Family Chiropractic Care Center, Inc
Gillis Chiropractic Clinic

Date:
- Confidential Patient Information

Patients Name: Chief Complaint:
Address: Home Phone:
City: Zip: Cell Phone:
SS#: Email:
Date of Birth: Age Marital Status: Sex Height/Weight
QOccupation: Employer:

Are your present systems or condition related to, or the result of an auto collision, work-related injury or other
personal injury? (Someone else might be responsible for payment?) Yes No

Ins. Company: Ins. Phone #:

ID#: Group #:

Name of Policy Holder: Policy Holder Employer:

Family Physician:

Person to contact in case of emergency (Name and Phone):
Have you ever been under Chiropractic Care? Y N Ifso, Who?

Have you had any SPINAL X-Rays/ MRI's/ CT's taken in the last year? Y N Ifso, Where?

What operations have you had? When?
Serigus Iliness: When?
Infectious Diseases: When?

Family History (immediate family) spinal, joint, cancer
Do you have a pace maker? Y / N Have you ever had any Hip or Knee Replacements Y / N

What medications or drugs are you taking? (check those that apply):  Pain Killers Insulin Cholesterol Meds
Blood Pressure Meds __ Muscle Relaxers ___ Birth Control ___ Other:

Are you Pregnant Y/ N

What is your goal in our office?
LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS

In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance and/or employee heaith care benefits coverage
with the above captioned, and hereby assign at clinic’s request, and convey directly to Family Chiropractic Care Center, In¢ all medical benefits and/or
insurance reimbursement, if any, otherwise payable to me for services rendered from such doctor and clinic. ] understand that [ am financially responsible
for all charges regardless of any applicable insurance or benefit payments. [ hereby authorize the doctor to release all medical information necessary to
process this claim. I hereby authorize any plan administrator or fiduciary, insurer and my attomney to release to such doctor and clinic any and ali plan
documents, insurance policy andfor settlement information upon writien request from such doctor and clinic in order to claim such medical benefits,
reimbursement or any applicable remedies. I hereby authorize the doctor to release any and all medical information to other healthcare praviders involved in
my care including but not limited to my primary care physician. I authorize the use of this signature on all my insurance and/or employee health benefits
¢laim submissions.

I hereby convey to the above named doctor and clinic 1o the full extent peemissible under the law and under the any applicable insurance policies
and/or employee health care plan any claim, chose in action, or other right 1 may have to such insurance and/or employee health care benefits coverage under
any applicable insurance policies and/or employee health care plan with respect to medical expenses incurred as a result of the medical services [ received
from the above named doctor and clinic and to the extent permissible under the law to claim such medical benefits, insurance reimbursement and any
applicable remedies. Further, in response 1o any reasonable request for cooperation, 1 agree to cooperate with such doctor and clinic in any attempts by such
doctor and clinic to pursue such claim, chose in action or right against my insurers and/or employee health care plan, including, if necessary, bring suit with
such doctor and clinic against such insurers and/or employee health care plan in my name but at such doctor and clinic's expenses.

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original. 1
have read and fully understand this agreement.

Signature of Insured / Guardian Date




FAMILY CHIROPRACTIC CARE CENTER, INC

Gillis Chiropractic Clinic DATE
CASE HISTORY
Name: dob:
1. Circle the severity (0 = No Pain to 10 = Very Severe Pain) and Frequency of pain (% of the week you experience the pain).
Condition / Problem Severity Frequency (% of week)
Minimal Severe Occasional Constant
a. 012345678910 0_10 20 30 40 50 60 70 80 S0 100
b. 0123456789 10 0 1020 30 40 50 60 70 30 90 100
<. 012345678910 0 10 20 30 40 50 60_70 80 90 100
d. 0123456789 10 0 10 20 30 40 50 60 70 80 90 100
(Please mark the figures where you experience pain.) 2
2. Symptoms are worse in the (circle what applies) \
-morning -Increase during the day
-afternoon -same all day a
-night -decrease during the day {!
3. Symptom (a.)is: Sharp / Dull / Buming / Aching / Throbbing / Numbness / Tingling '/ Pins & Needles
4. Symptom (b.)}is: Sharp / Dull / Burning / Aching / Throbbing / Numbness / Tingling / Pins & Needles
5. When did your symptoms begin (onset date)?
6. How did your symptoms begin?
7. Have you experienced these before?
8. Do your symptoms radiate?
9. Has your condition? ___ Improved _ _ Gotten Worse ____Stayed the same since it began
10, Circle the things that make your problems worse:
Bending - Lying - Walking - Standing - Sitting - Movement - Twisting - Lifting - Sleeping
11. Is there anything you can do to relieve the problems? ___No ___ Yes Describe:
If No, what have you tried that has not helped?
12. Have you been treated for this before? ____No ____Yes How long ago?
13, What treatment did you receive?
14. Results of previous treatment? __ Good ____Poor Comments
15. Were you referred to our office by anyone?
16. Is this condition interfering with ___ Work Sleep Daily Routine ____ Recreation
17. List any other major injuries you have had, other than those mentioned above:
18. Any other Musculoskeletal problems? ___ No ___Yes ...Neurclogical problems? ___No __ Yes

Additional information on back side of sheet.

1 certify that the above information is accurate to the best of my knowledge.

Patient/Guardian Signature Date:




PATIENT TREATMENT CONSENT FORM
I authorize Gillis Chiropractic to release any medical or other information that may be necessary to process medical claims on my behalf to related
physicians, rehabilitation counselors, sacial warkers, insurance carriers or attorneys.
1 authorize Gillis Chiropractic to initiate a complaint to the Insurance Commissioner for any reason on my behalf.

Fi i nsibility / ent of Benefits
1 understand that 1 am responsible for paying my co-payments and deductibles at the time of service. ] also understand that I am responsible for any
balance due after payment by my insurance company.

1, the undersigned, understand that Gillis Chiropractic witl bill my insurance company for services rendered upon verification of coverage by my
insurance company. If my insurance company fails to render payment for services rendered, I hereby personally guarantee payment for medical care
and services rendered. If your insurance company does not remit payment within 60 days, the balance will be due in full from you.

1 hereby request that my insurance carrier make payruent directly to Gillis Chiropractic for all services rendered by this facility. If my current policy
prohibits direct payment to Gillis Chiropractic, I hereby instruct and direct my insurance company to make the check out in my name but send the
check to the fisted address of Family Chiropractic Care Center, Inc. 1905 Lathem Ave. Lima, OH 45805,

If my insurance carrier makes a payment to me, 1 agree to immediately pay over these funds to Gillis Chiropractic. [ also authorize Gillis Chiropractic
to deposit checks received on my account when made out to me.

T understand and agree that if I fail to make any of the payments for which | am responsible in a timely manner, | will be responsible for all costs of
collecting monies owed, including court costs, collection agency fees and attorney fees. '

Charges related to Worker’s Compensation injury shall be forwarded to the Worker's Compensation Insurance carrier. However, be advised if you
claitn Worker's Compensation benefits and are subsequently denied such benefits, you witl be held responsible for the total amount of charges for
services rendered to you.

Charges related to Personal Injury shall be forwarded to my attorey, or my car insurance carrier for payment. However, be advised that if your
Personal Injury Claim is denied, you will be held responsibie. I direct all payments from my insurance carrier/attorney to pay directly to Gillis
Chiropractic for services rendered. Upon settlement of my personal injury claim, Gillis Chiropractic will be paid, or [ assume all responsibility on my
account,

1, the undersigned, acknowledge that by signing this form I authorize Gillis Chiropractic to submit charges via maii or internet to my insurance
carrier. This is 8 “Signature on File” authorization.

Patient recognizes that Policy quotes are not a guarantee of payment by carrier and the patient is responsible for obtaining actual Policy benefits,
limits from the carrier and, if needed, any referrals from primary care physicians or pre-authorization with insurance. All referrals or
recommendations from our office have no cenfirmation of payment or benefits to referring providers.

I authorize my healthcare provider and/or entity authorized by my healthcare provider, including those using automated dialing systems, automated
messages, email, text messaging or other electronic communication to contact me for any reason by any telephone number, email address and/or
mailing address provided. I authorize all my numbers that I have provided to the office in my file be able to accept phone and/or text message. |
autharize stating a detailed message to all phone numbers that T have given Gillis Chiropractic.

List of prices {(subject to change):
Chiropractic Adjustment: $40.00, $45.00
Examinations: $30.00, $35.00, $75.00
Therapy: $15 00-520.00/each, Decompression $30.00
X-tays: $40-$105 cach
Forms/Copies: $5.00-520.00
Suppotts/Brace: Prices Vary

Acknowledgement of Receipt of Notice of Privacy Practices / Patient Consent
1 certify that 1 was offered a copy of Gillis Chiropractic’s Notice of Privacy Practices. The Notice of Privacy Practices describes the types and uses
and disclosures of my protected health information that might occur in my treatment, payment of my bills o in the performance of Gillis
Chiropractic’s health care operations. The Notice of Privacy Practices is also posted in the reception area.
Gillis Chiropractic reserves the right to change the privacy practices that are described in the Notice of Privacy Practices. [ may obtain a revised
Notice of Privacy Practices by calling the office and requested a revised copy be sent in the mail or asking for one at the time of my next
appointment. .

1, the undersigned, state that I have read all the above and agree to the terms and conditions set forth,

Patient Name/Date Patient/Guardian Signature/Date



FAMILY CHIROPRACTIC CARE CENTER, INC
Dba Gillis Chiropractic Clinic

INTFORMED CONSENT- CHIROPRACTIC OFFICE
Patient Name:

To the patient: Please read this entire document prior 1o signing il 1t is imporiant thal you understand the information contained in this decument. Please ask questions before
you sign if there is anything that is unclear,

‘The nature of the chiropractic adjustment: The primary treatment we use as @ Doctor of Chiropractic is spinal manipulation therapy. We will use that procedurc to treat you.
The doctor may usc his hands or a mechanical instrument upon your kody in such a way as to move your joints. That may cause an audible “pop* or “click” much as you have
experienced when you “crack™ your knuckles. You may feel a sense of movement.

Analysis/Examination/Treatment: 1n addition to spinal manipulation, we may use a variely of other therapics and examination procederes. As a parl of the analysis,
cxaminalion, and trcatment. you arc conscnting 10 the following procedures:

Spinal manipulative therapy Aclivalor instrument spinal/exiremity adjastment palpation
Orthopedic testing range ol motion lesting vital signs

Basic ncurological exam muscle strength testing hot/cold therapy
Postural analysis testing x-rayfradiographic studies electrical stimulation
Rehabititalion/core strengthening manual raction adjustment ultrasound

Cotd laser therapy spinal segmental tracticm trigger point therapy

The matecial rishs inherent in chivopractic adjustment. As with any bealthedre procedure, there are certain complications which may arise during chiropractic manipulation
{CMT) and therapy. However studies have shown that any observed association between veriebral artery dissection (VAD) and steoke with CMT is likely atiributed to paticnts
with an undiagnosed VAD who seck care for ncck pain and headach before the onsct of a stroke.(i) As a result we cxamine our palicnts thoroughly before initiaing any treatment
1o be sure that treatment is appropriate. The doclor, will make cvery reasonable effort during the examination Lo screen for canwaindications to care; however, iMyouw have a
condition that would otherwise not come 1o my atiention, it is your responsibility t¢ inform the doctor,

The probability of those risks occurring, Chiropractic is a safe and comfortable form of health care for most people. If a potential risk is indentified, you will be
informed and offered cither treatment or a referral to the appropriate health care specialist for evaluation and eare,

Sorencss: L1 is net uncommon to experience some localized sareness following a mamipulation, This type of soreness is usuatly minor and occurs most ofien following,
the initial few visits. [tis similar to the soreness you experience after exercise.

Fracture: Fractures caused from spinal mandpulation are extremely rare, so rare that im actual number of incidences per manipulation have never been determined.
Patients suffering from bone weakening conditions like Osteoporosis are in a higher risk catcgory, Altemative forms of spinal manipulation arc utilized for this type of
patient.

T1A/Stroke Overview: Spinal manipulation is cleardy one of the satest forms of izatment for cervical spine pain. The incidence of serious events, strokes, or death is
very rarc.(ii) Researchers found no evidence of excess risk of VBA stroke associated chiropractic care compared to primary care.(iit) The risk was alow as 1.46
adverse events per 10,000,000 manipulations.(iv) The risk of artery dissection was a low as 1 per 3,846,381 cervical manipulations(v)

What about NSAIDS and Tylenot: To put it in perspective, ton steroidal anti-inflammatory drugs (NSAEDS) kill approximaiely 16,500 people per year
annually in the US.(vi) And Tylenol toxicily is now the Icading causc of liver fzilure in the US.(vii,viii) Spinal manipulations is safcr then NSAIDS by a
factor of several hundred times. (ix)
Note: Screening tests are performed when necessary to rule out high risk patients. Altemetive spinal adjusting, is utilized when necessary to
mirimize potential risks.

Ruptured/Herniated Disc: Then: have been some reponts of herniated or ruptured discs caused by spinal manipulstion. Alternative spinal adjusting mcthods arc often
uvtilized to minimize the risk and help the patient recover from serious disc-related pain,

Other complications inclede but are not limited to: fractures, dise injuries, dislocations, muscle steain, cervical myelopathy. costovertebral steains and separations, and
burns.

The avazilability and nature of nther treatment options:
Other weatment options for your condition may include:
Self administered, over-the-counter may include:
Medical carc and prescriptions drugs such as anti-flammatory, muscle relaxants and pain killers
Hospilalization
Surgery

[f you chose to use one of the above noted “other tregtment™ options. you shouwld be aware that there are risks and benefits of such options and you may wish to discuss these with
your primary medical physician.

The risks and dangers attendant to remaining antreated or undertreated, Remaining ontreaied may allow the formation of adhesions and reduce mobility which may setup a
pain rcaction further reducing mobility. Over time this proecss may complicate treatment making it morg difficull and fess cifcetive the bonger it is postponed. Early intervention
1o restore normal function and compliarce with the treatmem program arc both cssential in an effore to prevent the condition from progressing 1o a chronic pain siate.

{x,xk,xii xili,xiv,xv)

DO NOT SIGN UNTIL YOU HAVE READ AND LINDERSTAND THE ABOVE.

I have read the above explanation of the chiropractic adjustment and related treatment. | wilk discuss it with Dr. Gillis. if | have any questions regarding the above information. By
signing helow ) state that | have weighed the risks involved in undergoing treatment and have decided that il is in my best interest to underge the ireatment
recommended. Having been informed of the risks, I hereby give my consent to that treatment.

Palient Name:

Patient Signature: Nate

Signature of Doctor: Date




GILLIS CHIROPRACTIC CLINIC

Family Chiropractic Care Center, Inc

Medicare Patient Acceptance of Liability

Date:

Patient:

THE FOLLOWING ARE NON-COVERED SERVICES AND WILL BE PATIENT LIABILITY:

Exams $30.00

Therapy: $10.00, Decompression $30.90, Dry Needling $40.00
Non-Spinal Adjustment; $15.00

X-Rays: $25.00 to $200.00

Supports/Braces (prices vary)

I, the above named patient, have received/purchased the above name service/item from Gillis
Chiropractic Clinic. If applicable, Gillis Chiropractic Clinic will bill my health insurance. I fully
understand that if my insurance company denies it as a “non covered item/service” and/or it
states on my explanation of benefits “not patient’s responsibility” it will be completely my
responsibility for payment.

The above service/item is a doctor recommendation and I understand it is my choice to
receive/purchase and maybe completely my RESPONSIBILITY FOR PAYMENT.

ALL ITEMS ARE NON REFUNDABLE.

X

Patient Signature/date



