Welcome To Our Office

-Phoenix Mountain

Please Read and Complete

Chiropractic | it¥ Center All Pages Thoroughly
[ PLEASE IRl FULC NAME O MALE OCCUPATION
O FEMALE
STREET ADDRESS APT/UNITH EMPLOVER
CITY STATE ZIP CODE CELT PHONE WORR/OTHER PHONE
DATE OF BIRTH E-Mail Address (for our use only -we do NOT sell our list) HOW DID YOU HEAR ABOUT US?
SPOUSE/PARTNER #OF CHILDREN | EMERGENCY CONTACT S NAME EMERGENCY CONTACT'S PHONE
HAVEYOUBEENTO  (7) YES,YEAR? | porvoy O ¥es UEDATE AREYOU O ¥es DOYOUHAVEAFLEXIBLESPENDING () YES
A CHIROPRACTOR DREGNANT? MEDICARE ACCOUNT OR HEALTHCARE SAVINGS
BEFORE? ONo " OnNo eiclez (O NO ACCOUNT THRU YOUR EMPLOYER? (OnNo

MOST PEOPLE EXPERIENCE THEIR FIRST SPINAL TRAUMA DURING THE BI

TH PROCESS. WHAT WERE YOU TOLD ABOUT YOU

BIRTH?

MOST PEOPLE HAVE SIMILAR SPINAL STRUCTURES AS ONE OR BOTH OF THEIR PARENTS. WHAT KIND OF ILNESSES AND DIS-EASES RUN IN YOUR FAMILY?

WHEN THE NERVOUS SYSTEM IS INTERFERED WITH, THE BODY TENDS TO BUILD ITSELF SICK. WHAT SERIOUS ILLNESSES AND DIS-EASES HAVE YOU HAD AND WHEN?

IF YOU HAVE HAD ANY SURGERIES, PLEASE LISTWHICH AREA OF THE BODY AND THE DATE OF THE SURGERY.

IF YOU HAVE EVER BEEN ADMITTED TO THEHOSPITAL, PLEASE LISTWHY YOU WERE THERE AND WHEN.

IF YOU TAKE ANY MEDICATIONS, PLEASE LIST THEIR NAMES AND WHAT THEY ARE FOR.

IFYOU HAVE HAD ANY BROKEN BONES, PLEASE LISTWHICH BONE AND THE DATE ITWAS BROKEN.
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AUTOMOBILE ACCIDENTS CAN CREATE ISSUES THAT DON'T SHOW UP FOR MANY YEARS. PLEASE LIST DATES AND INJURIES SUSTAINED IN AUTOMOBILE ACCIDENTS.

PLEASELIST DATES AND TYPES OF OTHER MAJOR TRAUMAS (CONCUSSION, FALLS, OTHER INJURIES).

WHY DID YOU COME TO SEE US TODAY? PRINT BELOW AND MARK DIAGRAM AT THERIGHT. MARK
INVOLVED

AREAS

wLorenkrRllBooNonawn R No o s ®N RO

FRONT BACK

When a person seeks straight chiropractic health care and we accept them as a practice member for such care,
it is essential for both to be working toward the same goal. Straight chiropractic care has only one goal. It is
important for the practice member to understand this goal and the method that will be used to attain it. This
will prevent confusion and/or disappointment.

"Vertebral Subluxations™ are mechanical interferences, by the spinal bones, to the normal flow of mental
impulses traveling over the nerve pathways. The goal of straight chiropractic care is to locate, analyze and
remove vertebral subluxations.

The straight chiropractic method is by specific adjustments of the spine. The adjustments are intended to
remove vertebral subluxations, thereby allowing the INNATE healing abilities of the body to work at maximum
efficiency. With a proper nerve supply restored through straight chiropractic adjustments, the body can begin
the process of repair, leading to improved health. In some patients, the repair and maintenance is complete; in
others, only partial.

Regardless of what the dis-ease is called, we do not offer to treat it. Nor do we offer advice regarding
treatment prescribed by others. Nor do we diagnose conditions of dis-eases other than vertebral subluxations.
OUR ONLY GOAL IS TO ALLOW THE BODY TO DO ITS JOB. Our only method is the spinal adjustment of vertebral
subluxations.

| have read and fully understood the above statements. |, therefore, accept chiropractic care on that basis.

PRINTED NAME SIGNATURE DATE

| have read the above statements and grant permission for my child to receive chiropractic care.

PRINTED NAME SIGNATURE DATE
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P //\ PATIENT PRIVACY,
~Phoenix Mountain INFORMED CONSENT

Chiropractic Lm(?/ Center & NON-BILLING STATEMENT

Requested Restrictions on Certain Disclosures of Health Information: In the case that an
individual requests under paragraph (a)(1)(i)(A) of section 164.522 of title 45, Code of Federal
Regulations, that a covered entity restrict the disclosure of the protected health information
of the individual, notwithstanding paragraph (a)(1)(ii) of such section, the covered entity must
comply with the requested restriction if:

eExcept as otherwise required by law, the disclosure is to a health plan for purposes of carrying out
payment or health care operations and is not for purposes of carrying out health care services.

*The protected health information pertains solely to a health care item or service for which the health
care provider involved has been paid out-of —pocket in full.

e| understand and am informed that like all health care procedures, some risks may be associated
with chiropractic adjustments, including, but not limited to, sprains, dislocations, fractures, disc
injuries, strokes and paralysis.

e| give permission to PMCLC to use my address, phone number and e-mail to contact me with
notifications, thank you cards, birthday cards, greeting cards, or other health related information.

e| give my permission to leave a message on my answering machine or voicemail.

| hereby direct that PMCLC shall NOT submit any billing data or related claim(s) for, or on, my
behalf to any private insurance program, Medicare or any Secondary Medicare Insurance
program carrier with whom | have insurance coverage. | hereby acknowledge that | will be
financially responsible to remit payment in full for all services provided to me at PMCLC. By
signing this form | understand the informed consent and am giving permission to use and
disclose my protected health information in accordance with the directives listed.

Patient Printed Name

Patient/Parent Signature Date
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