INITIAL HEALTH STATUS

Patient Name: e __________ Birthdate: SexM F
Address: - Cit} e ‘h__ﬁrﬁ_sgtg[’é;‘_—_ - Zilpi
Cell Phone: ____ Home Phone: - ?pbuge Phone: —_
E-Mail Address: ) __SSE Driver Lic. =: -
Occupation: Employer: B Work Phone: F_——-
Address: City: . State: Zip: ]
Health Plan: Primary Insured Name-
Subscriber ID# B Group #: . Plan Name: o
Primary Care Physician Name: PCP Phone: -
Spouse Name: Spouse Employer:
Spouse Employer Address:

MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS,

DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN:

Cancer/Tumor
Osteoporosis
Recent Trauma

Isthis? [ Work Related U Auto Related I n/A
DATE PROBLEM BEGAN:
Current complaint (How you feel today):
L _
0 1 P 3 4 5 6 7 8 9 10 ‘
! A
No Pain Unbearable Pain AFN
How often are your symptoms present? (Circle range that applies) ~ 0-25% 26-50% 51-75% 76-100%
Can you perform your daily activiites? 7] Yes [ ]No (Describe)
HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN? [INO [Jves Date(s) taken:
WHAT AREAS WERE TAKEN?
Please check all of the following that apply to you: None Apply
No Yes Condition No Yes Condition
[J [0 History of Recent Infection O [ Prostate Problems
[J [0 Recent Fever [ O Freguent Urination
J O] Hiv/aIDs [0 O Ppregnancy, # of Births
(] [O Dbiabetes O [0 Abnormal Weight Gain [1 Loss [
[0 O Ccorticosteroid Use OO Epilepsy/seizures
[J [O Birth Control Pills O O Visual Disturbances
[J ] High Blood Pressure O] History of Low/Mid Back Pain
O O stroke (Date) [ O History of Neck Pain
(] [ Dizziness/Fainting OO Arthritis '
[J O Numbnessin Groin/Buttocks OO History of Aicohol Use
[0 O Urinary Retention [J O History of Tobacco Use
(] [J Aortic Aneurysm [ 01 Ssurgeries/Medications:
0 O
O O
O O

Family History: []Cancer [JDiabetes [JHigh Blood Pressure {_]Cardiovascular Problems/Stroke

{ certify that the abov-e information is complete and accurate. If my health pian information is not accurate, or if 1 am not eligible to receive a
health care benefit through my provider, | understand that | am liable for any and all charges for services rendered, regardiess of my financial
situation. | agree to notify this doctor immediately whenever | have changes in my heaith condition or health plan coverage in the future. |
understand that my chirapractor may need to contact my physician or any other medical professional if my tondition needs to be co-managed
Therefore | give authorization to my Chiropractor to contact my physician or any other medical professional, if necessary.

DATE:

PATIENT SIGNATURE:

,Updated 12/2 2013



Coim F WELLMESS WITHIN CHIROPRACTIC

3 S Dr. Justin M.Egerer
Chiropractor

TERMS OF ACCEPTANCE

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working for
the same objective.

Chiropractic has only one goal. It is important that each patient understands both the objective and the method that will be
use to attain it. This will prevent any confusion or disappointment.

Adjustment: The adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation.
Qur chiropractic method of correction is by specific adjustments of the spine, '

Health: The state of optimal physical, mental and social well being, not merely the absence of disease or infirmity.

Vertebral subluxation: A misalignment of one or more of the 24 vertebra in spinal column which causes alteration of
nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate
ability to express it maximum health potential.

We do not offer diagnose or treat any disease. We only offer to diagnose either vertebral subluxation of neuro-
musculoskeletal conditions. However, if during the course of a chiropractic spinal examination we encounter non-
chiropractic or unusual finding, we will advise you. If you desire advice, diagnosis or treatment for those findings, we will
recommend that you seek the services of another health care provider,

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by
others, OUR ONLY PRACTICE OBJECTIVE is to eliminate major interference to the expression of the bedy’s innate
wisdom. Our only method is specific adjusting to correct vertebrai subluxations. However, we may use other procedures to
help your body hold the adjustments.

I, have read and fully understand the abo /2 statements.
(print name)

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete
satisfaction.

I therefore accept chiropractic care on this basis.

(signature) (date)
Consent to evaluate and adjust a minor child:

I being the parent or legal guardian of have read and
fully understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care,

Pregnancy Release:

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his her associates have my

permission to perform an x-ray evaluation. | have been advised that x-ray can be hazardous to an unborn child. Date of last
menstrual cycle.

(signature) (date)



PATIENT RECORD OF DISCLOSURE

—————————

in gonaral, the HIPAA pivasy rule gives individuals the right 1o r2quest @ r2stiction on uses and dissiasurss of thelr pratactad
haath information (PHI). The individual is alsa pravidad the right 13 request conlidential communizatizns or that a communicstion

-
l
!
| of PHI b2 mada by aliernative means, such as sznding corraspond2nce 1o the individual's olfice instead of th2 individual's hioma.

L]

[ wish to be contacted in the following manner (check all that apply):

] Homa Telephons ] Writtan Communication
[] DK toleave massajge with detailed informaticn {J OK. to mail to my home addrass

(] Leave message with call-back number only [J OK. to mail to my work/office addrsss
{1 O.K. to fax to this number

] Work Talephane
[} O.K. to feave message with detailed information (] Other

7] Leave messags with call-back number only
Y

- Palient Signature Dala

Print Name Birthdata

[ The Privacy Rule generally requires healthcare providers {o take reasonable steps to imit the use or disclosure of, and r2quasts
for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not apply to uses or disclosuras
made pursuant to an authorization requested by the individual.

Healthcare entities must keep records of PHI disclosurss. Information provided below, if completed propery, will constitute an
adequate record.

Note: Uses and disclosures for TPO may be permitted without prior conseat in an emergency.

Recard of Disclosures of Protected Health Information

i 1

Disclosed To Whom Description of Disclosure/ . i

Date | a4dress or Fax Number (1) Purpose of Disclasure By Whom Disclosed (2) Gy

| | } T i

| | | | P
. * ol t

| | L

1' ‘ o ; ‘
| | | 1

1) Creoe s box of 'he fsciasure 13 authatized
g oy TeTrastment Pocords: 2=PayTent 'rlormation, C=Haamnzae Speslors
7)  Enlerfow LsCCsule wis Tacs, PP Pernond S-Zrail, M=Mak S=Cter



PLEASE DO NOT SIGN THIS FORM UNTIL AFTER YOUR TREATMENT PLAN HAS BEEN
REVIEWED WITH YOU BY YOUR DOCTOR .
Please answer the following questions to help us determine possible risk factors:

QUESTION YES DOCTOR’S COMMENTS
GENERAL

Have you ever had an adverse ({i.e. bad) reaction to or following
chiropractic care?

BONE WEAKNESS

Have you been diagnosed with osteoporosis?

Do you take corticosteroids (e.g. prednisone)?

Have you been diagnosed with a compression fracture(s) of the spine?
Have you ever been diagnosed with cancer?

Do you have any metal implants?

VASCULAR WEAKNESS

Do you take aspirin or other pain medication on a regular basis?

If yes, about how much do you take daily?

Do you take warfarin (coumadin), heparin, or other similar “blood
thinners”?

Have you ever
disorders/diseases?

s  Rheumatoid arthritis
®

0

0O 0O Oo0od

been diagnosed with any of the following

Reiter’s syndrome, ankylosing spondylitis, or psoriatic
arthritis

Giant cell arteritis (temporal arteritis)
*" Osteogenesis imperfecta

Ligamentous hypermobility such as with Marfan’s disease,
Ehlers-Danlos syndrome

Medial cystic necrosis (cystic mucoid degeneration)
®  Bechet’s disease
*  Fibromuscular dysplasia

Have you ever become dizzy or lost consciousness when turning your
head?

SPINAL COMPROMISE OR INSTABILITY
Have you had spinal surgery?
If yes, when?
Have you been diagnosed with spinal stenosis?
Have you been diagnosed with spondyliolithesis?
Have you had any of the following problems?

* Sudden weakness in the arms or legs?

* Numbness in the genital area?

*  Recent inability to urinate or lack of controf when urinating?

OoOo oO O 2 $DoOodg ooo 0og

I have read the previous information regarding risks of ¢
verbally explained my risks (if any) to me and suggested a
understand the purpose of my care and have been given an explanation of the treatment, the
frequency of care, and alternatives to this care. All of my questions have been answered to my
satitslfaction. I agree to this plan of care understanding any perceived risk(s) and alternatives
to this care, '

hiropractic care and my doctor has
Iternatives when those risks exist. I

PATIENT [or PARENT/GUARDIAN] SIGNATURE

BATE

WITNESS SIGNATURE

DATE
_-—'_‘"‘——n———._
DOCTOR'S SIGNATURE

DATE




Informed Consent Form

The doctor of chiropraclic evaluates the patient using standard examnination and testing procedures. A chiropractic
adjustment involves the application of a quick, precise force directed over a very short distance to a specific veriebra ar
bone. There are a number of different techniques that may be used to deliver the adjustment, some of which utilize .
specially designed equipment. Adjustments are usually performed by hand but may also be performed by hand-guided
instruments. In addition to adjustments, other treatments used by chiropractors include physical therapy modaliiies
(heat, ice, ultrasound, soft-tissue manipulation), nutritional recommendations and rehabilitative procedures,

Chiropractic treatments are one of the safest interventions available to the public demonstrated throueh various clinical
trials and indirectly reflected by the low malpractice insurance paid by chiropractors. While there arearisks mvolved
with treatment, these are seldom great enough lo coniraindicate care. Referral for further diagnosis or management 1o
mnedical physician or other health care provider will be suggested based on history and examination ﬁnding;

Listed below are summaries of both common and rare side-effects/complications associated with chiropractic care:

Common -

. Rca-cn:ons r.nost commonly reported are local soreness/discomfort (33%), headaches (12%). tiredness (11 %-).

. 4radlatmg discomfort (10%), dizziness, the vast majority of which resolve within 48 hours

e  Fractures or joint injuries in isolated cases with underlying physical defects, deformities or pathologies

»  Physiotherapy burns due to some therapies

»  Disc herniations

»  Cauda Equina Syndrome ® (1 case per 100 million adjustments)

« Compromise of the vertebrobasilar artery (i.e. stroke) (range: 1 case per 400,000 to 1 million cervical spine
adjustments [manipulations]). This associated risk is also found with consuliing a medical doctor for patients
under the age of 45 and is higher for those older than 45 when seeing a medical doctor.

"Please indicate to your doctor if you have headache or neck pain that is the worst you have every felt”™
I understand that there are beneficial effects associated with these treatment procedures including decreased pain,
improved mobility and function, and reduced muscle spasm. [ also understand that my condition may worsen and
referral may be necessary if a course of chiropractic care does not help or improve my condition.

Reasonable aliernatives to these procedures have been explained to me including prescription medications, ‘over-the-
counter medications, possible surgery, and non-treatment. Listed below are summarics of concern with the associalud
alternative procedures,
» Long-term use or overuse of medication carries some r1sk of dependency with the use of pain medication the
risk of gastrointestinal bleeding among other risks
=  Surgical risks may include unsucce.ssful outcome, complications such as mfecnon pain, reactions to
anesthesia, and prolonged recovcry
«  Potential risks of refusing or neglecting care may result in increased pain, restricted motion, increased
inflammation, and worsening of my condition®
Neck and back pain generally improve in time, however, recurrence is common. Remaining active and positive imprave

your chances of recovery.
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