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EPIC Life Chiropractic & 
Wellness 
745 St Francois ST.  
Florissant, MO 63031 

 

Electronic Health Records Intake Form 
In compliance with Medicare requirements for the government EHR incentive program 

 

First Name:_________________________ Last Name:_________________________ 

Email address:  _________________@_________________ 

Preferred method of communication for patient reminders (Circle one):  Email / Phone / Mail 

DOB:   __/__/____ Gender (Circle one):   Male / Female Preferred Language:  __________________  

Smoking Status (Circle one): Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked 

 

CMS requires providers to report both race and ethnicity 

Race (Circle one):   American Indian or Alaska Native / Asian / Black or African American / White (Caucasian)  

Native Hawaiian or Pacific Islander / Other / I Decline to Answer 

Ethnicity (Circle one):  Hispanic or Latino / Not Hispanic or Latino / I Decline to Answer 

Are you currently taking any medications? (Please include regularly used over the counter medications) 

Medication Name Dosage and Frequency (i.e. 5mg once a day, etc.) 

  

  

  

Do you have any medication allergies?  

Medication Name Reaction Onset Date Additional  Comments 

    

    

    

 

□ I choose to decline receipt of my clinical summary after every visit (These summaries are often blank as a 

result of the nature and frequency of chiropractic care.) 

Patient Signature: _____________________________________________ Date:________________ 

For office use only 

Height: _________       Weight:____________    Blood Pressure:______ /______ 
 





HIPPA Form  

 
Consent for Purposes of Treatment, Payment & Healthcare 

Operations 

 
 

In this document, “I” and “my” refer to the patient, and “Chiropractor” refers to Dr. Jake Sehnert at EPIC 

Life Chiropractic & Wellness. 

 

 I consent to the use or disclosure of my protected health information by the Chiropractor for the 

purpose of analyzing, diagnosing or providing treatment to me, obtaining payment for my health care bills 

or to conduct health care operations of the Chiropractor. I understand that analysis, diagnosis or treatment 

of me by the Chiropractor may be conditioned upon my consent as evidenced by my signature below. 

 

 I understand that I have the right to request a restriction as to how my protected health 

information is used or disclosed to carry out treatment, payment or healthcare operations of the practice. 

The Chiropractor is not required to agree to the restrictions that I may request. However, if the Chiropractor 

agrees to a restriction that I request, the restriction is binding on the Chiropractor.  

 

I have the right to revoke this consent, in writing, at any time, except that the Chiropractor has 

taken action in reliance on this Consent.  

 

My “protected health information” means health information, including my demographic 

information, collected from me and created or received by my physician, another health care provider, a 

health plan, my employer or a health care clearinghouse. The protected health information relates to my 

past, present or future physical or mental health or condition and identifies me, or there is a reasonable 

basis to believe the information may identify me. 

 

 I have been provided with a copy of the Notice of Privacy Practices of the Chiropractor and 

understand that I have a right to review the Notice of Privacy Practices prior to signing this document. The 

Notice of Privacy Practices describes the types of uses and disclosures of my protected health information 

that will occur in my treatment, payment of my bills or in the performance of health care operations of the 

Chiropractor. This Notice of Privacy Practices also describes my rights and duties of the Chiropractor with 

respect to my protected health information.  

 

The Chiropractor reserves the right to change the privacy practices that are described in the Notice 

of Privacy Practices. I may obtain a revised notice of privacy practices by calling the office of the 

Chiropractor and requesting a revised copy be sent in the mail or asking for one at the time of my next 

appointment. 

 

 

 

 
________________________________ ____________________________________ 

Signature of Patient    Printed Name of Patient  

 

 

________________________________ _________________________________________ 

Date of Signing    Description of Personal Representative’s Authority 



         Date: _________ 
 
 
 
 
 

I give authorization to EPIC Life Chiropractic & Wellness to bill 
my insurance company at regular clinical fees for my initial office 

visit and or any x-rays. 
 

 
 

__________________                            __________________ 
           Patient Name                             Patient Signature 

 
 
 

__________________ 
                                                                    Witness 




