Marty Chiropractic DATE

Patient Information DOCTOR

Full Name Date of Birth E mail
Address Home Phone
City, State Zip Marital Status S M Spouse/Parent
Occupation Employer Work Phone
May we leave messages at Home Phone  YES  NO May we leave messages at Work Phone?  YES  NO
Primary Physician May we contact your physician?
Primary Clinic Who may we thank for referring you to our office?
Policy Holder Date of Birth Employer

INSURANCE INFORMATION  =----=-nmmemmmemmmemes NOT A GUARANTEE OF PAYMENT
Insurance: Contact Person
Effective Date ID / Claim Acct / Group
Referral? Y N  Deductible? Co-Pay? Percent Covered? Prior Auth?
Exams? % Therapy? % X-Rays? _ Massage? __ Acupuncture __ Limit No. of Visits?
OUT-OF-NET Confirmed by
AUTO W/COMP Date of Injury Adjuster Phone

AGREEMENT TO PAY FOR TREATMENT: The patient and responsible party listed below hereby agree to pay all charges submitted by
this office during the course of treatment for the patient. If the patient has insurance coverage with a managed care organization with whom
this office has a contractual agreement, the patient and/or responsible party agree to pay all applicable co-payments and deductibles which
arise during the course of treatment for the patient. The patient and/or responsible party also agree to pay for treatment rendered to patient
which is not considered to be a covered service by third party insurers or payors, such as massages, orthotics or supplements.

ASSIGNMENT OF INSURANCE: I hereby authorize and instruct the insurance company mentioned above to pay any insurance benefits
otherwise payable to me under my current insurance policy directly to MARTY CHIROPRACTIC, 2424 East 117" Street, Burnsville, MN
55337, for professional services rendered. This payment will not exceed my indebtedness to the above mentioned assignee and | have agreed
to pay any balance of said professional service charges over and above this insurance payment according to the financial policy of the above
assignee, which may include interest, service fees and/or collections costs. | understand that my signature on this document may replace the
need for my signature on each claim form. A photo copy of this assignment shall be considered as effective and valid as the original.

RELEASE OF MEDICAL INFORMATION: | also authorize the release of any information concerning my medical history, diagnosis,
and treatment pertinent to my case to any insurance company, adjuster, or attorney involved in this case. THIS AUTHORIZATION AND
ASSIGNMENT SHALL BE IRREVOCABLE FOR THE FULL EXTENT OF MY TREATMENT AT MARTY CHIROPRACTIC CLINIC
AND UNTIL SUCH TIME THAT ANY AND ALL EXPENSES INCURRED HAVE BEEN PAID IN FULL.

I UNDERSTAND that | am authorizing Marty Chiropractic to proceed with any treatment that may be necessary. Furthermore, any risks in-
volving chiropractic treatment will be explained to me upon request.

PERMISSION TO TREAT MINOR: | hereby authorize the doctors and staff of Marty Chiropractic to examine, X-ray and treat
(name of patient).

Signed Date

PATIENT INFO REV. 05/18/09



Patient Health Questionnaire - PHQ

ChiroCare Form PHQ-202

ChiroCare Use Only  rev SE7/2003

Patient Name Date

1. Describe your symptoms

a. When did your symptoms start?

b. How did your symptoms begin?

2. How ofiten do you experience your symptoms? Indicate where you have pam orother symprams
@ Constantly (76-100% of the day) 3 &
@ Frequently (51-75% of the day)
@ Occasionally (26-50% of the day)
@ Intermittently (0-25% of the day)
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3. What describes the nature of your symptoms?
@ Sharp @ Shooting
@ Dull ache & Bumning
@ Numb @& Tingling
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4. How are your symptoms changing?
@ Getting Better
@ Not Changing
@ Getling Worse

5. During the past 4 weaks: None Unbearable
a. Indicate the average intensity of your symptoms @ o @ & @ & @& ¢ & ® O
b. How much has pain interfered with your normal work (including both work outside the home, and housework)
@ Mot at all @ A little bit @ Moderately @ Quite a bit & Extremely

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?
(like visiting with friends, refatives, elc)

@ All of the time @ Most of the time @ Some of the time @ Allittle of the time & None of the time

7. In general would you say your overall health rightf now is...

@ Excellent @ Very Good @ Good @ Fair & Poor
8. Who have you seen for your symptoms? @ No One @ Medical Doctor ~ ® Other
@ Other Chiropractor @ Physical Therapist
a. What treaftment did you receive and when?
b. What tests have you had for your symptoms @ Xrays data: _ ®CTScan dater_ 1=
d wh they performed?
g s e @MRl date: — @ Other date:
9, Have you had similar symptoms in the past? @ Yes @ Mo
a. If you have received treatment in the past for @ This Office @ Medical Doctor & Other
the same or similar symptoms, who did you see? @ Other Chiropractor @ Physical Therapist
f . @ Professional/Executive @ Laborer @ Retired
10 WM i erasnane @ White Collar/Secretarial ® Homemaker & Other
@ Tradesperson ® FT Student
a. If you are not retired, a homemaker, or a @ Full-time @ Self-employed ® Off work
student, what is your current work status? @ Part-time @ Unemployed @ Other

Patient Signature Date




Patient Health Questionnaire - page 2

Amarican Chiropractic Network

ACH Use Oy rev &2289

G R Lo ST

Patient Name ! _ Date g
What type of regular exercise do you perform? @ None @ Light @ Moderate @ Strenuous
What is your height and weight? Height| | | | Weight ! [ Ibs.

Feaf Inchies

For each of the conditions listed below, place a check in the Past column if you have had the condition in the past.
If you presently have a condition listed below, place a check in the Present column.

Past Present Past Present Past Present

o 0 Headaches - i} High Blood Pressure ¢ 0 Diabetes

2 O Neck Pain O O Heart Attack = O Excessive Thirst

& O Upper Back Pain & O Chest Pains O O Frequent Urination

O Zr Mid Back Pain '® ) Stroke _

© O Low Back Pain C O Angina 2 © Smoking/Use Tobacco Products

o 2 Drug/Mlcohol Dependence

C > Shoulder Pain ) ) Kidney Stones

o 2 Elbow/Upper Arm Pain a ) Kidney Disorders o L Allergies

O O} \Wrist Pain 0 2 Bladder Infection o 2 Depression

& O Hand Pain T Painful Urination 2 O Systemic Lupus

, : O O Loss of Bladder Control © O Epilepsy

Q| SHinlUsper Lag b O O Prastate Problems O O Dermatitis/Eczema/Rash
1 2 Knee/Lower Leg Pain ] _ E O O HIVIAIDS

o O Ankle/Foot Pain O O Abnormal Weight Gain/Loss

; o  Loss of Appetite Females Onl

S © O Abdominal Pain s i

O O Joint Swelling/Stiffness S i B O kel Besnarisnt
0 2 Arthritis O 2 Hepatitis 8] 2 Pregnancy

2 } Rheumatoid Arthritis o ) Liver/Gall Bladder Disorder ] o

S, ) General Fatigue )  Cancer Other Health Problems/lssues
2 O Muscular Incoordination O Tumor o

2 © Visual Disturbances o O Asthma e e

O O Dizziness O © Chronic Sinusitis 2 SR

Indicate If an immediate family member has had any of the following:
3 Rheumatoid Arthritis ~ ©© Heart Problems O Diabetes ) Cancer 3 Lupus o

List all prescription and over-the-counter medications, and nutritional/herbal supplements you are taking:

List all the surgical procedures you have had and times you have been hospitalized:

Patient Signature

Date
| Doctor’s Additional Comments |

Doctors Signature Date




m MARTY CHIROPRACTIC

Patient Health Information Consent Form

We want you to know how your Patient Health Information (PHI) is going to be used in this office and
your rights concerning those records. Before we will begin any health care operations we must require you
to read and sign this consent form stating that you understand and agree with how your records will be
used. If you would like to have a more detailed account of our policies and procedures concerning the
privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is available
to you at the front desk before signing this consent.

1. The patient understands and agrees to allow this chiropractic office to use his/her Patient Health
Information (PHI) for the purpose of treatment, payment, health care operations, and coordination of
care. As an example, the patient agrees to allow this chiropractic office to submit requested PHI to the
Health Insurance Company (or companies) provided to us by the patient for the purpose of payment. Be
assured that this office will limit the release of all PHI to the minimum needed for what the insurance
companies require for payment.

2. The patient has the right to examine and obtain a copy of his/her own health records at any time and
request corrections. The patient may request to know what disclosures have been made and submit in
writing any further restrictions on the use of his’her PHI. Our office is not obligated to agree to those
restrictions.

3. A patient’s written consent need only be obtained one time for all subsequent care given the patient in
this office.

4. The patient may provide a written request to revoke consent at any time during care. This would not
effect the use of those records for the care given prior to the written request to revoke consent but
would apply to any care given after the request has been presented.

5. For your security and right to privacy, all staff has been trained in the area of patient record privacy and
a privacy official has been designated to enforce those procedures in our office. We have taken all
precautions that are known by this office to assure that your records are not readily available to those
who do not need them.

6. Patients have the right to file a formal complaint with our privacy official about any possible violations
of these policies and procedures.

7. If the patient refuses to sign this consent for the purpose of treatment, payment and health care
operations, than this clinic will not treat/admit you.

I have read this form and understand how my Patient Health Information will be used. I agree to these
policies and procedures.

Print your name here:

Sign your name here: Date

I hereby authorize Marty Chiropractic to send to my e-mail address, b
periodic health-related educational material. I understand that this address will not be sold to any marketing
companies for solicitation purposes.

Sign your name here: Date

INFORMATION CONSENT — REV. 972007 - PAGE 1



