COVID-19 Patient Screening Questionnaire

Name: Date:

Screening Questions

Yes

No

In the past 14 days have you had a new onset of fever, cough,
shortness of breath, sore throat, chills muscle aches, or loss of taste or
smell? '

In the past 14 days have you had a new or worsening runny nose,
nasal congestion, headache, or nausea/vomiting/diarrhea that is not
related to a chronic condition or seasonal allergies?

Have you traveled internationally in the past 14 days?

Have you been asked to quarantine or been exposed to a person who
is confirmed positive for COVID-19 in the past 14 days?

Have you been tested for COVID-19 in the past 14 days?
If yes, what was the result?

Have you been diagnosed with COVID-19?
If yes, when?

Have you received the COVID-19 vaccine?

Patient Signature:




zg PATIENT INFORMATION 2 3 INSURANCE INFORMATION
Date Who is responsible for this account?
SS/HIC/Patient 1D # Relationship to Patient
Patient Name insurance Co.
Last Name
Group #
First Name Middle initial . - R
adle intia Is patient covered by additional insurance? [JYes [[INo
Address !
Subscriber's Name ;
E-mail ;
Birthdate SS# .
City
Relationship to Patient
Staie Zip R
Insurance Co.
Sex [IM [OF Age
Group #
Birthdate .
ASSIGNMENT AND RELEASE
[ Married (1 Widowed {1 Single [ Minor I certify that i, and/or my dependent(s), have insurance coverage with i
S i i . and assign directly to ;
7] Separated {71 Divorced [] Partnered for years Name of nsurance Company{ies)
Patient Employer/, |
ployer/Schoo Dr. all insurance benefits, if
Occupation any, otherwise payable to me for services rendered. | understand that | am
financially responsible for alf charges whether or not paid by insurance. | 2uthorize
Employer/School Address the use of my signature on ali insurance submissions. )
The above-named doctor may use my health care information and may discloss ’
such information to the above-named Insurance Company(ies) and their agenis c,
f for the purpose of obtaining payment for services and determining insurance :
Employer/Schoof Phone ( ) benefits or the bensfits payable 7or related services. This consent will end when
Spousé’s Name my current treatment plan is completed or one year from the date signed baiow. i
Birthdale -
Signature of Patient, Parent, Guardian or Personal Represeniative
88#
Spouse’s Employer Please print name of Patient, Parent, Guardian or Personai Representative
H
Whom may we thank for referring you?
Daie Relationship to Patiert ;
- "
PHONE NUMBERS (48 ACCIDENT INFORMATION
Cell Phone ( ) Home Phone ( ) Is condition due to an accident? [JYes [ ] No Date___ S %
i
Best time and piace to reach you Type of accident [[1Auto [JWork [JHome []Other ;
iIN CASE OF EMER ' . :
¢ EMERGENCY, CONTACT To whom have you made a report of your accident? !
Name Relationship [ Auto Insurance '] Employer [[]Worker Comp. []Other :
Home Phone ( ) Work Phoné { ) Attorney Name (if applicable)

2 PATIENT CONDITION

ReasLn for Visit

Whe»l did your sympioms appear? @
is this condition getting progressively worse? [JYes [JNo [ Unknown 2
Mark lan X on the picture where you continue to have pain, numbness, or tingling. !
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain} [ ﬂ \\ \
Type of pain: ] Sharp [ Duli [ Throbbing {7} Numbness [JAching [] Shooting Q Q) ’
J Burning [ Tingling [} Cramps []Stiffness  [] Swelling [ Other [
How often do you have this pain? ( {
)
Is it epnstant or does it come and go? SS
Does it interfere with your (JWork  [J Sleep []Daily Routine [ Recreation Lg
Activities or movements that are painful to perform [ Sitting ] Standing [ Walking [] Bending [} Lying Down
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HEALTH HISTORY

[ 'Chiropractic Services [ ] None [ Other

What treatment have you already received for your condition? [] Medications

{J Surgery

[ Physical Therapy

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

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MR, ‘CT-Séan, Bone Scan
Place a|mark on “Yes” or “No” to indicate if you have had any of the following:
AIDS/HIV [JYes [JNo Diabetes [JYes [JNo Liver Disease [(OYes [ONo  Rheumatic Fever [IYes [1No
Alcoholism [(Yes [JNo Emphysema [OYes [JNo Measles [OYes [[JNo  Scarlet Fever Yes [ Nec
Aliergy Shots [OYes [ No Epilepsy [TYes [INo  Migraine Headaches [JYes [JNo  Sexually
Anemia {JYes [[JNo Fractures [1Yes [INo Miscarriage [Yes [INo TDriaSr;zzétted [JYes [No
Anorexia OYes [[INo Glaucoma [Yes [JNo Mononucleosis OYes [ ﬂo Stroke [IYes [1No
Appendicitis {dYes [ONo Goiter {JYes. [[JNo  Multipie Sclerosis [JYes [JNo Suicide Attempt [JYes [7JNo
Arthritis [JYes [ONo  Gonorthea [OYes [JNo Mumps Yes [ No Thyroid Problems  [1Yes [JNo
Asthma [dYes [JNo Gout [(dYes [JNo Osteoporosis [JYes {JNo Tonsillitié [JYes [No
Bieeding Disorders [[1Yes [JNo  Heart Disease dYes [[INo Pacemaker dYes [JNo Tuberculosis [Yes [} No
Breast Lump [ClYes [JNo  Hepatitis [JYes [[INo Parkinson’s Disease [ JYes [1No Tumors, Growths  []Yes [ No
Bronchiiis [dYes [JNo ngnia [OYes [[JNo Pinched Nerve Yes [JNo Typhoid Fever CYes [No
Bulimia [dYes [JNo Herniated Disk [OYes [[JNo Pneumonia [QYes [ No Ulcers [CYes []No
Cancer [OYes [INo Herpes‘ [Yes [JNo - Polic [OYes [JNo Vaginal Infections []Yes [} No
Dependency [JYes [INo High Cholestefol [JYes []No Psychiatric Care CJYes [JNo Other

Chicken| Pox [ClYes [JNo Kidney Disease [dYes [[INo Rheumnatoid Arthritis []Yes [ No
EXERCISE WORK ACTIVITY HABITS
1 None [] Sitting 1 Smoking Packs/Day
[ Moderate []-Standing 7] Alcohot Drinks/Week
{1 Daily [ Light Labor [} Coffee/Caffeine Drinks Cups/Day
{7 Heav {1 Heavy Labor {1 High Stress Level Reason
Are you pregnant? [JYes [[JNo Due Date
Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone ( )




Bannard Wellness Center
930 SE Cary Parkway suite 100
Cary, NC 27518
Phone: 919 461 8400
Fax: 919 461 2380

NOTICE OF PRIVACY ACKNOWLEDGEMENT
(FULL NOTICE AVAILABLE FOR YOUR REVIEW)

I understand that, under the Health Insurance Portability & Accountability Act of 19_% (HIPAA), I have certain
rights to privacy regarding my protected health information. I understand that this information can and will be
used to:

Conduct, plan, and direct my treatment and follow-up among the multiple Health Care providers who
may be involved in that treatment directly and indirectly.

Obtain payment from third-party payers.
Conduct normal healthcare operation such as quality assessments and physician certifications.

I haye received, read, and understand your Notice of Privacy Practices containing a more complete description
of the uses and disclosures of my health information. I understand that this practice has the right to change its
Notice of Privacy Practices from time to time and that I may contact this practice at any time at the address
above to obtain a current copy of the Notice of Privacy Practices.

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

Patient Name (PRINT):

Sign

ature:

Relationship to patient: Self Parent/Guardian Other

Date:

OFFICE USE ONLY

I attempted to obtain the patient’s signature in acknowledgement on the Notice of Privacy Practices
Acknowledgement, but was unable to do so as documented below.

Date: Initials: Reason:




VERIFICATION OF NON-PREGNANCY

Date:

Patient’s name:

Address:

Telephone:

Social Security #:

By my signature on this form, | do hereby state that, to
the best of my knowledge, | am not pregnant, nor is pregnancy suspected or confirmed at this
particular time.

Patient Signature:

Witness:




BANNARD FAMILY CHIROPRACTIC & ACUPUNCTURE, Inc
930 SE Cary Parkway, Suite 100
Cary, NC 27518
Telephone {919) 461-8400

| hereby agree to the performance of acupunéture on:

t understand that the acupuncture will be performed by Dr. Daniel P. Bannard, a doctor licensed to
practice chiropractic & certified in acupuncture in the state of North Carolina, whom | hereby
unconditionally release from any and all responsibility.

Acupuncture has been explained to me as a treatment for the purpose of the alleviations, arrest, or cure
of painful bodily diseases, functional disorders, or for the purpose of weight control, alcoholism, drug or
tobacco withdrawal, or cosmetic purposes.

Acupuncture treatment may consist of various means such as the non-penetrating needle, acupatches
(small silver granules), the insertion of needies with or without the application of small pulses of electric
current to the needles, the use of electric current to skin without the use of penetrating needles, or
laser beam stimulation. 1 have been advised as to any adverse reaction that may occur during
acupuncture treatment.

I further understand that no guarantee can be or is made as to the success of acupuncture therapy.

Date . Signature of patient, next of kin, or legal guardian

Date ‘ ) Witness



Bannard Wellness Center
930 SE Cary pkwy, suite 100
Cary, North Carolina 27518
Phone: 919 461 8400
Fax: 919461 2380

By signing this you are agreeing that this is the first time using a Groupon massage/acupuncture coupon
at The Bannard Center. The Groupon rules indicate that it is to be used only once per person as an
introduction to our services.

Print name:

Signature: Date:

Dr. Daniel Bannard, DC



