Confidential Health 4200 Merchant Street, Suite 101
Profile Columbia, MO 65207

Focts On Health e

www.focusonhealthchiro.com

an is this form irnPortant"’ diiropractic Atupuntture «Functional

At Focus On Heaitn our mission is/to i’lCiP géeua ’ri%ie conscious healthcare decisions. Our goais are first to
address the Primarg reason you came to the office and seconci, to offer you the oPPortunitg to imProve your
qualitg of life tnrougn Preventative wellness care. We all exPerience Pngsicai, chemical, and emotional stresses:
these stresses accumulate and result in a decreased exPression otyour overall health. Answering the to”owing
questions will facilitate our abiiitg to assess the cna”enges to your health Potentiai and the function of your

nervous system.

Full Name: Nickname: Tociag’s Date

Address: City: State: ZiP

Home#: Work#: Mobile#:

Email: Date of Birth: Sex:OMaleOFemale
Marital Status: O Singie O Married O Divorced O SeParatecl O Widowed SS#:

OccuPation: EmPioger: #of years:
Emergency Contact: Phone: RelationsniP:

Who may we thank for reterringgou to our Practice? ReiationsniP:

Primary Pngsician: May we uPciate them about yourcare? LJY LN

ChiroPractic History:
Have you had Previous cniroPractic care? Y LN !tges, whom?

Reason for care: Did it neiP?
what t9P€ of care did you receive? CIRelief ] Correction Il We”ness/ Preventative
an are you cnanging cniroPractors?

Insurance Information

Insured’s Name: ReiationsniP to Insured? O self O spouse O child O other
Insured’s EmPioger: Insured’s SS# DObB
Primary Insurance: Policg # Group #
Seconclarg Insurance: Policg # GrouP #

Is toclag’s visit due to: O auto accident [ Personal irD'urg [ work accident O old iru'urg L new injurg
I any of the above, ID/ease not/@ the front desk

At Focus On Health, we are Passionate about Partnering with you in your health and wellness care. To
understand your individual health goals, Piease check all that aPPlyz

O SHmPtomatic/temPorarg relief O Maximum Correction O lmProvecl Performance
O Restore Health O Wellness and Prevention O Other



Patient Name: Date of Exam:

On the diagram below, piease illustrate any symptoms you may be experiencing bg Circling a bocig regjon or
clrawinga line along the pa’ci'i of pain and iabeling that area with the appropriate letters:

Patient Signature: | (iiC guarciian)

Please icientii:y your main complaints/concerns in the order of severitg.

1.

What makes it worse?

What makes it better?

Approximate date of onset:

A= Ache

B = Burning

D = Dull

N = Numbness
P = Snarp Pain
S = Stitfness

T= Tingiing

Time it’s at it’s worst?

Severitgz = very low pain: 10 = unbearable pain)
12345678910 % of the time

Setting it’s at it’s worst?

0 work U Driving O Rest Ul Massage O Upon wakening 0 work
O ADL’s U Sitting O Ice/heat O Medication U Morning U Driving
O Liicting O Lagingdown 0 Sitting O Ci‘uiropractic O Afternoon U Exercising
O Stancling O Other O StretcningD Other U Evening O Dailg Activities
[0 Exercise O Nignt O Rest
2. 12345678910 % of the time

What makes it worse?

What makes it better?

Time it’s at it’s worst?

Setting it’s at it’s worst?

0 work U Driving O Rest Ul Massage O Upon wakening O work
O ADL’s U Sitting O Ice/heat O Medication U Morning U Driving
O Liicting O Lagingdown O Sitting O Ci‘uiropractic O Afternoon U Exercising
O Stancling O Other O StretcningD Other U Evening O Dailg Activities
[0 Exercise O Nignt O Rest
3. 12345678910 % of the time

What makes it worse?

What makes it better?

Time it’s at it’s worst?

Setting it’s at it’s worst?

0 work U Driving O Rest Ul Massage O Upon wakening O work

O ADL’s U Sitting O Ice/heat O Medication U Morning U Driving

O Liicting O Lagingdown O Sitting O Ci‘uiropractic O Afternoon U Exercising

O Stancling O Other O StretcningD Other U Evening O Dailg Activities
[0 Exercise O Nignt O Rest

What is the ONE THING that motivated you to seek neip fromus today? (.e. reicerral, pain...):




General Health and Wellness Questionnaire
How are these complaints/conccrns a{:mccctingyour quality of life? (Please check only those aPPlicablc to you).

O Work/School O Wa”<ing O Sitting O Mood
O Excrcise/SPorts U Eating | Rclationships O Energy
[ Recreation/Hobbies O SlccP | Daily Routines O Other

Lifestyle/Social History

On a scale of 1-10, please rank your psychological/emotional stress levels in each category (1I=none / 10=extreme):
P yourpsy el 2oy

OccuPational: - Personal:
On a scale of 1-10 (1=Poor/ ]O=cxce”cnt), Plcasc describe your:

Eating habits: Exercise habits: Sleep: __ General health:
Please list your unhca|th3 |hccstgle habits (i.c. Smoking, catingjunk food):
Medical History (birtl’: to Present)
Have you had any Problcms in the past or Prcsentlg with any of the Fo”owing systems of the body? (describe symptoms or list

illness/discase)

Muscle/skeletal system (broken bones, clystonia, osteoporosis, eta):

Nervous System (MS, seizures, migraines, eta):

Gastro-intestinal (aPPcnéix, colitis, heartburn, etc):

Cardiovascular (heart attack, strol«:, murmurs, etc):

Rcspiratory (asthma, couglﬁ, shortness of brcath, etc):

Gcnito-urinary (incontinence, Paimcu] intercourse, etc):

Eyes, Ears, Nose, Throat (blurred vision, ringing in ears, etc):

Male or Female SPechCic (Prostatc, cysts, etc):
General (gatiguc/alIcrgics/slccp/cliabctes/hcaclachcs/othcr) :

Please list any medications you currently take and why:

Please list any nutritional supplements (i.e. vitamins, herbs) you take:
Y PP Y

Have you had any accidents or trauma related to any of the Fo”owing? (clﬁcck all that aPPly)
O Automobile O SPorts O Falls OAbuse
it yes, Plcase cxPIain (type and date):

HosPitalizations and/or surgeries (’cype and date):

l:amilg Historg

Please list any signhcicant &iagnosis or cause of death and age of any immediate {:amily member (Parc:nts or siblings):

Are you healthier toclag than you were 5 years ago? O Yes O No O Not Sure
-If so, what did you doto imProvc your health?
-1 not, wlﬁy do you think your health declined?
will you be hcalthicrﬁgcars from now than you are toclay? O Yes O No O Not Sure

i 50, what are you Planning todoto imProvc your health and i not, what could you doto imProvc your health rather

than have it continue to decline?

o If there is a need for die’car9 clﬁanges to hclP you achieve a greater level of wellness, would you like to be informed? O YesONo
o If there is a need for sPechCic exercises, would you like to be informed? O Yes O No

o If there is a need for support in the Psycho|ogica|/mind/strcss dimension of health, would you like to be informed? O Yes ONo
* Would you like to be informed of what nutritional suPPlcmcnts or foods may hclp address your current health concerns or
symptoms? O Yes [ No

what are your cxPcctations? As a result of chiroPractic care, | would like to:



Notice of Privacg Rignts Receipt Acknowledgement

O 1 have received the Focus On Health ChiroPractic Notice of Privacg Practices.

Signature of Patient/legal guardian & relationship Date

Witness Signature |ocation where written acknowledgment was obtained

Office Use Onlg

O AttemPte& to distribute the Notice of Privacy Practices to the Patient/Parent/legal guarclian, but the Patient/Parent/legal
guarclian declined to acknowle&ge receiPt.

O Patient/Parent/Legal Guardian stated tneg had alreacly received the Privacy Notice

O Patient/Parent/Legal Guardian was directed to our clinic’s website to view the Notice of Privacy Practice.

O The Notice of Privacy Practices was mailed to the Patient/Parent/legal guardian‘

O Other:

Witness Date

Agreement for Office Policies & Pagment of Services:

In order to keep our fees from rising, and at the same time keep up with the monumental expenses of
bookkeeping and bi”ing services, we have op’cecl to offer our Patients these payment Policies. This will nelp
reduce our overhead, enabling us to pass the savings along to our Patients.
A. lunderstand ] am Financia”g resPonsible) whether or not my insurance company pays, for all
cnarges incurred bg me. These cnarges are due and Pagable in full at the time services are rendered. |
nerebg assign my major medical insurance benefits, Private insurance, and other health Plans to Focus
On Health Chiropractic. | understand that any Filing of insurance is a courtesy to me. | authorize the
direct payment to this office of any sum | now or hereafter owe this office bg my attorney, out of
Proceecls of any settlement of my case and bg any insurance company con’cractua”g obligatecl to make
Pagment tome or you based upon the cnarges submitted for Proc]ucts and services rendered.
B. | nerebg authorize release of any medical information, present and future, necessary to process
this claim to those organizations/inclivicluals involved.
C. lunderstand and agree that health and accident insurance Policies are an arrangement between an
insurance carrier and mgsehc. Furthermore, | understand that this office will prepare any necessary
reports and forms to assist in making collections from the insurance company and that any amount
authorized to be Paid clirectlg to the Doctor’s Office will be credited to my account upon receipt.
D. No change to this agreement shall be effective unless in writing,
E. | understand the above information and guarantee the forms Completed toclag were completecl
Correctlg to the best of my knowleclge and understand it is my resPonsibi!itg to inform this office of any

Cnanges to the information I have Proviclecl.

I have read the above Policies and agree to abide bg them.

Signature of Patient/legal guardian & relationship Date




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 their
Patient Health Information (PHI) for the purpose of treatment, payment, healthcare
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.

The patient has the right to examine and obtain a copy of his or 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 their PHI. Our office is not obligated to agree to those restrictions.

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

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.

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

If the patient refuses to sign this consent for the purpose of treatment, payment and
health care operations, the chiropractic physician has the right to refuse to give care.

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

Name of Patient

Signature of Patient Date



