


Name: Case # Pg.2
Main Complaint How Bad? How Often?

When did it start? Getting Worse? Getting better?

What activity bothers it the most?

When is it at its best? When is it at its worst?

Rate the pain - (0 is pain free - 10 is unbearablepain) 1 2 3 4 5 6 7 8 9 10

Have you seen other chiropractors? Did you have a positive experience?

Secondary complaint?

Mark (c) for current problem, check (v') and indicate the age when you have had any of the following:

General

] Allergies

[ Depression
[] Dizziness

] Fainting

["] Fatigue

[ Fever

1 Headaches
[ Loss of sleep
L1 Mental illness
[ Nervousness
LI Tremors

LI Weight loss / gain

Muscle / Joint . Arthritis / rheumatism

] Bursitis

[ Foot trouble

[ Muscle weakness
] Low back pain

[[] Neck pain

L] Mid back pain

L] Joint pain

Skin . Boils

L1 Bruise casily

L1 Dryness

[ Hives or allergies
[ Ttching

[JRash

] Varicose veins
Eye, Ear, Nose & Throat
[ Colds

[ Deafness

1 Ear ache

[J Eve pain

1 Gum trouble

L1 Hoarseness

[ I Nasal obstruction
[ Nose bleeds

[J Ringing of the ears
[7] Sinus infection

] Sore throat

[ Tonsilitis

[[] Vision problems

Gastrointestinal

[] Abdominal pain

1 Bloody or tarry stool
[1 Colitis / Crohn’s

[1 Colon trouble

[] Constipation

[] Diarrhea

L1 Difficult digestion
L1 Diverticulosis

] Bloated abdomen
L1 Excessive hunger
[ Gallbladder trouble
L1 Hernia

] Hemorrhoids

[ Intestinal worms

[ Jaundice

[ Liver trouble

] Nausea

[] Painful defication

[ Pain over stomach
L1 Poor appetite
L1 Vomiting

L1 Vomiting of blood

Genitourinary

! Bed-wetting

[] Bladder infection
[] Blood in urine

[1 Kidney infection
[] Kidney stones

[ Prostate trouble

['] Pus in urine

LI Stress incontinence

L1 Urination

L1 Overnight more than twice
L1 More than 8x in 24hrs
[ Decreased flow/force

1 Painful urination

[ Urgency to urinate

Please list any medications you are currently taking and why?

Cardiovascular

"] High blood pressure
"] Low blood pressure
"] Hardening of the arteries
I Irregular pulse

[~] Pain over heart

[_] Palpitation

L1 Poor circulation

] Rapid heart beat

L1 Slow heart beat

] Swelling of ankles
Respiratory

] Chest pain

["] Chronic cough

] Difficulty breathing
["] Hay fever

[7] Shortness of breath
[7] Spitting up phlegm / blood
[] Wheezing

Women only

] Congested breasts
L1 Hot flashes

L] Lumps in breast

[ Menopause

] Vaginal discharge
Menstrual flow

[J Reg. [ [rreg. [ Pain / cramps

Days of flow: Lenght of cvele:

Date - 1st day last period:

Are you pregnant? [ yes, [ no
Il yes. how many months?

How many children do yvou have?
Birth control method:

Date of last PAP test:

[Inormal. Llabnormal

Date of last mamogram:

[T normal, L abnormal

Check any of the conditions

you have or have had:
[ Alcoholism

1 Anemia

L1 Appendicitis

L1 Arteriosclerosis
L] Asthma

| Bronchitis

L] Cancer

LI Chicken pox

1 Cold sores

[] Diabetes

[l Eczema

[1 Edema

[l Emphysema

[ Epilepsy

L] Goiter

L1 Gout

| Heart burn

| Heart disease

! Hepatitis

L1 Herpes

["1 High cholesterol
[ HIV/AIDS

] Influenza

[1 Malaria

[ Measles

[] Miscarriage

L1 Multiple sclerosis
L] Mumps

L1 Numbness/tingling
| Pace maker

L1 Osteoporosis

L} Pneumonia

[ Polio

['] Rheumatic fever
[ Stroke

[} Thyroid disease
[] Tuberculosis

[ Uleers







Consent for Use or Disclosure of health Information

Our Privacy Pledge

We are concerned with protecting your privacy. While the law requires us to give you this disclosure, please understand that we have,
and always will, respect the privacy of your health information.

There are several circumstances in which we may have to use or disclose your health care information.

@ \We may have to disclose your health information to another health care provider or a hospital if it is necessary to refer you to
them for the diagnosis, assessment, or treatment of your health condition.

® \We may have to disclose your health information and billing records to another party if they are potentially responsible for the
payment of your services.

@® We may need to use your health information within our practice for quality control or other operational purposes.

We have a more complete notice that provides a detailed description of how your health information may be used or disclosed. You have
the right to review that notice before you sign this consent form ( 164.520). We reserve the right to change our privacy practices as
described in that notice. If we make a change to our privacy practices, we will notify you in writing when you come in for treatment or by

mail, Please feel free to call us at any time for a copy of our privacy notices.

Your right to limit uses or disclosures

You have the right to request that we do not disclose your health information to specific individuals, companies, or organizations. If you

would like to place any restrictions on the use or disclosure of your health information, please let us know in writing. We are not required
to agree with your restrictions. However, if you agree with our restrictions, the restriction is binding on us.

Your right to revoke your authorization

You may revoke your consent to us at any time; however, your revocation must be in writing. We will not be able to honor your
revocation request if we have already released your health information before we receive your request to revoke your
authorization. If you were required to give your authorization as a condition of obtaining insurance, the insurance company
may have a right to your health information if they decide to contest any of your claims,

| have read your consent policy and agree to its terms. | am also acknowledging that | have received a copy of this notice.

Printed Name Authorized Provider Representative

Signature Date

Date



Informed Consent to Chiropractic Treatment

The nature of chiropractic treatment: The doctor will use his’her hands or a mechanical device in order to move
your joints. You may feel a"click" or "pop", such as the noise when a knuckle is"cracked", and you may feel
movement of the joint. Various ancillary procedures, such as hot or cold packs, electric muscle stimulation,
therapeutic ultrasound or dry hydrotherapy may also be used.

Possible Risks: Aswith any health care procedure, complications are possible following a chiropractic
manipulation. Complications could include fractures of bone, muscular strain, ligamentous sprain, dislocations of
joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury or stroke could occur upon
severe injury to arteries of the neck. A minority of patients may notice stiffness or soreness after the first few days of
treatment. The ancillary procedures could produce skin irritation, burns or minor complications.

Probability of risks occurring: The risks of complications due to chiropractic treatment have been described as
"rare", about as often as complications are seen from the taking of asingle aspirin tablet. The risk of cerebrovascular
injury or stroke, has been estimated at one in one million to one in twenty million, and can be even further reduced
by screening procedures. The probability of adverse reaction due to ancillary proceduresis also considered "rare'”.

Other treatment options which could be consider ed may include the following:

e  Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver and
kidneys, and other side effects in a significant number of cases.

e Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs include
amultitude of undesirable side effects and patient dependence in a significant number of cases.

e Hogspitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in
a significant number of cases.

e Surgeryin conjunction with medical care adds the risks of adverse reaction to anesthesia, as well asan
extended convalescent period in a significant number of cases.

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other
degenerative changes. These changes can further reduce skeletal mobility, and induce chronic pain cycles. It is quite
probable that delay of treatment will complicate the condition and make future rehabilitation more difficult.

Unusual risks: | have had the following unusual risks of my case explained to me.

| have read the explanation above of chiropractic treatment. | have had the opportunity to have any questions
answer ed to my satisfaction. | have fully evaluated therisks and benefits of undergoing treatment. | have
freely decided to under go the recommended treatment, and her by give my full consent to treatment.

Printed Name Signature Date

WITNESS:

Printed Name Signature Date
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