PATIENT INFORMATION

Flrst Name: Last Name:

Street Address:

City: Zip Code:

Home Phone:

Cell Phone:

E-Mail Address: .

Birthdate: / / Sex: (F/M)

Marital Status: (M/S/D/W/SP)

Social Security Number:

Are you eligible for Medicare? Yes #

Who Referred You?

Occupation:

Employer:

Work Phone: Fax:

Initial Vist: / /







Patient Health Questionnaire

DOB

Patient Name Date

1. When did your symptoms start: Describe your symptoms and how they began:

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
[ Constantly (76-100% of the day)

[ Frequently (51-75% of the day)
[ Occasionally (26-50% of the day)
[ Intermittently (0-25% of the day)

3. What describes the nature of your symptoms?

Osharp I shooting
CObulache  [JBurning
CINumb O Tingling

4. How are your symptoms changing?
[ Getting Better

[ Not Changing
[ Getting Worse <) \s =
None Unbearable
5. How bad are your symptoms at their: aworst ® @@ @ ® @ ® ©® @ ® 0 ®
bbest © ® ® ® ® ® © ©® ©® © O
6. How do your symptoms affect your ability to perform daily activities?
© O] @ ® ) ® ® @ ® ® ®
No complaints Mild, forgotten Moderate, interferes Limiting, prevents Intense, preoccupied Severe, no
with activity with activity full activity with seeking relief activity possible
7. What activities make your symptoms worse:
8. What activities make your symptoms better:
9. Who have you seen for your symptoms? CONo One [ Medical Doctor [CJOther
CJOther Chiropractor [ Physical Therapist
a. When and what treatment?
b. What tests have you had for your symptoms ~ []Xrays date: CT Scan date:
d ?
and when were they performed COOMRI  date: CIOther  date:
10. Have you had similar symptoms in the past? [JYes OONo
a. If you have received treatment in the past for  []This Office [ Medical Doctor [ Other
the same or similar symptoms, who did you see? [OJother Chiropractor [ Physical Therapist
] ¢i 2 OProfessional/Executive [ Laborer O Retired
1. What is your occupation Ownite Collar/Secretarial  [] Homemaker [Oother
Clinic Assistant [Tradesperson [ FT Student ‘
a. If you are not retired, a homemaker, or a O Full-time [ Self-employed CJoff work
student, what is your current work status? [JPart-time [J Unemployed [CJother

12. What do you hope to get from your visit/treatment (select all that apply):

[CJReduce symptoms ] Explanation of condition/treatment [J How to prevent this from occurring again
[OResumefincrease activity ~ [JLearn how to take care of this on my own O

Patient Signature Date




i‘

Patient Health Questionnaire -]’ page 2

Patient Name

What type of regular exercise do you perform?

ChiroCare of Wisconsin, Inc.

What is your height and weight?

For each of the conditions listed below,

CINone

Date

DCB

CLight

Height |

Inches

Feet

a Moderate

W

place a check in the Past column if you have ha

If you presently have a condition listed below, place a check in the Present column.
Past Present

:

O

:

OO 0000 O717 017111

Headaches
Neck Pain
Upper Back Pain
Mid Back Pain
Low Back Pain

Shoulder Pain
Elbow/Upper Arm Pain
Wrist Pain

Hand Pain

Hip/Upper Leg Pain
Knee/Lower Leg Pain
Ankle/Foot Pain

Jaw Pain

Joint Swelling/Stiffness
Arthritis
Rheumatoid Arthritis

General Fatigue
Muscular Incoordination
Visual Disturbances
Dizziness

O 1000 0011

0
H

Past Present

High Blood Pressure

Heart Attack

Chest Pains

Stroke

Angina

Kidney Stones

Kidney Disorders

Bladder Infection

Painful Urination
BLOSS of Bladder Control

Prostate Problems

[[] Abnormal Weight Gain/Loss
[[]Loss of Appetite
[C]Abdominal Pain

| | Ulcer

|| Hepatitis

|| Liver/Gall Bladder Disorder

[[] cancer
[ Tumor

B Asthma
Chronic Sinusitis

Indicate if an immediate family member has had any of the following:

[CJRheumatoid Arthritis

List all prescription and over-the-counter medications, and nutritional/herbal supplemer|

[ Heart Pro

biems

[ Diabetes [ Cancer

.

Past Pi

OOO00O OO OO

Femal

1

Other

OLu

Veight

sent

[Ostre wous

.Ilbs.
o

the condition in 'he past.

Diabetes
Excessive Thirst
| Frequent Urinatic 2

Smoking/Use Tok acco Products
Drug/Alcohol Dependence

Allergies
Depression
Systemic Lupus
Epilepsy
Dermatitis/Eczen-a/Rash
HIV/AIDS

Only
Birth Control Pills

Hormonal Replacement
Pregnancy

lealth Problems/Issues

's you are taking:

List all the surgical procedures you hat

e had and times you have been hospitalized:

Patient Signature Date
| Doctor’s'Additianal Cominents)
Doctors Signature Date




PERCEPTION OF PAIN FINDINGS

(For patient to complete)

Name:

Date of accident or onset of symptoms Date of first visit

GRADE LEVEL OF PAIN FROM 1 TO 5:
Please check which Grade Level applies to your particular injury.

Grade 0 Grade 1 Grade 2 Grade 3 Grade 4 Grade 5
(None)  (Very Mild) (Mild) (Moderate) (Severe)  (Very Severe)

Headaches

Shoulder Pain
(right / left)

Arm Pain
(right / left)

Chest pain

Upper Back Pain
(right / left)

Low Back Pain
(right / left)

Hip Pain
(right / left)

Leg Pain
(right / left)

Other
(right / left)

SIGNATURE:







Evertruth Healthquest Center with Michael Chiropractic

Billing and Payment

To our patients,

In the past, billings for treatment were handled efficiently and prompty by insurance
companies. This allowed patients to assign benefits/payment directly to their doctors. The
insurance crisis of recent years has caused a dramatic change for the worse in the insurance
companies’ willingness to deal faithfully with doctors. Add to this the rapidly rising costs of
running a private practice and it has become necessary for us to restructure our billing
procedure.

We do not accept insurance in our office as a form of payment. Patients are requested to pay for
services at the time of treatment. Our office accepts credit cards (Visa, MasterCard, American
Express, and Discover) as well as checks or cash payments. Any issues with payment must be
discussed with your doctor before treatment.

For our patients who are eligible for Medicare, we are now a Medicare NON-PAR provider and
by law we must submit claims on their behalf unless we are given instructions not to do so.
Make sure to inform the front desk if the patient has medicare so that way we can record the
necessary information for submittal. Please bear in mind that our submission of your visits
to Medicare is in no way a guarantee of reimbursement.

Alternately, we are not a contracted provider with any private insurance companies,
meaning we are not a member of any insurance networks. We can provide you with a
“Super-Bill” which has the breakdown of codes and charges that insurance companies require
for possible reimbursement. However, because we are not a member of any networks, the
Super-Bill might not be enough for reimbursement. Some insurance companies require pre-
authorization and/or additional reports that we are not able to provide for you. As a result you
may only be reimbursed for a portion, if any, of your visits.

This office has a 24 hour cancellation policy. If we are not notified within 24 hours, you
will be responsible for the full amount of your appointment.
*Initial here

Please read and sign after the following statements:

I understand that I am personally responsible for all charges for professional services rendered
on my behalf. Since payment for services is in no way contingent upon insurance coverage, I
will make arrangements for any delayed payment prior to my appointments.

Signature: Date:







Informed Consent to Chiropractic Treatment

As with any healthcare procedure, there are certain complications which may arise during
chiropractic manipulation and therapy. Doctors of Chiropractic are required to advise patients
that there are risks associated with such treatment. In particular you should note:

1. Some patients may experience some stiffness or soreness following the first few
days of treatment.

2. Some types of manipulation have been associated with injuries to the arteries of
the neck leading to or contributing to serious complications including stroke. This
occurrence is exceptionally rare and remote. However, you are being informed of
the possibility, regardless of the extreme remote chance.

3. Your doctor will make every effort to screen for any contraindications to care,
however, if you have a condition that would otherwise not come to his or her
attention, it is your responsibility to inform him or her.

4. Other complications may include fractures, disc injuries, dislocations, muscle
strain, cervical myelopathy, costovertebral strains and separations and burns.

The probabilities of these complications are rare and generally result from some underlying
weakness of the bone or tissue which your doctor will check for during the history, examination
and x-ray (when warranted).

I acknowledge that I have had the opportunity to discuss the associated risks as well as the
nature and purpose of treatment with my chiropractor.

I consent to the chiropractic treatments offered or recommended to me by my
chiropractor, including spinal manipulation. I intend this consent to apply to all my
present and future chiropractic care.

Patient Signature Patient Name (Please Print)

Witness Signature Witness Name (Please Print)

Date






HIPAA Notice of Privacy Practices

- Michael Chiropractic, Inc. .~ .
4444 W. Riverside urbank, CA 91505-40

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW CAREFULLY.

ofice,

Our Obli'g- -étu‘a‘ns
We are required by law to:

« Maintain the privacy of protected health information
« Give you the notice of your legal duties and privacy practices regarding health information about you
« Follow the terms of our notice that is currently in effect

How We May Use and Disclose Health Information

Described as follows are the ways we may use and disclose health information that identifies you (“Health
Information”™). Except for the following purposes,

we will use and disclose health information only with your written permission. You may revoke such permissions at
any time by writing to our practice’s

privacy officer.

Treatment. We may use and disclose Health Information for your treatment and to provide you with treatment-related
health care services. For example, we may disclose Health Information to doctors, nurses, technicians, or other
personnel, including people outside our office, who are involved in your medical care and need the information to
provide you with medical care.

Payment. We may use and disclose Health Information so that we or others may bill and receive payment from you,
an insurance company, or a third party for treatment and services you receive. For example, we may give your health
plan information so that they will pay for your treatment.

Health Care Operations. We may use and disclose Health Information for health care operation purposes. These
uses and disclosures are necessary to make sure that all of our patients receive quality care to operate and manage
our office. For example, we may use and disclose information to make sure the obstetric or gynecologic care you
receive is of the highest quality. We also may share information with our entities that have a relationship with you (for
example, your health plan) for their health care operation activities.

Appointment Reminders, Treatment Alternatives, and Health Related Benefits and Services. We may use and
disclose Health Information to contact you and remind you that you have an appointment with us. We also may use
and disclose Health Information to tell you about treatment alternatives or health

related benefits and services that may be of interest to you.

Individuals Involved in Your Care or Payment for Your Care. When appropriate, we may share Health Information
with a person who is involved in your medical care or payment for your care, such as your family or a close friend. We
also may notify your family about your location or general condition or disclose such information to an entity assisting
in a disaster relief effort.

Research. Under certain circumstances, we may use and disclose Health Information for research. For example, a
research project may involve comparing the health of patients who receive one treatment to those who receive
another for the same condition. Before we use or disclose Health Information for research, the project will go through
a special approval process. Even without special approval, we may permit researchers to look at records to help them
identify patients who may be included in their research project or for other similar purposes.

Special Situations
As required by law. We will disclose Health Information when required to do so by international, federal, state, or






local law.

To Avert a Serious Threat to Health of Safety. We will disclose Health Information when necessary to prevent
a serious threat to your health and safety or the public, or another person. Disclosure, however, will be made
only to someone who may be able to help provide treatment.

Business Associates. We may disclose Health Information to our business associates that perform functions on our
behalf or to provide us with services if the information is necessary for such functions or services. For example, we -
may use another company to perform billing services on our behalf, All of our business associates are obligated to
protect the privacy of your information and are not allowed to use or disclose any information other than that as
specific in our contract.

Organ and Tissue Donation. If you are an organ donor, we may use or release Health Information to organizations
that handle organ procurement or other entities engaged in procurement; banking or transportation of organs, eyes,
or tissues to facilitate organ, eye, or tissue donation, and transplantation.

Military and Veterans. If you are a member of the army forces, we may use or release Health Information as i
required by military command authorities. We also may release Health Information to the appropriate foreign military
autherity if you are a member of a foreign military.

Worker's Compensation. We may release Health Information for worker’s compensation or similar programs. These
programs provide benefits for work-related injuries or iliness.

Public Health Risks. We may disclose Health Information for public health activities. These activities generally
include disclosure to prevent or control disease, injury, or disability; report child abuse or neglect; report reactions to
medications or problems with products; notify people of recalls of products they may be using; inform a person who
may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition; and report
to the appropriate government authority if we believe a patient has been a victim of abuse, neglect, or domestic
violence. We will only make this disclosure if you agree or when required by law.

Health Oversight Activities. We may disclose Health Information to a health oversight agency for activities
authorized by law. These oversight activities include, for example, audits, investigations, inspections, and licensure.
These activities are necessary for the government to monitor the health care system, government programs, and
compliance with civil rights laws.

Lawsuits and Disputes. If you are involved in a lawsuit of a dispute, we may disclose Health Information in response
to a court or a court administrator order. We also may disclose Health Information in response to a subpcena,
discovery request, or other lawful process by someone else involved in the dispute, but only if efforts have been
made to tell you about the request or to obtain an order protecting the information requested.

Law Enforcement. We may release Health Information if asked by a law enforcement official if the information is: 1)
in response to a court order, subpoena, warrant, summons, or similar process; 2) limited information to identify or
locate a suspect, fugitive, material witness, or missing person; 3) about the victim of crime even if, under certain
circumstances, we are unable to obtain the person’s agreement; 4) about a death we believe may be the result of
criminal conduct; 5) about criminal conduct on our premises and; 6)in an emergency to report a crime to the location
of the crime if victims, or the identity, description, or location of the person who committed the crime.

Coroners, Medical Examiners, Funeral Directors. We may release Health Information to a coroner or medical
examiner. This may be necessary, for example, to identify a deceased person or determine the cause of death. We
may also release Health Information to funeral directors as necessary for their duties.

National Security and Intelligence Activities. We may release Health Information to authorized federal officials so
they may provide protection to the President, other authorized persons, or foreign heads of state, or to conduct
special investigations.

Protective Services and Intelligence Activities. We may release Health Information to authorized federal officials
so they may provide protection to the President, other authorized persons, or foreign heads of state, or to conduct
special investigations.






Inmates or Individuals in Custody. If you are an inmate of a correctional institution or other custody of a law
enforcement official, we may release Health Information to the correctional institution or law enforcement official. This
release would be made if necessary 1) for the institution to provide you with health care; 2) to protect your health and
safety or the health and safety of others, or; 3) for the safety and security of the correctional institution.

Your Rights

You have the following rights regarding Health Information we have about you:

Right to Inspect and Copy. You have the right to inspect and copy Health Information that we may used to make
decisions about your care or payment for your care. This includes medical and billing records, other than
psychotherapy notes. To inspect and copy this information, you must make your request in writing, to our Privacy
Officer.

Right to Amend. If you feel that Health information we have is incorrect or incomplete, you may ask us to amend the
information. You have the right to request an amendment for as long as the information is kept by or for our office. To
request an amendment, you must make your request, in writing, to our Privacy Officer.

Right to an Accounting of Disclosures. You have the right to request a list of certain disclosures we made of _
Health Information for purposes other than treatment, payment, and health care operations or for which you provided
written authorization. To request an accounting of disclosures, you must make your request, in writing, to our Privacy
Officer.

Right to Request Restrictions. You have the right to request a restriction or limitation on the Health Information we
use or disclose for treatment, payment, or health care operation. You also have a right to request a limit on the Healith
Information we disclose to someone involved in your care or the payment for your care, like a family member or
friend. For example, you can ask that we not share information about your particular diagnosis or treatment with your
spouse. Torequest a restriction, you must make your request, in writing, to our Privacy Officer. We are not required
to agree with your request. If we agree, we will comply with your request unless the information is needed to
provide you with emergency treatment.

Right to Request Confidential Communication. You have the right to request that we communicate with you about
your medical matters in a certain way or at a certain location. For example, you can ask that we contact you only by
mail or at work. To request confidential communications, you must make your request, in writing, to our Privacy
Officer. Your request must specify how or where you wish to be contacted. We will accommodate reasonable
requests.

Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You must ask us to give you
a copy of this notice at any time. Even if you have agreed to receive this notice electronically, you are still entitied to a
paper copy of this notice. You may obtain a copy of this notice by contacting our

office.

Changes to This Notice
We reserve the right to change this notice and make the new notice apply to Health Information we already have as

well as any information we receive in the future. We will post a current copy of our notice at our office. The notice will
contain the effective date on the first page, in the top right hand corner.

Complaints :
if you believe your privacy has been violated, you may file a complaint with our office or with the Secretary of the

Department of Health and Human Services. To file a complaint with our office, contact our Privacy Officer. All
complaints must be made in writing. You will not be penalized for filing a complaint.

By Subscribing my name below, | acknowledge receipt of a copy of this notice, and my understanding and my
agreement to its terms.

Patient Signature Date \







PRIVACY PRACTICES ACKNOWLEDGEMENT

I have received the Notice of Privacy Practices and I have been provided an
opportunity to review it.

Name Birth Date

Signature

Date







