	[image: Mast Health Logo]
	Mast Health Chiropractic
Dr. Vasilios Nenos DC DIBCN
	DATE:                                                                                        



New Patient Entrance Form                                               Please complete the front and back of each page.

Full Name: ____________________________________________            Date of Birth: ____________________

Occupation: ___________________________________________                            Age: ____________________

Height: ____________________       Weight: _________________              

	Severity: Rate your overall pain on a scale of 0-10                               0 = No pain     10 = Most severe pain

	
	 0          1          2          3          4          5          6          7          8          9          10
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Which hand is your dominant hand?

	
	 Right
	 Left
	 Mixed-handedness
	
	 Ambidextrous
	

	
	
	
	
	
	
	
	
	
	Some activities one hand, some activities the other
	
	Any activity, either hand
	

	1.  Where are you having symptoms?        L = Left       R = Right       B = Both   

	
	 Neck
	L
	R
	B
	
	 Head
	L
	R
	B
	
	 Wrist/Hand
	L
	R
	B
	
	

	
	 Mid back
	L
	R
	B
	
	 TMJ
	L
	R
	B
	
	 Hip
	L
	R
	B
	
	

	
	 Lower back
	L
	R
	B
	
	 Shoulder
	L
	R
	B
	
	 Knee
	L
	R
	B
	
	

	
	 Pelvis
	L
	R
	B
	
	 Elbow
	L
	R
	B
	
	 Ankle/Foot
	L
	R
	B
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.  How long has your CURRENT pain/dysfunction been present?  (Select the MOST appropriate answer)

	
	 Less than 72 hours
	 Less than 6 weeks
	 6 weeks to 3 months
	

	
	 3 to 6 months
	 6 months to 1 year
	 More than 1 year
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.  When did you make this appointment?                              Date: __________________________________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	4.  Do you know what started your condition?

	
	 Fall
	 Recreational Injury
	 Automobile accident
	

	
	 Lifting Injury
	 Injury at home
	 This is a Recurring Problem
	

	
	 Work Injury
	 Sports Injury
	 No, I am not sure
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	5.  If a specific incident occurred, when did it occur?                    Date:  ______________________________

	
	If a specific incident occurred, did you seek care immediately after the incident?
	 No
	 Yes

	
	If you did NOT seek immediate care, what caused you to seek care later/now?
	
	
	
	

	
	
	
	 Pain/dysfunction was not evident at the time of the incident but developed later

	
	
	
	 Pain/dysfunction has intensified

	
	
	
	 Pain/dysfunction did not resolve as expected

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	6.  Which of the following sensations describe the problems you are experiencing?

	
	 Achy
	 Burning
	 Catch/Kink
	

	
	 Sharp
	 Stiffness
	 Numbness
	

	
	 Stabbing
	 Throbbing
	 Discomfort 
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	7.  When are your symptoms present?

	
	 Constantly
	 Morning
	 Mid-day
	

	
	 Afternoon
	 Evening
	 During Sleep
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	__________________
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	8.  Since your symptoms began, have they become better, become worse, or remained the same?

	
	 Become better
	 Become worse
	 Remained about the same
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	9.  Which of the following increases your symptoms?

	
	 Bending
	 Exercise
	 Lifting
	

	
	 Sitting
	 Standing
	 Walking
	

	
	 Coughing/Sneezing
	 Twisting
	
	

	
	

	
	 Other: ____________________________________________________________________________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	10.  Which of the following decreases your symptoms?

	
	 Heat
	 Changing Positions
	 Sitting
	

	
	 Standing
	 Ice
	 Massage
	

	
	 Stretching
	 Medications
	 Lying Down
	

	
	 Resting in general
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	 Other: ____________________________________________________________________________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	11.  Do you CURRENTLY have any of the following signs or symptoms?

	
	 Anxiety/Depression
	 Difficulty walking
	 Difficulty controlling your bowels

	
	 Changes in sensation
	 Dizziness
	 Difficulty urinating

	
	 Confusion
	 Fainting
	 Urine retention

	
	 Current or recent fever
	 Fever
	 Pain in your arm below the elbow

	
	 Difficulty speaking
	 Visual problems
	 Pain in your leg below the knee

	
	 Difficulty swallowing
	 Lack of coordination
	 Spinal/Extremity deformity

	
	 Loss of balance
	 Loss of strength
	 Uncontrolled eye movements

	
	 Memory loss
	 Mood changes
	 Nausea/Vomiting

	
	 Shaking
	 Pain at night
	 Popping noises

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	12.  Have you utilized chiropractic care in the past?
	 No
	 Yes

	
	If yes, is today’s visit for the same complaints?
	 No
	 Yes

	
	If yes, how long ago was your last chiropractic visit?
	
	
	
	

	
	 Days
	 Weeks
	 Months
	 Years
	
	
	

	
	If yes, why didn’t you return to that practice?
	
	
	
	

	
	 The doctor was not currently available
	
	

	
	 Unhappy with care or office in general
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	13.  Have you consulted other providers about your current condition?
	 No
	 Yes

	
	If yes, which of the following have you consulted?
	

	
	 Acupuncturist
	 Orthopaedist
	 Physical medicine
	

	
	 Massage therapist
	 Osteopath
	 Physical therapist
	

	
	 Neurologist
	 Pain management
	 Primary care provider
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	 Other: ____________________________________________________________________________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	________________
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	14.  Did any of these providers refer you to my practice?
	 No
	 Yes

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	If yes, who? _________________________________________________________________________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	15.  Have you had RECENT imaging for your current complaint(s)?
	 No
	 Yes

	
	If yes, check which:

	
	 X-Rays
	 CT Scan
	 MRI Scan
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	If yes, where did that imaging take place?

	
	 MU/MOI
	 Other facility: ______________________________________
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	16.  Have you received any of the following for your current condition?

	
	 Epidural injections
	 Nerve ablation
	 SI joint injections
	

	
	 Facet joint injections
	 Trigger point injections
	 None

	
	

	
	 Other: ____________________________________________________________________________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	17.  Have you ever had spine/pelvic surgery?
	 No
	 Yes

	
	If yes, which area of your spine?

	
	 Sacral (Pelvis)
	 Lumbar
	 Thoracic
	 Cervical
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	18.  Have you ever been diagnosed with scoliosis?
	 No
	 Yes

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	19.  Have you ever been diagnosed with osteoporosis?
	 No
	 Yes

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	20.  Have you ever been diagnosed with diabetes?
	 No
	 Yes

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	21.  Have you ever been diagnosed with high blood pressure?
	 No
	 Yes

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	22.  Have you ever had a stroke?
	 No
	 Yes

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	23.  Have you ever had carotid artery surgery?
	 No
	 Yes

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	24.  Have you ever had a deep vein thrombosis (DVT)?
	 No
	 Yes

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	25.  Do you smoke?
	 No
	 Yes

	
	If yes, which method?

	
	 Cigarettes
	 Cigars
	 Pipe
	 Vape/E-Cig
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	26.  Have you experienced recent or previous head trauma?
	 No
	 Yes

	
	

	
	If yes, please explain: __________________________________________________________________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	
	
	
	
	
	________________
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	27.  Are you currently or could you be pregnant?
	 No
	 Yes

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	28.  Have you ever had (or do you have) any form of cancer?
	 No
	 Yes

	
	If yes, please mark which type:
	

	
	 Breast
	 Lung
	 Kidney
	

	
	 Lymphoma
	 Prostate
	 Thyroid
	

	
	 Uterine
	 Colon-rectal
	 Liver
	

	
	 Pancreatic
	 Bladder
	 Esophageal
	

	
	
	

	
	 Other: _______________________________________________________________________
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	29.  If you have had cancer, which of the following treatments have you received?

	
	 Chemotherapy
	 Radiation Therapy
	 Surgery
	 None
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	 Other: _____________________________________________________
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	30.  Do you have any of the following devices or objects in your body?

	
	 Battery Powered Device(s)
	 Artificial Heart Valve
	 Artificial Limb
	

	
	 Body Piercing
	 Breast Implants
	 Cochlear Implants
	

	
	 Defibrillator
	 Dentures
	 Gastrointestinal Stimulator
	

	
	 Hearing Aid(s)
	 Insulin Pump
	 IUD
	

	
	 Joint Replacement
	 Neuro-Stimulator
	 Pacemaker
	

	
	 Shunt/Stint
	 Tattoos (Ink)
	 Shrapnel
	

	
	 Bullets or Buck shot
	 Metal Fragments
	 Glucose Monitor
	

	
	 Ostomy Bag
	 Prosthetic Eye
	
	

	
	 Clips/Pins/Plates/Rods/Screws/Staples/Wires
	 None
	

	
	

	
	 Other: ____________________________________________________________________________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	31.  Is there anything else you’d like the doctor to know?
	
	

	
	

	________________________________________________________________________________________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	________________________________________________________________________________________

	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	32.
	How did you find out about my practice?
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	________________________________________________________________________________________





















MAST Health HIPAA Privacy Authorization Form
 Authorization for Use of Disclosure of Protected Health Information (Required by the Health Insurance Portability and Accountability Act, 45 C.F.R. Parts 160 and 164) I Authorize MAST Health to use and disclose the protected health information described below. By signing,
● I authorize the release of my complete health record (including records related to mental healthcare, communicable diseases, HIV or AIDS, and treatment of alcohol or drug abuse). 
● This medical information may be used by the person I authorize to receive this information for medical treatment or consultation, billing or claims payment, or other purposes as I may direct. 
● This authorization shall be in force and effect during my entire care at MAST Health.
● I understand that I have the right to revoke this authorization, in writing, at any time. I understand that a revocation is not effective to the extent that any person or entity has already acted in reliance on the authorization or if the authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim. 
● I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned on whether I sign this authorization. 
● I may inspect and receive a copy of the information being used and disclosed pursuant to this Authorization form.
● I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be protected by federal or state law.
 ____________________________ 
Printed Patient Name 

_________________
DOB

_____________________________ 
Patient Signature 

Assignment of benefits, liens, direct payment authorization, authorization to release insurance information, and authorization to escrow unpaid medical & PIP benefits 




















MAST Health
Insurance Carrier_________________________
 For and consideration of MAST Health agreeing to pursue the responsible insurance carrier for payment of benefits due and not requiring prepayment for services, I hereby irrevocably assign all rights and benefits to MAST Health for Medical Payment Coverage, and other benefits which I may have accordance with Florida Statute § 627.736. This includes any benefits from my insurance company, and any other entity may be responsible for medical expenses incurred. I further authorize MAST Health to collect payments & prosecute any necessary actions to collect payments for services as they see fit and allowable by law and contract. THIS DOCUMENT CONSTITUTES AN ASSIGNMENT OFRIGHTSANDBENEFITS. This assignment concerns only the bills for MAST Health and those costs including, but not limited to, attorney’s fees other costs, and interest necessary in procuring payment from the above-names insurance company and/or other entities. This assignment is not intended to assign any other causes of action that may belong to the undersigned patient. I agree to pay any applicable deductible or copayment not covered by any insurance policy cited above. I understand that as a benefit and convenience to me, MAST Health will bill any pursuit collection against the insurance company or other responsible entity on my behalf. I hereby instruct and direct my insurance company to pay my benefits directly to MAST Health on the address provided on the bill. If my current policy prohibits direct payment to doctors, then I hereby instruct and direct my insurance company or other responsible entity to make the check payable to me and mail it to MAST Health at the address on the bill. MAST Health medical care is being provided for a reasonable fee for treatment that I have sought out for under my above-mentioned insurance carrier and is medically necessary. I instruct my insurance carrier or other responsible entity to pay these bills to the full extent of my available benefits under the insurance policy and Florida law. If any portion of the charge for these services is either reduced or denied in whole or in part, my insurance company or other entity is to place funds equal to the amount of the reduced or denied charges into escrow and hold the escrowed funds until agreement or resolution of legal action by MAST Health. I further instruct my insurance company to make payment for charges submitted by MAST Health in priority to any other request to escrow benefits, including a request by myself to reserve benefits for pending disability claims. I hereby give MAST Health limited power of attorney to endorse and sign my name on any draft for payment to either MAST Health or myself if said draft represents payment for charges related to services rendered by MAST Health. I further direct my insurance carrier as the responsible entity to provide information to MAST Health which is otherwise available to me including but not limited to a copy of any applicable insurance policy, declaration page, all applicable endorsements, transcripts and/or copies of any recorded statements, examinations under oath and request for same, independent medical evaluations and requests for same, and peer review reports, this request includes the name of other medical providers to whom payments have been under my policy of insurance in favor of MAST Health. If any language within this agreement has the effect of invalidating this agreement, that language shall be deemed void, and the remainder of the assignment shall maintain full force and effect. A photocopy of this assignment shall be considered as effective and valid as the original. I am responsible for copays, co-insurances, and deductibles prior to my office visits and surgery date if surgery is necessary. 

_______________________________ 
Patient Signature
 ___________________________ 
Patient Name
 _______________
 Date
 If patient is incapacitated or under the age of 18, please indicate the patient's name, guardian name and relation to patient and obtain guardian signature














MAST Health | Chiropractic Informed Consent to Care
Clinic Location: 6800 N Dale Mabry, Suite 186, Tampa, FL 33614
1. Proposed Treatment & Modalities
Chiropractic care focuses on the relationship between the spine and the nervous system. The primary treatment is the chiropractic adjustment (spinal manipulation)—a targeted manual or mechanical force applied to joints to restore motion.
Depending on your treatment plan, the following advanced modalities may also be utilized:
· Therapeutic Ultrasound: High-frequency sound waves for deep tissue heating, inflammation reduction, and circulation.
· Cupping Therapy: Suction cups to increase local blood flow, release myofascial restrictions, and reduce tension.
· Instrument-Assisted Soft Tissue Mobilization (IASTM): Ergonomic tools to treat scar tissue and tendon issues.
· Extracorporeal Shockwave Therapy (ESWT): Acoustic sound waves to stimulate cell repair and break up calcifications.
2. Material Risks, Probability, and Alternates
As with any healthcare procedure, inherent risks exist. While serious complications are extremely rare, they include:
· Common/Minor: Temporary soreness, stiffness, or localized skin redness/bruising (especially with cupping and IASTM).
· Rare/Extremely Rare: Muscle spasms, sprains, disc aggravation, fractures (in osteoporotic patients), or vertebral artery dissection (VAD/stroke). Research estimates the risk of stroke from a neck adjustment at 1 in 1 million to 1 in 5 million.
· Contraindications: Certain modalities cannot be performed over pacemakers, active malignancies, acute infections, deep vein thrombosis (DVT), blood thinners, open growth plates, or a pregnant uterus. Please inform your doctor immediately if any of these conditions apply to you.
Patient Acknowledgment and Consent
By signing below, I acknowledge and agree that:
1. I have read (or have had read to me) this informed consent and have had the opportunity to ask questions, which have been answered to my satisfaction.
2. I understand that healthcare is not an exact science, no guarantees have been made, and I may withdraw consent at any time.
3. I intend this consent form to cover my entire course of treatment for my present condition and any future conditions for which I seek treatment at MAST Health.
Patient Name (Printed): __________________________________________________________________________
Patient Signature: __________________________________________________ Date: ______________________
(Or Parent/Legal Guardian if patient is a minor)
Doctor/Witness Signature: ___________________________________________ Date: ______________________
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