( Patient Intake Form

rName:

~

[J Muscle weakness
O Low back pain

[0 Neck pain

1 Mid back pain

O Joint pain

Skin
] Boils

1 Bruise easily

] Dryness

3 Hives or allergies
[ Itching

J Rash

[ Varicose veins

Eye, Ear, Nose & Throat
O Colds

O Deafness

[]] Ear ache

[ Eye pain

O Gum trouble

[J Hoarseness

[ Nasal cbstruction
[ Nose bleeds

[J Ringing of the ears
[ Sinus infection

[ Sore throat

O Tonsilitis

kr:l Vision problems

] Painful defication
(J Pain over stomach
[ Poor appetite

1 Vomiting

0 Vomiting of blood

Genitourinary

[0 Bed-wetting

[ Bladder infection

[Z1 Blood in unine

O Kidney infection

7 Kidney stones

[0 Prostate trouble

[0 Pus in urine

[ Stress incontinence
Urination

O Overmight more than twice
[0 More than Bx in 24hrs
[ Decreased flowfforce
[ Painful urination

O Urgency to urinate

[1 Spitting up phlegm / blood
L] Wheezing

Women only
[J Congested breasts
[J Hot flashes
] Lumps in breast
[J Menopause
[ Vaginal discharge
Menstrual flow
0 Reg. O Ireg. (J Pain/cramps
Daysof flow: ___ Lenghtof cycle: _____
Date - 1# day last period:
Are you pregnant? [ yes, [ no
If yes, how many months?
How many children do you have? ___
Birth control method: __
Date of last PAP test:
2 normal, (71 abnormal
Date of last mamogram:
O normal, [ abnormal

Date:
el ; - G ; : : Immlyr
Patient information contained within this form is considered Insurance: (ddimmiyr)
strictly confidential. Date of Birth:
r1 male o female
Your responses are important to help us better understand Address:
the health issues you face and ensure the delivery of the Marital status
best possible treatment. | : l e ] w l 5 [ iz P_l
Phone #: home: work:
E-mail address:
\ \gccupation: Employer: 2
( Mark (c) for current problems, check &4 and indicate the age when you had any of the following: )

General Gastrointestinal Cardiovascular Check any of the conditions

0 Allergies 0 Abdominal pain (0 High blood pressure Y‘-"“Ara? :_J" have had:

[ Depression [J Bloody or tarry stool {7 Low blood pressure U Alcoholism

[ Dizziness 1 Colitis / Crohn's (] Hardening of the arteries O Anermal B

o Fainling I Colon trouble (] |r[egu|ar pu|se 0 App%ndlutls .

O Fatigue [ Constipation {1 Pain over heart [ Arteriosclerosis

O Fever O Diarthea 3 Palpitation [ Asthmé'

0O Headaches [ Difficult digestion [ Poor circulation 0 Bronchitis

[ Loss of sleep [ Diverticulosis [J Rapid heart beal Sl Cancer

€1 Mental liness O Bloated abdomen U Slow heart beat B Eicken poy

O Nervousness O Excessive hunger [ Swelling of ankles 0 Cf’ld Sofas

0 Tremors O Gallbladder trouble [J Diabetes

0 Weight loss / gain [J Hemia Respiratory 0 Eczema

[ Hemerrhoids [J Chest pain 0 Edema

Muscle f Joint O Intestinal worms [J Chronic cough t Emlphysema

[ Arthritis / rheumatism O Jaundice 7 Difficuty breathing [] Epilepsy

[ Bursitis O Liver trouble [ Hay fever U Goiter

13 o roublo [ Nausea {1 Shortness of breath O Gout

Please list any medication you are currently taking and why:

[ Heart bum

[ Heart disease
] Hepatitis

[ Herpes

[ High cholesterol
1 HIV/AIDS

1 Influenza

1 Malaria

] Measles

0 Miscariage

1 Multiple sclerosis
0 Mumps

1 Numbnessitingling
L1 Pace maker

] Osteoperosis
[J Pneumenia

1 Polio

] Rheumatic fever
[ Stroke

[ Thyroid disease
[ Tuberculosis

1 Ulcers
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( Patient Intake Form @2

Give a breif detailed description of the problem you are currently experiencing:

How long have you had this condition?

What seemed to be the initial cause:

Does it bother you (check appropriate box): 0 work, « sleep, © other:

Is it getting worse? 1 yes, o no

Please mark you area(s) of pain on the figure below

Please place a mark at the level of B P i T
your pain on the scale below: 2 \ ¥,
Worst - g ' /’j 3 (
Possible - : : PR\
Pain S |
{ f1] _
7 { \ \ | /
| e 4 \
¥ i e Wy _ ]
L f:‘ | ; i
- j|]||’ I|| ( \\}
| 14 | 5
No 1F .th‘: ;’/ fJ '\_l
Pain \ | B3/ ( ) 4R
1§ ] 7 z . ¥
Lt S L s
" Past health history (Habits none light mod. heavy s
Have you... Yes No |If yes, explain breifly Alcohol o o o o
... been hospitalized in the last 5 year? 0D O Coffee o o o o
... had any mental disorders? 0 Tobacco o o o 0o
... had any broken bones? O Drugs. g @8 B8 B
... had any strains or sprains? 0 o Exercise o o o O
.. ever used orthotics? £ 15 Sleep _ o o o o
Do you take minerals, herbs or vitamins? & o Softdrinks o ©o o O
How is most of your day spent? o standing, © sitting, © other: Sallyfoods 0 o ©o O
How old is your matress? ‘Lg!ater o o o o
i ? ugar = R < LR R
KWhen was your last physical exam? \ 24

(Family history  If any blood relative has had any of the following conditions, please check and indicate which relative(s) )

o1 Alcoholism 1 Cancer 7 High blood pressure
o Anemia o Diabetes 2 High cholesterol
o Arteriosclerosis o Emphysema o Multiple sclerosis
i1 Arthritis o Epilepsy 0 Osteoporosis
0 Asthma 01 Glaucoma 01 Stroke
. Bleed easily r1 Heart disease o Thyroid disease y
Do you have any other health issues or concerns that our staff should be made aware of?
\= 3
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EAGLE HARBOR HEALTH

ACANTER YOO WILLNESS

R
.

INFORMED CONSENT TO CARE

You are the decision maker for your health care. Part of our role is to provide you with information to
assist you in making informed choices. This process is often referred to as “informed consent” and
involves your understanding and agreement regarding the care we recommend, the benefits and risks
associated with the care, alternatives, and the potential effect on your health if you choose not to
receive care. We may conduct some diagnostic or examination procedures, if indicated. Any
examinations or tests conducted will be carefully performed but may be uncomfortable.

Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be
additional supportive procedures or recommendations as well. When providing an adjustment, we use
our hands or an instrument to reposition anatomical structures, such as vertebrae. Potential benefits
of an adjustment include restoring normal joint motion, reducing swelling and inflammation in a joint,
reducing pain in the joint, and improving neurological functioning and overall well-being.

It is important that you understand, as with all health care approaches, results are not guaranteed, and
there is no promise to cure. As with all types of health care interventions, there are some risks to care,
including, but not limited to: muscle spasms, aggravating, and/or temporary increase in symptoms,
lack of improvement of symptoms, burns, and/or scarring from electrical stimulation and from hot or
cold therapies, including, but not limited to hot packs and ice, fractures (broken bones), disc injuries,
strokes, dislocations, strains, and sprains. With respect to strokes, there is a rare but serious condition
known as an arterial dissection that involves and abnormal change in the wall of an artery that may
cause the development of a thrombus (clot) with the potential to lead to a stroke. This occurs in 3-4 of
every 100,000 people, whether they are receiving health care or not. Patients who experience this
condition often, but not always, present to their medical doctor or chiropractor with neck pain and
headache. Unfortunately, a percentage of these patients will experience a stroke. As chiropractic can
involve manually and/or mechanically adjusting the cervical spine, it has been reported that
chiropractic care may be a risk for developing this type of stroke. The association with stroke is
exceedingly rare and is estimated to be related in one in one million to one in two million cervical
adjustments.

Itis also important that you understand there are treatment options available for your condition other
than chiropractic procedures. Likely, you have tried many of these approaches already. These options
may include, but are not limited to self-administered care, over-the-counter pain relievers, physical
measures and rest, medical care with prescription drugs, physical therapy, bracing, injections, and
surgery. Lastly, you have the right to a second opinion and to secure other opinions about your
circumstances and health care as you see fit.

I have read, or have had read to me, the above consent. I appreciate that it is not possible to consider
every possible complication to care. I have also had an opportunity to ask questions about its content,
and by signing below, I agree with the current or future recommendation to receive chiropractic
care as is deemed appropriate for my circumstance. I intend this consent to cover the entire course
af care from all providers in this office for my present condition and for any future conditions for
which I seek chiropractic care from this office.

Patient Name: Parent/Guardian Name (for minors):

Signature: Date:




EAGLE HARBOR HEALTH

ACIHNTER TOR WELLNESS

i
.

FINANCIAL POLICY

Payment is expected at the time of service unless other arrangements have been made with our
office. For your convenience we accept cash, checks, and credit cards.

We will bill your primary insurance company as a courtesy to you, but please note that billing is
not a guarantee of payment. Your insurance contract is between you and your insurance
company. If the insurance company does not pay their portion within 45 days, we expect you to
contact them to ensure that the claim gets paid. If the insurance company sends a check directly
to your it should be brought to our office as soon as possible. You may also be sent a monthly
statement with your account balance. Please call us with any financial concerns or challenges.
Laser therapy is not currently covered by insurance.

Any accounts where no payments have been received in more than a 60 day period may be sent
to a third party collection agency. Any additional collection fees will be the patient’s responsibility.

| have read and understand the office and financial policies stated above.

Signature: Date:

PRIVACY POLICY

It is the policy of our office to keep your medical information strictly confidential. Unless authorized
by you, or requested by your insurance company, your information will not be divuiged to any one
individual or any organization. If you have read and understand the privacy policy of our office,
please sign below. If we are authorized to release information to anyone other than you, please
list their names in the spaces provided.

By signing this document, | authorize this office to collect benefits, if any, from my primary
insurance company and to release daily chart notes/information when necessary for the
processing of claims.

Signature: Date:

Persons authorized to all medical information, if applicable:

Name Relationship Phone

Name Relationship Phone



PATIENT NAME:

ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be determined
by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process, except as state and federal
law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional right
to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitraticn. Further, the parties will not
have the right to participate as a member of any class of claimants, and there shall be no authority for any dispute to be decided on a class
aclion basis. An arbitration can only decide a dispute between the parties and may not consclidate or join the claims of other persons who
have similar claims.

Article 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not relate to medical malpractice, including disputes
as to whether or not a dispute Is subject to arbitration, as to whether this agreement is uncenscionable, and any procedural disputes, will also
be determined by submission to binding arbitration. itis the intention of the parties that this agreement bind all parties as fo all claims, including
claims arising out of or relating to treatment or services provided by the healthcare provider, including any heirs or past, present or future
spouse(s) of the patient in relation to all claims, including loss of consertium. This agreement s also intended to bind any children of the patient
whether bomn or unbom at the time of the occurrence giving rise to any claim. This agreement is intended to bind the patient and the healthcare
provider and/or other licensed healthcare providers, preceptors, orintems who now or in the future treat the patient while employed by, working
or associated with or serving as a back-up for the healthcare provider, including those working at the healthcare provider’s clinic or office or
any other clinic or office whether signatories to this form or not.

All dlaims for monetary damages exceeding the jurisdictional limit of the small daims court against the healthcare provider, and/or the
healthcare provider's associates, asscciation, corporation, parinership, employees, agents and estate, must be arbitrated including, withcut
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages. This agreement is intended
to create an open bock account unless and until revoked.

Article 3: Procadures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall select
an arbitrator (party arbitrator) and provide National Arbitration and Mediation (“NAM") with the party arbitrator's contact information within thirty
days of the date Respondent files its initial responsive pleading. A third arbitrator (neutral arbitrator) shall be selected by the arbitrators
appointed by the parties from a list of arbitrators supplied by National Arbitration and Mediation (“NAM") within thirty days thereafter. The list
supplied by NAM shall be a list of between 5 and 10 arbitrators, depending upon availability. The neutral arbitrator shall then be the socle
arbitrator and shall decide the arbitration. Each party to the arbitration shall pay such party’s equal share of the expenses and fees of the
neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees,
witness fees, or other expenses incurred by a party for such party’s own benefit. Either party shall have the absolute right to bifurcate the
issues of liability and damages upon written request to the neutral arbitrator.

The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party
in a court acticn, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed
pending arbitration. The parties agree that provisions of state and federal law, where applicable, establishing the right to infroduce evidence
of any amount payable as a benefit to the patient to the maximum extent permitted by law, limiting the right to recover non-economic losses,
and the right to have a judgment for future damages conformed to periodic payments, shall apply to disputes within this Arbitration Agreement.
The parties further agree that, where not in conflict with this agreement, the Healthcare Malpractice Dispute Resolution Rules and Procedures
of NAM shall govern any arbitration conducted pursuant to this Arbitration Agreement. A copy of NAM rules are available on its website at
hitps:/www.namadr.com or by calling 1-800-358-2550 to request a copy of the rules.

Article 4: General Provision: AY claims based upon the same incident, transaction, or related circumstances shall be arbitrated in one
proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would
be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures
prescribed herein with reasonable diligence.

Article 5: Revocation: This agreement may be revoked by written notice delivered to the healthcare provider within 30 days of signature
and, if not revoked, will govem all professional services received by the patient and all other disputes between the parties.

Article 6: Retroactive Effect: If patientintends this agreement to cover services rendered before the date it is signed (for example, emergency
treatment), patient should initial here. . Effeclive as of the date of first professional sesvices.

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not

be affected by the invalidity of any other provision. | understand that | have the right to receive a copy of this Arbitration Agreement. By my
signature below, | acknowledge that | have received a copy.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE
DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE
ARTICLE 1 OF THIS CONTRACT.

Patient Name (print): Signature: Date:
Parent or Guardian (print): Signature: Date:
Office Name: Signature: Date:

ALSO SIGN THE INFORMED CONSENT on REVERSE siDe
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