ARCTIC CHIROPRACTIC NOME

Patient Intake
CONFIDENTIAL PATIENT INFORMATION

Personal

First Name Ml Last Name Nickname
Mailing Address City State Zip
Cell Phone Home Phone Work Phone

Birthdate / / SSN SexM / F Marital Status

Email Address

Occupation Employer

Who may we thank for referring you to our office or how did you hear about us?

Guardian/Spouse Information

Guardian/Spouse Full Name Birthdate / /
Guardian/Spouse Employer Work Phone
Insurance

Please submit a photo ID and your insurance cards so that we may copy them to your file.
Is your visit due to an: Auto Accident On-The Job Accident (Please check if either applies)
Current Health Information

Purpose of this Appointment

Briefly describe your symptoms

When did this condition begin? Has this condition occurred before? When?

Have you had X-rays, MRI or other imaging for this condition in the past? [Yes [ No

List other doctors seen for this condition

| understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, | understand that this office will prepare any
necessary reports and forms to assist me in making collection from the insurance company and that anv amount authorized to be paid directly to this office will be credited to my account
upon receipt. | permit this office to endorse co-issued remittances for the conveyance of credit to my account, however, | clearly understand and agree that all services rendered to me are
charged directly to me and that | am personally responsible for payment. It is my understanding that my credit may be check if Arctic Chiropractic Nome extends credit to me and | also
understand that if | suspend or terminate my care and treatment, any fees for professional services rendered to me will be immediately due and payable unless prior arrangements are
made. | hereby authorize the doctors at Arctic Chiropractic Nome and whomever they may designate as their assistants to administer treatment as they so deem necessary and | also
authorize the release of any information acquired in the course of my examination and/or treatment. | certify that the above information is true and correct.

PATIENT (PARENT/GUARDIAN) SIGNATURE DATE




ARCTIC CHIROPRACTIC NOME

Health History
Please answer all to the best of your ability.
Have you been treated by a physician for any health condition in the last year? Yes No

If yes, what was treatment for? Date of Last Physical Exam / /

Are you currently taking any medication? Yes No If yes, what medications?

Are you allergic to any medication? Yes No If yes, what medications?

FEMALE ONLY: Are you pregnant? Yes No Date of Last Menstrual Period? / /

Has a medical doctor every told you not to be treated by a chiropractor for a specific condition? Yes No

If yes, what condition?

Please Check Major Surgeries/Operations:

O Appendectomy

Other

LTonsillectomy

[JGall Bladder = [CHernia

[(JBack Surgery [Heart

HAVE YOU EVER BEEN DIAGNOSED WITH OR EVER BEEN TOLD YOU HAD ANY OF THE FOLLOWING:

High Blood Pressure

[0 Were you ever a smoker?

Slurred Speech/Dizziness

Hardening of the Arteries

0 Visual Disturbances

Difficulty Swallowing

Diabetes

[J Hearing Disturbances

Arthritis

Tuberculosis

Diabetes Type 01 [J1II

Loss of Consciousness

Osteoporosis

J Cancer

Numbess or loss of sensation

Bone Spurs

[J Heart/Blood Disease

Stroke/VBAI

o(a(ojojo|jg|o

Whiplash Injury

] Thyroid

Oo(o|ojo|o|o

Sudden Collapse

CHECK ANY OF THE FOLLOWING YOU HAVE HAD THE PAST 6 MONTHS:

NERVOUS SYSTEM MUSCULO-SKELETAL C-V-R
[J Nervous [J Low Back Pain J Chest Pain
J Numbness [J Pain Between Shoulders (] Short Breath
OJ Paralysis ] Neck Pain O] Blood Pressure Problems
[J Dizziness 0 Arm Pain R L Both OJ Irregular Heartbeat
[J Forgetfulness [J Joint Pain/Stiffness [J Pacemaker
0 Confusion/Depression ] Walking Problems U Lung Problems
O Fainting [ Difficult Chewing/Clicking Jaw O varicose Veins
[J Convulsions [ General Stiffness 0 Ankle Swelling
[ Cold/Tingling Extremities [J HipPain R L Both [J Stroke
[J Stress O] LegPain R L Both
L] Knee Pain R L Both EENT
GENERAL [J Vision Problems
[J Poor/Excessive Appetite GENITO-URINARY [J Dental Problems
] Excessive Thirst [] Bladder Trouble [J Sore Throat




Health History (Continued)

ARCTIC CHIROPRACTIC NOME

GENERAL (Cont) GASTRO-INTESTINAL (Cont) EENT (Cont)
[J Diarrhea [J Heartburn [J Stuffed Nose/Sinus Problems
[J Vomiting [J Discolored Urine ] Hearing Difficulty
[ Frequent Nausea O Black/Bloody Stool ] Ear Aches/Ringing in Ears
O Painful/Excessive Urination

GASTRO-INTESTINAL [J Pain in the Bowel Women's Health Only
[ Poor/Excessive Appetite [J Painful Menstruation
[J Excessive Thirst RESPIRATORY [J Hot Flashes
[J Frequent Nausea [J Chronic Cough ] Cramps or Back Pain
] Vomiting Ol Spitting up Plegm ] Vaginal Discharge
O Diarrhea [J Spitting up Blood [J Lumps in Breast
[J Constipation [J Chest Pain O Miscarriages
[J Hemorrhoids [J Wheezing O Complications with Pregnancy
[J Liver Problems ] Difficulty Breathing
O Gall Bladder Problems [] Asthma Men’s Health Only

[J Weight:  Loss Gain

[

Prostrate Problems

O Abdominal Cramps

O

Testicular Pain

[J Gas/Bloating After Meals

O

Low Back Pain

Is there anything else we should know about your health history? Y N Please Describe Below

PATIENT (PARENT/GUARDIAN) SIGNATURE

Office Use Only:

Treatment provided

No Treatment Provided

Insurance Billed: Y

DATE
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HIPAA NOTICE OF PRIVACY PRACTICES

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

This Notice of Privacy describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPO) for other purposes that are permitted or required by law.
“Protected Health Information” is information about you, including demographic information that may identify you
and that related to your past, present, or future physical or mental health or condition related care services.

Use and Disclosures of Protected Health Information:

Your protected health information may be used and disclosed by your physician, our staff and others outside of
our office that are involved in your care and treatment for the purpose of providing health care services to you,
pay your health care bills, to support operations of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your
health care and any related services. This includes the coordination or management of your health care with a
third party. For example, we would disclose your protected health information, as necessary, to a home health
agency that provides care to you. For Example, your health care information may be provided to a physician to
whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care
services. For example, obtaining approval for a hospital stay may require that your relevant protected health
information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may disclose, as needed, your protected health information in order to support the
business activities of your physician’s practice. These activities include, but are not limited to, quality assessment
activities, employee review activities, training of medical students, licensing, marketing, and fund raising activities,
and conduction or arranging for other business activities. For example, we may disclose your protected health
information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at
the registration desk where you will be asked to sign your name and indicate your physician. We may also call you
by name in the waiting room when your physician is ready to see you. We may use or disclose your protected
health information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization.
These situations included as required by law, public health issues, communicable diseases, health oversight, abuse
or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral
directors, and organ donation. Required uses and disclosures under the law, we must make disclosures to you
when required by the Secretary of the Department of Health and Human Services to investigate or determine our
compliance with the requirements of Section 164.500.

OTHER PERMITTED AND REQUIRED USES AND DISCLOSURES WILL BE MADE ONLY WITH YOUR CONSENT,

AUTHORIZATION OR OPPORTUNITY TO OBJECT UNLESS REQUIRED BY LAW.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the
physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

PATIENT OR PARENT/GUARDIAN SIGNATURE DATE
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Informed Consent

Patient Name

Please read this entire document prior to signing it. It is important that you understand the
information contained in this document. Please ask any questions before you sign if there is anything
unclear.

The Nature of the Chiropractic Adjustment _

The primary treatment used by a Doctor of Chiropractic is spinal manipulative therapy. The
doctor will use that procedure to treat you. He/She may use their hands or a mechanical instrument
upon your body in such a way as to move your joints. That may cause an audible “pop” or a “click”
much as you may have experienced when you “crack” your knuckles. You may also feel a sense of
movement with the adjustment.

Analysis / Examination / Treatment

As a part of the analysis, examination and treatment, you are consenting to the following
procedures:

*Spinal manipulation *Palpation *Vital signs

*Range of motion testing *Orthopedic testing *Basic neurological testing
*Muscle strength testing *Postural analysis *Electric muscle stimulation
*Ultrasound *Hot/Cold therapy *Neuro-muscular release
*Radiographic studies *Traction *Therapeutic exercises

*Other (Please explain below) *Stretches

(Explanation from Above)

The Material Risks Inherent in Chiropractic Adjustment

As with any healthcare procedure, there are certain complications which may arise during
chiropractic manipulation and therapy. These complications include but are not limited to fractures,
disc injuries, dislocations, muscle strain, cervical myelopathy, costovertebral strains and separations and
burns. Some types of manipulation of the neck have been associated with injuries to the arteries in the
neck leading to or contributing to and including stroke. Some patients will feel some stiffness and/or
soreness following the first few days of chiropractic treatment. The doctor will make every reasonable
effort during your examination to screen for contraindications to care; however, if you have a
condition that would otherwise not come to the doctor’s attention, it is your responsibility to inform
the doctor.

The Probability of those Risks Occurring

Fractures are rare occurrences and generally result from some underlying weakness of the bone
which we check for during the history and examination (x-rays if deemed necessary). Stroke had been
the subject of tremendous disagreement. The incidences of stroke are exceedingly rare and are
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Informed Consent

estimated to occur between one in one million to one in five million cervical adjustments. The other
complications are also generally described as rare.

The Availability and Nature of Other Treatment Options
Other treatment options for your condition may include:
*Self-administered, over-the-counter analgesics and rest,
*Medical care and prescription drugs such as anti-inflammatory medications, muscle
relaxants and pain killers,
*Hospitalizations,
*Surgery

If you choose to use the above noted “other treatment” options, you should be aware there are

risks and benefits of such options and you may wish to discuss these with your primary care medical
physician. '

The Risk and Dangers Attendant to Remaining Untreated
Remaining untreated may allow 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 longer the treatment is postponed.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE. PLEASE CHECK THE
APPROPRIATE BOX AND SIGN BELOW.

I have read [ ] or have had read to me [ ] the above explanation of the chiropractic adjustment and
related treatment. | have discussed informed consent with my doctor and/or have had all of 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 to undergo the treatment
recommended. Having been informed of the risks, | hereby give my consent to treatment.

Date Date

Patient Printed Name Doctor Printed Name

Patient (Parent/Guardian) Signed Name Doctor Signed Name



