First Name:

Last Name: __Middle Initial:

Address Apt #

City/State____ Zip

E-mail

Sex I Male O Female

Age Birthdate

[1 Married [1 Widowed [ Single
[1 Separated Divorced [1 Partnered for

Minor

years

Current Height: Current Weight:

Number of Children/Ages:

Occupation

Patient Employer/School

Employer/School Address

Spouse's Name

How did you hear about our office?

Home Phone

Cell Phone (

Best time & place to reach you
IN CASE OF EMERGENCY, CONTACT

Name

Relationship

Contact Number (

.
HEDE I

Insurance Company:

Member #

Is patient covered by additional insurance? O Yes © No

Insurance Co.

ASSIGNMENT AND RELEASE
| certify that 1, and/or my dependent (s }, have insurance coverage

with and assign directly to CHIRO & LASER _

all insurance benefits, if any, otherwise payable to me for
services rendered. | understand that | am financially responsible for all

charges whether or not paid by insurance. | authorize the use of my
signature on al insurance submissions.

The above-named office may use my health care information and may
disclose such information to the above-named Insurance Company

and their agents for the purpose of obtaining payment for services and
determining insurance benefits or the benefits payable for related
services. This consent will end when my current treatment plan is
completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

GoLE

Patien

R

ate | | Relationshig

|s condition due to an accident? es NO
Date of accident:
Type of Accident o Auto Work oHome o Other

To whom have you made a report of your accident?
Auto Insurance Employer o Worker Comp.

Other

Attorney Name (if applicable

s today’s problem caused by: 0 Auto Accident oWorkman ' s Compensation 0 Other:

How wouid you rate your overall Health?

What type of exercise do you do?

What activities do you do at work?
o Sit: n Most of the day o Half the day
o Stand: o Most of the day o Half the day

o Driving o Most of the day o Half the day © A little of the day
0 Reads a lot 0 Travels Frequently

O A little of the day
0 A little of the day

Excellent oVery Good oGood oFair

[]

Computer Work: 0 Most of the day

Poor

Stenuous o Moderate oLight oNone

0 Half the day oA little of the day

1 On the Phone:

oMost of the day o Half the day oA little of the day

o Performs Manual Labor:

o Most of the day o Half the day oA little of the day

What activities do you do outside of work?

Have you ever been hospitalized? oNO
Have you had significant past trauma

Yes, if yes, why?
No 2aYes

Anything else pertinent to your visit today?
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Place a mark on “Yes” or “No” to indicate if you have had any of the following:
PAST PRESENT PAST PRESENT PAST PRESENT

Headache o oYes oNo High Blood Pressure - o Yes oNo Diabetes 0 oYes aoNo

Heart Attack o o Yes oNo

ChestPains o oYes oNo

Hhixha

5l'\_
X

Neck Pain o oYes oNo Excessive Thirst o oYes oNo

n=
L
[

Upper Back Pain o noYes oNo Frequent Urination o oYes aoNo

h
Hu

Mid Back Pain o oYes oNo Stroke o oYes aNo E Smoking/Tobacco m oYes oNo
Low Back Pain o oYes ©No Angina 0 oYes oNo % Drug/Alchohol o0 oYes oNo
Shoulder Pain o oYes oNo Kidney Stones o0 o Yes oNo ;%; Dependance o oYes oNo
Eibow/Upper Arm Pain o nYes oNo Kidney Disorder 0 nYes oNo E Allergies o nYes oNo

WristPain o oYes oNo | Bladder Infection o oYes oNo f If yes, list allergies:

Hand Pain o oYes o No Painful Urination o oYes aoNo %

HipPain o0 oYes oNo Loss of Bladder Control o oYes oNo % Depression o oYes oNo
Upper Leg Pain o oYes —No Prostate Problems o oVYes oNo % Systemic Lupus o oVYes oNo

Epilepsy o mYes oNo

Knee Pain o oYes oNo Anormal Weight Gain/ o oYes oNo

T

s

Dematitis/Eczema/Rash o oYes oNo
HIV/AIDS o ooYes oNo

Ankle/Foot Pain = oYes oNo Loss o oYes oNo

ik

A=A

[T,

Jaw Pain o oYes pNo Loss of Appetite o oYes oNo

RS

Joint Pain/Stiffness o oYes oNo Abdominal Pain o o Yes oNo

Arthritis 0 oYes oNo
Rheumatoid Arthritis o oYes oNo

Cancer o oYes oNo

Do you have any immediate family members with:
Heptatis o oYes oNo JALS 0O Cancer [ Diabetes L[1Lupus

Liver/Gall Bladder o oYes oNo Heart Problems Rheumatoid Arthritis
Disorder o oYes o No
Other:

Ulcer o0 oYes o No

AR SR

Tumor o nYes oNo

ﬁ'.

Y

a

Asthma o oYes coNo General Fatigue o oYes r1No

(i
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Chronic Sinusitis o o Yes oo No Muscular incoordination = oYes tiNo

Other:
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Visual Disturbances o oYes oNo

Dizziness 0 oYes o No

.. _.& L
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Name - For what?

re you taking any nutritional supplements? o No o Yes, if yes, please list:

Type/procedure (please describe) Date/Year (estimate)

Last visit date, approx.____ -

I NO OYES, if yes, who?
How would you rate your past results? @ GREAT 00 GOOD O FAIR O MIXED OO POOR




ften do you experience your symptoms?

r1 Gonstantly (76-100% of the time) r1 Geoasionally (26-50% of the time)
o Frequently (51-75% of the time) o intermittently (1-25% of the time)

3. riow would you describe the type of pain?

oSharp oNumb oDull oTingly oDiffuse o Achy oBuming o Shooting o Stff

o Sharp with moation o Shooting with motion o Stabbing with motion & Eleckric like with motion
oOther: =~~~ .

4. How are your symptoms changing with time?

o Getling Worse o Staying the Same o Getling Better

5. Using a scale from 0-10 (10 being the worst), how would you rate your problem?

O 1 2 3 4 5 6 7 8 9 10 (Flease circle)
6. How much has the problem interfered with vour work?

_ 2 Not at alf 3 A little bit o Mioderately 3 (luile a bit o extremely
1. How much hes the problem interfered with your social activities?

i Not at gl o3 A listle bit r Moderately Quite & bit o Extremnely
8. Who else have you seen for your problem?

o Chiropractor  © Neurologist ¢ Primary Care Physician 5 ER physician o Orthopedist  p Massage Therapist
o Physical Therapist o©oNoone oOther:

8. How leng have you had this problem? japproximatedate)

......

18. How do you think your problem began?

11. Do you consider this problem to be severe? cYes o Yes attimes ©No

Immpmm————————

..........
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MPLAINT #2 *
OTHER COMPLAINT)

2. How often do you experience your symptoms?

o Constantly (76-100% of the fime) o Occasionally (26-50% of the time)
o Freguently {51-75% of the time) 0 intermittently (1-25% of the time)

3. How would you describe the type of pain?

o Sharg o Nwtab cDull oTingly oDiffuse oAchy o Burning o Shooting o SHF
£ gl::rp with motion o Shooling with motien o Stabbing with motion & Electric Iike with motion
2 winer,
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4. riow are your symptoms changing with time?

o Getting Worse o Staying the Same 0 Gelting Betler

S. Using a scale from 0-10 {10 being the worst), how would you rate your probiem?

0 1 2 3 4 6§ 6 7 8 8 10(Please circie)
i 8. How much has the problem interfered with your work?

1 Not at all 03 A Hittle bit o Moderately o Quite a bit o Extremely
7. How much has the problem interfered with your gocial activities?

__ o3 Not af gl o A fittie bit o Moderately Ciuite a bit o Extremely
- 8. Who else have you seen for your problem?

o Ghiropractor o Neurologist o Primary Care Physician 1 ER physician  © Orthopedist 0 Massage Therapist
: Physical Therapist ocNoone opOtherr '

9. How long have you had this preblem? (approximate date)

10. How do vou think your problem began?

11. Do you consider this problem to be severe? nYes o VYes attimes o No

12. What &ggm'ai@a your problem?




COWLAINT #3 -

| 2. How often do you experience your symptoms?

o Constantly (76-100% of the time) o Oceasionally (26-50% of the time)
a Frequently (81-75% of the time) 0 intermittently (1-25% of the time)

| 3. How would you describe the type of pain?

oSharp oNumb obDull o Tingly oDifluse ocAchy o Burning o Shooting b Siiff

0 Sharp with motion 0 Shooting with motion o Stabbing with motion o Electric ke with motion
o Other B

,'-; 4. How are your symptoms changing with time?

o Getting Worse 1 Staying the Same 1 Getling Better

8. Using a scale from 0-10 {10 being the worst), how would you rate your problem?
! 0 1 2 3 4 58 7 8 9 10 (Flease circle)
6. How much has the problem interfered with your work?

1 ot at ali o A Hittle bit 0 Moderately et Qduite a bit o Exiremely
| 7. How much has the problem Interfered with your soclal activities?

_. o Not at al oAlitle bit o Moderately  Quite a bit o Extremely
f 8. Who else have you seen for your problem?

o Chiropractor o Neurologist o Primary Care Physician 0 ER physician o Orthopadist
o Physical Therapist o Noone o Other:

8. How long have you had this problem? {approximate ﬂﬁiﬂ} o

' o Massage Therapist

10. How do you think your problem began?

11. Do you consider this problem to be severe? o Yes o Yes, gitimes 1 No

12, What aggravates your probiem?

| 14. What alievistes your problem?




2. How often do you experience your symptoms?

0 Gonstantly (76-100% of the time) o QOceasionally (26-50% of the time)
o Frequently (51-75% of the time) - o Intermittently (1-25% of the time)

3. How would you dsscribe the type of pain?

oSharp aNumb oDul oTingly oDiffuse o Achy oBuming o Shooling o Stiff

a Sharp with motion 0 Shooting with motion o Stabbing with motion o Electric like with motion

—_—— . -

4. How are your symptoms changing with time?

o Getting Worse oz Staying the Same o Getting Better

J. Using a scale from 0-10 (10 being the worst), how would you rate your problem?

G 1 2 3 4 5 6 7 &8 8 10 (Please circle)
| 6. How much has the problem interfered with your work?

i Not at all 0 A little bit o Moderately b Quite a bit o Extremely
| 7. How much has the problem interfered with your social activities?

o Not at gli 1 A little bit o Moderately  Quite a bit o1 Extremely

8. Who else have you seen for your problem?

“ o Chiropractor o Neurologist o Primary Care Physician o ER physician o Orhopedist o Massage Therapis
o Physical Therapist o Noone Other

8. How long have you had this problem? {approximate date)

} 10, How do you think your problem began?

——— e L

11. Dovou consider this problem to be severe? nYes o Yes, attimes o No

12. What aggravates your problem? |
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The primary treatment used by the Doctors of Chiropractic
is spinal manipulative therapy. | will use that procedure to
treat you. | may use my hands or a mechanical instrument
Upon your boay in such a2 way as 1o move your ioints. They
may cause an audidle "pop” or "click”, much as you have

experienced when you “¢crack” your knuckles. You may
sense a feel of movement.
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As part of the analysis, examination, and treatment, you
are consenting to the following procedures:

- Spinal Manipulative Therapy - Range of Motion Testing
- Muscle Strength Testing — Radiographic Studies

- Palpation - Orthopedic Testing - Posture Analysis

- Hot/Cold Therapy — Vital Signs - EMS

- Basic Neuroiogical Testing - Laser Therapy

As with any healthcare procedurs, there are certain
compiications which may arise during chirgpractic
manipulation and therapy. These complications inciude
but are not limited 1o: fractures, disc injuries,
disiocations muscle strain cervical myelopathy
costovertebral strains and
types of manipulation of the neck have been associated
with injuries 10 the arteries in the neck leading to or
contributing to serious complications inciuding stroke.

Some patients wiil feel some stiffiness and soreness
following the first few days of treatment. The Doctor wiit

make every reasonabie effort during examination {0
screen for conifraindications to care; however, if you
have a condition that would otherwise not come o the
Doctor's attention it is your responsibility to inform the
Doctor.

[y e e o i el e e ed

Fractures are rare occurrences and generaily result from
some underlying weakness of the bone which we check

for during the taking of your history and during
examination and X-ray. Siroke has been the subject of

iremendous disagreement. The incidences of stroke are
exceedingly rare and are estimated to occur between

one in ong million and one in five million cervical
adiustments. The other complications are also generally

goserined as rare.

separations, and burns. Some

tmerst options for your condition may include:

- Self Administered, over-the-counier analgesics
and rest

- Medical care and prescription drugs such as anti-
inflammatory, muscle reilaxants, and pain Killers.
-Hospitaiization

-Surgery

if you choose the above noted "other ireatment
options” you should be aware that there are risks
and benefits of such options and you may wisn io
discuss these with your primary medical physiciarn.
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Hemaining untreated may aliow the formation of
adhesions and reduce mobility which may set up a
pain reaction further reducing mobility. Over time
this process may complicate treatment making it
more difficult and less effective the ionger it is

postponed.

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

{Please check the appropriate biock and sign beiow)

| have read [ ] or have had read 1o me | | the above
explanaiion of the chiropractic adjustment ang
reiated treatment. | have discussed it with

Dr. Gary Trupe &and have had my questions
answered to my satisfaction. By signing below, |
state that | have weighed the risks involved in
undergoing treatment and have decided that it is in
my best interest 10 undergo the treatment

recommended. Having been informed of the risks, |
hereby give my consent {o that treatment.

pated: _—

Patient's Name:

Patient’'s Signature:

Doctor’'s Signature:




of Privacy

TS NQTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABQUT YOU laaY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION, PLEABE REVIEW IT CAREFULLY.

In the course of vour care as a patient al eHIRD & LASER
, we may disciose personal and health related

information about you in the following ways:

«  Your protected heaith information, inciuding your
clinical records, may be disclosed to another heaith
care provider or hospital if it is necessary to refer you
for further disgnosis, assesament, or reatment.

« Your health carg records as well as your billiing records
may be disclosed to another party, such as an
insurance carrier, an #MQ, a PPO, or your empiloyer, if
they are or may be responsibie for the payment of
services provided 10 you.

o  Your name, address, phone number, and your heaith
care records may be used to contact vou regarcing

appointment  reminders,  information  about
alternatives to your present care, or other nealh
related information thal may be of interest ioyou.

You have a right to request restrictions on our use of your

nrotected health information for treatment, payment anc
operations purposes. Such requests are not automatic and
reguire the agreement of this office.

Your name, address, telephone number, e-mail aggress, ang
health records may be used to coniact you regarding
appointment reminders, information about aiternatives io your
nresent care, or other health related information that may be

of interest o you.

if you are not home to receive an appointment reminder or
other related information, a message may be leit on your
answer machine or with a person in your nousehoid. You
have a right to confidential communications and 1o request
resirictions relative to such contacts. You also have the right
io be contacted by allernative means or ai aliermnative

incations.

We are parmitted and may be required to use or disclose your
heaith information without your authorization in these
foliowing circumslances:

«  [f we provide health care services to you in an
emergency

= if we are required by law to provide care to you and
we are unable to obtain your consent afier
attempting to do so.

= If there are substantial barriers t0 communicating
with you:, but in our professional judgment we believe
that you intend for us to provide care.

. |f we are ordered by the courts or another appropriate

agency.

You have a right 1o receive an accouniing of any such
disclosure made by this office.

Any use or disciosure of your protecied health information,
other than as outlined above, will only be made upon your
written authorization, If you provide an authorization for
release of information you have the right to revoke that
authorization at a laterdate.

information that we use or disclose based on this privacy
notice may be subjecied to re-disclosure by the person 1o
whom we provide the information and may no longer be
protected by the federal privacy ruies. We normally provige
information about your health to you in person at the time
you receive chiropractic care from us. We may aiso mail
information to you regarding your health care or acout
the status of your account. | you wouid iike to receive
this information at an address other than your nome or, if

you Wolid

Like the information in a specific form please advise us in
writing as to your preferences.

You have the right to inspect and/or copy your health
information for as long as the information remains in our
files. in addition, you have the right to reguest an
amendment io your health information. Requests o
inspect, copy, or amend your health-related information
should be provided to us in writing. health information
therein. We are also required to provide you with this
notice of our privacy practices with respect 1o your healtn
information. We are further required by law fo abide by
the terms of this notice while it is in effect.

We reserve theright to alter or amend the terms of this
nrivacy notice. If changes are made to our privacy notice
we will notify you in writing as soon as possible following
the changes. Any Change in cur privacy notice will apply
for all of your heaith information in our files.

This notice is effective as FIRST DATE OF
TREATMENT. This notice, and any alierations or
amendments made hereto will expire seven vears
after the date upon which the record was created.
My signature acknowledges that | have received a

copy of this notice.

Dated:

Patient's Name:

Patient’'s Signature:




Pleagse read and initiz

[ acknowledge that | was provided a copy of the Notice of Privacy Practices (HIPAA).
have read them or declined the opporiunity 1o read them and understand the Notice

of Privacy Practices (HIPAA). | understand that this form will be placed in my patient

chart and maintained for six (8) years uniess | provide written notice to revoke this
authorization.

K

— lunderstand that the staff at CHIRO & LASER | may on occasion send me
notifications or newsletters via mail or e-mail. | authorize this type of

communication to the address and or e-mail address | have provided on my

initial paper work.

|l understand thai CHIRO & LASER | utilizes phone calls, text
messaging and e- mail messaging for appointment reminders and or missed
appointments. | authorize the staii at CHIRO & LASER to contact me with
these reminders and leave a voicemail message if necessary.

DA Pk P — e T ——— = o ===

S Y W WS T e e e = e e e s o

NATE

List below the names and relationship of people 1o whom you authorize the

Practice to release PHI (protected healthinformation).







