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Date:
JOHN MUIR CHIRQPRACTIC CENTER

CONFIDENTIAL PATIENT INFORMATION

{Flease Print}

PATIENT INFORMATION

Patlent's Name: amr | o Miss Marital status (circle ang)
O Mrs. | O Ms. Single / Mar / Div / Sep / Wid
Social Security #: Birth date; Age: Sex:
f f J amMm ar

Email Address: Home Phone: Celf Phone;

( ) - ( ) -
Address: City: State; ZiP Code:

- L e _—
Occupation; Emplover; Employer phone no.:
{ )

Address: City: State: ZIP Code:
Palient's Nearest Relative: Address: Phone;

Chose clinic because/Referred to cfinic by (please check one box):

O Family Q Friend huor?;s\:olr?( 3 Doctor Q Other:
s condition due to injury or sickness ariging out of patien('s employment? O Yes O ho hD::}g:ggir?loms appeared or accident
Has patient ever had same/similar condition? O Yes Qo
if yes, when apd describe:
LHave you lost any days from work? O Yes I No | Date of last physical examination:
Females Only: Are you pregnant? O Yes 0 Ne
Have you ever been under Chiropractic Garé? O Yes 0 No | Doclor's name:
What aperalions have you had: Serious Inesses’

1

Purpase of this appointment (major complaint):

What activities aggravate your condilion:

is this condilion prograssively gelting warse? W Yes Q Ne U Constant Q) Comes and goes

Is your condition interfering with your: OWork  ( Sleep 0 Datly Routine U Other:

How long has it been since you really fell good? | Whal de yau believe is wrong with you? | Other doctors seen for this condition:

|
Have you been treated for any health conditions by a physician in the last year? Q Yes O No

if yes, describe:

What medications or drugs are you taking? Remarks and additional informaticer;
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JOHN MUIR CHIROPRACTIC CENTER
INSURANCE INFORMATION

Patient's Name: Date:

PAYMENT IS EXPECTED AT TIME OF VISIT

INSURANGE INFORMATION i
{Flsass give your insurance card to the receptionist.}
Are you Insured? O Yes 0 Ne

Name of person responsible for paymant;

Name of Insurance Cempany: Address:

Subscriber's name; Subscriber's 5.8, #: | Birth date:
! f

Group no.: Poticy ne.: Co-payment:
5

Palient’s refationship to subscriber; O Self O Spouse Q Child O Other

Name of secondary insurance
(if applicable):

Subscriber's name: Group no.: Policy no.:

Ratient's relationship to subscriber; Q Jelf O Speouse QO Child  Q Ctfer
IN CASE OF EMERGENCY

gl;;nrgggf; ;Im:al friend or relative (not living at same pR;atliiiéel?'nship to Home phene na.: | Work phone no.:
L { ) ( )

| understand and agree that health and accident insurance policies are an arrangement between an insurance
carrier and myself. Futhermore, | understand that this chiropractic oifice will prepare any necessary reports and
forms to assist me in making collections from this insurance company and that any amount authorized to be paid
directly to this chiropractic office will be credited to my account on receipt. | also give this office power of attorney
tu endorse checks made out to me, to be credited to my agcount. However, | giearly understand and agree that
all services rendered me are charged directly to me and that | am personally responsible for payment. | aiso
understand that if | suspend or terminate my care and treatment, any fees for professional services rendered me
will be immediatoly due and payable.

Patient Signature Dale

Guardian or Spouse Authorizing Care Date

Information taken by Data
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JOHN MUIR GHIROPRACTIC CENTER
CURRENT SYMPTOMS ASSESSMENT

Patiants Name: __ Date:

Please make the araas an your bady beiow where you are having pain, Use the 0-10 acale below.
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JOHN MUIR CHIROPRACTIC CENTER
MEDICAL HISTORY

Patient's Name: Date:
P = Previously C = Currently
Have you ever suffered from any of the following conditions?
P C P c P c P c
a Q  Allemgy Q Qa Foor posture ]} O Tuberculosis a a Itching
a a Dirziness a w} Sciatica m] W} Bruise easily a a Varlcose vains
. Spinal
[m] a Fatigue a a curvatures a a Hay fover m} a Bed wetting
. . Frequent
0 a Headache [m] Q Swellen joints Q Q Nasebleads [u} Q Urinatian
Kldney
[m] o L oss of sleep u} m] Colon troubls O Qa Sinus infection [m] Q infection/slone
. : High blood , . Prostata
a 0 Ulcers Q |} Diarrhea (W} a pressure W] ] trouble
Nervousness Difficult Low blood Cramps or
Q o or Deprassion . 0 digestion d Q pressure Q o backache
] 0O  Mumbnese a O  Hemoroids a O Painoverheart | O g Sxcestive
menstrual flow
- : Poor -
a a Arthritis 0 a MNausea ] W] circulation a a Hot flashes
o o B a O  Asthma a a g:;m heart o 0 Imegular cycle
- Slow heart Lumps in
Qa Q Foot troutrle a a Colds ] Q baat a 0 breasts
Qa Q Low back pain Q [m] Deafness Q d  Anemia u) O Alcoholism
Neck paln or - "
a Q stifiness [m} a Ear noises Q Q Stroke Q (0} Diabates
Enlarged . .
a a thyroid u Q@ Chest pain Q O  Polio
- . Difficull Swelling of
= = Eye pain a Q breathing Q o ankles
Qa a Falling vision a W P m] Q Cancer
Venereal ‘
Q Q disease a QO Spitting
p

Tingling or Numbness in:

Do you have any of the following habits?

P
Q
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Shoulders

Amms

Elbows
Hands
Hips
Lags
Knees

Feel

minerals?

Da you now take any
vitamins or minerals?

Do you think you may need
to take vitamine or

O ves
O No

Q Yes
U No

Heavy Moderate Light None
Alcohot (&} Q 0 Qa
Coffee o a u} a
Tobacce O o Q W]
Drugs O m] a Q
Exercise O a N} Q
Sleep a a =] m]
Appotite a (] a o

Are you wesaring:;

Heel lifts
Sole Iits
inner Soles

Arch supporis

0o o0oao
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JOHN MUIR CHIROPRACTIC GENTER
HEALTH CARE AUTHORIZATION FORM

Patient's Name:

THE PATIENT IDENTIFIED ABOVE AUTHORIZES JOHN MUIR CHIROPRACTIC TQ USE AND/OR DISCLOSE PROTECTED HEALTH
INFORMATION [N ACCORDANCE WITH THE FOLLOWING:

SPECIFIC AUTHORIZATIONS
| give parmission to John Muir Chiropractic Center lo use my address, phone number, and clinical records to contact me with birthday cards,
holiday-related cards, and information about traatments or other health related infermation,

OPEN ROOM AUTHORIZATION

I give: John Muir Chiropractic Center permission to traat me in an open reom wherg other patients are also being treated. | am aware that other
persons in the office may overhear some of my protacted health information during the course of care. Should | need to speak with a docter at
any lme in private, the doctor will provide a vaom for these conversations.

By signing this form you are giving John Muir Chiropractic Center permission to use and disclose your protected health information in accordance
with the directives listed above.

RIGHT TO REVOKE AUTHORIZATION

You have the right to revoke this authorization in writing at any lime, Howevar, your wrilten request to revoke this authotization 1s not effective
to the exent that we have provided services or taken action in reliance on your authorization. New palients congent to the use and disclosure
of health information for treatment, payment, or healthcare operations,

You may revoke this authorization by mailing or hand delivery of a written nolice to the Privagy Office of Jolm Mulr Chiropractic Center. The
written notice musl contain the following information:
Your full name, Social Security number, and date of birth. A cloar statement of your intent lo revoke this aulhorizatlen, then sign and
date il. The revocatton will not be in effect until the Privacy Official has received it.

| understand that as part of my health care, JJohn Muir Cltiropractic Center originates and maintains paper andfor electronic records describing
my health history, symploms, examninatlens, and test results, diagnoses, treatment, and any plang for future cave or treatmenl. | underatand that
this infarmation serves as plans for future care or treatment. | understand the following serves as:
+  Abasis for planning my care and treaiment.
A means of cominunication among the maity health professionals who contiibute to my ¢are.
A source of information for applying my diagnoses and surgical information te pay my bill.
A means by which a third-party payer can verify that services billed were actually provided.
A {ool for routine healthcare operations such as agsessing qualily and reviowing the competence of heaithcare professionals.

) understand and have been provided with a notice of information. | understand that | have the following rights:
+  The right to review the notice priar Lo signing this cansent,
*  The right to object to the use of my health information for directory purpose.
= The right tv request restrictions as to how my health information may be used or disclosed o carry out treatment, payment, or
healthcare operalions.

! understand that John Muir Chiropractic Cenler reserves the right to change their notice and practices prior io implementation, in accordance
with Saction 164.520 of the Code of Federal Regulations. Should John Muir Chirepractic Cenler change their notice they will send a copy of any
revised nolice to the address | have provided. Whether 0.5, mail or if | agree email.

| understand that gs part of this organization's trealment, payment or healthcare operations, it may besome necessary 1o disclose my protected
health information to another entity, and | corisent to such disclosure for these permitted uses.

John Muir Ghiropractic Center for its own use/disclosure of PHI requests this authorization, (Minimum necessary standards apply).
Yau have the right ta refuge to sign thie authorizalion. If you refuse to sign this, John Muir Chirapractic Center will not refuse to provide treatment.

A copy of the signed authorization will be provided to you.

‘F’aﬁent Signature Datfe
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JOHN MUIR CHIROPRACTIC CENTER
ARBITRATION AGREEMENT

Patient's Name:

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical maipractice, that is as to whather any medicai services
rendered under this contract were unnenessary or unauthorized o were improperly, negligently, ar incompetently rendered, will ba detenmined
by submission to arbiiration as provided by California law, and not by a lawsuit or reson to court process excepl as Califamia faw provides for
judicial review of arbitration proceedings. Bath parties ta this contract, by erdering into &, are giving up their constitutional rghts to have any
dispute decided in a court of law before a jury, and instead are accepting the use of aitration,

Article 2: All Claims Mugt be Arhitrated: It is the intention of the parties that this agresment bind all parlles whose claims may arise out of or
relate to traatment or service provided by the physical tharapist including any spouse or helrs of the patient and any chlldren, whether barn or
unborn, a{ the time of the occwTence giving rise to any ¢laim. in the case of any pregnant mather, the ferm “patient” hereln shall mean both
the mother and the mother's expecled child or children,

All clgims for monetary damages exceeding the jurisdiclionat it of the small claime court agalnst the physical therapist, and the physical
therapist's partners, associates, association, corporation or parinership, and the amployees, agents and estatas of any of them, must be
arbilrated includirg, without limitation, claims for loss of cansortium, wrongfut death, emotional distress or punitive damages. Filing of any

aclion in any courl by the physical therapist to coliect any fae from the patient shall not waive the right to compel arbitration of any malpraclice
claim,

Artlcle 3: Procedures and Applivable Law: A damand for arbitralfon must be commuricated in writing to all parlies. Each party shall select
an arbitrator (parly arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shalt be selected by Ihe arblirators appointed by the
partias within thirty days ef a demand of a neutral arblirator by either party, Each party to the arbitration shall pay such party's pro rata share of
the expensas and fees of the neutral arbiirator, together with other expenses of the arhitration incurred or approved by the neutral arbitralor,
not incduding counset fees or witness fees, or othar expenses incurred by party for such a party's own benefit. The parties agree that the
arbitrators have the immunity of a judicial efficer from civll liabiity when acling in the capacity of arbitrator under this contract. This (mmunity
shall suppiement, not supplant, any other applicabte statutory or comemon faw.

Either party shall have the absolute right to arbilrate separately the issues of liability and damapas upon written request to the neutrat
arhitrator, The parties consant to the intervention and Joinder in this arbitration of a person or entity which would otherwise be a proper
additlonat party in a court action and upon such intervention and joinder any axisting court action against such additiona! person ar entily shall
be stayed pending arbitration.

The parties agree that provisions of Callfornia taw applicable to healkh care providers shall apply to disputes within this arbitretion agreement,
including, but not limited fo, Code of Civil Procedure Sections 340.5 and 687.7 and Civil Code Sections 3333.1 and 3333.2. Any party may
tiring before the arbitratars a motion for summary judgment or summary adjudication in accordance with the Gode of Civil Protedure.
Discovery shall be conducted pursuant 1o Cede of Civil Procedure section 1283.05, however, depositions may be taken without prior approval
of the heutral arhitrator.

Article 4 Genaral Provisions: Al claima hased upon the same Incident, tansacilon or related circumstances shall be arbitrated {n one
proceeding. A claim shall be walved and forever baned if (1) on the date notice thereof is received, the claim, if asserted In a civil action,
would be bamred by the applicable California statute of limitatione, or {2) the claimant fafls to pursue the arbitration cfaim in accordance with the
procadures prescribed hersin with reasonable diligence, With respect te eny matter not herein expressly provided for, the arbitrators shall be
govemed by the Califomia Code of Civil Pracedure provigions relating to arbitration,

Artlcle &6: Revocalion: This agreement may be revoked by writien notice delivered lo the physical therapist within 30 days of signature. itis
the intent of Lhis agreament {o apply to all medical services rendered any tiafé for any condilion.

Articla 6: Retroactive Effect: ({ pationt intends this agreement to cover services rendered before the dale it s signed (including, but not
limited to, @emergency traatment) patient shotid inljial below:

Effective as of the date of first medical services (Patiant’s or Patient Representative’s (nitlals)

If any provision of this arbitration agreement Is held invalid or unenforceable, the remaining provisiens shall remair in full force and shall not
e affected by the Invalidity of any other pravision. | understand that | have the right to recsive a copy of this arbitralion agreement. By my
signature below, | acknowledge that | have received a copy,

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY
NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOU RIGHT TO A JURY OR COLRT TRIAL. SEE ARTICLE 1 OF THIS

CONTRACT.
Patient Signature Date
Patient Representative Relationship to Patfont Date
Office Signsture Date

Aiso 8ign the informed Consent on Reverse/Next Page
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JOHN MUIR CHIROPRACTIC CENTER
INFORMED CONSENT TO TREAT

Patient's Name:

| herghy request and consent to he performance of chiropractic procedures, including various modes of physia therapy, diagnostic x-rays, and
any supportive therapies on me (or on the palient named helow, for whom | am legally responsible) by the dactor of chiropractic indicated
below and/or other licensed doctors of chiropractic and support slaff who now or in the future treat me while employed by, working or
assogiated wilh or serving as back-up for the dector of chiropractic named below, including those working at the clinic or office lisied balow or
any olher office or clinic, whether signatories 1o this form or not.

| have had an opportunity to discuss with the doctor of chiropractic named below and/or with olher office or ¢linic personnel (he hature and
purpose of chiropractic adjusiments and protedures.

| understand and | am informed Lhat, as is with all Healthcare treatments, resulls are nol guaronteed and Lthere is no promise (o cure. | furthar
understand and | am informed that, as is with all Healthcare treatments, in the practice of chiropractic there are some risks to Ireatment,
including, but not limited to, muscle spasms for short periods of time, aggravating and/or temmporary increase in symploms, lack in
improvement of symptoms, fractures, disc Injuries, strokes, dislocations and sprains. | do not expect the doctor to be able to anlicipale and
axplain all risks and complications, and | wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor
feels at the time, based upon the facts then known, and is in my bast intetesls.

| further understand that Chiropractic adjustments and supportive treatment is designed fo reduce andfer correct subluxations allowing the
hody te relurn to improved health, It can also alleviate certain symptoms through a conservedive approach with hopes to avoid more invasive
procedures. However, like all other bealth modalilies, results are not guaranteed and there is no promige to cure, Accordingly, | understand
ihat all payment(e) for treatment(s) are final and no refunde will ba iasued, However, prorated fees for unused, prepaid treatmentg will be
refunded if you wish 1o cancel the treatment,

| further understand that there are treatmant options available for my condition other than chiropractic procedures. These treatment opfions
include, but not limited self-administered, over the counter analgesics and rest; medical care with preseaription drugs such as anti-
Inflammatories, muscle relaxants and painkillers; physical therapy; steroid injections; bracing; and surgery. | understand and have been
intormed that | hava the right to a second opinion and secure other opinions if | have cancerns as to the nature of my symptoms and treatmont
options.

| have read, or have had read to me, the above consent, | have also had an oppertunity to ask questions about its content, and by signing
below | agree to the above-named procedures, 1 intend this consent to cover the entire course of treatment for my present condition and for
any fulure condition(s) for which | seek trealiment.

Chiropractor Name

Patient Signature Dafe

Patlent Representalive Relationship to Patient Date



