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 Patient Information 

 
Welcome to Scenic Health Alliance!  Please tell us a bit about yourself… 

 
Name:                 

First              "Preferred Nickname"    Middle    Last 

 
Street Address                
 
City:                                                    State:    Zip:                      Social Security #:    
 

Email Address:       Would you like to receive reminders via Email? ○ Yes ○ No 

 
Home Phone:     Cell Phone:     Work Phone:      
 

Other Phone:     Primary Phone:  ○ Home ○ Cell ○ Work   Would you like reminder calls?  ○ Yes ○ No 

 

Date of Birth:  /         /                 Height: ft       in.         Weight:              Lbs.   Sex: ○ Male ○ Female 
             MM         DD              YYYY 

 

Marital Status: ○ Single ○ Married ○ Divorced ○ Widowed ○ In Relationship     Spouse’s Name:      

 
Occupation:        Employer:         
 
Work Address:                
   Street Address    City   State   Zip/Postal Code 

 
Primary Insurance Company:              
 
Insurance ID:        Insurance Group #:       
 
Named of Insured:       Relation:      Insured’s Date of Birth:        /         /  
              MM           DD           YY 

 
Secondary Insurance Company:             
 
Insurance ID:        Insurance Group #:       
 
Named of Insured:       Relation:      Insured’s Date of Birth:        /         /  
              MM           DD           YY 

 
How did you hear about our clinic?             

 
 
I authorize Scenic Health Alliance, its physicians and agents, together with any other company designated by Scenic Health Alliance to 

perform a physical examination, adjustments and/or other treatment deemed necessary by the treating physician, including but not 
limited to any required examination, x-rays, physical therapy and other diagnostic/laboratory testing. 
   
I further authorize Scenic Health Alliance to disclose the above named insurer and its designated representatives, test results and findings 
made during the course of this examination and/or treatment, including but not limited to, medical history, treatment information, 
laboratory / diagnostic tests results and physical examination findings. I hereby direct the insurer to pay, without equivocation, directly to 
Scenic Health Alliance, any and all benefits due as a result of this claim. I am also aware that I am responsible for charges and/or balance 
not covered by my insurance 
. 
By signing this authorization, I acknowledge that I have read, or had this form read and explained to me, that I fully understand its 
contents, and that I have been given ample opportunity to ask questions, and that my questions have been answered satisfactory. 

 
                

Patient's Signature                 Date 
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Health Information & History 
 

 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Health History 

Have you had chiropractic care previously?          Yes No  

Are you or do you believe that you may be pregnant?     Yes No  

Do you wear a PACEMAKER?     Yes No 

Have other doctors treated you for this condition? Yes No 

If yes, whom have you seen?       

          

What was the date of your last examination?     

Please list any operations and their dates:      

          

Do you take any of the following types of medication:  

Muscle Relaxants Tranquilizers  Insulin   

Birth Control         Diet or “Pep” Pills Pain Medication 

OTC medications        

 

Do you suffer from or have you been previously diagnosed with any of  

the following? (Please check all that apply) 

Sinusitis  Dizziness/Vertigo Backaches  

Neck Pain  Digestive Disorder Heart Disease       

Arthritis/Gout  Nervousness/Anxiety  Diabetes  

History of Stroke Vascular Disease Neuritis 

Headaches  Chronic Migraines       

 

Are you wearing any of the following? 

Arch Supports  Prescribed Orthotics 

Heel Lifts  Sole Lifts      Inner Soles         

  

 
 

 

 

Conditions & Complaints 

What is your primary complaint?             

               

Do you have any secondary complaints?            

               

How long have you had this condition?  Month   Years 

Have you had this or a similar condition in the past? Yes  No If yes how long ago?           Month  Years 

Which activities aggravate your condition?            

Is this condition getting progressively worse?   Yes   No Constantly Occasionally (Describe)  

               

Is this condition interfering with any of the following?  Work  Sleep Daily Routine 

Other:              

How long has it been since you really “felt good”?      Months      Years 

 
 Accident History 

 
Have you ever been in an 

automobile accident?      

No   Yes (Date)   

 
If yes, please describe the 
accident:    
    
    
     
 
Have you been involved in any 

other type of accident or personal 

injury claim?      

No       Yes (Date)   

 
If yes, please describe the 
accident: 
    
    
    
     
 
Lifestyle 
 
How old is your mattress? 

 Months Years 

 
Is your mattress comfortable? 

No   Yes 

 

 



PAIN CHART 
Please mark the area(s) of injury or discomfort using the following symbols: 

 
Numbness    Pins & Needles        Burning Pain  Aching Pain        Stabbing Pain 
- - - - - -       0 0 0 0 0     ^ ^ ^ ^ ^     x x x x x            > > > > > 

 
 
 

                                                                 
                                                       
 
 

             Right        Left                          Left
   Right 
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Financial Policy 

 
 
 

 

 

 

 

 

 

 

 

 

Thank you for choosing Scenic Health Alliance as one of your health care providers. We are committed to the goal that treatment 
with us will be both successful and as pleasant as possible. The following is a statement of our financial policy, which we request that 
you read thoroughly and sign prior to your treatment. Please ask to speak to our Insurance Claims Department at 850-472-0360, 
should you have any questions. Payment of your co-pay or time of service fee is due at the time of service. Payment of co-
insurance and co-pays are required by most insurance companies, at the time of service. We accept Cash, Personal Check, 
Visa/MasterCard, American Express, Discover and most Debit Cards. 
 
VERIFICATION OF YOUR HEALTH INSURANCE BENEFITS 
Scenic Health Alliance staff will ask for your insurance information or a copy of your member identification card. We will make every 
effort to verify your benefits prior to your treatment in our office. While this verification does not guarantee your coverage, it does 
provide us with an idea of what to expect from your insurance company. We will review this information with you in detail, should 
you so request. We will also conference call your insurance company when possible, so that you may personally hear your benefits 
and directly ask questions of their claims personnel. 
 
THIRD PARTY HEALTH INSURANCE 
Scenic Health Alliance does accept third party payer health insurance; however we do require a minimum payment or co-pay at the 
time of service. That co-pay is usually detailed on the back of your insurance card. Your health insurance contract is between you and 
your insurer, and while we are not a party to the contract, Scenic Health Alliance will electronically file your claim for you directly to 
your insurance company. The unpaid account balance is your responsibility should your insurance company refuse to pay their 
agreed portion. Please be aware that some and perhaps all of the services provided may not be covered by your policy.  
 
INSURANCE �� WHEN WE ARE A PARTICIPATING PROVIDER (PPO OR HMO) 
All co-pays and deductibles are due upon treatment. The co-pay is usually detailed on the back of your insurance card. In the event 
that your insurance coverage changes to a plan where we are not listed as a Preferred Provider, please notify our staff immediately 
�ƒ�•�†���™�‡���™�‹�Ž�Ž���ƒ�–�–�‡�•�’�–���–�‘���˜�‡�”�‹�ˆ�›���„�‡�•�‡�ˆ�‹�–�•���ƒ�•�†���…�‘�˜�‡�”�ƒ�‰�‡���ƒ�•���ƒ�•���ò�‘�—�–-of-�•�‡�–�™�‘�”�•�ó���’�”�‘�˜�‹�†�‡�”�ä 
 
USUAL & CUSTOMARY RATES 
Scenic Health Alliance is committed to providing the highest quality of care to our patients. Our charges are usual and customary for 
health care providers of our specialty within our geographical area. Most of our fees are set by the insurance plans that we participate 
with as a PPO provider, of which, we are contractually obligated to collect co-pays and write-off or write down certain charges. 
 
ADULT PATIENTS AND MINORS & CHILDREN 
Adult patients are responsible for payment at the time of service. The adult (parent or guardian) accompanying a minor child is 
responsible for full payment. For unaccompanied minors, payment is due at the time of service, unless arrangements have been 
made in advance. 
 
MISSED APPOINTMENTS 
We are sure that you understand that there are limited hours and appointments in a day. In an effort to assure that all patients are 
accommodated, please notify our office 24 hours in advance of a cancellation. Habitually failing to keep your appointments may 
�”�‡�•�—�Ž�–���‹�•���›�‘�—�”���‹�•�•�—�”�ƒ�•�…�‡���…�‘�•�’�ƒ�•�›�ï�•���†�‡�•�‹�ƒ�Ž���‘�ˆ���›�‘�—�”���…�Ž�ƒ�‹�•�•��as not medically necessary. By signing below, you are acknowledging that 
you have taken the time to read our financial policy statement, have had your questions answered by staff members, and that you 
understand and agree to its provisions.  
 
 
                  
���ƒ�–�‹�‡�•�–�ï�•�����‹�‰�•�ƒ�–�—�”�‡       Date  
 
 
This Form Expires Two Years From This Date       _________SHA Staff Initials   
 
 






