CONFIDENTIAL PATIENT INFORMATION

First Name: Last Name: Date: [

SSH: - - DOB: | ] Sex. OM OF
Marital Status: # of Children: Occupation:

Street Address: Height:  ft in.
City: State: 7ip: Weight: Ibs.

Email: Cell Phone: - - Other Phone:
Emergency Contact: Emergency Relation: Emergency Phone:

How did you hear about us?
Who is your primary care physician?

Date and reason for your last doctor visit;

Are you also receiving care from any other health professionals? © Yes © No

- If yes, please name them and their specialty:

Please note any significant family medical history:

CURRENT HEALTH CONDITIONS

What health condition(s) bring you into our office? Please indicate where you are
experiencing pain or discomfort.

Have you received care for this problem before? © Yes © No

- If yes, please explain:

When did the condition(s) first begin?
How did the problem start? © Suddenly © Gradually ©Post-Injury

Is this condition: © Getting worse @ Improving © Intermittent @ Constant © Unsure

What makes the problem better?

What makes the problem worse?

YOUR HEALTH GOALS

List three goals you hope to achieve under chiropractic care:

1.

2.
3.
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CHIROPRACTIC HISTORY

What would you like to gain from chiropractic care? @ Resolve existing condition(s) @ Overall wellness @ Both
Have you ever visited a chiropractor? © Yes @© No  If yes, what is their name?
What is their specialty? © Pain Relief  © Physical Therapy & Rehab © Nutritional  © Subluxation-based  © Other:

Do you have any health concerns for other family members today?

TRAUMAS: Physical Injury History

Have you ever had any significant falls, surgeries or other injuries as an adult? © Yes © No
- If yes, please explain:

Notable childhood injuries? © Yes @© No I yes, please explain:
Youth or college sports? © Yes @© No I yes, list major injuries:
Any auto accidents? © Yes © No  Ifyes, please explain:

Exercise Frequency? © None © 1-2x perweek @ 3-5x per week @ Daily
What types of exercise?

How do you normally sleep? © Back © Side © Stomach Do you wake up: @ Refreshed and ready  © Stiff and tired
Do you commute to work? © Yes © No  If yes, how many minutes per day?
List any problems with flexibility. (ex. Putting on shoes/socks, etc.)

How many hours per day you typically spend sitting at a desk or on a computer, tablet or phone?

TOXINS: Chemical & Environmental Exposure

Please rate your CONSUMPTION for each:

None Moderate High None Moderate High
Alcohol ) @ ©® ® © Processed Foods ® @ ® ® )
Water ) @ ® @ @ Artificial Sweeteners ) @ ® @® )
Sugar ) @ ® @ ® Sugary Drinks ) @ ® @ ()
Dairy @ () ® (@) ® Cigarettes ) @ ® @ ()
Gluten (0) @ () @ (©) Recreational Drugs (1) @ () @ ()
Please list any drugs/medications/vitamins/herbs/other that you are taking, and why.

THOUGHTS: Emotional Stresses & Challenges

Please rate your STRESS for each:

None Moderate High None Moderate High
Home ) © ® (&) () Money ) © () @ ()
Work W) @ ® @ (&) Health () %) ® @ ®
Life ) @ () ® ® Family @ ® ® ® ®

ACKNOWLEDGEMENT & CONSENT

Patient Name: Date: [

17585 W. North Avenue Suite 130, Brookfield, WI | 262-782-9700
info@mccannchiropractic.com | www.mccannchiropractic.com
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Jentility, Questionnaize

FERTILITY HISTORY

When did you start trying for a baby?

Number of pregnancies: Number of miscarriages: When was your last period?

Describe your current cycle (select all that apply): © Regular O Painful ~ © Cramping O Irreqular ~ © NotPainful O Bloating

How many days is a typical cycle? How long is a typical bleed?

Do you ovulate? © Yes O No How do you test?

What fertility methods / drugs have youused  © IVF - OIUl O Comid O Femara O Metformin
Other:

BIRTH CONTROL HISTORY

Have you ever been on birth control? © Yes O No

What age did you start?

Reason for starting birth control?

What type of birth control have you been on? O Pill O Shot  ORiIng O Other:

How long did it take for your cycle to return after stopping birth control?

OTHER HISTORY
Do you get theflushot? © Yes O No Did you getthe HPV shot? © Yes @ No

When is the last time you took antibiotics?

What supplements / herbs / oils are you currently taking?

How many hours of sleep do you get per night? How many glasses of water do you drink per day?

Do you have a gratitude practice? © Yes  © No

What type of exercise do you do?

ACKNOWLEDGEMENT & CONSENT

Patient Name: Signature: Date:

17585 W. North Avenue Suite 130, Brookfield, WI | 262-782-9700

CHIROPRACTI info@mccannchiropractic.com | www.mccannchiropractic.com
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(Patient (Review of Systems

THE NERVOUS SYSTEM CONTROLS AND COORDINATES ALL ORGANS AND STRUCTURES OF THE HUMAN BODY

Please check the corresponding boxes for each symptom or condition you have experienced — including both past and present.

m FUNCTIONS SYMPTOMS

Cervical

Autonomic Nervous
System

ENT System

Vision, Balance &
Coordination

Speech
Immune System
Digestive System

Nerve Supply to
Shoulders, Arms
& Hands

Sympathetic Nucleus
Metabolism

Colic & Excessive Crying
Ear & Sinus Infections
Allergies & Congestion
Immune Deficiency
Headaches & Migraines
Vertigo & Dizziness
Sore Throat & Strep
Swollen Tonsils & Adenoids
Vision & Hearing Issues
Low Energy & Fatigue
Difficulty Sleeping

Pain, Numbness & Tingling
in Arms to Hands

Epilepsy & Seizures
Sensory & Spectrum
ADD / ADHD

Focus & Memory Issues
Anxiety & Stress
Balance & Coordination
Speech Issues

TMJ / Jaw Pain

Stiff Neck & Shoulders
Depression

High Blood Pressure

Poor Metabolism &
Weight Control

Upper .
Thoracic

Upper G.l.
Respiratory System

e (Cardiac Function

Reflux / GERD
Chronic Colds & Cough
Asthma

Bronchitis & Pneumonia

Functional Heart Conditions

Lower
Thoracic

Major Digestive
Center

Detox & Immunity

Stress Response

Filtration &
Elimination

Gut & Digestion

Hormonal Control

Gallbladder Pain / Issues
Jaundice

Fever

Behavior Issues
Hyperactivity
Chronic Fatigue

Chronic Stress

Indigestion & Heartburn
Stomach Pains & Ulcers

Blood Sugar Problems

Allergies & Eczema
Skin Conditions / Rash
Kidney Problems

Gas Pain & Bloating

Lumbar,
Sacrum
& Pelvis

Lower G.I.
(Absorption &
Motility)

Gut-Immune System

Major Hormonal
Control

HH8EE88EE8 | 5580 | BEH | 888 | BE80EE8858E8E

Constipation

Chrohn's, Colitis & IBS
Diarrhea

Bed-wetting

Bladder & Urination Issues
Cramps & Menstrual Issues
Cysts & Endometriosis
Infertility

Impotency

Hemorrhoids

HH8EE80068 | 5000 (550 | BB | BE80E8885E8E

Sciatica & Radiating Pain
Lumbopelvic / Sl Joint Pain
Hamstring Tightness

Disc Degeneration

Leg Weakness & Cramps
Poor Circulation & Cold Feet
Knee, Ankle & Foot Pain
Weak Ankles & Arches
Lower Back Pain

Gluten & Casein Intolerance

Patient Name:

Date:
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Consvent Joum

INSURANCE POLICY INFORMATION, IF APPLICABLE

Primary insurance company: Patient's relationship to insured:  © Self O Spouse O Child O Other
Policy holder's First, MI, Last Name: DOB:
Second insurance company: Patient’s relationship to insured: © Self O Spouse O Child O Other
Policy holder’s First, MI, Last Name: DOB:

ACKNOWLEDGEMENT & CONSENT

In an effort to maintain compliance with various state and federal requlations, managed care and preferred provider agreements, as well as billing
and coding guidelines, we have adopted the following financial policies:

Our clinic has established a single fee schedule that applies to all patients for each service provided. You may be entitled to a network or contractual
discount under the following circumstances:

- [f we are a participating provider in your health plan.
- If you are covered by a State or Federal program with a mandated fee schedule.

« We are a network provider in a DMPO called ChiroHealth USA that you may join. Patients who are uninsured, or under
insured (limited benefits for chiropractic care), will be entitled to network discounts similar to our insured patients.
Membership is $49.00 a year and covers you and your dependents. Ask our team for more information.

- [f you are eligible & choose a pre-payment plan or auto-debit option.

- Patients who meet state poverty quidelines or other special circumstances may qualify for McCann Chiropractic Cares, Inc.
our 501(c)(3) wellness charity. An approved application is required. Ask our team for more information.

| certify that if | have insurance coverage, | assign directly to McCann Chiropractic all insurance benefits, if any, otherwise payable to me for
services rendered. | understand that I am financially responsible for all charges whether or not paid by insurance. | authorize the use of this
signature on all insurance submissions.

| have been informed that a copy of McCann Chiropractic's “Notice of Privacy Practices for Protected Health Information (HIPAA)" brochure is
available for my review in the office.

McCann Chiropractic has a strong focus on public education and interaction. | understand that occasionally McCann Chiropractic will use photo,
video, or other likenesses of myself and family for promotion of chiropractic education and the office. I release McCann Chiropractic, LIC and its
employees of all legal liability and authorize them to use photos, videos, and/or likeness of myself and family for advertising purposes.

Patient/Guardian Initials:

The information | have provided in the questionnaire is true and accurate to the best of my knowledge. I give Dr. Kate McCann & Dr. Patrick
McCann permission to perform a consultation, examination, and any x-rays should they be clinically necessary.

Name (printed):

Signature of Patient/Guardian:

Relationship to Patient: Date:

MCCANN CHIROPRACTIC




INFORMED CONSENT

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 orwithhold 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.

Adjustments are made by chiropractors in order to correct or reduce spinal and extremity joint subluxations. Vertebral 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 interfer-
ence and/or irritation to the nervous system. The primary goal in chiropractic care is the removal and/or reduction of nerve interference caused by
vertebral subluxation.

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

The chiropractic adjustment is the application of a precise movement and/or force into the spine in order to reduce or correct vertebral sublux-
ation(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. In addition, physiotherapy or rehabilitative procedures may be
included in the management protocol. 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. Risks associated with physio-
therapy may include the preceding as well as allergic reaction and muscle and/or joint pain. In addition there are reported cases of stroke associated
with visits to medical doctors and chiropractors. Research and scientific evidence does not establish a cause and effect relationship between
chiropractic treatment and the occurrence of stroke; rather, recent studies indicate that patients may be consulting medical doctors and chiroprac-
tors when they are in the early stages of a stroke. In essence, there is a stroke already in process. However, you are being informed of this reported
association because a stroke may cause serious neurological impairment.

| 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 have been explained, including the risks, consequences and
probable effectiveness of each. | have been advised of the possible consequences if no care is received. | acknowledge that no guarantees have
been made to me concerning the results of the care and treatment.

| have read the above paragraphs. | understand the information provided. All questions | have about this information have been answered
to my satisfaction. Having this knowledge, | knowingly authorize Kate E. McCann, DC, CACCP and/or Patrick . McCann, DC, CACCP to
proceed with care.

DATED THIS DAY OF , 20
Patient Name (printed): DOB:
Signature of Patient/Guardian: Relationship to patient if minor:

In addition, by signing below, | give permission for the above named minor patient to be managed by the doctor even when | am not present to observe.

Signature of Guardian:

Doctor Signature:

17585 W. North Avenue Suite 130, Brookfield, WI | 262-782-9700
info@mccannchiropractic.com | www.mccannchiropractic.com
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