
 
Kerner Chiropractic Center New Patient Intake Form                 Date:___________ 
Patient Name________________________________________Birthdate____________________Sex:  M /  F 
Address_______________________________________City________________________________________ 
State____________Zip______________Home Phone (        )______________Cell (        )________________ 
Email Address_____________________________________How were you referred?_____________________ 
Employer______________________Occupation___________________Work Phone (        )_______________ 
Spouse Name____________________Spouse Date of Birth______________ 
Emergency Contact_______________________Emergency Contact Phone Number (        )_______________ 
Insurance Company___________________ID#__________________________Group #___________________ 
Policy Holder___________________Policy Holder DOB_________Relationship to Policy Holder____________ 
Primary Care Physician Name____________________________PCP Phone____________________________ 
CURRENT PROBLEM: (Circle)                                                                 MARK AN X WHERE YOU HAVE PAIN:     
Headache    Neck Pain    MidBack Pain    Low Back Pain   
Other:________________________________________ 
Date Problem Began____________________________   
How Problem Began____________________________ 
Current complaint (how you feel today): 
_____________________________________________ 
0     1     2     3     4     5     6     7     8     9     10 
No Pain                                                    Unbearable Pain 
How often are your symptoms present?  
___025%   ___2650%  ___5175%  ___76100% (constant) 
In the past week how much has your pain interfered with your 
daily activities? ______________________________________________________   
No interference   0    1    2    3    4    5    6    7    8    9    10   Unable to do any activities 
 
Would you say your overall health right now is:  ___Excellent ___Very Good ___Good ___Fair ___Poor 
HAVE YOU HAD SPINAL XRAYS, MRI, CT SCAN FOR YOUR AREAS OF COMPLAINT? ___No ____Yes 
Date(s) taken_______________________What areas were taken?________________________________ 
Please Check All Of The Following That Apply To You: 

❏ Alcohol/Drug 
Dependence 

❏ Recent Fever  ❏ Diabetes  ❏ High Blood 
Pressure 

❏ Stroke  ❏ Corticosteroid Use  ❏ Numbness/Tingling   ❏ Smoking/Tobacco 

❏ Cancer/Tumor  ❏ Dizziness/Fainting  ❏ Epilepsy/Seizures  ❏ HIV/AIDS 

❏ Heart Attack/Chest 
Pains 

❏ Asthma/Allergies  ❏ Depression  ❏ Abnormal Weight 

❏ Pregnant 
# weeks_______________ 

❏ Taking Birth Control 
Pills 

❏ Arthritis  ❏ Hepatitis 

Other Health 
Problems:___________________________________Surgeries/Hospitalizations:__________________________________ 
List Medications and Supplements:_______________________________________________________________________ 
Family History: (list all major diseases and your relation to the individual):____________________________________ 
_______________________________________________________________________________________________ 
Do you exercise? _______  # hours per week________ What activity?____________________________________ 
I certify that the above information is complete and accurate. If the health plan information is not accurate, or if I am not eligible to 
receive a health care benefit through this practitioner, I understand that I am liable for all charges for services rendered. I agree to notify 
the practitioner immediately whenever I have changes in my health condition or health plan. My chiropractor may need to contact my 
physician if my condition needs to be comanaged. Therefore I give authorization to my chiropractor to contact my physician, if 
necessary. 
 
Patient Signature_______________________________________Date__________________ 



                                                         Kerner Chiropractic Center 
       Financial Policy 

 
 
Insurance Coverage 
Welcome to Kerner Chiropractic Center. Your insurance policy is an agreement between you 
and your insurer, not between your insurer and this clinic. Like all types of care, coverage for 
chiropractic services varies from insurer to insurer and plan to plan. Most insurance policies 
require the insured to pay a coinsurance, copayment and/or a deductible. For example, if you 
have a deductible of $100, and your insurance pays 80%, you are responsible for 20% of all 
charges incurred during the year after you have paid your $100 at the beginning of the year. Our 
clinic will call your insurer to verify your benefits, however, we are not responsible for your 
insurer’s final payment and benefit determinations.   
 
 
Payments Please initial the one that applies to you.  
In order to help you determine your responsibility toward payment for services, please read the 
following and initial your preference for the method of payment of your account. Please notify 
this office if the status of your insurance changes. 
 
Health Insurance:  
_______ I would like this clinic to bill my insurance. I understand that I am ultimately responsible 
for the cost of treatment. 
 
OR 
 
Private Pay:  
_______ I have no insurance and agree to assume all responsibility and to keep my account 
current by paying for services when they are rendered. 
 
 
Missed Appointments (please initial) 
It is the policy of Kerner Chiropractic Center not to assess a missed appointment fee to patients 
who reschedule or cancel appointments. Even so, please give notice when there are any 
scheduling changes as missed appointments result in time lost that could have been used to 
provide care for others.  
_______I understand the above missed appointment policy. 
 
 
I understand and agree to the conditions of this policy. 
 
 
____________________________________                   _________________ 
Signature                                                                            Date 



 
NOTICE  OF  OUR  PRIVACY  PRACTICES 

As required by the Privacy Regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA) 

This notice describes how health information about you (as a patient of this practice) may be used and disclosed, and how                                         

you can get access to your individually identifiable health information. 

PLEASE REVIEW THIS NOTICE CAREFULLY 

A. OUR COMMITMENT TO YOUR PRIVACY  

Our practice is dedicated to maintaining the privacy of your individually identifiable health information (IIHI). In conducting our business, we                                       

will create records regarding you and your treatment and the serviceswe provide for you.Weare required by law tomaintain the confidentiality                                               

of health information that identifies you. We also are required by law to provide youwith this notice of our legal duties and the privacy practices                                                   

that we maintain in our practice concerning your IIHI. By federal and state law,wemust follow the terms of the notice of privacy practices that                                                   

we have in effect at this time. 

We realize that these laws are complicated, but we must provide you with the following important information: 

● How we may use and disclose your IIHI 

● Your privacy rights in your IIHI  

● Our obligations concerning the use and disclosure of your IIHI 

The terms of this notice apply to all records containing your IIHI that are created or retained by our practice. We reserve the right to revise or                                                     

amend this Notice of Privacy Practices. Any revision or amendment to this notice will be effective for all of your records that our practice has                                                 

created or maintained in the past, and for any of your records that we may create ormaintain in the future.Our practicewill post a copy of our                                                         

current Notice in our offices in a visible location at all times, and you may request a copy of our most current Notice at any time. 

B. IF YOU HAVE QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT: 
Kerner  Chiropractic Center 

Brian M. Kerner D.C. 

3106 Fillmore Street 

San Francisco, CA 94123 

dr@kernerchiropractic.com 

(415) 5632452 

C. WE MAY USE AND DISCLOSE YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION (IIHI) IN THE                           

FOLLOWING WAYS 

The following categories describe the different ways in which we may use and disclose your IIHI. 

1. Treatment. Our practice may use your IIHI to treat you. Any of the peoplewhowork for our practice mayuse or disclose your IIHI in                                                   

order to treat you, or to assist others in your treatment. Additionally, wemayneed to disclose your IIHI to otherswhomay assist in your                                                   

care, such as your spouse, children, or parents. 

2. Payment. Our practice may use and disclose your IIHI in order to bill and collect payment for the services and items youmay receive                                               

from us. For example, we may contact your health insurer to certify that you are eligible for benefits (and for what range of benefits),                                               

and we may provide your insurer with details regarding your treatment andhealth status to determine if your insurerwill cover, or pay                                             

for, your treatment. We also may use and disclose your IIHI to obtain payment from third parties that may be responsible for such                                             

costs, such as family members or insurance companies. Also, we may use your IIHI to bill you directly for services and items. 

3. Health Care Operations. Our practice may use anddisclose your IIHI to operate our business. As examples of theways inwhichwe                                             

may use and disclose your information for our operations, our practice may use your IIHI to evaluate the quality of care you receive                                             

from us, or to conduct costmanagement and business planning activities for our practice. 

4. Appointment Reminders. Our practice may use and disclose your IIHI to contact you or a familymemberwho answers the phone                                         

(or to leave a recorded message) to remind you of an upcoming appointment. 

5. Treatment Options. Our practice may use and disclose your IIHI to inform you of potential treatment options or alternatives. 
6. HealthRelated Benefits and Services. Our practice may use and disclose your IIHI to inform you of healthrelated benefits or                                     

services that may be of interest to you. 

7. Release of Information to Family/Friends. Our practice may release your IIHI to a friend or family member that is involved in                                         

your care, or who assists in taking care of you. For example, a parent or guardianmay ask that a babysitter take their child to our office                                                     

for care. In this example, the babysitter may have access to this child’s medical information. 

8. Disclosures Required by Law. Our practice will use and disclose your IIHIwhenwe are required to do so by federal, state, or local                                               

law. 

D. USE AND DISCLOSURE OF YOUR IIHI IN CERTAIN SPECIAL CIRCUMSTANCES 

The following categories describe unique scenarios in which we may use or disclose your identifiable health information: 

1. Public Health Risks. Our practice may disclose your IIHI to public health authorities that are authorized by law to collect information for                                             

the purpose of: 

● Maintaining vital records, such as births and deaths  

● Reporting child abuse or neglect  

● Preventing or controlling disease, injury or disability  



● Notifying a person regarding potential exposure to a communicable disease  

● Notifying a person regarding a potential risk for spreading or contracting a disease or condition  

● Reporting reactions to drugs or problems with products or devices  

● Notifying individuals if a product or device they may be using has been recalled  

● Notifying appropriate government agency(ies) and authority(ies) regarding the potential abuse or neglect of an adult patient (including                                 

domestic violence); however, we will only disclose this information if the patient agrees or we are required or authorized by law to                                           

disclose this information  

● Notifying your employer under limited circumstances related primarily to workplace injury or illness or medical surveillance 

2. Health Oversight Activities. Our practice may disclose your IIHI to a health oversight agency for activities authorized by law.Oversight                                         

activities can include, for example, investigations, inspections, audits, surveys, licensure and disciplinary actions; civil, administrative, and                               

criminal procedures or actions; or other activities necessary for the government to monitor government programs, compliancewith civil rights                                     

laws and the health care system in general. 

3. Lawsuits and Similar Proceedings.Our practicemayuse anddisclose your IIHI in response to a court or administrative order, if you are                                               

involved in a lawsuit or similar proceeding. We also may disclose your IIHI in response to discovery request, subpoena, or other lawful process                                             

by another party involved in the dispute, but only if we have made an effort to inform you of the request or to obtain an order protecting the                                                       

information the party has requested. In general, wewill require that the party that requests your records provide a recordsrelease form, signed                                           

by you within the last 3 months. 

4. Law Enforcement. We may release IIHI if asked to do so by a law enforcement official: 

● Regarding a crime victim in certain situations, if we are unable to obtain the person’s agreement  

● Concerning a death we believe has resulted from criminal conduct  

● Regarding criminal conduct at our offices  

● In response to a warrant, summons, court order, subpoena or similar legal process  

● To identify/locate a suspect, material witness, fugitive or missing person  

● In an emergency, to report a crime (including the location or victim(s) of the crime, or the description, identify or location of the                                             

perpetrator) 

5. Deceased Patients.Our practicemay release IIHI to amedical examiner or coroner to identify a deceased individual or to identify the cause                                               

of death. If necessary, we also may release information in order for funeral directors to perform their jobs. 

6. Organs and Tissue Donation. Our practice may release your IIHI to organizations that handle organ, eye or tissue procurement or                                         

transplantation, including organ donation banks, as necessary to facilitate organ or tissue donation and transplantation in you are an organ                                       

donor. 

7. Research. Our practice may use and disclose your IIHI for research purposes in certain limited circumstances.Wewill obtain yourwritten                                           

authorization to use your IIHI for research purposesexcept when: (a) our use or disclosurewas approved by an Institutional ReviewBoard or a                                               

Privacy Board; (b) we obtain the oral orwritten agreement of a research that (i) the information being sought is necessary for the research study;                                                 

(ii) the use or disclosure of your IIHI is being used only for the research and (iii) the researcher will not remove any of your IIHI from our                                                       

practice; or (c) the IIHI sought by the research only relates to decedents and the researcher agrees either orally or in writing that the use or                                                   

disclosure is necessary for the research, and if we request it, to provide us with proof of death prior to access to the IIHI of the decedents. 

8. Serious Threats to Health or Safety.Our practicemayuse anddisclose your IIHIwhennecessary to reduce or prevent a serious threat to                                                 

your health and safety or the health and safety of another individual or the public. Under these circumstances, wewill onlymake disclosures to a                                                 

person or organization able to help prevent the threat. 

9. Military. Our practice may disclose your IIHI if you aremember of theU.S. or foreignmilitary forces (including veterans) and if required by                                                 

the appropriate authorities. 

10. National Security. Our practice may disclose your IIHI to federal officials for intelligence and national security activities authorized by                                       

law. We also may disclose your IIHI to federal officials in order to protect the President, other officials or foreign heads of state, or to conduct                                                   

investigations. 

11. Inmates. Our practice may disclose your IIHI to correctional institutions or law enforcement officials if you are an inmate or under the                                             

custody of a law enforcement official. Disclosure for these purposes would be necessary: (a) for the institution to provide health care services to                                             

you, (b) for the safety and security of the institution, and/or (c) to protect your health and safety or the health and safety of other individuals. 

12. Workers’ Compensation. Our practice may release your IIHI for worker’s compensation and similar programs. 
 

I have reviewed the privacy practice for Kerner Chiropractic, and understand the situations in which this practice may need to utilize 
or release my medical records. I understand that this office will properly maintain my records, and will use all due means to protect 
my privacy as outlined in this privacy practices statement. 
 
________________________________                          _________________ 
Patient Signature                                                   Date 

 
____________________________ 
Print Patient Name   


