________________________________________________________________________
 

List any Current Allergies:  (Be specific) ____________________________________________________________________________________________________________

Current Medications You are Taking: (Be specific) _________________________________________________________________________________________________________________________________________________________________________________








______________________________________________________________________________________
I CERTIFY THAT THE ABOVE INFORMATION I HAVE GIVEN IS TRUE. I DECLARE THAT I HAVE LISTED ALL THE MEDICAL/HEALTH INSURANCE PLANS FROM WHICH I MAY RECEIVE BENEFITS
__________________________________

______________________________________
 (Patient Signature)                               (Date)

(Provider Signature)                                   (Date)     


PATIENT’S STATEMENT OF PRIVACY RIGHTS – HIPAA
As a patient of this practice, you have the right to privacy of your Personal Health Information, and know that such information shall be properly and securely maintained by this practice, in accordance with our own policy and in compliance with the Health Information Portability and Accountability Act of 1996 (HIPAA). HIPAA was enacted to give you, the patient of a health care provider and covered under a health insurance claim, more control over your health information, to set boundaries on the health care providers and others must achieve to protect the privacy of Personal Health Information, and to hold violators accountable, with appropriate penalties for violations of a patient’s right to privacy.

I hereby acknowledge receipt of this offices statement of Privacy Rights provided on my behalf and in accordance with law and have read and understand my rights to privacy and security of Personal Health Information, as a patient of this practice.











INTIAL _______________

OFFICE FINANCIAL POLICY

In as much as I have consented to be treated by Dr. Lawrence Marrich, I do so with the understanding that I am directly and personally responsible to pay in full all fees for the service(s) I received. I agree unless I otherwise notify the office of Dr. Marrich within 24 hours prior to my scheduled appointment, that there will be a non-cancellation fee charged. 

Health/Auto Insurance 

At my request, and as a courtesy to me, after providing Dr. Marrich with a copy of my insurance identification card, this office agrees to assist me financially by billing my insurance company and awaiting their direct payment of those amounts allowable under the terms of my policy. I hereby request and authorize that payment of insurance benefits for service(s) provided to me by Dr. Marrich to be made directly to Dr. Marrich. I understand that I am financially responsible for any co-payments, deductibles and non-covered services. Dr. Marrich accepts assignment on all covered service(s) unless otherwise notified. I also direct any third-party insurer and/or my attorney to pay any outstanding charges directly to Dr. Marrich from any settlement I may receive. 

I have been informed that in the event my insurance benefits are terminated or exhausted, I agree to pay all charges in full at the time services are rendered. In the event my account is turned over for collection, I agree to pay all costs of collection, including attorney’s fees.”

I agree to satisfy my deductible, co-payments and pay any amount not covered by my insurance company. 

I also acknowledge and understand that payment for services is not contingent on any settlement, verdict, arbitration award or mediated settlement. I agree to pay for your services regardless of the outcome of any legal proceeding involving any accident in which I was involved or the injuries I suffered. 

I also have been informed that the following service(s) may not be covered by my insurance company and I will pay an additional amount for the service(s). Example of service(s) not covered: Homeopathic remedies, vitamins, supplements, durable medical equipment, and modalities (Heat and electrical stimulation).











INITIAL__________________
NOTICE OF INFORMED CONSENT

This is to verify that I have been scheduled to undergo a chiropractic/medical evaluation related to my claim of illness/injury/impairment/disability,

I understand that this evaluation is to include information about my personal circumstances, my health, as well as myself. I understand that a partial or complete physical, orthopedic, neurological, laboratory as well as x-ray examination may be performed. I understand that the examination is not intended to do harm or cause pain. Because of this factor, I should not perform any tasks beyond what I can normally and physically tolerate. I understand that it is my responsibility to make the examining physician aware of my limitations and/or hesitations. 

X_______________________

Patient Signature

Every type of health care is associated with some risk of potential problems and this includes chiropractic care. We want you to be informed about the potential problems associated with chiropractic care before consenting to treatment. This is called an informed consent. 

A subluxation is a medical term that describes what occurs when one or more of the spinal (vertebra) joints are moved out of its normal alignment. This can occur through recent or remote trauma as well as unusual positions we find ourselves throughout the day or night. A subluxation has also been described as an incomplete dislocation of a joint and as such, it is not treated with drugs or surgery. Chiropractors treat vertebral subluxations with spinal manipulation (adjustments performed by hand or with the use of a specific tool) in order to gently reposition the misalignment segments. Frequently, adjustments create a popping sound and clicking sensation in the area being treated. 

In this office we use highly trained staff to assist the doctor with portions of you consultations, examination, x-ray, physiotherapy, traction, massage, exercise instructions, etc. Occasionally, when your doctor is not available another clinic doctor will treat you in his place. 

STROKE: Stroke is the most serious problem associated with spinal adjustments, regardless of whether the provider is a chiropractor or a medical physician. A stroke occurs when a portion of the brain does not receive enough oxygen from the blood stream. The result can be temporary or permanent dysfunction of the brain with a rare complication of death. Spinal adjustments have only been associated with strokes that arise from the vertebral artery. The specific neck adjustment that is related to this complication is never performed in this office. The most recent studies (Journal of the California Chiropractic Association Vol. 37, No. 26-93) estimates that the incident of this type of complication occurs in 1(one) in very 3,000,000 (three million) adjustments to the neck. This means that the average chiropractor would have to be in practice over 100 years before they would be statistically associated with a single patient stroke. 

The most effective method of lessening the odds that a patient is prone to a stroke is through careful screening of risk factors in the history, including medications taken as well as a family history of high blood pressure and specific exam procedures to access flood flow to the brain. 

DISC HERNIATION: Disc herniation’s that create pressure on nerves or the spinal cord are frequently treated successfully by chiropractors using adjustments, distractions and other therapies. This includes in both the neck and low back. Yet, occasionally chiropractic treatment will aggravate this problem. To help prevent this, patients are put through specific range of motion tests and procedures during the examination to see if any of these positions might aggravate disc symptoms. Because of such careful attention to detail, these complications occur so rarely that there are no available statistics to quantify their probability. 

SOFT TISSUE INJURY: Soft tissue refers primarily to the muscles, tendons, and ligaments. Muscles move bones and ligaments. Muscles move bones and ligaments limit joint movement. Rarely, a chiropractic adjustment, distraction, massage, etc. may strain muscles or ligaments fibers. The result is a temporary increase in pain requiring specific treatment for resolution with no long-term affects to the patient. These problems occur so rarely that there are no available statistics to quantify their probability. 

RIB FRACTURES: The ribs are found attached to the thoracic spine in the middle back. They extend from your back to the front of the chest. Rarely, chiropractic adjustments may break a rib, thus is referred to as a fracture. This occurs only to those who have weakened bones from such things as osteoporosis, prolonged steroids use, or other bone weakening disease. This can be ruled out in the history or x-rays. We adjust all patients carefully and especially those with bone weakened conditions. This problem occurs so rarely that there are no statistics available to quantify probability. 

PHYSICAL THERAPY IRRITATIONS: Some therapeutic machines and analgesic balms generate heat. We use different forms of heat and ice in the office and occasionally recommend them for use at home. Everyone’s skin has a different sensitivity to these modalities and rarely heat or ice can irritate the skin. The result is a temporary increase of skin pain and possibly some blistering. These problems occur so rarely that there are no statistics to determine their probability. 

SORENESS: It is not uncommon for spinal adjustments, distractions, massage, exercise, etc. to result in a temporary increase of soreness in the area being treated. This is nearly always a temporary symptom that occurs while your body is undergoing therapeutic change. It’s not dangerous, but please do tell the doctor or a staff member about it. 

OTHER PROBLEMS: There may be other problems or complications that may arise from chiropractic treatment other than those mentioned above. These other complications occur so rarely that it is impossible to anticipate or explain them all in advance of treatment. 

Chiropractic is a system of health care delivery, and therefore, as with any healthcare delivery system, we cannot promise a cure for all symptoms, disease, or conditions as a result of treatment at this facility. We will always give you the best care that we can deliver and if the results are not acceptable, we will gladly discuss other types of treatment options or refer you to another health care provider for alternative types of treatment. 

If you have any questions on the above information, please ask your doctor to explain them more fully. When you have a full understanding of this material please sign and date this document below and then return it to the front desk or the doctor. 

X_______________________________

_____/_____/________

Patients Signature




Date

X_______________________________

X_____________________________

Patients Name (Please Print)



Parent/guardian signature

X_______________________________

_____/_____/________

Witness (Office staff)




Date
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