
EASTLAKE CHIROPRACTIC AND MASSAGE CENTER

PATIENT REGISTRATION
Ful l  Name: Mr./Mrs./MS ____________________________________________ ____

Name you prefer to be cal led (“Nick  Name”):  ___________________________ ____

Mail ing Address: ______________________________________________________

City:_____________________________   State:  _________   Zip Code: __________

E-mail  Address:  _______________________________________________________

Home Phone: _____________________ Cell  Phone:__________________________

Work Phone: _____________________  Occupat ion:  _________________________

Birthday:  ________________________  Age:  ____________  Sex:     M____ F _____

Spouse/Partner’s  Name: ________________________________________________

Insurance Company:  _______________________  Phone ______________________

Name of Insured:  ______________________________________________________

What is  your relationship to the insured?   Self  /  Spouse /  Dependent /  Other

ID # or Socia l  Security  # _________________ Group or Cla im # _______________

If  Acc ident Related, Adjuster’s  Name: ____________ ___  Phone: _______________

Whom may we thank for referring you to our off ice? ____________________ _____

Name of Medical  Doctor:  ________________ ________  Phone: ________________

In case of emergency who should we contact? _ ____________  Phone: __________

I  und erstand and  agree  that  h ea lth  and acc id en t  in surance p ol ic ies  are an ar ran gement
between an  in su rance carr ier  and  my self .   Fur thermore , I  und erstand that  East lake
Chi rop ract ic  and Massage Center  wi l l  prepare an y necessary  reports  and forms to  ass i st
me in  making co l lect ion from my  in su ran ce company and that  any amou nt auth orized to
be pa id  d irect ly  to  East lake Ch iropract ic  and Massage Cen ter  wi l l  be  credited to  my
account  receip t .   However,  I  c lear ly  un derstand  and agree  that  a l l  serv ices rend ered  me
are  ch arged  to  me and that  I  am p erson al ly  resp ons ib le for  pay ment .   I  a l so  und erstand
that  i f  I  su sp end or  termin ate my care and t reatment,  any  fees for  p rofessional  service
rend ered me wi l l  b e immediately  d ue and p ayable .   I  h ereby agree th at  I  wi l l  b e assessed
one p ercent  (1%) charge  per  month  on an y fee n ot  kept  current .

Signature:_________________________________  Date:  _____________________





Functional Rating Index 
In order to properly assess your condition, we must understand how much your neck and/or back problems have 

affected your ability to manage everyday activities. For each item below, please circle the number which most 

closely describes your condition right now. 

No 
pain 

Mild 
pain 

Moderate 
pain 

Severe 
pain 

Worst 
Possible pain 

Perfect 
Sleep 

Mildly disturbed 
sleep 

Moderately disturbed   
sleep 

Greatly disturbed 
sleep 

Totally disturbed 
sleep 

No pain; 
No restrictions 

Mild pain;  
No restrictions 

Moderate pain;         
need to go slowly 

Moderate pain; need 
some assistance 

Severe pain; need 
100% assistance 

No pain on long trips Mild pain on long 
trips 

Moderate pain on long 
trips 

Moderate pain on 
short trips 

Severe pain on 
short trips 

Can do usual work plus 
unlimited extra work 

Can do usual work; 
no extra work 

Can do 50% of usual 
work 

Can do 25% of usual 
work 

Cannot work 

Can do all activities Can do most 
activities 

Can do some activities Can do a few activities Cannot do any 
activities 

No pain Occasional pain; 
25% of the day 

Intermittent pain; 50% of 
the day 

Frequent pain; 75% of 
the day 

Constant pain; 
100% of the day 

No pain with heavy 
weight 

Increased pain with 
heavy weight 

Increased pain with 
moderate weight 

Increased pain with 
light weight 

Increased pain with 
any weight 

No pain; any distance Increased pain after 
1 mile 

Increased pain after ½ 
mile 

Increased pain after ¼ 
mile 

Increased pain with 
all walking 

No pain after several 
hours 

Increased pain after 
several hours 

Increased pain after 1 
hour 

Increased pain after ½ 
hour 

Increased pain with 
any standing 

1. Pain Intensity 

2.     Sleeping 

3. Personal Care (washing, dressing, etc.) 

4. Travel (driving, etc.) 

5. Work 

6. Recreation 

7. Frequency of Pain 

8. Lifting 

9. Walking 

10.  Standing 

Name:____________________________________________________  Date:__________________ 

Signature:___________________________________________________  Date:_____________________ 



EASTLAKE CHIROPRACTIC AND MASSAGE CENTER

TERMS OF ACCEPTANCE
I ,  ____________________ hereby request and consent to the performance of chiropractic
adjustments and other chiropract ic procedures by Dr.  L incoln Kamell ,  Dr.  Calvin Mulanax,  and /or
other l icensed doctors  of chiropract ic who may pract ice in or by contracted by Eastlake
chiropractic and Massage Center.

The fol lowing items wi l l ,  upon my request,  e explained to me to my satisfaction,  and I  wil l  have an
opportunity to discuss  them with Dr.  Kame ll ,  Dr.  Mulanax,  or other  cl in ic personnel at  any t ime:

1. Chiropract ic care is  the science,  philosophy and art  of locat ing and correcting spinal
subluxat ions (misal ignments and /or joints lacking in proper mobil ity),  and, as such, is
oriented toward improve ment of spinal  function relative to range of motion, muscular and
neurological  aspects.   This is  t its  only goal.   There has been no promise,  impl ied or
otherwise,  to treat  or offer cure for any symptom, disease or  condit ion as  a result  of care in
this c l inic.

2. I  understand that the chiropractor wi l l  use his  hands or a mechanical  device upon my body
to adjust a joint which may cause an audible  “pop” or “cl ick”.

3. It  is  my intention to rely on the doctor to exercise professional judgment dur ing the course
of any procedures which he feels at  the t ime to be in my best interest.   I f  during the course
of a chiropract ic examinat ion he encounters non -chiropract ic or unusual f inding,  he wil l
advise me.  I f  I  desire advice,  diagnosis or treatment for those f indings,  he w il l  recommend
the services of a health care provider who specia l izes in that area.

4. It  is  not reasonable to  expect the doctor to be able to ant icipate or expla in a l l  possible r isks
and complicat ions of a  given procedure on my particular v is it .

5. The chiropractic adjustment is  usually benef icial  and seldom causes any problem.  In rare
cases,  underlying physical  defects,  deformit ies,  or pathology may render the patient
suscept ible to injury .   The doctor, of course,  wil l  not give a chiropractic adjustment if  he i s
aware that  such a condit ion exists .   Compl ications that may ar ise on an extremely rare basis
include sprains/stra ins,  dis locations,  f ractures,  disc injuries,  or CVA’s (cerebral -vascular
accidents) .

I  have read the above or have had it  read to me.  I  am comfortable  with the information
provided.  I  consent to chiropractic t reatment and management on that bas is.

Signature:____________________________________ Date:  _____________________



EASTLAKE CHIROPRACTIC AND MASSAGE CENTER

PATIENT CONSENT FORM
Regarding the Use and Disclosure of  Protected Health Informat ion

For the purposes of this  Consent Form, “Off ice” shall  refer to:  East lake Chiropractic and
Massage Center,  PS.

I  understand that some of my health information may be used and/or disclosed by the Office to
carry out treatment,  payment,  or health care operations,  and that  for a more complete
description of such uses and disclosures I  should refer to the Office’s pr ivacy notice en tit led,
“Our Privacy Pract ices”.   I  understand that I  m ay review this privacy notice a t any t ime prior to
signing this  form.

I  understand that over t ime the Off ice’s privacy pract ices may need to change in accordance
with law and that if  I  wish to obtain a copy of the notice as revised, I  can cal l  the Office  to
request such copy.

I  understand that I  may request restr ict ions on how my information is  used or disclosed to
carry out treatment,  payment,  or health care operations,  and that  I  can also revoke this
Consent in,  but only to the extent that the Office has not taken action in rel iance thereon and
also provided that I  do so in writ ing.

I  understand that for my protection,  any requests to amend my health informat ion or to access
my medical  records must be made in writ ing.

Patient Name (Please Print):  _______________________________________________

Signature:____________________________________  Date:  _____________________



EASTLAKE CHIROPRACTIC AND MASSAGE CENTER

APPOINTMENT AND FINANCIAL POLICIES
We would l ike to take the t ime to welcome you to our off ice.   We appreciate the opportunity to
help you in your efforts to regain opt imum he alth.  The fol lowing is  an over view of our off ice
policies.

APPOINTMENT/CANCELATION POLICY

In order to serve al l  our patients we ask that you cal l  i f  you are unable to make your
appointment or even i f  you f ind yourself  running late . We wi l l do our best to accommodate you
and get you in for you r vis it  as soon as possible.   When you fai l  to notify our off ice,  this  leaves a
time slot open that could otherwise be used to help someone else.
CANCELATIONS POLICY: We require 24 hours notice i f  you are unable to keep your appointment.
Fai lure to give ample notice or not show wil l  result  in a fee of $50 for massage and $35 for
chiropractic.   We do understand that there are things we can not control  in  l i fe and this policy
does not apply to a true emergency.

FINANCIAL POLICY

INSURANCE: Please present your insurance card today.  We wil l  contact your insurance
company and verify your benefits; however,  we strongly recommend that you a lso cal l  for
verif icat ion to avoid any confusion.  I f  you have coverage for chiropract ic care our off ice  wil l
bi l l  your primary insurance company.  After your insurance company has been reached for
benef it  information a f inancial  payment plan wil l  be presented on your fol lowing vis it .   When
applicable,  pat ient co -pays are due at the t ime of service.  I f  your  insurance plan requi res a
Primary Care Physician (PCP) referral,  you must provide this off ice with a written authorizat ion
from your PCP.
CASH: Fees are to be paid at the t ime services are rendered, unless special  arrangements have
been made in advance.  Payment plans are ava i lable.  Please ask the off ice manager.
LABOR & INDUSTRIES: Once we verify that your injury or i l lness is  job -related, we wil l
complete and mail  a l l  c laim forms directly  to the Department of Labor and Industries .   Al l
approved costs are paid direct ly  by the m.  Usual ly,  there are no out of pocket exp enses to you.
In the event that you are denied coverage by L  & I ,  you wil l  be f inancia l ly  responsible for
payment for a l l  services that have been rendered to you.  It  is  important to cooperate with
L & I  to receive benefits.
PERSONAL INJURY: Please provide us with your car insurance, health insurance, acc ident
report,  and name of attorney if  applicable.   I f  the c laim is  a possible third party l iabi l ity  please
provide us with the other parties ’  insurance carrier information.  Unti l  necessary insurance
information is  gathered and veri f ied for chiropractic care,  you wil l  be required to pay for care
on a cash basis .   Patients with Personal Injury Protection (PIP) coverage are not required to pay
for care as it  i s  ren dered.  Patients who are covered by third party  insurance wil l  need to check
with the front desk to make payment arrangements.
MEDICARE: Please present your Medicare card to reception. There are some treatment s that
are not covered by Medicare, reception wi l l  provide you with a l ist  of those items.

Signature:____________________________________  Date:  _________________________
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