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American Specialty Health (ASH) 
P.O. Box 509001, San Diego, CA 92150-9001 
California Only Fax: 877.427.4777   All Other States Fax: 877.304.2746 

INITIAL HEALTH STATUS 
Chiropractic  

Patient Name  Birthdate  Gender:  M / F 
Address  City  
State  Zip  Phone (         )  Patient Primary Language  
Occupation  Employer  Work Phone  
Address  City  State  Zip  
Subscriber Name    Health Plan    
Subscriber ID #  Group #  Spouse Name  
Spouse Employer  City  State  Zip  
Primary Care Physician Name    PCP Phone  

MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS. 
DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN:  

  

 

     

 Headache   Neck Pain   Mid-Back Pain   Low Back Pain 

 Other  

Is this?      Work Related         Auto Related          N/A 
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?      0 – 25%          26 – 50%          51 – 75%          76 – 100% 
In the past week, how much has your pain interfered with your daily activities (e.g., work, social activities, or household chores? 
   
No interference    0        1         2        3         4        5        6        7        8        9        10  Unable to carry on any activities 
In general would you say your overall health right now is:  Excellent   Very Good    Good    Fair    Poor 

HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN FOR YOUR AREA(S) 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 (Date)  
 Corticosteroid Use (Cortisone, Prednisone, etc.) 
 Taking Birth Control Pills 
 Dizziness/Fainting 
 Numbness in Groin/Buttocks 
 Cancer/Tumor (Explain)  

   
 Osteoporosis 
 Epilepsy/Seizures 
 Other Health Problems (Explain)  

 Prostate Problems 
 Menstrual Problems 
 Urinary Problems 
 Currently Pregnant,  # Weeks  
 Abnormal Weight   Gain   Loss 
 Marked Morning Pain/Stiffness 
 Pain Unrelieved by Position or Rest 
 Pain at Night 
 Visual Disturbances 
 Surgeries  

   
 Tobacco Use - Type  

 Frequency /Day 
 Medications  

Family History:  Cancer  Diabetes  High Blood Pressure 
     Heart Problems/Stroke  Rheumatoid Arthritis 
I certify to the best of my knowledge, 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 and I agree to notify this practitioner immediately whenever I have changes in my 
health condition or health plan coverage in the future. I understand that my chiropractor may need to contact my 
physician if my condition needs to be co-managed. Therefore I give authorization to my chiropractor to contact my 
physician, if necessary. 

Patient Signature   Date  



   

  Rommel F. Geronimo, DC, DACNB            
11440 West Bernardo Ct. Ste 300 

San Diego, CA 92127 
(858) 753-1748 

Fax:  (888) 584-3123 
NPI:  1629147079 

INFORMED CONSENT

Every type of health care is associated with some risks of potential problems. This includes 
chiropractic health care. We want you to be informed about potential problems associated with 
chiropractic health care before consenting to treatment. This is a legal requirement in California. 

Chiropractic adjustments are the moving of bones with the doctor's hands or with the use of a 
mechanical device or machine (drop table). Frequently adjustments create a “pop” or “click” sound/
sensation in the area being treated. 

In this office we use trained staff personnel to assist the doctor with portions of your consultation, 
examination, x-rays, physical therapy application, traction, massage therapy, exercise instruction, 
etc. Occasionally when your doctor is unavailable, another clinic doctor will treat you on that day. 

Neck Artery Dissection and Stroke: Dissection is when the lining of a neck artery breaks down. 
This might happen spontaneously or from an injury or from a trivial movement (hair shampooing, 
checking traffic, looking up, etc.). Dissections tend to cause neck pain and/or headache. Dissections 
may form a clot that can dislodge and interfere with brain blood flow. If that happens, it is called a 
stroke. Stroke means that a portion of the brain or spinal cord does not receive enough oxygen from 
the blood stream. The results can be temporary or permanent dysfunction of the brain, with a very 
rare complication of death. The literature is mixed or uncertain as to whether chiropractic 
adjustments are associated with stroke or not. Recent evidence suggests that it is not (2008, 2015, 
2016, 2019), although the same evidence often suggests that the patient may be entering the 
chiropractic office for neck pain/headaches or other symptoms that may in fact be a spontaneous 
dissection of a neck artery. There are no in-the-office tests to diagnose a spontaneous neck artery 
dissection (2020), but they might be detectable with advanced imaging (CT/MRI, etc.). If we think 
you may be suffering from a spontaneous neck artery dissection and/or associated stroke, you will be 
immediately referred to emergency services. 



Anecdotal cases suggest that chiropractic adjustments may be associated with dissection and/or 
stroke that arise from the vertebral artery; this is because the vertebral artery is located inside the 
neck vertebrae. The adjustment that is suggested to increase the strain on the vertebral artery is 
called the “extension-rotation-thrust atlas adjustment.” We do not do this type adjustment on 
patients. Other types of neck adjustments may also potentially be related to vertebral artery strokes, 
but no one is certain. It is estimated that the incidence of this type of complication ranges between 1 
per every 400,000-10,000,000 neck adjustments (2004). A large 10-year study estimated an 
incidence of 1 per 5.85 million neck adjustments, equivalent to 1,430 years if clinical practice 
(2001). If you experience any of the “5 Ds And 3 Ns” (on a following separate page) before, during 
or after an adjustment, tell us immediately, and if we can’t be reached, go to the emergency 
department immediately. 

Two other potential problems that are not quantifiable because they are extremely rare and may have 
no association with chiropractic adjusting are carotid artery injury, and spinal dural leak of cerebral 
spinal fluid. 

Disc Herniations: Both neck and back disc herniations may create pressure on the spinal nerve or 
on the spinal cord. They are frequently successfully treated by chiropractors and chiropractic 
adjustments, traction, etc. Occasionally chiropractic treatment (adjustments, traction, etc.) may 
aggravate a disc/nerve problem and rarely surgery may become necessary for correction. 

Cauda Equina Syndrome: Cauda Equina Syndrome occurs when a low back disc problem puts 
pressure on the nerves that control bowel, bladder, and sexual function. Representative symptoms 
include leaky bladder, or leaky bowels, or loss of sensation (numbness) around the pelvic sexual 
organs (the saddle area), or the inability to start/stop urination or to start/stop a bowel movement. 
Cauda Equina Syndrome is a medical emergency because the nerves that control these functions can 
permanently die, and those functions may be lost or compromised forever. The standard approach is 
to surgically decompress the nerves, and the window to do so may be as short as 12- 72 hours, 
depending. If you have any of these symptoms, tell us immediately, and if we can’t be reached, go to 
the emergency department immediately. 

Soft Tissue Injury: Soft tissues primarily refer to muscles and ligaments. Rarely, chiropractic care 
may overstretch some muscle or ligament fibers. The result is a temporary increase in pain and 
necessary treatments for resolution, but there are no long-term effects for the patient. 

Rib and other Fractures: Rarely a chiropractic adjustment may crack a rib bone, and this is 
referred to as a fracture. We adjust all patients very carefully, and especially those who have known 
osteoporosis. Other fraction locations are extremely rare but possible, especially in those aged over 
65 years and/or on steroid drugs. 

Physical Therapy Burns: Some of the machines we use generate heat. We also use both heat and 
ice, and recommend them for home care on occasion. Everyone's skin has different sensitivity to 
these modalities, and rarely, both heat or ice can burn or irritate the skin. The result is a temporary 



increase in pain, and there may even be some blistering of the skin. Never put an ice pack directly on 
the skin, always have an insulating towel between. We use cold (low-level) laser therapy which 
produces no heat and cannot result in burn. 

Soreness: It is common for chiropractic care to result in a temporary increase in soreness in the 
region being treated. This is nearly always a temporary symptom that occurs while your body is 
undergoing therapeutic change. It is not dangerous, but please do tell your doctor about it. 

Other Problems: There may be other problems or complications that might arise from chiropractic 
treatment other than those noted above. These other problems or complications occur so rarely that it 
is not possible to anticipate and/or explain them all in advance of treatment. 

Chiropractic is a system of health care delivery, and, therefore, as with any health care delivery 
system, we cannot promise a cure for any symptom, disease, or condition as a result of treatment in 
this clinic. We will always give you our best care, and if results are not acceptable, we will refer you 
for additional diagnostics or to another provider whom we feel will assist your situation. 

Alternatives to chiropractic care include: do nothing, drugs, surgery, acupuncture, massage, etc. 
Risks from these procedures should be discussed with that particular provider. 

If you have any questions on the above, please ask your doctor. When you have a full understanding, 
please sign and date below. 

Patient's Name Printed 

____________________________________

Patient's Signature/ Date

____________________________________

Parent or Legal Guardian if Minor/ Date

_____________________________________

Doctor’s Signature Verifying Discussion/ Date



HIPAA Notice of Privacy Practices  

______________________________________________[Name]  

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.  

This Notice of Privacy Practices describes how we may use and disclose your protected health information 
(PHI) to carry out treatment, payment or health care operation (TPO) and for other purposes that are 
permitted or required by law. It also describes your rights to access and control your protected health 
information. “Protected health information” is information about you, including demographic information, 
that may identify you and that relates to your past, present or future physical or mental health or condition 
and related health care services.  

1. Uses and Disclosures of Protected Health Information  

Uses and Disclosures of Protected Health Information  

Your protected health information may be used and disclosed by your physician and others outside of our 
office that are involved in your care and treatment for the purpose of providing health care services to you, 
to pay your health care bills, to support the operation of the physician’s practice, and any other use required 
by law.  

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage 
your health care and any related services. This includes the coordination or management of your health care 
with a third party. For example, we would disclose your protected health information, as necessary, to a 
home health agency that provides care to you. For example, your protected health information may be 
provided to a physician to whom you have been referred to ensure that the physician has the necessary 
information to diagnose or treat you.  

Payment: Your protected health information will be used, as needed, to obtain payment for your health 
care services. For example, obtaining approval for a hospital stay may require that your relevant protected 
health information be disclosed to the health plan to obtain approval for the hospital admission.  

Healthcare Operation: We may use or disclose your protected health information in the following 
situations without your authorization. These situations include: as Required By Law, Public Health issues 
as required by law, Communicable Diseases: Health Oversight: Abuse or Neglect: Food and Drug 
Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and 
Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ 
Compensation: Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you 
and when required by the Secretary of the Department of Health and Human Services to investigate or 
determine our compliance with the requirements of Section 164.500.  

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, 
Authorization or Opportunity to Object unless required by law.  

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the 
physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.  

 



2. Your Rights  

Following is a statement of your rights with respect to your protected health information.  

You have the right to inspect and copy your protected health information. Under federal law, however, 
you may not inspect or copy the following records: Psychotherapy notes, information compiled in 
reasonable anticipation of, or use in, a civil, criminal or administrative action or proceeding, and protected 
health information that is subject to law that prohibits access to protected health information.  

Your physician is not required to agree to a restriction that you may request. If physician believes it is in 
your best interest to permit use and disclosure of your protected health information, your protected health 
information will not be restricted. You then have the right to use another Healthcare Professional.  

You have the right to request to receive confidential communications from us by alternative means  

or at an alternative location. You have the right to obtain a paper copy of this notice from us, upon 
request, even if you have agreed to accept this notice alternatively, i.e. electronically.  

You may have the right to have your physician amend your protected health information. If we deny 
your request for amendment, you have the right to file a statement of disagreement with us and we may 
prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.  

You have the right to receive an accounting of certain disclosures we have made, if any, of your 
protected health information.  

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You 
then have the right to object or withdraw as provided by this notice.  

3. Complaints  

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy 
rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your 
complaint. We will not retaliate against you for filing a complaint.  

This notice was published and becomes effective on/or before April 14, 2013.  

Rommel F. Geronimo, DC DACNB  

San Diego Brain Center 858.753.1748 

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal 
duties and privacy practices with respect to protected health information. If you have any objections to this 
form, please ask to speak with our HIPAA Compliance Officer in person or by phone at our Main Phone 
Number.  

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:  

Print Name: _______________________________ Signature: ___________________________________ 
Date: _________  

	


