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Patient Name:    Today’s Date:    

Address:    City:    State:    Zip:    

Contact Telephone Numbers Home:  ( )  Mobile:  ( )  

Email Address:    

Sex (circle one): F M O Date of Birth:    Age:    

Occupation:    Employer:    

Work Address:    Telephone:  ( )  

Status (circle one): Single Married Divorced Widowed 

Emergency Contact:  __________________________   Relationship: ______________ Telephone:  ( )  

Primary Concern:    

Have you been involved in a motor vehicle collision within the last three months? _________________________________________ 

Have you seen a chiropractor before? Yes No If yes, whom/when?    

Who may we thank for referring you to our office?    

YOUR HEALTH HISTORY 
Please check  all symptoms you have ever had, even if they do not seem related to your current problems. 

□  Headaches 

□  Pins & Needles in Arms 

□  Dizziness/Vertigo 

□  Numbness in Fingers 

□  Fatigue 

□  Sleeping Problems 

□  Cold Sweats 

□  Mood Swings 

□  Stroke/TIA 

□  Pins & Needles in Legs 

□  Loss of Smell 

□  Ringing in Ears 

□  Numbness in Toes 

□  Depression 

□  Neck Pain 

□  Constipation 

□  Lights Bother Eyes 

□  Menstrual Pain 

□  Fainting 

□  Back Pain 

□  Loss of Taste 

□  Irritability 

□  Cold Hands 

□  Fever 

□  Problem Urinating 

□  Menstrual Irregularity 

□  Neck Stiffness 

□  Loss of Balance 

□  Nervousness 

□  Upset Stomach 

□  Tension 

□  Cold Feet 

□  Hot Flashes 

□  Heartburn 

□  Seizures 

□  Reflux

□  Other:    

Are you pregnant? Yes No  

Do use tobacco products? Yes No If yes, how many years? packs per day?    

Please list any previous surgeries, including year:    

    None 

List any medications that you are taking:  ____________________________________________________ None 

Have you received the COVID-19 vaccine?   Yes   No            If yes, what date(s)? ____________________________________________ 

Booster? Yes   No           If yes, what date(s)? ___________________________________________ 

Does anyone in your family have any medically-diagnosed conditions? If so, whom/which?    

    None 

This office conforms to the current HIPAA guidelines. You may request a copy of our HIPAA policy at the front desk. 
Please initial to indicate you have been made aware of its availability:    
 
The statements made on this form are accurate to the best of my recollection and I agree to allow this office to examine me for further evaluation.  

 
    
Patient Name Printed  Legal Guardian Name Printed (if applicable) 

    
Patient/Legal Guardian Signature  Date 
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Pregnancy History: Name:     Date:  / /  

 

- Number of weeks:   ____        Estimated Due Date: _____________________________________ 

- Boy   /   Girl    /    Don’t know  

- Drinking lots of fluids?      

- Cravings:    

  

- Avoidances:    

  

- Any sickness?    

  

- Any pain?    

  

- Medications:    

  

- Type of birth desired:  Vaginal   VBAC   Cesarean  

- Birth location:  Home    Birth Center     Hospital  

- Plan to breastfeed? Y    /    N How long?    

- Who is currently on your birth team:   Midwive    OB    Doula  Names: _____________________________________________ 

- Other perinatal providers you are seeing: _________________________________________________________________ 

- Birth plan:  Already have one made   Would like assistance with this 

- Vaccines during pregnancy:    

- Baby getting vaccinated:    

- Past pregnancy history: 

o Number of pregnancies:  ___________           Number of births: _____________________ 

o Type of births:    

o Complications/Pains:    

  

o Past history breastfeeding:  Y N 
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SPECIFIC AUTHORIZATIONS: 

• I give permission to Dr. Gena Chiropractic to use my address, phone number, e-mail address, and clinical records 

to contact me with appointment reminders, missed appointment notifications, birthday cards, holiday-related 

cards, newsletters, information about treatment alternative(s), and/or other health-related information. 

• I give permission to be contacted via text message regarding appointments. 

• If Dr. Gena Chiropractic contacts me by phone, I give them permission to leave a phone message on my 

answering machine or voicemail. 

• I give permission to Dr. Gena Chiropractic to use my name and/or photo on a welcome board, referral board, as 

well as birthday and/or marketing materials for purposes such as sharing with other potential patients, in 

brochures, on the website, on social media sites, and/or in ads in print media. 

• I give permission to Dr. Gena Chiropractic to treat me in an open room where other patients are also being 

treated. I am aware that other persons in the office may overhear some of my Protected Health Information 

during the course of care. Should I need to speak with the doctor at any time in private, the doctor will provide a 

room for these conversations. 

• I understand and acknowledge that the office of Dr. Gena Chiropractic is monitored by 24-hour video 

surveillance, and as such I am subject to video monitoring at the time of my appointments. 

I have been informed of the nature and purpose of chiropractic care, the possible consequences of care, and the risks 

of care, including the risk that the care may not accomplish the desired objective. Reasonable alternative treatments 

have been explained, including the risks, consequences and probable effectiveness of each. I have been advised of the 

possible consequences if no care is received. I acknowledge that no guarantees have been made to me concerning the 

results of the care and treatment. 

I HAVE READ THE ABOVE PARAGRAPH. I UNDERSTAND THE INFORMATION PROVIDED. ALL QUESTIONS I HAVE ABOUT 

THIS INFORMATION HAVE BEEN ANSWERED TO MY SATISFACTION. 

HAVING THIS KNOWLEDGE, I KNOWINGLY AUTHORIZE DR. GENA BOFSHEVER, DC, AND ANY OTHER DOCTORS 

ASSOCIATED WITH THE PRACTICE OF GENA M. BOFSHEVER, DC, LLC, TO PROCEED WITH CHIROPRACTIC CARE AND 

TREATMENT. 

DATED THIS ____ DAY OF _____________, 20___ 

______________________ ______________________ 

Patient Signature Doctor’s Signature 

 
Parental Consent for Minor Patient: 

Patient Name:   Patient age:   DOB:   

Printed name of person legally authorized to sign for Patient:   

Signature:   Relationship to Patient:   

 
In addition, by signing below, I give permission for the above named minor patient to be managed by the doctor even 

when I am not present to observe such care. 

Printed name of person legally authorized to sign for Patient:   

Signature:   Relationship to Patient:   

Remarks: 



DR. GENA CHIROPRACTIC NEW PATIENT INTAKE 

7119 W BROWARD BLVD, PLANTATION, FL 33317 | 954.417.5815 | INFO@DRGENACHIROPRACTIC.COM | FAVORITECHIROPRACTOR.COM 

 

 

 

 

Informed Consent – Dr. Gena Chiropractic 

We encourage and support a shared decision making process between us regarding your health needs. As a part of that 

process you have a right to be informed about the condition of your health and the recommended care and treatment 

to be provided to you so that you can make the decision whether or not to undergo such care with full knowledge of the 

known risks. This information is intended to make you better informed in order that you can knowledgably give or 

withhold your consent. 

Chiropractic is based on the science which concerns itself with the relationship between structures (primarily the spine) 

and function (primarily of the nervous system) and how this relationship can affect the restoration and preservation of 

health.  

Adjustments are made by chiropractors in order to correct or reduce spinal and extremity joint subluxations. Vertebral 

subluxation is a disturbance to the nervous system and is a condition where one or more vertebra in the spine is 

misaligned and/or does not move properly causing interference and/or irritation to the nervous system. The primary 

goal in chiropractic care is the removal and/or reduction of nerve interference caused by vertebral subluxation. 

A chiropractic examination will be performed which may include spinal and physical examination, orthopedic and 

neurological testing, palpation, specialized instrumentation, radiological examination (x-rays), and laboratory testing. 

The chiropractic adjustment is the application of a precise movement and/or force into the spine in order to reduce or 

correct vertebral subluxation(s). There are a number of different methods or techniques by which the chiropractic 

adjustment is delivered but are typically delivered by hand. Some may require the use of an instrument or other 

specialized equipment. In addition, physiotherapy or rehabilitative procedures may be included in the management 

protocol. Among other things, chiropractic care may reduce pain, increase mobility and improve quality of life. 

In addition to the benefits of chiropractic care and treatment, one should also be aware of the existence of some risks 

and limitations of this care. The risks are seldom high enough to contraindicate care and all health care procedures have 

some risk associated with them.  

Risks associated with some chiropractic treatment may include soreness, musculoskeletal sprain/strain, and fracture. 

Risks associated with physiotherapy may include the preceding as well as allergic reaction and muscle and/or joint pain. 

In addition there are reported cases of stroke associated with visits to medical doctors and chiropractors. Research and 

scientific evidence does not establish a cause and effect relationship between chiropractic treatment and the occurrence 

of stroke; rather, recent studies indicate that patients may be consulting medical doctors and chiropractors when they 

are in the early stages of a stroke. In essence, there is a stroke already in process. However, you are being informed of 

this reported association because a stroke may cause serious neurological impairment.  
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NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION 
 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE 
REVIEW IT CAREFULLY. 
 
Our Legal Duty 
We are required by law to maintain the privacy of protected health information and to provide you with notice of our legal duties and privacy practices with respect 
to your protected health information.  We must abide by the terms of this Notice while it is in effect.  However, we reserve the right to change the terms of this 
Notice and to make the new notice provisions effective for all of the protected health information that we maintain.  If we make a change in the terms of this Notice, 
we will notify you in writing and provide you with a paper copy of the new Notice, upon request. 
 
Uses and Disclosures 
There are a number of situations in which we may use or disclose to other persons or entities your confidential health information.  Certain uses and disclosures will 
require you to sign an acknowledgement that you received this Notice of Privacy Practices.  These include treatment, payment, and health care operations.  Any use 
or disclosure of your protected health information required for anything other than treatment, payment or health care operations requires you to sign an 
Authorization.  Certain disclosures that are required by law, or under emergency circumstances, may be made without your Acknowledgement or Authorization.  
Under any circumstance, we will use or disclose only the minimum amount of information necessary from your medical records to accomplish the intended purpose 
of the disclosure. 
 
We will attempt in good faith to obtain your signed Acknowledgement that you received this Notice to use and disclose your confidential medical information for the 
following purposes.  These examples are not meant to be exhaustive, but to describe the types of uses and disclosures that may be made by our office once you have 
provided Consent. 
 

Treatment.  Example: We may use your health information within our office to provide health care services to you or we may disclose your health information 
to another provider if it is necessary to refer you to them for services. 
 
Payment.  Example: We may disclose your health information to a third party such as an insurance carrier, an HMO, a PPO, or your employer, in order to obtain 
payment for services provided to you. 
 
Health Care Operations.  Example: We may use your health information to conduct internal quality assessment and improvement activities and for business 
management and general administrative activities. 
 
Appointment Reminders.  Example: Your name, address and phone number and health care records may be used to contact you regarding appointment 
reminders (such as voicemail messages, postcards, texts, email, or letters), information about alternatives to your present care, or other health related 
information that may be of interest to you. 
 
In the following cases we never share your information unless you give us written permission: Marketing purposes, sale of your information, most sharing of 
psychotherapy notes. In the case of fundraising:  We may contact you for fundraising efforts, but you can tell us not to contact you again. 

 
There are certain circumstances under which we may use or disclose your health information without first obtaining your Acknowledgement or Authorization: 

Those circumstances generally involve public health and oversight activities, law-enforcement activities, judicial and administrative proceedings, and in the 
event of death.  Specifically, we may be required to report to certain agencies information concerning certain communicable diseases, sexually transmitted 
diseases or HIV/AIDS status.  We may also be required to report instances of suspected or documented abuse, neglect or domestic violence.  We are required to 
report to appropriate agencies and law-enforcement officials information that you or another person is in immediate threat of danger to health or safety as a 
result of violent activity.  We must also provide health information when ordered by a court of law to do so.  We may contact you from time to time to provide 
appointment reminders or information about treatment alternatives or other health-related benefits and services that may be of interest to you.  You should be 
aware that we utilize an “open adjusting room” in which several people may be adjusted at the same time and in close proximity.  We will try to speak quietly to 
you in a manner reasonably calculated to avoid disclosing your health information to others; however, complete privacy may not be possible in this setting.  If 
you would prefer to be adjusted in a private room, please let us know and we will do our best to accommodate your wishes. 
 
Others Involved in Your Healthcare:  Unless you object, we may disclose to a member of your family, a relative, a close friend or any other person you identify, 
your protected health information that directly relates to that person’s involvement in your health care.  If you are unable to agree or object to such a 
disclosure, we may disclose such information as necessary if we determine that it is in your best interest based on our professional judgment.  We may use or 
disclose protected health information to notify or assist in notifying a family member, personal representative or any other person that is responsible for your 
care of your location, general condition or death.  Finally, we may use or disclose your protected health information to an authorized public or private entity to 
assist in disaster relief efforts and to coordinate uses and disclosures to family or other individuals involved in your healthcare. 
 
Communication Barriers and Emergencies:  We may use and disclose your protected health information if we attempt to obtain consent from you but are 
unable to do so because of substantial communication barriers and we determine, using professional judgment, that you intend to consent to use or disclosure 
under the circumstances.  We may use or disclose your protected health information in an emergency treatment situation.  If this happens, we will try to obtain 
your consent as soon as reasonably practicable after the delivery of treatment.  If we are required by law or as a matter of necessity to treat you, and we have 
attempted to obtain your consent but have been unable to obtain your consent, we may still use or disclose your protected health information to treat you. 

 
EXCEPT AS INDICATED ABOVE, YOUR HEALTH INFORMATION WILL NOT BE USED OR DISCLOSED TO ANY OTHER PERSON OR ENTITY WITHOUT YOUR SPECIFIC 
AUTHORIZATION, WHICH MAY BE REVOKED AT ANY TIME.  In particular, except to the extent disclosure has been made to governmental entities required by law to 
maintain the confidentiality of the information, information will not be further disclosed to any other person or entity with respect to information concerning mental-
health treatment, drug and alcohol abuse, HIV/AIDS or sexually transmitted diseases that may be contained in your health records.  We likewise will not disclose your 
health-record information to an employer for purposes of making employment decisions, to a liability insurer or attorney as a result of injuries sustained in an 
automobile accident, or to educational authorities, without your written authorization. 
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Patient Rights 
Right to Request Restrictions.  You may request that we restrict the uses and disclosures of your health record information for treatment, payment and operations, or 
restrictions involving your care or payment related to that care.  We are not required to agree to the restriction; however, if we agree, we will comply with it, except 
with regard to emergencies, disclosure of the information to you, or if we are otherwise required by law to make a full disclosure without restriction. Your request 
must be made in writing to our Privacy Official. If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that information for the 
purpose of payment or our operations with your health insurer. We will say “yes” unless a law requires us to share that information. 
 
Right to Receive Confidential Communications.  You have a right to request receipt of confidential communications of your medical information by an alternative 
means or at an alternative location.  If you require such an accommodation, you may be charged a fee for the accommodation and will be required to specify the 
alternative address or method of contact and how payment will be handled. Your request to receive confidential communications must be made in writing to our 
Privacy Official. 
 
Right to Inspect and/or Copy.  You have the right to inspect, copy and request amendments to your health records including electronic health records.  Access to your 
health records will not include psychotherapy notes contained in them, or information compiled in anticipation of or for use in a civil, criminal or administrative action 
or proceeding to which your access is restricted by law.  We will charge a reasonable fee for providing a copy of your health records, or a summary of those records, 
at your request, which includes the cost of copying, postage, and preparation or an explanation or summary of the information.  Your request to inspect and/or copy 
your health information must be made in writing to our Privacy Official. 
 
Right to Amend.  You have the right to request that we amend certain health information for as long as that information remains in your record. Your request to 
amend your health information must be made in writing to our Privacy Official and you must provide a reason to support the requested amendment.  
 
Right to Receive an Accounting.  You have the right to inspect, copy and request amendments to your health records.  Access to your health records will not include 
psychotherapy notes contained in them, or information compiled in anticipation of or for use in a civil, criminal or administrative action or proceeding to which your 
access is restricted by law.  We will charge a reasonable fee for providing a copy of your health records, or a summary of those records, at your request, which 
includes the cost of copying, postage, and preparation or an explanation or summary of the information.  Your request to receive an accounting must be made in 
writing to our Privacy Official.   
 
Right to Receive Notice.  You have the right to receive a paper copy of this Notice, upon request. We are obligated to notify you if there is a breach of your PHI unless 
there is a low probability of PHI compromise.  
 
Complaints 
You may file a written complaint to us or to the Secretary of Health and Human Services if you believe that your privacy rights with respect to confidential information 
in your health records have been violated.  All complaints must be in writing and must be addressed to the Privacy Officer (in the case of complaints to us) or to the 
person designated by the U.S. Department of Health and Human Services if we cannot resolve your concerns.  You will not be retaliated against for filing such a 
complaint.  
 
All questions concerning this Notice or requests made pursuant to it should be addressed to: Office Manager, Dr. Gena Chiropractic, 7119 W Broward Blvd, 
Plantation, FL 33317. 
 
I do hereby acknowledge receipt of a copy of the Notice of Privacy Practices, Policies, and Procedures. 
 
 
      
Patient Name Patient Signature Date 
 
 
      
Name of Personal Representative Signature of Personal Representative Date 
 
 
  
Legal Authority of Personal Representative 
 
 
EFFECTIVE DATE OF NOTICE:  July 29, 2020 
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NO CALL/NO SHOW POLICY 
DR. GENA CHIROPRACTIC 

Effective January 2024 

 

New patient appointments must be confirmed within 12 hours before your appointment time, or the 
appointment may be forfeited. 

A cancellation made with less than a 12-hour notice significantly limits our ability to make the appointment 
available for another patient in need, affects wait times and office staffing.  

 

To remain consistent with our mission, we have instituted the following policies: 

1. Please provide our office a 12-hour notice in the event that you need to reschedule your appointment. This 
will allow us the opportunity to provide care to another patient from our wait list. A text reminder is sent 24 
hours prior to your appointment. You can respond to that text, call or leave a voicemail to avoid a cancellation 
fee being charged. 

2. Re-examinations, reports of findings and/or other types of extended visit appointments (beyond a 
routine adjustment visit) may be rescheduled ONE TIME, as a courtesy, before a $50 nonrefundable charge 
is made to your credit card on file. 

3. This fee is not billable to your insurance. 

4. As a courtesy, we make reminder calls and/or send text message reminders for appointments one to two 
days in advance. Please note, if a reminder call or message is not received, the cancellation policy still remains 
in effect. 

5. Repeated missed appointments may result in termination of the physician/patient relationship. If you have 
any questions regarding this policy, please let our team know.  We are happy to clarify any questions you may 
have. 

We understand that things in life come up. Your advanced appointment notice allows our office to fill your 
missed time slot with another patient in need. 

I have read and understand the Appointment Cancellation Policy and I acknowledge its terms. I also 
understand and agree that such terms may be amended from time-to-time by the clinic. If scheduled online, 

acknowledgement of policy is needed in order to proceed with scheduling. 

 

Printed name: _________________________________________________ 
 
 
Signature: _____________________________________________________ 
 

Parent or Legal Guardian’s Signature: _______________________________________ 
 

Date: ________________________ 


