Pediatric Health Questionnaire

Patient Name: Date:

Date of Birth: / / Age: Gender: Social Security #:

Home Address:

City: State: Zip Code:

Parent/Guardian Name(s):

Preferred Phone # 1: Preferred Phone # 2:

Insurance Company: Policy Holder Name:

Policy Holder Date of Birth: / i

Consent for Treatment of a Minor

| hereby authorize the doctors of Gillis Chiropractic and whomever he/she designates as assistants to administer

examinations and Chiropractic Care as deemed necessary to my child.

Patient/Guardian Signature: Date:

Describe patient's current symptoms:

How long have these symptoms been occurring:

How frequent are the symptoms:

Anything that make the symptoms better:

Anything that make the symptoms worse:

Birth History (please check all that apply):

0 Born at # of Weeks: [ Pitocin

[ Induced Labor 1 Epidural

[J Vaginal Birth [0 Forceps Extraction
Location of Delivery: [0 Vacuum Extraction

[ Scheduled Cesarean [0 Nuchal Cord at Birth

[0 Emergency Cesarean



Feeding History (please check all that apply):

a
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Nursed / Nursing ...How Long
Formula Only

Combo Feeding

Tongue Tie / Lip Tie

Lactation Consultant Used

Other History (please check all that apply):
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ADD / ADHD

Allergies / Asthma
Bed-Wetting

Colic

Constipation / Diarrhea
Frequent Ear Infections
Frequent Nlness {colds/flu}
Frequent Crying / Fussiness
Frequent Fevers
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Febrile Seizures
Growing Pains
Headaches

Motor Function Delays
RSV

Scoliosis

Sleeping Problems
Speech Delays
Tensillitis

Family History (please check is any immediate family member has or had any of the following):
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Pediatrician or Practice Name:

Date of Last Medical Physical or Exam:

Rheumnatoid Arthritis

Heart Disease or Other Heart Issues...if yes please specify:

Diabetes
Cancer...if yes please specify:

Lupus
Other:

List all prescriptions and over-the-counter medications, nutritional/herbal supplements that patient is taking:

List all hospitalizations and surgeries:

List ANY TRAUMA HISTORY to head, neck or back (i.e. concussions, car accident stair fall, etc.)

Parent/Guardian Signature:

Date:




FAMILY CHIROPRACTIC CARE CENTER, INC
[3ha Gillis Chirepractic Clinic

INFORMED CONSENT- CHIROPRACTIC OFFICE

Patient Name:

To the paticnt: Please read his eatire document prior 10 signing it, 1t is inponant that you undersiand the information contained in this document. Please ask guestions before
you sign il there is anylhing that is unclear, .

The nature of the chiropractic adjustmeut: The primary Ireatment we use as a Doctor of Chiropractic is spinal manipulation therapy. We will use that procedure 1o treat you.
The doctor may use his hands or a nwechanical instrumenl vpon your body in such a way as 1o move your joints. That may cause an audible “pop” or “click™ much as you have
cxperienced when you “crack™ your knuckles. You may leel a sense of movement,

Analysis/Examination/Treatment: In addition to spinal manipulation, we may use a varicly of other therapics and examination procedures. As a part of the analysis,
cxamination, and treatment, you are consenting to the foltowing procedures:

Spinal manipulative therapy Activater instrument spinalfextremity adjustment palpation
Orthopedic testing range ol motion testing vital signs

Basic neurological exam muscle strenpib testing hot/coldl therapy
Fostural analysis wsting x-rayfradiographic studics electrical stimulation
Rehabilitation/core sirengihening manual Lraction adjustment wtrasound

Cold laser therapy spinal segmental traction trigger point therapy

‘The malerial risks inherent in chiropractic adjustment. As with any heatiheare procedure, there are certain complications which may arise during chiroprsctic manipulation
(CMT) and therapy. However studies have shown that any observed association between vertebral artery dissection { VAD) and stroke with CMT is likely atributed to patients
with an undiagnoscd VAD who scck care for neck pain and headache before the onsct of a stroke.(i) As a result we examine our patients shoroughly before initiaing any ircalment
to be sure that ireatment is appropriate. The doctor, will make every reasanable effort during the examination to screen lor contraindications to care: however, if you have a
condition that would otherwise not come Lo my attention. it is your responsibility (o inform the doctor.

The probabitity of those risks accurring. Chiropractic is a safe and camfortable form of health care for most people. 1Ta poteatial risk is indentified, you will be
informed and offered either treatment or a referral 1o the appropriote health care specialist for evaluation and carve,

Soreness: 1 is not uncommon to experience some localized soreness following a manipulation. This type of sorencss is usually minor and occurs most ofien following
Lhe initial Few visits. 1 is similar to the soreness yon experience afler exercise.

Fracture: Fractures caused from spinal manipulation are extremely vare, so rare that an acwal number of incidences per manipulation have never been determined.
Patients suffering from bone weakening conditions like Osteopuerosis are in a higher risk caicgory. Alternative forms of spinal manipulation are utilized for this type of
patieal.

TIA/Stroke Overview: Spinal manipulation is clearly one of ihe salest forms of trcatment for cervical spine pain. The inciderce of serious events. strokes, or death is
very rare{ii) Researchers found no evidence of excess risk of VBA stroke associaled chiropractic care compared to primary care.(iii) The risk was a low as 1.46
adverse events per 10.000.000 manipulations.{iv) The risk of antery disscction was a low as | per 5,846,381 cervical manipulations{v)

What about NSAIDS and Tylenol: To put il in perspective, non steroidat anti-inflammalory drugs (NSAIDS) kill approximatcly 16,500 people per year
annually in the US.{vi} And Tylcnel toxicity is now the cading cause of liver failure in the US {vii.viii) Spinal manipulations is safer than NSAIDS by a
fuctor of several hundeed tintes. (i)
Note: Screening lzsts are performed when necessary to mite out high risk patients. Aliemative spinal adjusting is utilized when necessary lo
minimize potential risks.

Ruptured/Herniated Disc: There have been same reponts ol herniated or raptured discs causcd by spinal manipulation. Alternative spinal adjusting methods arc often
utilized to minimize the risk and help the patient recover from serious dise-related pain,

Other complications include bul are nut limited to: fraclures, disc injuries, dislocations, muscle strain, cervica! myclopathy, coslovertebral strains and separations, and
bums.

The availability and nature of other treatment oplions:
Other treatment oplions for your condition may include:
Self administered, over-the-counter may include:
Medical care and prescripiions drugs such as anti-fammatory, muscle relasants and pain killers
Hospitalization
Surgery

ITvou chose 10 use one of the above nated “other treatment™ options. you shewld he aware that there are risks and berefits of such options and you may wish 10 discuss these with
your primary medical physician.

The risks and dangers attendani to remaining untreated or underireated. Remuining untreated may allow the formation of adhesions and reduce mobility which may set up a
pain rcaction further reducing mobility. Over time this process may complicate treatment making it more difficult and less effective the longer it is posiponcd. Early injervention
10 restore normal function and compliance with the treatment program ane both esseatial in an eflore 1o prevent the condition fram progressing 10 a chronic pain state.
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DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE,

[ have read the above explanation of the chiropractic adjustment and related treatment, | will diseuss it with Dr., Gillis, i1 have any queslions regarding the above information. By
signing below [ state that 1 have weighed the visks involved in undergoing freatment and have decided ihat il is In my best interest to undergo the treatmeni
recommended. Having been informed of the risks, | hereby give my consent to that treatment.

Patient Name:

Patient Signature: Date

Slgnature of Docilor: hate




PATIENT TREATMENT CONSENT FORM
1 authorize Gillis Chiropractic to release any medical or ather information that may be necessary to process medical claims on my behalf to related
physicians, rehabilitation counselors, social workers, insuranee carriers or attomeys.
[ authorize Gillis Chiropractic to initiate a complaint to the Insurance Commissioner for any reason on my behalf.

Financial Responsibility / Assignment of Benefi
1 understand that { am responsible for paying my co-payments and deductibles at the time of service. ] alse understand that 1 am respensible for any
balance due after payment by my insurance company.

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

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

I understand and agree that if [ fail to make any of the payments far which 1 am respensible in a timely manner, [ will be responsible for all costs of
collecting monies owed, including court costs, collection agency fees and attorey fees, :

Charges related to Worker’s Compensation injury shall be forwarded to the Worker's Compensation [nsurance carricr. However, be advised if you
claim Worker's Compensation benefits and are subsequently denied such benefits, you will be held responsible for the totat amount of charges for
services rendered to you.

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

1, the undersigned, acknowledge that by signing this form [ authorize Gillis Chiropractic to submit charges via mail or internet to my insurance
carrier. This is a “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, Al! referrals or
recommendations from our office have no confirmation of payment or benefits 1o referring providers.

1 authorize my healthcare provider and/or entity authorized by my healthcare provider, inciuding 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  have provided to the office in my file be able to accept phone and/or text message. |
authorize stating a detailed message to all phone numbers that I have given Gillis Chiropractic.

List of prices (subject to change):
Chiropractic Adjustment: $40.060, $45.00
Exarcinations: $30.00, $55.0C, $75.00
Therapy: $15 06-520.00/each, Decompression $30.00
X-rays: $40-$105 sach
FormsiCopies: $5.0:3-820.00
Supports/Brace: Prices Vary

Acknowledgement of Receipt of Notice of Privacy Practices / Patient Consent
I certify that [ was offered a copy of Giilis 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 or 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 rovised copy be sent in the mail or asking for one at the time of my next
appointment. .

I, the undersigned, state that [ have read alf the above and agree to the terins and cot:citions set forth,

Patient Name/Date Patient/Guardian Signature/Date



GILLIS CHIROPRACTIC CLINIC

Family Chiropractic Care Center, Inc.

1905 Lathem Avenue, Lima, OH 45805
419-228-0000

Patient Acceptance of Liability

Date:

Patient Name:

POTENTIAL NON-COVERAGE ON THE FOLLOWING DUE TO PLAN:

Exams: $30.00-$75.00

1-2 Region Spinal Adjustment: $40.00

3-4 Region Spinal Adjustment: $45.00
Therapy: $10.00-$20.00, Decompression $30.00
Dry Needling $40.00

Extremity Adjustment $15.00

X-Rays: $40.00-$105.00
Supports/Braces/Supplements (prices vary)

I, the above named patient, have received/purchased the above named 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 any service/item as a “non-covered service/item” and/or
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



