Concierge Chiro LLC
New Patient Health History

In order to provide you the best possible care, please complete this form
and bring it to your first appointment. All information is strictly CONFIDENTIAL.

Patient Data

F'r:.'rl-cn"el |_CE1"|CI“’|E| Fl::l'rel |En":"|

* Tiour email will HOT e shared with any 3rd parfies, and s used for ecomional office anncuncements and promiofions.

Mailing address

A-:Icressl_ City :'r-:rre| Iip | |
Telepnone (W cm:ll | f“:»mell zefemsd By |
Agel ET“DC'El |:cci::|l SECcunty # |'Ium35'-:-f Ch d'e-"l |
l::-::..l:c"-:-r'l |Em: Tyer

Marita :Tcw;l Spouse's Hame | Spouse’s Oooupation

Spouse's Emp &?E'l Spouse's Health ET:"_'sl |

Emergency Conhs c'l | ="|D'“E|

Current Complaints

Hature of Imjury:

Automobile® Work Other
Fleqse descripe:
Date of Injury Date symphoms uppe-recl|
Hawe you ever haod same conditions Mo T Yes If yes, whent

List of other practificners seen for this injury foondit c:-"nl

Hawe you ever been under chiropractic cares (™, Mo Yes

fyes, please describe

S_ign-:lh.lres

MName of the insured

I understand and agree that health/acddent inswrance polides are an arrangement befween an inSuranoe carrier
and rysell. T understand and agree that all services rendered to me and charged are my personal

responsibility for timely payment. I understand that if I suspend or berminate my care/treatment, any fees for
professional services rendered bo me will be immediately due and payable.

Patient's signature Date
Spouse's or guardian's signature Date

Doctors Notes:
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Medical History

Have you been reated for any conditions in the lastyears () Ne 1) Yes

f yes, please des-:r'l:uel

Date of kst physico E'ICI'I‘l Is fhere g chance fhat you are pregnants () Mo Yes

Have you had X-rays taken? () Mae () Yes If Yes, where?

What medications are yvou taking and for what conditions (Please list dosage and amaounts, efcll

Whiat vitamins, minerals, or neros do you cumently take? [Please ist for what conditions, dosage, and freguency].

Have you ever: No Yes | Briefly Explain

Broken boness i

Been hospitalizeds [

Been in an auto accidents L

Had Sprains/Strains® L

Been struck unconsciouss L

Had surgery= L

Family History

Family Members - Present and past health conditions (Example: heart disease, cancer, diabetes, arthrifis, etc )

Do you experience pain every day? Mo Yes
Do your sympioms interfere with daily ifes o _) Yes
Does pain wake you up at nights o Yas
Are your symptoms worse during certain times of the day? o U Yes
Do changes in weather affect your sym ploms? Mo Yas
Do you wear orthoticse o : Yas
Do you take vitamin supplemsantss Ma ) Yes
What aciivities aggravaie your symptoms?

Habits None Light Moderate Heavy
Alcoho - - T B
Coffes i

Tobacco i

Dnugs l

Exercise _ ] [ i
Sleep ) ) i _
Appefife _ _ L _

soft Dninks |

Water L

5alfy Foods :

Sugary Foods : - Wy -
Arificial Sweertanars 2 = o -
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Have you ever suffered from:

|_|Alcohaolism
:|Allergies

nemia
[ |Arteriosclerosis
[ |Artinritis
:lA:-’rhma
:buck Pain
[ Breast Lu mg
[ Bronchitis
| Bruise Easily

ancer
[ IChest Pain/Conditions
[ JCold Extremities
]C«::-ns.‘ripuﬁ-::—n

FQMmps
:bepressicnn
:bi-::lbe’res
:biges’ri-}n Problems
[ Diminess
[ [Ears Ring
:E:—::essive Menstruation
:Er'e Pain or Difficulties
juﬁgue
[ Frequent Urination
:He--::dl:lche
}emonhuids
:High Blood Pressure
| Hot Flashes
jrreg vlar Heart Beat
jrreg var Cycle
[ kid ney Infection
[ Kidney Stones
j.l::vs.s of memory
[ Loss of balance
[ JLoss of smell
j.l::vs.s of taste
:Lumps Im Breost

eck Pain or Siffness
[ Nervousness
}mbleeds
}ucemﬂker
[ JPalic
| Poor Posture
}r‘us’rﬂ’re Traukle
jﬁciuﬁcu
[ Bhortness of breath
[ Einus Infection
jﬁleep problems or Inscmnia
:lSpirmI Curvatures

[ Btroke

[ Bweling of ankles
:lS'.l.-'-::-IIen Joints

[ Thyraid Condition
]Tubeaculc-s.'ls

[ Micers

:|‘-l'ur'k:nse Weains
jVenere-::l Diseasze

DD’rher:l

Please use the following letters to indicate TYPE and
LCHZATION of the syrnpfoms you currently are experisncing.

A=Ache O=0ther
B=Burning P=PFins & MNeesdles
N=Mumbnesz S=itabking
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FINANCIAL RESPONSIBILITY ACCEPTANCE

I understand that I am financially responsible for all charges and Payment in full is due at
the time services are rendered. This office does not bill insurance carriers for any insurance benefits
you may have. If you are a Medicaid patient, please be advised that we do not accept Medicaid.

I understand there is a $30 Fee for Not Providing a minimum 24 Hour Notice of Cancellations.

PLEASE INITIAL
YOUR ACCEPTANCE:

SPECIFIC RISK POSSIBILITIES ASSOCIATED WITH CHIROPRACTIC CARE

*Soreness — Chiropractic adjustments and physical therapy procedures are sometimes accompanied

by post treatment soreness. This is a nhormal and acceptable accompanying response to chiropractic care
and physical therapy. While it is not generally dangerous, please advise your doctor if you

experience soreness or discomfort.

*Soft Tissue Injury — Occasionally chiropractic treatment may aggravate a disc injury, or cause
other minor joint, ligament, tendon, or other soft tissue injury.

*Rib Injury — Manual adjustments to the thoracic spine, in rare cases, may cause rib injury or fracture.
Precautions such as pre-adjustment x-rays are taken for cases considered at risk. Treatment
is performed carefully to minimize such risk.

*Stroke — Stroke is the most serious complication of chiropractic treatment. The most recent studies
(Journal of the CAA, Vol. 37 No.2 June, 1993) estimate that the incidence of this type is stroke is 1
in 3 million upper cervical adjustments.

*QOther problems — There are occasional other types of side effects associated with chiropractic
care. While these are rare, they should be reported to your doctor immediately.

If during the course of chiropractic examination and/or treatment we encounter non-chiropractic or
unusual findings, we will advise you. If you desire advise, diagnosis, or treatment for those findings, we
will recommend that vou seek the services of a health care provider who specializes in that area.

PLEASE INITIAL
YOUR ACCEPTANCE:

PREGNANCY WAIVER

I hereby acknowledge that the Doctors have informed me, prior to being x-rayed, the possible risks and
consequences of receiving x-rays during pregnancy. I have stated on my own volition that I was not
pregnant at the time and do hereby release and hold harmless from any legal action or responsibility
caused by the use of this procedure.

PLEASE INITIAL

YOUR ACCEPTANCE:

ACCEPTANCE OF POLICIES AND NOTICES

By signing below, | am acknowledging that | have read, understand and agree to the Policies and Notices contained herein

Printed Name: Signature

Witness: Date:

ragc = urJ
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PATIENT HEALTH INFORMATION CONSENT FORM

Health Insurance Portability and Accountability Act, of 1996
HIPPA Required Notice

We want you to know how your Patient Health Information (PHI) is going to be used in this office
and your rights concerning those records. Before we will begin any health care operations we
must require you to read and sign this consent form stating that you understand and agree with
how your records will be used. If you would like to have a more detailed account of our policies
and procedures conceming the privacy of your Patient Health Information we encourage you to
read the HIPAA NOTICE that is available to you at the front desk before signing this consent.

1. The patient understands and agrees to allow this chiropractic office to use their Patient
Health Information (PHI) for the purpose of treatment, payment, healthcare operations, and
coordination of care. As an example, the patient agrees to allow this chiropractic office to
submit requested PHI to the Health Insurance Company (or companies ) provided to us by
the patient for the purpose of payment. Be assured that this office will limit the release of
all PHI to the minimum needed for what the insurance companies require for payment.

2. The patient has the right to examine and obtain a copy of his or her own health records at
any time and request comrections. The patient may request to know what disclosures have
been made and submit in writing any further restrictions on the use of their PHI. Our office
is obligated to agree to those restrictions only to the extent they coincide with state and
federal law.

3. A patient's written consent need only be obtained one fime for all subseguent care given the
patient in this office.

4. The patient may provide a written request to revoke consent at any time during care. This
would not effect the use of those records for the care given prior to the written request to
revoke consent but would apply to any care given after the request has been presented.

5. Our office may contact you periodically regarding appointments, treatments, products,
services, or charitable work performed by our office. You may choose to opt-out of any
marketing or fundraising communications at any time.

6. For your security and right to privacy, all staff has been trained in the area of patient record
privacy and a privacy official has been designated to enforce those procedures in our office.
We have taken all precautions that are known by this office to assure that your records are
not readily available to those who do not need them.

7. Patients have the right to file a formal complaint with our privacy official and the Secretary
of HHS about any possible violations of these policies and procedures without retaliation by
this office.

8. Qwur office reserves the right to make changes to this notice and to make the new notice
provisions effective for all protected health information that it maintains. You will be
provided with a new notice at your next visit following any change.

9. This notice is effective on the date stated below.

10.1f the patient refuses to sign this consent for the purpose of treatment, payment and health
care operations, the chiropractic physician has the right to refuse to give care.

| have read and understand how my Patient Health Information will be used and | agree to these
policies and procedures.

Printed Name: Signature

Page 5 of 5 Date:
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Concierge Chiro LLC, Informed Consent for Chiropractic Care

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 knowledgeably 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.

A chiropractic examination will be performed which may include spinal and physical examination,
orthopedic and neurological testing, palpation, specialized instrumentation, and radiological
examination (x- rays) if needed.

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
subluxation.

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

By signing below, you acknowledge that you 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 will be explained, including the risks,
consequences and probable effectiveness of each, upon request. You will be advised of the possible
consequences if no care is received. This office makes no guarantees concerning the results of the care and
treatment that we offer.

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, 1
WILLINGLY AUTHORIZE THE PERFORMING DOCTOR OF CHIROPRACTIC TO PROCEED WITH CHIROPRACTIC

EXAMINATION AND CARE.
Parental Consent for Minor Patient

I give permission for the named minor patient to be managed by the doctor. in and/or out of my presence.

Print Patient Name Date

Patient Signature Doctor Signature

Relationship to Patient




