
Confidential Patient Health Record IDATE 11.D.NO.

PERSONAL HISTORY 

Name: 
-----------------

Address: ________________ _ 

City:---------------- State/Prov: _____ Zip/Postal Code: ____ _ 

Home Phone: _____________ _ Birth Date: _____ Age: ___ Sex: D M D F 

Cell Phone: ______________ _ E-mail Address: ______________ _ 

Social Security# ____________ _ Driver's License Number: ___________ _ 

Social Insurance# ____________ _ Circle One: Married Single Widowed Divorced Separated · 

Business Employer: ___________ _ Type of Work: _______________ _ 

Business Phone: ____________ _ Spouse's Social Security # __________ _ 

Name of Spouse ____________ _ Spouse's Social Insurance # __________ _ 

Spouse's Employer ___________ _ Business Phone ______________ _ 

Type of Work _____________ _ Name and Ages of Children __________ _ 

Referred To This Office By: _________ _ 

Name and Number of Emergency Contact: _____________ Relationship: _______ _ 

Who Is Responsible For Your Bill, You and D Spouse D Workers' Comp. D Auto Insurance D Medicare D Medicaid 

D Personal Health Insurance (Name)____________ D Health Card # , 

Insured Person's Name _______________ _ Date of Birth __________ _ 

CURRENT HEALTH CONDITION 

Unwanted Health Condition ______________________________ _ 

Other Doctors Seen For This Condition: D Yes D No Who? _________________ _ 

Type of Treatment: ____________ _ Results: ________________ _ 

When Did This Condition Begin?________ Has This Condition Occurred Before? D Yes D No 

Is Condition: D Job Related D Auto Accident D Home Injury D Fall D Other: ____________ _ 

Date of Accident: _____________ Time of Accident: _____________ _ 

Have You Made A Report of Your Accident To Your Employer: D Yes D No 

Drugs You Now Take: D Nerve Pills D Pain Killers/Muscle Relaxers D Blood Pressure Medicine 

D Insulin D Other ________________________________ _ 

Do You Wear A Shoe Lift? D Yes D No 

Do You Suffer From Any Condition Other Than That Which You Are Now Consulting Us? __________ _ 

PAST HEALTH HISTORY 

Please Check and Describe: 

Major Surgery/Operations: D Appendectomy D Tonsillectomy D Gall Bladder D Hernia D Back Surgery 

D Broken Bones D Other ______________________________ _ 

Major Accident or Falls:--------------------------------

Hospitalization (Other Than Above): ___________________________ _ 

Previous Chiropractic Care: D None D Doctor's Name & Approximate Date of Last Visit __________ _ 



Below are a list of diseases which may seem unrelated to the purpose of your appointment. However, these questions 
must be answered carefully as these problems can affect your overall course of care. 

CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD: 
D Pneumonia D Mumps D Influenza 
D Rheumatic Fever D Small Pox D Pleurisy 
D Polio D Chicken Pox D Arthritis 
D Tuberculosis D Diabetes D Epilepsy 
D Whooping Cough D Cancer D Mental Disorders 
D Anemia D Heart Disease D Lumbago 
D Measles D Thyroid D Eczema 

Have you been tested HIV positive? D Yes D No 

CHECK ANY OF THE FOLLOWING YOU HAVE HAD THE PAST 6 MONTHS: 
MUSCULO-SKELETAL CODE 
D Low Back Pain 
D Pain Between Shoulders 
D Neck Pain 
D Arm Pain 
D Joint Pain/Stiffness 
D Walking Problems 
D Difficult Chewing/Clicking Jaw 
D General Stiffness 

NERVOUS SYSTEM CODE 
D Nervous 
D Numbness 
D Paralysis 
D Dizziness 
D Forgetfulness 
D Confusion/Depression 
D Fainting 
D Convulsions 
D Cold/Tingling Extremities 
D Stress 

GENERAL CODE 
D Fatigue 
D Allergies 
D Loss of Sleep 
D Fever 
D Headaches 

GASTRO-INTESTINAL CODE 
D Poor/Excessive Appetite 
D Excessive Thi rst 
D Frequent Nausea 
D Vomiting 
D Diarrhea 
D Constipation 
D Hemorrhoids 
D Liver Problems 
D Gall Bladder Problems 
D Weight Trouble 
D Abdominal Cramps 

D Gas/Bloating After Meals 
D Heartburn 
D Black/Bloody Stool 
D Colitis 

GENITO-URINARY CODE 
D Bladder Trouble 
D Painful/Excessive Urination 
D Discolored Urine 

C-V-R CODE 
D Chest Pain 
D Short Breath 
D Blood Pressure Problems 
D Irregular Heartbeat 
D Heart Problems 
D Lung Problems/Congestion 
D Varicose Veins 
D Ankle Swelling 
D Stroke 

EENT CODE 
D Vision Problems 
D Dental Problems 
D Sore Throat 
D Ear Aches 
D Hearing Difficulty 
D Stuffed Nose 

MALE/FEMALE CODE 
D Menstrual Irregularity 
D Menstrual Cramps 
D Vaginal Pain/Infection 
D Breast Pain/Lumps 
D Prostate/Sexual Dysfunction 
D Other Problems 

D ----------
□ --- --- ----
□ ---- - -----

INTAKE 
• D Coffee 

D Tea 
D Alcohol 
D Cigarettes 
D White Sugar 

FEMALES ONLY: 
When was your last period? _ _ _ 

Are you pregnant? 
D Yes D No D Not Sure 

Please outline on the diagram the 
area of your discomfort. 

FAMILY HISTORY 
The following members have a 
same or similar problem as I do: 
D Mother 
D Father 
D Brother 
D Sister 
D Spouse 
□ Ch i ld 

DO NOT WRITE BELOW THIS LINE 
ANALYSIS: 

DIAGNOSIS: 

Patient Accepted: D Yes D No D Referred Doctor's Signature 



Most patients that come to our office have one of two objectives in mind concerning their health care. Some 
patients come for symptomatic relief of pain or discomfort (Relief Care). Others are interested in having the cause 
of the problem as well as the symptoms corrected and relieved (Corrective Care). Your Doctor will weigh your 
needs and desires when recommending your treatment program. 

Please check the type of care desired so that we may be guided by your wishes whenever possible. 
□ Relief □ Corrective □ Check here if you want the Doctor to select the

Care Care type of care appropriate for your condition.

Date Patient's Signature 

If this is an accident related injury, please fill out the Accident Form. Thank You! 

Relief Care 
Relief Care is that care necessary to get rid of your 
symptoms or pain, but not the cause of it. It is the 
same as drying a floor that was getting wet from a 
leak, but not fixing the leak. 

Corrective Care 
Corrective care differs from relief care in that its goal 
is to get rid of the symptoms or pain while correcting 
the cause of the problem. Corrective care varies in 
length of time, but is more lasting. 

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself Furthermore, I under­
stand that the Doctor's Office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any 
amount authorized to be paid directly to the Doctor's Office will be credded to my account on receipt. However, I clearly understand and agree that all 
services rendered me are charged directly to me and that I am personally responsible for payment. I also understand that 1/ I suspend or terminate, any 
fees for professional services rendered me will be immediately due and payable. 

I hereby authorize the Doctor to treat my condition as he or she deems appropriate. It is understood and agreed the amount paid the Doctor, for x-rays, 
is for examination only and the X-ray negatives will remain the property of this office, being on file where they may be seen at any time while a patient 
of this office. The patient also agrees that he/she is responsible for all b!lls incurred at this office. 

Patient's Signature _________________________ _ Daw __________ _

Consent to Treat a Minor _______________________ _ Daw __________ _ 

Guardian or Spouse's 
Signature of Authorizing Care ______________________ _ Daw __________ _ 

© EXPAND PRODUCTS Dr. David Singer 

FORM #355 To Reorder Call 1-800·548·3676 



GALLI FAMILY CHIROPRACTIC 

ACKNOWLEDGEMENT RECEIPT OF PRIVACY 
NOTICE 

As you know, Galli Family Chiropractic is committed to maintaining your privacy. 
Additionally, the federal government has adopted new Jaws regarding the privacy 
of protected health information (phi) by which certain health care providers, 
including Galli Family Chiropractic are required to abide by. One of these 
requires that we provide you with the attached NOTICE OF PRIVACY 
PRACTICES. This NOTICE explains how we use and disclose your protected 
health information. It also explains your rights to the use and disclosure of your 
protected information. .. 

My signature below acknowledges receipt of Galli Family Chiropractic Notice of 
Privacy Practices. I also understand that prior consent to release information is not 
required for specific uses or disclosures of the release of protec6ted health 
information according to the terms of Galli Family Cbiropractic''s Notice of Privacy 
Practices. 

· Signature Date 

. SUITE .500 BOERNE, TEXAS 78006 PHONE# 830-249-7858 



109 Falls Court, Suite 500 
Boerne, Texas 78006 

830-249-7858

The undersigned patient and/or responsible party, in consideration of treatment rendered or to be rendered and for deferred 
payment, irrevocably and exclusively assigns, grants and conveys, to Carlo D. Galli, DC, a lien and assignment of any and all 
claims, causes of action, and right to any proceeds and/or benefits, including any Personal Injury Protection proceeds and/or 
benefits that the patient may have against any other person, entity, and/or insurance company for reimbursement and/or 
payment of the medical charges incurred with all the following rights, power, and authority: 

RELEASE OF INFORMATION:  You are authorized to release information concerning my condition and treatment to my 
insurance company, attorney or insurance adjuster for purposes of processing my claim for benefits and payment for services 
rendered to me. 

IRREVOCABLE ASSIGNMENT OF RIGHTS:  You are assigned the exclusive, irrevocable right to any cause of action that exists 
in my favor against any insurance company for the terms of the policy, including the exclusive, irrevocable right to receive 
payment for such services, make demand in my name for payment, and prosecute and receive penalties, interest, court cost, or 
other legally compensable amounts owned by an insurance company in accordance with Article 21.55 of the Texas Insurance 
Code to cooperate, provide information as needed, and appear as needed, wherever to assist in the prosecution of such claims 
for benefits upon request.  A letter of protection issued by an attorney’s office will not negate this assignment. 

DEMAND FOR PAYMENT:  To any insurance company providing benefits of any kind to me/us for treatment rendered by the 
physician/facility named above within 5 days following your receipt of such bill for services to the extent of such bills are 
payable under the terms of the policy.  This demand specifically conforms to Sec. 542.057 of the Texas Insurance Code, and 
Article 21.55 of the Texas Insurance Code, providing for attorney fees, 18% penalty, court cost, and interest from judgment, 
upon violation.  I further instruct my carrier to make all checks payable to Galli Family Chiropractic, and send to 109 Falls 
Court, Suite 500,  Boerne, TX, 78006.  I instruct my attorney to provide on request to the above named provider, a settlement 
breakdown in accordance with the Safekeeping Property Rule, Sec. 1.15. 

THIRD PARTY LIABILITY:  If my injuries are the result of negligence from a third party, then I instruct the liability carrier to 
issue a separate draft to pay in full all services rendered, payable directly to Galli Family Chiropractic, and to send any and all 
checks to 109 Falls Court, Suite 500,  Boerne, TX, 78006. 

STATUTE OF LIMITATIONS:  I waive my rights to claim any statute of limitations regarding claims for services rendered or to 
be rendered by the physician/facility named above, in addition to reasonable cost of collection, including attorney fees and 
court cost incurred.   

LIMITED POWER OF ATTORNEY:  I hereby grant to the physician/facility named above power to endorse my name upon any 
checks, drafts, or other negotiable instrument representing payment from any insurance company representing payment for 
treatment and healthcare rendered by the physician/facility named above.  I agree that any insurance payment representing 
an amount in excess of the charges for treatment rendered will be credited to my/our account or forwarded to my/our 
address upon request in writing to the physician/facility named above.   

REJECTION IN WRITING:  I hereby authorize the physician/clinic named above to establish a PIP or UM/UIM claim on my 
behalf. I also instruct my insurance carrier to provide upon request to the provider/clinic named above, any rejections in 
writing as they apply to my lack of PIP or UM/UIM coverage.  I allege that electronic signatures are not adequate proof of 
rejection, and are invalid to establish rejection, and instruct my carrier to provide only copies of my original signature 
regarding rejection as evidence of rejection of PIP or UM/UIM. 

TERMINATION OF CARE:  I hereby acknowledge and understand that if I do not keep appointments as recommended to me 
by my caring doctor at this clinic, he/she has full and complete right to terminate responsibility for my care and relinquish any 
disability granted me within a reasonable period of time.  If during the course of my care, my insurance company requires me 
to take an examination from ay other doctor, I will notify this physician/facility immediately.  I understand the failure to do so 
may jeopardize my case. 

Signature of Patient and/or Responsible Parties: 
I declare under penalty of perjury that the forgoing is true and correct. [CPRC: Sec. 132.001(a)] 

_______________________________________________________________ Date:__________________________________________ 

_______________________________________________________________ Date:___________________________________________ 




