| CHIROPRACTIC REGISTRATION & HISTORY

FATIENT INFORMATION

Date

SS/HIC/Patient 1D #

Patient Name

Last Name

First Name Middie Initial
Address
City
State Zip
E-rnail
Sex M [OF Age
Birthdate
[ Married [ Widowed [ Single I Minor
[ Separated [l Divarced 1 Partnered for years
Occupation

Patient Employer/School

Employer/School Address

Employer/School Phone | ]

Spouses Name

Birthdate

55#

Spouses Employer

Whom may we thank for referring you?

INSURANCE

Whea is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? []Yes [JNo

Subscribers Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| certify that I. and/or my dependentfs|, have insurance coverage with

and assign directly to

Name of Insurance Company/ies)

Dr. 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 all insurance submissions.

The above-named doctor may use my health care information and may disciose
such information to the above-named Insurance Companylies) 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

Date Relationship to Patient

PHONE NUMBERS

Cell Phone | )

Home Phone | |

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

Name Relationship

Home Phone | | Work Phone | )

ACCIDENT INFORMATION

Is condition due to an accident? [] Yes [ No Date
Type of accident [JAuto [Work [JHome [JOther

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

Attorney Name (if applicable)

PATIENT CONDITION

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [ Yes [JNo [ Unknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 [least pain) to 10 {severe pain)

Type of pain: [] Sharp O Dull [ Throbbing  [] Numbness [ Aching [] Shooting Wl Y b
OBurning [OTingling [ Cramps [ stiffness .. (] Swelling  [] Other \

How often do you have this pain? ()|

Is it constant or does it come and go? \ !il‘ 'I

Does it interfere with your [] Work [ Sleep  [J Daily Routine [ Recreation L I

Activities or movements that are painful to perform [ Sitting [ Standing [ Walking [ Bending [ Lying Down
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HEALTH HISTORY.

What treatment have you already received for your condition? [] Medications [ Surgery

[ Chiropractic Services [] None [[] Other

[ Physical Therapy

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray. Urine Test.
Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on "Yes” or “No” to indicate if you have had any of the following:
AIDS/HIV dYes [INo Diabetes CdYes [ONo Liver Disease [JYes [ONo Rheumatic Fever OYes [ No
Alcohalism OYes [JNo Emphysema CdYes [JNo  Measles [dYes [JNe Scarlet Fever CdYes [No
Allergy Shots [OYes CONo Epilepsy [JYes [INe Migraine Headaches [JYes [JNo  Sexually
Anemia [dYes [JNe Fractures CYes [ONo Miscarriage [JYes []No gir;;:':tted CYes [N
Anorexia [JYes [INo Glaucoma [JYes [[INo Mononucieosis [JYes [No Stroke OYes []No
Appendicitis ClYes [INo Goiter [Oyes [ONo  Multiple Sclerosis [JYes [ No Suicide Attempt Yes [JNo
Arthritis [OYes [INe Gonorrhea OYes [ONo Mumps CYes ONo Thyroid Problems  []Yes []No
Asthma dYes [JNo Gout [OYes [JNo Osteoporosis CYes [JNo Tonsillitis CYes [INo
Bleeding Disorders [Yes [JNo  Heart Disease CIYes [JNo  Pacemaker [dYes [JNo Tuberculosis CJYes [JNo
Breast Lump CYes TONo  Hepatitis CYes [JNo Parkinsons Discase [JYes []No Tumors, Growths  [J¥es [ No
Bronchitis Oves [ONo Hernia [OYes [JNo Pinched Nerve CYes [JNo Typhoid Fever OJYes [JNo
Bulimia [JYes [ONe Herniated Disk [JYes [JNe Pneumonia CvYes [1No Ulgeis Olves [JNo
Cancer CYes CONo Herpes ClYes [ONo Polio JYes []No Vaginal Infections [ Yes []No
Cataracts [dYes [ No H;gsslﬂ:a‘:d e i Prostate Problem [dYes []No Whooping Cough [ Yes [ No
Chemical Prosthesis [dYes [INo Other

Dependency OYes [ONo High Cholesterol dYes [INo Psychiatric Care OYes [JNo
Chicken Pox OYes [INo Kidney Disease OYes []No Rheumatoid Ahrits [] Yes [ No
EXERCISE WORK ACTIVITY HABITS
[ None [ sitting ] Smoking Packs/Day
[ Moderate [ Standing [] Alcohol Drinks/\Week
[ Daily [ Light Labor [ Coffee/Caffeine Drinks Cups/Day
[J Heavy [[] Heavy Labor [ High Stress Level Reason

Are you pregnant? []Yes []No Due Date

Injuries/Surgeries you have had Description

Falls

Date

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES

VITAMINS/HERBS/MINERAI

Pharmacy Name

Pharmacy Phone | )




Patient Name

Date of Accident

Time of Accident

Please describe the accident in your own words:

Oam.
Opm

[ Driver

Were you the:
y [J Rear Passenger

[ Front Passenger
[ Pedestrian

How many people were
in the accident vehicle?

Road/Street Name

City/State

Nearest intersection with road/street

Which direction were you headed?

Driving conditions [0 Dry [0 Wet [ lcy [J Other

Speed you were traveling?

Make and model of vehicle you were in:

‘Was impact from :

Were you wearing a seatbelt? OYes. OO No
If yes, what type? O Lap [ Shoulder

Was vehicle equipped with airbags? [JYes [ No
Iif yes, did itthey inflate properly? [JYes [JNo

Did your seat have a headrest? OYes [ONo
If yes, what was the position of the headrest?
[J Low 0 Midposition [ High

Make and model of other vehicle

Did your car impact another vehicle? [ Yes [J No
O Yes [ No

Did your car impact a structure?
If yes, explain

Did any part of your body strike anything in the vehicle?

[0 Yes [ONo If yes, explain

O Front [ Rear [ Left [ Right [J Other

At the time of impact were you:
[ Looking straight ahead
[ Looking to the left
O Looking up

[J Looking to the right
[ Looking down

Were both hands on the steering wheel? [J Yes [J No
If no, which hand was on the wheel? [J Right [] Left

Was your foot on the brake? OYes [ONo
If yes, which foot was on the brake? [ Right [] Left

Were you: [J Surprised by impact [] Braced for impact

Which direction was other vehicle headed?
Speed other vehicle was traveling

Did the police come to the accident site? [JYes [ No

Were there any witnesses? CYes [INe
Was a police report filed? COYes [ONo
Was a traffic violation issued? OYes [ONo

If yes, to whom?

Over



Were you unconscious immediately after the accident? [ Yes [JNo If yes, for how long?

Please describe how you felt immediately after the accident:

. TREATME}

Did you go to the hospital? [J] Yes [JNo

When did you go? [J Immediately after accident [J Next day [J 2 days or more after the accident f
How did you get to the hospital? [J Ambulance [ Private transportation

Name of hospital Name of doctor

Diagnosis

Treatment received

1 X-rays taken

[0 Arm/shoulder pain [0 Feet/toe numbness
O Back pain [] Handffinger numbness
O Back stiffness O Headaches

[0 Chest pain O Irritability

O Dizziness [0 Jaw problems

O Ear buzzing O Leg pain

[0 Ear ringing [J Memory loss

[0 Fatigue [J Nausea

Is this condition getting progressively worse? [1Yes I No [J Unknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: [ Sharp O Dull [ Throbbing [ Numbness
[J Aching [JShooting O Buming O Tingling
[J CGramps [ stiffness [J Swelling {J Other.

How often do you have this pain?

Have you been able to work since this injury? [] Yes [] No How many work days have you missed?
Prior to the injury were you able to work on an equal basis with others yourage? [JYes [JNo
If you have had any of the following symptoms since your injury, please /] check:

[0 Neck pain

0 Neck stiff

O Shortness of breath
O Sleep difficulty

[0 Stomach upset

O Tension

[] Vision blurred

2

Is it constant or does it come and go?

Does it interfere with your:  [JWork [JSleep [ Daily Routine [ Recreation
Activities or movements that are painful to perform: [ Sitting [ Standing

[ Bending [J Lying Down

[J Walking

I certify that the above information is correct to the best of my knowledge.

Patient Signature Date




INFORMED CONSENT
DOCTOR-PATIENT RELATIONSHIP IN CHIROPRACTIC

CHIROPRACTIC

It is important to acknowledge the difference between the health care specialties of chiropractic, osteopathy, and
medicine. Chiropractic health care seeks to restore health through natural means without the use of medicine or
surgery. This gives the body maximum opportunity to utilize its inherent recuperative powers. The success of the
chiropractic doctor’s procedures often depends on environment, underlying causes, physical and spinal conditions. It is
important to understand what to expect from chiropractic healthcare services.

ANALYSIS

A doctor of chiropractic conducts a clinical analysis for the express purpose of determining whether there is evidence
of Vertebral Subluxation Syndrome (VSS) or Vertebral Subluxation Complexes (VSC). When such VSS and VSC
complexes are found, chiropractic adjustments and ancillary procedures may be given in an attempt to restore spinal
integrity. It is the chiropractic premise that spinal alignment allows nerve transmission throughout the body and gives
the body an opportunity to use its inherent recuperative powers. Due to the complexities of nature, no doctor can
promise you specific results. This depends upon the inherent recuperative powers body.

DIAGNOSIS

Although doctors of chiropractic are experts in chiropractic diagnosis, the VSS and VSC, they are not internal medical
specialties. Every chiropractic patient should be mindful of his/her own symptoms and should secure other opinions if
he/she has any concern as to the nature of his/her total condition. You doctor of chiropractic may express an opinion as
to whether or not you should take this step, but you are responsible for the final decision.

INFORMED CONSENT FOR CHIROPRACTIC CARE

A patient, in coming to the doctor of chiropractic, gives the doctor permission and authority to care for the patient in
accordance with the chiropractic tests, diagnosis and analysis. The chiropractic adjustment or other clinical procedures
are usually beneficial and seldom cause any problem. In rare cases, underlying physical defects, deformities, or
pathologies may render the patient susceptible to injury. The doctor, of course, will not give a chiropractic adjustment,
or health care, if he/she is aware that such care may be contraindicated. Again, it is the responsibility of the patient to
make it known or to learn from healthcare procedures whatever he/she is suffering from: latent pathological defects,
illnesses, or deformities which would otherwise not come to the attention of the doctor of chiropractic. The patient
should look to the correct specialist for the proper diagnostic and clinical procedures. The doctor of chiropractic
provides a specialized, non-duplicating health service. The doctor of chiropractic is licensed in a special practice and is
available to work with other types of providers in your health care regime.

RESULTS

The purpose of chiropractic services is to promote natural health through the reduction of the VSS or VSC. Since there
are so many variables, it is difficult to predict the time schedule or efficacy of the chiropractic procedures. Sometimes
the response is phenomenal.

In most cases there is a more gradual, but quite satisfactory response. Occasionally, the results are less than expected.
Two or more similar conditions may respond differently to the same chiropractic care. Many medical failures find
quick relief through chiropractic. In turn, we must admit that conditions that do not respond to chiropractic care may
come under control or be helped through medical science. The fact is that the science of chiropractic and medicine
may never be so exact as to provide definite answers to all problems. Both have made great strides in alleviating pain
and controlling disease.

TO THE PATIENT
Please discuss any questions or problems with the doctor before signing this statement of policy.

I have read, and understand the foregoing.

Date Signature



CONSENT FOR USE OR DISCLOSURE OF HEALTH INFOE.MATION

Our Privacy Pledge

We are very 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.

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

e 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.

e 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; we will notify you in writing when you come in for treatment or
by mail. Please feel free to call us 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 to your restrictions. However, if we agree with your
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

ARIZONA SPORTS CHIROPRACTIC & WELLNESS CENTER
4550 E BELL ROAD BLDG. 6 STE. 152
PHOENIX, AZ 85032



MISSED APPOINTMENT POLICY

At Arizona Sports Chiropractic and Wellness Center, we are dedicated to providing the highest
quality of treatment at the most affordable prices possible. When we schedule appointments,
we set aside time and professional resources to meet the individual needs of our patients. This
sometimes will mean that we need to bring in additional staff members at an added cost to the
facility in order to ensure the quality of care that each patient receives while in our office. If you
were to take a survey of other Chiropractic offices in the area, you would find that the amount
of services we offer for the price we ask is an extreme value. However, when a patient fails to
show up for an appointment, our valuable resources are idle. More importantly, a patient care
opportunity is missed.

We understand that there are occasions when a patient must miss an appointment due to
unforeseen circumstances or a scheduling conflict beyond his or her control. In this event, we
ask that you call our office and reschedule your appointment. This courtesy allows our office
staff to schedule another patient who is also in need of care or to appropriately adjust our
staffing.

Due to an increasing amount of “missed appointments”, we are having to become more strict
on our office’s cancellation policies. Please sign below, acknowledging your understanding
that you will be charged a $25.00 missed appointment fee if you fail to give proper notice for
cancelling your appointments.

Again, | am committed to providing you with the best care possible at the most affordable
prices. Helping us with this matter will ensure that we can continue to do that.

Patient Signature Date

Patient Name



