PEDIATRIC PATIENT INTRODUCTION

CHILD's NAME: MOTHER'S NAME:

CAse NUMBER: FATHER'S NAME:

ADDRESS: City/TOwN: STATE: Zip:
HoME PHONE: MOTHER'S WORK PHONE: MoOTHER's CELL PHONE:
EMAIL: FATHER'S WORK PHONE: FATHER'S CELL PHONE:
BIRTH DATE: AGE: SEX: NUMBER OF SIBLINGS: REFERRED BY:
BIRTHWEIGHT:_____ BIRTHLENGTH:___ CURRENT WEIGHT: CURRENT LENGTH:
THIRD TRIMESTER PRESENTATION: VERTEX____ BREECH____ TRANSVERSE____ FACE/BRrROw.
TYPE OF BIRTH: NORMALVAGINAL_____ Forceps____ CESAREAN____ SucTioN Cap or VACUUM
LocATION: HomMeE____ BIRTHING CENTER HospiTAL___

PrROBLEMS DURING PREGNANCY:

PROBLEMS DURING LABOR/DELIVERY:

APGAR SCORES: \WAS THERE PRESENCE AT BIRTH OF: JAUNDICE (YELLow)? ___ CvANoOsIs (BLUE)?
CONGENITAL ANOMALIES/DEFECTS? IF YES, PLEASE EXPLAIN?

INFANT FEEDING: BREAST. BoTTLE IF BOTTLE, WHICH FORMULA?

NuUMBER OF HOURS SLEEPING PERNIGHT:____ QuALITY oF SLeep: GooD FAIR Poor

OBSTETRICIAN/MIDWIFE:

PEDIATRICIAN/FAMILY MD:

DATE OF LAST ViIsIT: PURrRPOSE:

IMMUNIZATION HISTORY:

NUMBER OF DOSES OF ANTIBIOTICS YOUR CHILD HAS TAKEN: DURING THE PAST SIX MONTHS_______ DURING HIS/HER LIFETIME

Previous CHIROPRACTOR:

DATE OF LAST VISIT: PURPOSE:

HAS YOUR CHILD EVER BEEN TREATED ON AN EMERGENCY BASIS?______ IF YES, PLEASE EXPLAIN:

PURPOSE OF THIS APPOINTMENT:

INSURANCE/BILLING INFORMATION: PoLicy #:

6000000600000 000000000000000000000000060000000000000000000000000000000000000000000600000000e600000000000000000000000000000000000000000000

AUTHORIZATION FOR CARE OF MINOR

| HEREBY AUTHORIZE THIS OFFICE AND ITS DOCTOR(S) TO ADMINISTER CARE AS THEY SO DEEM NECESSARY TO MY
SON/DAUGHTER/WARD (UPON APPROVAL OF PARENT OR GUARDIAN).

SIGNED: WITNESSED: DATE

| REALIZE THAT | AM RESPONSIBLE FOR ALL FEES CHARGED BY THIS OFFICE AND | AGREE TO PAY FOR ALL SERVICES PROVIDED.
X-RAYS REMAIN THE PROPERTY OF THIS OFFICE.

SIGNED: DATE
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PEDIATRIC CASE HISTORY

DELIVERY/BIRTH HISTORY:

AT WHAT AGE DID THE CHILD:
RESPOND TO SOUND.

SIT ALONE

CRAWL

FoLLow AN OBjecT wiTH His/HER EYES

STAND

HoLb Heap Up

AT WHAT AGE, IF EVER, DID THIS CHILD SUFFER FROM THE FOLLOWING CHILDHOOD DISEASES?

CHICKENPOX____ Muwmps

Rugeota___ WHooPING COUGH

HAS THIS CHILD EVER SUFFERED FROM:

[0 HEADACHES
[] DizzINESS
] FAINTING

[] Seizures/CONVULSIONS

] HeART TROUBLE

[] CHRONIC EARACHES

] SiNnus TROUBLE
[0 ASTHMA

[0 CoLbs/FLu

Ll ColLic

[] ORTHOPEDIC PROBLEMS
[J Neck PROBLEMS

] ARM PROBLEMS

[J LeEc PROBLEMS

[0 JoINT PROBLEMS

[0 BACKACHES

] PooR POSTURE

[ ScotLiosis

0 WALKING TROUBLE

[J BROKEN BONES

HAS THIS CHILD EVER SUFFERED THE FOLLOWING SPINAL TRAUMAS?

MEASLES

WALK ALONE
RUBELLA

OTHER
[0 DiGEesTIVE DISORDERS [0 BEHAVIORAL PROBLEMS
[J PooR APPETITE [0 ADD/ADHD
[] SToMACH ACHES [] RUPTURES/HERNIA
0 REFLUX 0 MuscLE PAIN
[0 CONSTIPATION [0 GRrowING PAINS
[] DIARRHEA [0 ALLERGIES TO
[ DIABETES [0 ALLERGIES TO
[J HYPERTENSION [J ALLERGIES TO
[ ANEMIA 0 OTHER
[0 Bep WETTING 0 OTHER

] FALL IN BABY WALKER
] FALL FROM CRIB
] FALL FROM HIGHCHAIR

[0 FALL FROM CHANGING TABLE

HAS THIS CHILD EVER SUSTAINED AN INJURY PLAYING ORGANIZED SPORTS?

(] FALL FROM BED OR COUCH
[0 FALL OFF SWING

[l FALL OFF SLIDE

[J FALL OFF MONKEY BARS

IF YES, PLEASE EXPLAIN:

(] FALL OFF SKATEBOARD OR SKATES
(] FALL OFF BICYCLE

[(J FALL DOWN STAIRS

[0 OTHER

HAS THIS CHILD EVER SUSTAINED INJURIES IN AN AUTO ACCIDENT?

|F YES, PLEASE EXPLAIN:

PRESENT HISTORY:

SURGERY:

MEDICATIONS:

ACCIDENTS:

FAMILY HISTORY:
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Informed Consent for Chiropractic Care at
Gray Family Chiropractic, PLLC

Chiropractic care, like all forms of health care, while offering considerable benefit may also
provide some level of risk. This level of risk is most often very minimal, yet in rare cases injury
has been associated with chiropractic care. The types of complications that have been reported
secondary to chiropractic care include sprain/strain injuries, irritation of a disc condition, and
rarely, fractures. One of the rarest complications associated with chiropractic care, occurring at
a rate between one instance per one million to one per two million cervical spine (neck)
adjustments may be a vertebral artery injury that could lead to stroke.

Prior to receiving chiropractic care at this Chiropractic office, a health history and physical
examination will be completed. These procedures are performed to assess your specific
condition, your overall health and, in particular, your spine health. These procedures will assist
us in determining if chiropractic care is needed, or if any further examinations or studies are
recommended. In addition, they will help us determine if there is any reason to modify your care
or provide you with a referral to another health care provider. All relevant findings will be
reported to you along with a care plan prior to beginning care.

I understand and accept that there are risks associated with chiropractic care and give my
consent to the examinations that the doctor deems necessary, and to the chiropractic care
including spinal adjustments, as reported following my assessment.

Patient Name (printed) Relationship to patient
Patient or legal Guardian Signature Date
Witness Signature (office staff) Date

Reviewed by Doctor Date



PATIENT BILLING AND ASSIGNMENT FORM

To: Gray Family Chiropractic

In consideration of your undertaking treatment at this office, I agree to the following:
(Please initial each statement and sign and date at the bottom)

Due to constant changes in all insurance plans, I agree to be solely responsible for
knowing my chiropractic benefits. Our office will do our best to verify benefits for you,
however, it is your responsibility to update us when any changes occur in your plan, or to
let us know when you have a new insurance plan. [ will be responsible for all charges
that my insurance company does not pay or cover.

I will be financially responsible for any co-payments, co-insurance, and
deductibles for covered services, as well as responsible for services that exceed benefits
limits. I will also be financially responsible for all non-covered services as defined by
my health plan contract.

For patients with some United Healthcare plans: these plans are administered by
the OptumHealth Care Solutions and these plans require us to obtain authorization for
any chiropractic treatment. OptumHealth Care Solutions will only authorize acute care,
and they will NOT cover wellness or maintenance care. You will be financially
responsible for any visits that are not authorized and covered by OptumHealth Care
Solutions, regardless of your benefits from United Healthcare. (only initial if you have
UHC)

For patients with BCBS except for City of Cary and SAS employees, Cigna, and
all Medicare plans will only authorize acute care, and they will NOT cover wellness or
maintenance care.

Gray Family Chiropractic is authorized to release any information deemed
appropriate concerning my physical condition to any insurance company, attorney or
adjuster in order to process and claim reimbursement of charges incurred at this office.

I authorize the direct payment to Gray Family Chiropractic of any sum I now or
hereafter owe you by my attorney or insurance company, to reimburse me for the total
charges for services from Gray Family Chiropractic. I am also aware that any amount
past due over 60 days will be charged a monthly interest fee of 1 /2 % until final payment
is received.

Patient name — Printed Date

Patient Signature Office Representative
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