DR JASON CoOK
SPINE & SPORTS REHAB PATIENT NAME:
DATE OF BIRTH: / /

PATIENT INFORMATION FORM
(PLEASE PRINT)

DATE:__/___/
PATIENT NAME: —_DATEOFBIRTH: __/___/_ AGE:___ SEX: M F
LasT FIRsST MI
HOME ADDRESS: CITY/STATE: ZIp:
MAY WE LEAVE A MESSAGE?
HOME PHONE #: ( ) - YES No
WORK PHONE #: ( ) - YEs No
CELL PHONE #: ( ) - YES No
E-MAIL: YES No

PRIMARY LANGUAGE:

DO YOU HAVE A LEGAL GUARDIAN OR HEALTHCARE POWER OF ATTORNEY? YES No

IF YES, NAME: RELATIONSHIP: PHONE #: (___) -
EMERGENCY CONTACT: RELATIONSHIP: PHONE #: ( ) -
PRIMARY CARE DOCTOR: WHO REFERRED YOU TO US?

IS THERE A FAMILY MEMBER OR OTHER PERSON YOU WOULD LIKE FOR US TO SHARE YOUR CLINICAL INFORMATION?
—_YES NAME(S)

No
WHO IS RESPONSIBLE FOR PAYMENT? RELATIONSHIP TO PATIENT?
ADDRESS: CITY/STATE: ZIP: PHONE #: (___) B
INSURANCE INFORMATION

ARE YOU ELIGIBLE FOR MEDICARE AND/OR MEDICAID?

PRIMARY INSURANCE COMPANY NAME:

ADDRESS: CITY/STATE: Z1p: PHONE #: (__) .
INSURED NAME: DATE OF BIRTH EMPLOYER
CONTRACT # GRoOUP #

SECONDARY INSURANCE COMPANY NAME:

ADDRESS: CITY/STATE: Zip: PHONE #: ( ) -
INSURED NAME: DATE OF BIRTH EMPLOYER
CONTRACT # GROUP #
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DR JAsoN COOK
SPINE & SPORTS REHAB PATIENT NAME:
DATE OF BIRTH: / /

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDE PRESCRIPTIONS, OVER-THE-COUNTER MEDS
AND HERBAL SUPPLEMENTS):

NAME DosE HOW OFTEN DO YOU TAKE?

PLEASE LIST ALL PRIOR SURGERIES:
TYPE OF SURGERY DATE TYPE OF SURGERY DATE

PLEASE LIST ALL PRIOR HOSPITALIZATIONS (OTHER THAN FOR SURGERY):
REASON FOR HOSPITALIZATION DATE REASON FOR HOSPITALIZATION DATE

SociAL HISTORY

MARITAL STATUS: [] SINGLE [ JMARRIED [JPARTNERED [JSEPARATED [ ]DIVORCED CJWIDOWED
USE OF ALCOHOL: [] NEVER [] NOLONGERUSE [ JHISTORY OF ALCOHOL ABUSE

[[] CURRENT USE - TYPE [ JRARE []JOCCASIONAL []MODERATE []JDAILY
USE oF ToBACCO: [] NEVER [] QUIT - HOW LONG AGO? [] SMOKE __ PACKS/DAY FOR ___ YEARS
USE OF RECREATIONAL DRUGS: [] NEVER [ ] QUIT - HOW LONG AGO? TYPE

[] CURRENT USE - TYPE [JRARE [JOCCASIONAL [JMODERATE []DAILY
EMPLOYER: OCCUPATION:
HOW MUCH ARE YOU ON YOUR FEETATWORK? []10% [J25% []50% [J75% []100%
DO OTHERS DEPEND UPON YOU FOR THEIR CARE? [] CHILDREN-AGE(S) ______ [JPET(S)-WHAT KIND?

[JELDERLY OR DISABLED FAMILY MEMBER [ ] OTHER

EXERCISE: [] NEVER [JRARE [] OCCASIONAL [JWEEKLY []SEVERAL TIMES A WEEK (DALY
TYPES OF EXERCISE:

EAMILY HISTORY
DO YOU HAVE A FAMILY HISTORY OF: [] DIABETES [JCANCER [ ]HEART DISEASE [(CJHIGH BLOOD PRESSURE
[ ISTROKE  [] CORONARY ARTERY DISEASE [] THYROID DISEASE [ RHEUMATOID ARTHRITIS
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DR JAsoN CooOK
SPINE & SPORTS REHAB PATIENT NAME:

DATE OF BIRTH: / /

[JOTHER

Your MEDICAL HISTORY

ALLERGIES: [] NONE KNOWN [] MEDICATIONS

("] ANESTHESIA (] Foops

[JTAPE [] LATEX [JSHELLFISH [] IODINE []OTHER

HAVE YOU EVER HAD ANY OF THE FOLLOWING?

AcID REFLUX Y |N FIBROMYALGIA YIN NEUROPATHY YI|N
ANEMIA YI|N Gout Y [N OPEN SORES Y|N
ARTHRITIS Y|N HEART ATTACK YI|N PNEUMONIA YI|N
ASTHMA Y|N HEART DISEASE/FAILURE | Y | N PoLIo Y|N
BACK TROUBLE Y | N HEPATITIS YN RHEUMATIC FEVER Y|N
BLADDER INFECTIONS YN HIV+/AIDS Y| N SICKLE CELLDISEASE | Y | N
ABNORMAL BLEEDING Y|N HIGH BLOOD PRESSURE Y| N SKIN DISORDER Y|N
BLoob CLOTS Y|N KIDNEY DISEASE Y| N SLEEP APNEA ¥ |'N
BLOOD TRANSFUSION YI|N LIVER DISEASE Y N STOMACH ULCERS YIN
BRONCHITIS/EMPHYSEMA | Y | N Low BLOOD PRESSURE YN STROKE YI[N
CANCER Y ([N MIGRAINE HEADACHES YIN THYROID DISEASE YI[N
DIABETES Y|N MITRAL VALVE PROLAPSE | Y | N TUBERCULOSIS Y|N
OTHER CONDITIONS:

CURRENT PROBLEM

WHAT SPECIFIC PROBLEM BRINGS YOU TO OUR OFFICE TODAY?

HAVE YOU HAD THIS CONDITION IN THE PAST? IF YES, WHEN?

DID YOU SEEK TREATMENT BY A DOCTOR FOR THIS CONDITION? [F YES, BY WHOM?

WHERE IS THE PAIN/PROBLEM LOCATED? PLEASE MARK ON THE PICTURES BELOW.
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DR JAsON CooOK
SPINE & SPORTS REHAB PATIENT NAME:

DATE OF BIRTH: / /

HOW LONG AGO DID THIS PROBLEM FIRST START? DAYs / WEEKS / MONTHS / YEARS
DID YOUR PAIN OR PROBLEM: [ | BEGIN ALL OF A SUDDEN [] GRADUALLY DEVELOP OVER TIME

How WOULD YOU DESCRIBE YOUR PAIN? [ ]NO PAIN [ SHARP []DuULL [JACHING [] BURNING
CJRADIATING [JITCHING [] STABBING []JOTHER

HOw WOULD YOU RATE YOUR PAIN ON A SCALE FROM 0 TO 107 (PLEASE CIRCLE)
(vorain) 0 1 2 3 4 5 6 7 8 9 10  (woRsT PAIN POSSIBLE)

SINCE THE TIME YOUR PAIN OR PROBLEM BEGAN, HASIT: []STAYED THESAME [ |BECOMEWORSE [ ]IMPROVED

WHAT MAKES YOUR PAIN OR PROBLEM FEEL WORSE? [ JWALKING [] STANDING [ ] DAILY ACTIVITIES
[ JRESTING [JRUNNING [ JOTHER

WHAT MAKES YOUR PAIN OR PROBLEM FEEL BETTER?

WHAT TREATMENTS HAVE YOU HAD FOR THIS PROBLEM?

HOW HAS THIS PROBLEM AFFECTED YOUR LIFESTYLE OR ABILITY TO WORK?
WAS THIS PROBLEM CAUSED BY AN INJURY? [] YES (DESCRIBE) [ONo
IF YES, WAS IT A WORK-RELATED INJURY? [JYES []No

——— s e ——
—— e =

TO THE BEST OF MY KNOWLEDGE, | HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY. | UNDERSTAND
THAT PROVIDING INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH. | UNDERSTAND THAT IT IS MY
RESPONSIBILITY TO INFORM THE DOCTOR AND OFFICE STAFF OF ANY CHANGES IN MY MEDICAL STATUS.

PRINT NAME OF PATIENT, PARENT OR GUARDIAN SIGNATURE OF DOCTOR
IF OTHER THAN PATIENT, RELATIONSHIP TO PATIENT DATE
SIGNATURE
DATE
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INFORMED CONSENT

I , do hereby give my consent to the performance of conservative non-invasive treatment to the joints and soft
tissues. | understand that the procedure may consist of manipulation/adjustments invalving movement of the joints and soft tissue. Physical
therapy, exercises, instrument assisted soft tissue tools, dry needling may also be used. Although spinal and extremity
manipulation/adjustment is considered to be one of the safest, most effective forms of therapy for musculoskeletal problems. | am aware there
are possible risks and complications associated with these procedures as follows: soreness/bruising, dizziness, fractures/joint injury, increased
symptoms of pain, sprains, stroke.

The Doctor of Chiropractic is not able to anticipate and explain all risks and complications but relies on clinical judgment based on all of the
facts known at the time of the procedure, and makes decisions that, according to the facts available, are to the best interest of the patient.
There are no guaranties or assurances concerning the intended results of the treatment.

Financial/Privacy Policy and Disclaimer

Insurance Verification

Insurance verification is not a guarantee of payment. Verification is not only a quote of patient benefits, Insurance companies review charges
individually and make payment accordingly. Charges not covered by insurance are the patients’ responsibility and due within 30 days of billing.

Deductable Payments

Itis our policy to collect at time of service. Once we receive an “explanation of benefits” report from the patients’ insurance company, we will
bill or credit the account for the remaining balance. Reimbursement checks can be issued upon request.

Collection of patient balance

Co payments and co insurance is the patients’ responsibility and will be collected at the time of service.

In the event your insurance has a per diem amount less than $50.00 you may be responsible for any uncovered treatment including massage,
myofascial release or muscle treatment that is performed on each date of service. You may decline these extra services that are not covered by

your insurance at any time.

If an “explanation of benefits” or EOB shows the patient has an outstanding responsibility for any reason, the patient will receive a bill outlining
the outstanding charges. Payment is due within 30 days of receipt of the bill.

In the event a bill is disputed, you must notify use within 30 days. If you do not notify us within that time, the bill will be presumed valid and
due. In the event any further action is necessary to collect an unpaid bill, you will be responsible far all attorneys’ fee and court costs incurred
by us.

Returned checks
Itis our policy to collect $25 for checks that are returned to us. This is to cover any fees that apply from the transaction.
Cancellation Policy

I acknowledge that a fee in the amount of $25 will be assessed in the account that | do not give sufficient notice prior to appointment
cancellations or rescheduling.

Financial Policy Questions

We are happy to address questions regarding your account at any time. Please direct accounting questions to our billing administrator

JACIE COOK.

Please sign that you understand and agree to the above policy.

Patient 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.

Your d health information y be used anlnsad 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 practiee, 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 gjso 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, :

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



