ABOUT THE PATIENT Better Body Solutions

Name Today’s Date Birthdate Age

Address City State Zip

Phone Number Cell Work Home Marital Status S M D W P Gender M F
Who may we thank for referring you to our office? Social Security Number

Your Employer Type of Work

E-Mail Address Have you been to a chiropractor before? o No o Yes
Emergency Contact PH#

Name of Medical Doctor(s)

e | authorize the doctor or his staff to render care as deemed appropriate for me and/or my child, including x-rays.
e | authorize Better Body Solutions to release and / or request records to or from other providers as necessary.

¢ lunderstand | am responsible for all bills incurred in this office.

e | authorize assignment of my insurance benefits (if applicable) directly to the provider.

e Person responsible for this account if other than the patient?
e | understand that after any initial promotional services all care is rendered at usual and customary fees.

¢  For my balance my preferred payment method is: 0O Cash 0O Check Q Credit Card QO Car/Work Ins.

Patient / Parent Signature (This represents a long term authorization for all occasions of service) Date

REASON FOR SEEKING CARE

PRESENT COMPLAINTS
1. How long has this been an issue? Pain scale 1-10____
Isit: Q Dull A Sharp O Ache O Numb/ Tingle Q Stabbing Q Constant QO Occasional Q Staying the same Q Getting worse
Q Mild O Moderate Q Severe 1 Worse in the morning O Worse in evening QO Pain radiates to

2. How long has this been an issue? Pain scale 1-10____
Isit: Q Dull Q Sharp Q Ache Q Numb/Tingle Q Stabbing Q Constant Q0 Occasional QO Staying the same Q Getting worse
Q Mild O Moderate QO Severe 1 Worse in the morning O Worse in evening QO Pain radiates to

3. How long has this been an issue? Pain scale 1-10____
Isit: Q Dull Q Sharp Q Ache Q Numb/Tingle Q Stabbing Q Constant Q0 Occasional QO Staying the same Q Getting worse
Q Mild O Moderate QO Severe 0 Worse in the morning Q Worse in evening Q Pain radiates to

4, How long has this been an issue? Pain scale 1-10____
Isit: Q Dull Q Sharp Q Ache Q Numb/Tingle Q Stabbing Q Constant Q0 Occasional QO Staying the same Q Getting worse
Q Mild O Moderate Q Severe Q1 Worse in the morning QO Worse in evening Q Pain radiates to

5. Does your condition affect: O Sleep Q Work Q Daily Routine Q Sitting Q Driving

6. What makes it better? Rest Ice /Heat Medicine Nothing Other: Please mark all areas of concern.
7. What makes it worse? Walking Bending Sitting Twisting Other:
8. What Doctor’s have you seen for this? @' P
9. Type of treatment: ’
10. Results:
11. How did this condition begin?
NOTES: >
Are you pregnant? 9
Q Yes 4 No
L
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GENERAL HEALTH HISTORY

Better Body Solutions

Patient Name

Mark the conditions that apply to you.

Past Present Past Present

a 0 Headaches a Q Urinary Problems
Q Q Migraines Q Q Easy Bruising

a Q Shortness of Breath a O Tobacco Use

a Q Allergies / Asthma a Q Dental Problems

a 0 Medication Side Effects a O Fibromyalgia

Q Q Diabetes Q Q Blood Thinner use
a Q Hands or Feet cold Q Q HIV Positive

a QO Muscle aches a a Cancer

a Q Trouble Walking a Q Depression

a 0 Leg/Foot Numbness a Q Alcohol Use

a Q Fainting Q O _  Highor__ Low Blood Pressure
a Q Gall Bladder Trouble a Q Stroke History

a 0 Ringing in Ears a Q High Cholesterol
a a Ear Problems a a T™J

a Q Sleeping Problems a O Digestive Problems
a Q Vision Problems a Q Painall Over

Q Q Thyroid Problems Q O Tension/ Irritability
a Q Liver Disease a O Chest Pains

a 0 Kidney Problems a Q Heart Pacemaker
a Q Light Bothers Eyes a Q Heart Problems

a a Other

1. List any medications you are taking:

2. Please list all doctors you are currently seeing:

3. Has any Doctor or other professional advised you to “Go to a Chiropractor “: O No O Yes, Name

PAST HISTORY

List any past auto collisions: Was any care received?

List any past work injuries: Was any care received?

List any past sport, recreational, or home injuries

No o s

Please describe any past conditions and treatment received:

8. Please list any past hospitalizations and surgeries:

FAMILY HISTORY

Father's side: o Heart Disease o Cancer o Diabetes o Heavy Medication use o Arthritis o Other

Mother’s side: o Heart Disease o Cancer o Diabetes o Heavy Medication use o Arthritis o Other

Is there any other family history you want us to know?
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Patient Name: Date:

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 our 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 and 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 the 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 fundraising 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.

Signature of Patient of Representative Date

Printed Name

© Got Doc Seminars LLC
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