Totty Chiropractic of Mt. Juliet e 541 N. Mt Juliet, Rd, Ste 2101, Mt. Juliet, TN 37122 e Phone: (615) 758-7101

Name Sex M F Age: Date of Birth

Address City State Zip
Home Phone Cell Phone Email

Soc. Sec. # Marital Status Spouse Name

Occupation Employer Referred by

Insurance Policy Holder Date of Birth Insured’s Employer

X-RAY AUTHORIZATION
I'understand and agree that all x-rays taken are property of this clinic and that a copy can be made, at my expense, if I request they be sent to another
physician. In the event that my account is assigned to an attorney for collections for suit, this office shall be entitled to attorney’s fees and cost of

collections.

(initial)

FEMALES: This is to certify that you are NOT pregnant. The first day of your last menstrual cycle was

AUTHORIZATION TO BILL INSURANCE

[ hereby instruct my insurance company to pay by check made out and mailed to:
Totty Chiropractic of Mt. Juliet, PLLC
541 N. Mt. Juliet Road, Suite 2101
Mt. Juliet, TN 37122

If my current policy prohibits direct payment to doctor, I hereby also instruct and direct you to make out the check to me and Mail it to the above
address.

For the professional or medical expense benefits allowable and otherwise payable to me under my current insurance policy as payment toward the
total charges for professional services rendered. THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS
POLICY. This payment will not exceed my indebtedness to the above mentioned assignee, and [ have agreed to pay, in a current manner, any
balance of said professional service charges over and above this insurance payment. A photocopy of this assignment shall be considered as effective
and valid as the original. I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney
involved with this case. 1 authorize doctor to initiate a complaint to the insurance commissioner for any reason on my behalf.

INFORMED CONSENT

Chiropractic, as well as all other types of health care, is associated with potential risks in the delivery of treatment. Therefore, it is necessary to
inform the patient of such risks prior to initiating care. While chiropractic treatment is remarkably safe, you need to be informed about the potential
risks related to your care to allow you to be fully informed before consenting to 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, condition or disease as a result of treatment in this
office. An attempt to provide you with the very best care is our goal, and if the results are not acceptable, we will refer you to another provider who
we feel can further assist you.

Specific Risk Possibilities:

Soreness: Chiropractic adjustments and physical therapy procedures are sometimes accompanied by post treatment soreness. This is normal and an
acceptable accompanying response to care. While it is not generally dangerous, please advise your doctor if you experience soreness post treatment.
Soft Tissue Injury: Occasionally chiropractic treatment may aggravate a disc injury or cause other minor joint, ligament or tendon injury.

Rib Injury: Adjustments, in rare cases, may cause rib injury. Precautions such as pre-adjustment x-rays are taken to minimize risk.

Physical Therapy Burns: Heat generated by physical therapy modalities, in rare cases, may cause minor burns and should be reported to the doctor or
staff.

Stroke: Stroke is the most serious complication of chiropractic treatment. The most recent studies estimate that the incidence of this type of stroke is
1 in 1 million upper cervical adjustments.

Other Problems: There are occasionally other types of side effects associated with chiropractic care. While they are rare, they should be reported to
your doctor promptly.

Having carefully read the above, I hereby give my informed consent to have chiropractic treatment administered.

PRINT NAME SIGNATURE DATE



PATIENT INTAKE FORM

Patient Name: Date:

1. Is today's problem caused by: o Auto Accident o Workman's Compensation

2. Indicate on the drawings below where you have pain/symptoms

3. How often do you experience you'r symptoms?

o Constantly (76-100% of the time) o Occasionally (26-50% of the time)

o Frequently (51-75% of the time) o Intermittently (1-25% of the time)
4. How would you describe the type of pain?

o Sharp o Numb

o Dull o Tingly

o Diffuse o Sharp with motion

o Achy o Shooting with motion

o Burning o Stabbing with motion

o Shooting o Electric like with motion

o Stiff o Other:

5. How are your symptoms changing with time? ;
o Getting Worse o Staying the Same o Getting Better

6. Using a scale from 0-10 (10 being the worst), how would you rate your problem?
0 1 2 3 4 5 6 7 8 9 10(Please circle)

7. How much has the problem interfered with your work?

o Not at all o A little bit o Moderately o Quite a bit o Extremely
8. How much has the problem interfered with your social activities?

o Not at all o A little bit o Moderately Quite a bit D Extremely
9. Who else have you seen for your problem?

o Chiropractor o Neurologist o Primary Care Physician

o ER physician o Orthopedist o Other:

o Massage Therapist o Physical Therapist o No one

10. How long have you had this problem?
11. How do you think your problem began?

12. Do you consider this problem to be severe?
o Yes o Yes, at times o No

13. What aggravates your problem?

14. What concerns you the most about your problem; what does it prevent you from doing?

15. What is your: Height Weight Date of Birth



Occupation

16. How would you rate your overall Health?

o Excellent o Very Good o Good o Fair o Poor

17. What type of exercise do you do?

o Stenuous o Moderate o Light o None

18. Indicate if you have any immediate family members with any of the following:
o Rheumatoid Arthritis o Diabetes o Lupus

o Heart Problems o Cancer o ALS

19. For each of the conditions listed below, place a check in the "past" column if you have had the condition
in the past. If you presently have a condition listed below, place a check in the "present" column.

Past Present Past Present Past Present

o o Headaches o o High Blood Pressure o o Diabetes

a] o Neck Pain o 0 Heart Attack o o Excessive Thirst

o o Upper Back Pain o o Chest Pains o o Frequent Urination
o o Mid Back Pain o o Stroke o o Smoking/Tobacco Use
o o Low Back Pain o o Angina 8] O Drug/Alcohol Dependance
o o Shoulder Pain o o Kidney Stones o o Allergies

O o Elbow/Upper Arm Pain o o Kidney Disorders a] o Depression

o o Wrist Pain o o Bladder Infection O o Systemic Lupus

o o Hand Pain ] o Painful Urination o o Epilepsy

o o Hip Pain o o Loss of Bladder Control o O Dermatitis/Eczema/Rash
a o Upper Leg Pain o o Prostate Problems o o HIV/AIDS

o o Knee Pain o o Abnormal Weight Gain/Loss

o o Ankle/Foot Pain 0 0 Loss of Appetite For Females Only

o o Jaw Pain o o Abdominal Pain o o Birth Control Pills

o o Joint Pain/Stifiness o o Ulcer o o Hormonal Replacement
u] o Arthritis O o Hepatitis o o Pregnancy

o o Rheumatoid Arthritis a o kiver/Gall Bladder Disorder

o o Cancer o o General Fatigue

o o Tumor o o Muscular Incoordination

o o Asthma =i o Visual Disturbances

o o Chronic Sinusitis a o Dizziness

O o Other:

20. List all prescription medications you are currently taking:

21. List all of the over-the-counter medications you are currently taking:

22. List all surgical procedures you have had:

23. What activities do you do at work?

o Sit: o Most of the day o Half the day o A little of the day
o Stand: o Most of the day o Half the day o A little of the day
o Computer work: o Most of the day o Half the day o A little of the day
o On the phone: o Most of the day o Half of the day o A little of the day

24, What activities do you do outside of work?

25. Have you ever been hospitalized? oNo oYes
if yes, why

26. Have you had significant past trauma? o©oNo o Yes

27. Anything else pertinent to your visit today?

Patient Signature Date:




