New Patient Paperwork /j HATCHCHIRO

® REDEFINING HEALTHCARE

L]
-

Date,

Title: (Check one) oM. oMrs. oMs. oMiss abDr Gender: o Male o Female

First Name Middle Initial Last Name
Address
City State Zip Code
Home Phone ( ) - Work Phone ( ) -
Cell Phone ( ) - Email
May we contact you viaemail? Y N
Date of Birth / J Soclal Security Number: - -
Marital Status: Single Married Divorced Other FEMALE PATIENTS: Areyoupregnant? Y N
Emergency Contact Name Phone ( ) -
Do you have Health Insurance? If yes, would you like us to bill your Please note that for all insurance
Yes: No: insurance for you? cases, our office will need a copy
) ) Yes: No: of your card, and a photo ID will
v : be required.
Is this related to an accident? Yes: No: AUTO WORK OTHER
Date of Injury: Has a claim been filed? Were you hospitalized?
Yes: No: Yes: No:

If your current condition is due to an accident, please immediately inform the office staff so that we may properly
assist you in your care.

Have you ever seen a Who may we thank for your referral? Have you recently had any X-
Chiropractor? Rays/MRIs?

Yes:___No:_ Yes: No:

Ingl nt r Policy: Our policy is aligned with the Douglas County School District (DCSD). If schools in

Douglas County are closed due to weather Hatch Chiropractic will also be closed.
We will open at 10:00 AM when school start times are delayed.




Medical Conditions: (Check all that apply)

o Arthritis a Cancer 0 Diabetes

o Hypertension o Psychiatric lliness o Skin Disorder
o Concussion # Dates o Other
Surgeries: (Check all that apply)

0 Appendectomy o Cardiovascular o Cervical Spine
o Joint Replacement o Prostate o Lumbar Spine
o Brain o Shoulder o Thoracic Spine
o Carpal tunnel o Gastrointestinal o Urcgenital

o Cesarean Section# ___ p Other

Allergiies: (Check all that apply)

o Eggs o Fish and Shellfish o Milk or Lactose o Peanuts
o Soy o Sulfites o Wheat/Glutens o Other
Social History

Caffeine use o Occasional o Often

Drink Alcohol o Cccasional o Often

Chew Tobacco o Occasional o Often
Cigarettes o Occasional o Often

Wear Seat Belts o Occasional o Often
Marijuana Use o Occasional o Often

Family History

Arthritis o Parent o Sibling
Cancer o Parent o Sibling
Diabetes o Parent o Sibling

Heart Disease o Parent o Sibling
Hypertension o Parent o Sibling

Stroke o Parent o Sibling
Thyroid o Parent o Sibling

Please list all current medications and OTC supplements being taken:

o Heart Disease
o Stroke

o Hysterectomy
o Gall Bladder
a Knee

o Hemia

o Never
o Never
o Never
o Never
D Never
o Never




Review of Systems — (Check box if you have had trouble with any of the following)

Cardiowoscalar | Past |Present] No |  Neurologic | Past [Present] No | Gastrointestinal | Past | No
Poor Circulation Stroke |Gall Bladder Problems
Hypertension Selzures {Bowe! Problems
Aortic Aneurism Head injury |constipation
Heart Disease Brain Aneurysm [uver Problems
Heart Attack Numbness Ulcers
Chest Pain Severe Headaches Diarrhea
High Cholesterol Pinched Nesves {Nausea/Vomiting
Pacemaker Parkinson’s Bloody Stools
Jaw Pain Carpal Tunnel Poor Appetite
Irregular Heartbeat| Vertigo
Swelling of Legs
| Resplratory Past |Present] No Hematologic | Past |Present| No | Ees, Nose and Throat | Past |Present) No
Asthma Hepatitis Difficulty Swallowing
Tuberculosis Blood Clots Dizziness
Short Breath Cancer Hearing Loss
[Emphysema Bruising Sore Throat
Cold/Flu Bleeding Nosebleeds
Cough Fever, Chills Bleeding Gums
Wheezing Sweating Sinus Infections
Musculoskeleta) | Past [Present| No | Genftourinary | Past |Present] No | Allerpic/immunciogic | Past |Present; No
Gout Kidney Disease Hives
Arthritis Bumning Urination immune Disorder
Joint Stiffness Frequent Urination HIV/AIDS
Muscle Weakness Blood in Urine Allergy Shots
Osteoporosis Kidney Stones Cortisone Use
Broken Bones Lower Side Pain
loints Replaced
Constitutional | Past |Present| No Psychiatric Past No Eyes Past |Present] No
Weight Loss/Gain Depression Glaucoma
Low Energy Level Anxiety Double Vision
Difficulty Sleeping Stress Blurred Vision
Nutrition History

Have you made any changes in your eating habit because of your health?
If yes, please describe
Do you avoid any foods?
If yes, type and reason
Do you current follow a special diet or nutritional program?

o Low Fat
a Diabetic

o Vegetarian
Do you drink water?
Do you exercise:

oYes

o No

o Low Carbohydrate

o No Dairy
o Vegan

oYes aNlNo
oYes oNo

Yes

o High Protein
0 No Wheat
0 Weight Loss

If yes, amount consumed in a 24-hour period
If yes, how often

No Check all that apply:
o Low Sodium

o Gluten Restricted

o Other
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Nutrition Hi continued
Check all the factors that apply to your current lifestyle and eating habits:

o Fast Eater o Love to eat

o Ermatic eating pattern o Eat because | have to

o Eat too much o Have a negative relationship to food
0 Late night eating o Struggle with eating issues

o Dislike healthy food o Poor snack choices

o Time constraints o Eat too much under stress

o Eat more than 50% of meals away from home o Eat too little under stress

o Travel frequently o Don't care to cook

o Non-availability of healthy foods o Eating in the middle of the night

o Do not plan meals or menus o Confused about nutrition advice

o Reliance on convenience items

o Emotional eater (eat when sad, lonely, depressed, bored)

o Significant other or family members don't like healthy foods

o Significant other or family members have special dietary needs or food preferences

Indicate on the body diagram where you are experiencing symptoms:

Please describe, in detail, any issues that you wish to discuss with the Doctor today

When did your symptoms begin? Month Day. Year

How did your symptoms begin?




How often do you experience symptoms? Check the one that best describes your symptoms

o Intermittently (0-256% of the time)
o Frequently (61-75% of the time)

What describes your symptoms? Check the one that best describes your symptoms

o Occasionally (25-50% of the tims)
o Constantly (76-100% of the time)

o Sharp o Dull ache o Numb o Shooting
o Buming a Tingling o Stabbing
o Other

How are your symptoms changing?

D Getting better o Not changing o Getting worse

Empl nt :  Employed Unemployed Student Other.

Employer Name

Address

City State Zip Code

Occu nal vities: (Check the one that best describes your job description)

0 Administration o Business Owner o Clerical/Secretary o Computer User
o Heavy Equipment operator 0 Daycare/Childcare o Construction o Health Care

o Food Service Industry o Medium Manual Labor o Manufacturing o Home Services
o Heavy Manual Labor o Light Manual Labor o Executive/Legal o Housekeeper
o Other

Condition’s E Job Performance:

No effect Mild (painful, can do) Moderate/Severe (limited duty)

Moderate (painful, limited ability) Severe (noflimited duty) Extremely Severe (can't do limited duty)

Dally Activities: Effects of Current Condition on Performance — Please check applicable box

Bending o No Effect o Mitd o Moderate c Severe o Extremely Severe
Carrying Groceries o No Effect o Mild o Moderate o Severe o Extremely Severe
Sit to Stand o No Effect o Mild o Moderate o Severe o Extremely Severe
Climb Stairs o No Effect o Mild o Moderate a Severe o Extremely Severe
Driving o No Effect o Mild o Moderate o Severe o Extremely Severe
Computer Use o No Effect o Mild o Moderate o Severe o Extremely Severe
Household Chores o NoEffect = o Mild o Moderate o Severe o Extremely Severe
Kneeling o No Effect o Mild o Moderate o Severe o Extremely Severe
Lift Children o No Effect o Mild o Moderate o Severe o Extremely Severe
Pet Care o No Effect o Mild o Moderate o Severe o Extremely Severe
Concentration o No Effect o Mild o Moderate o Severe o Extremely Severe
Self-care o No Effect o Mild o Moderate o Severe o Extremely Severe
Sexual Activities o No Effect o Mild o Moderate o Severe o Extremely Severe
Sleep o No Effect o Mild o Moderate o Severe o Extremely Severe
Sitting o No Effect o Mild o Moderate o Severe o Extremely Severe
Standing a No Effect o Mild o Moderate o Severe o Extremely Severe
Walking o No Effect o Mild o Moderate o Severe o Extremely Severe
Yard Work o No Effect o Mild o Moderate o Severe o Extremely Severe
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Recreational Activity: Effects of Current Condition on Performance

o No Effect o Mild o Moderate o Severe o Extremely Severe
o No Effect o Mild o Moderate o Severe o Extremely Severe
o No Effect o Mild o Moderate o Severe o Extremely Severe
HIPAA Privacy Practices
| acknowledge that | have received and /or have been given the opportunity to review this Chiropractic Office’s
Notice of HIPAA Privacy Practices for protected heaith information. Initials

Please Carefully R e Following and Initial h State
Office Policies:

Sign In: When you arrive for your appointment please sign in with the front desk. This is required by law. If
you have any changes in your condition, we ask that you please inform us at this time so that we can ensure proper
treatment.

_____Payment of Bills: Payme g time services are rendered. You will be expected to honor
your financial agreements with our ofﬁoe lfyou ﬁnd that you cannot fulfill your financial agreement with our office,
please immediately speak with our Office Manager to make new arrangements.

Cell Phones: We ask that you refrain from using your cell phone while in the treatment areas. Please
respect that there are other patients in the office.

Arbitration: By my initials | consent to Arbitration rather than going to court as a way of resolving any future
claim about my chiropractic care. This agreement applies only to the care that | receive in this office or out call
service from Dr. Ryan Hatch or any associate doctor (past, present or future) working with Dr. Ryan Hatch and/or
Hatch Chiropractic & Wellness, LLC.

Collections: By my initials, | hereby waive my statute of limitations to any outstanding balance with this
office. | understand that should my account become definquent Hatch Chiropractic & Weliness will give me
reasonable opportunities to satisfy my financial obligations. | understand that should my account be sent to an
independent collection agency | will incur further charges.

Informed Consent: | understand and am informed that, in the practice of chiropractic and acupuncture care
there are some risks involved. To exam and treat including, but not limited to, fractures, disc injuries, stroke,
dislocations, sprains, increased symptoms of pain, no improvement of symptoms or pain and in extreme rare
instances death can occur. 1do not expect the doctor to be able to anticipate and explain all the risks and
complications, however | wish to rely on the doctor to exercise judgment during the procedure(s) which the doctor
feels at the time, based on information | have given him, is in my best interest. | further acknowledge that no
guarantees or assurances have been made to me concerning the results intended from the treatment.

Consent to Treat a Minor: (Minor's Printed Name)

Parent/Guardian Signature Authorizing Care

Patient Signature: Date:
Printed Patient Name:
Signature of Legal Parent or Guardian: Date:




/A HATCHCHIRO
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Appointment Cancellation and No-Show Policy

At Hatch Chiropractic we strive to render excellent chiropractic care to you and the rest of our
patients. We understand that there are times when you must miss an appointment due to
emergencies or obligations for work or family. However, when you do not call to cancel an
appointment, you may be preventing another patient from getting much needed treatment.

Our policy is as follows:
In the event you need to reschedule your appointment we require that you give our office 24-hour

notice. This allows for other patients to be scheduled into that appointment.

If you miss an appointment without contacting our office within 24 hours of your scheduled time,
it will be considered a missed appointment. A fee of $50 will be charged to you: if the scheduled
appointment is for acupuncture or massage you will be charged $79; this fee cannot be billed to
your insurance company and will be your direct responsibility.

Additionally, if a patient is more than 15 minutes past their scheduled time their appointment will
have to be rescheduled. This will be considered a missed appointment.

If you have any questions regarding this policy, please let our staff know and we will be glad to
clarify any questions you have.

A valid credit card is required to be on file. In the event you fail to show for an appointment your
card will be charged accordingly.

By signing below, I acknowledge that I have received, reviewed, understand, and will comply
with the policies outlined above.

Signature of Patient Date

Printed Name



1 ﬁHATCHCHIRO Massage Intake Form

lName e ettt S HD?)B SR
— P B —
f Address [CltyIStateIZm
;. S A A___‘_ﬂ S S
Medlcatlons
| Cell Phone ~ |occupation o !
. ; f
‘Email (internal use only) o " - |
, o o !
You are here today for: 1‘
! i
Relaxation ‘i
Injury/Accident ”‘
Specific Complaint ';
Describe: ”
1}
i
i
I
|| Front Back )
[Do you have any of the followmg'? Please circle. ]‘
Cancer - if yesr - - 'High. Blood Pres;u;'e . Heart Problems 7”“"5
Type  Chronic Bowel Issues Blood Clots |
Vear Di ’ | Diabetes Herniated Discs ‘
ear Liagnose Liver Disease Where
In Remission oYes o No Muscle Spasms Disectomy
| Currently Receiving: Osteoporosis Where ,
'Radiation oYes o No Recent Surgery Fused Discs
| Type Where '
{Chema Aves u Mo Broken Bones Allergies
Oncologist Where What
' Phone Numbness Recent Accident or Fall

1 Do you have any of the followmg" Please c:rcle

‘ I acknowledge that l have Ilsted all known medlcal condmons I release all prowders of Hatch Chlropractlc from any an
| all I|ab:1|ty if | fail to inform them of any health changes or of any known health condmons or diagnoses

E Slgnature ! Date

————————————————————————— — e e NISEE: S———— e t———— - e
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Massaged Cancellation and No-Show Policy

In consideration of our patients and therapists, a minimum 24-hour notice is required to reschedule or cancel an
appointment. If your appointment is on a Monday, notice must be given the Friday before. Weekends and holidays do
not count toward the 24 hr notice policy.

Cancellations, No Shows, or appointments rescheduled with less than 24-hour notice will be charged full price for their
service.

Exceptions to this policy are as follows:

- We care able to fill your appointment time with another patient
- Atrue emergency — which will be reviewed on a case-by-case basis
- lliness excused by a doctor’s note

Please note: Cancellations left on voicemail, email, or text while the office is closed will be considered less than 24 hour
notice No-shows will be treated as a cancellation without notice.

A valid credit card is required to be on file in order to book your massage, no matter the payment method used to
purchase the services.

By signing below | acknowledge that | have received, reviewed, understand, and will comply with the policies outlined
above.

Patient Signature Date

Printed Name



REQUIRED DISCLOSURES PURSUANT TO C.R.S. §38-27.5-104

Patient/Guardian:

Health-care provider:

Date of Injury:

Pursuant to Colorado law, Patient/injured person is provided with the following disclosures and advisements:

(1) Before a health-care provider lien is created, a health-care provider or its assignee must make the
following disclosures and advisements to the injured person:

(a) The following are potential methods for payment of a health-care provider’s billed charges:

L
IL.

III.

Iv.

The creation of a health-care provider lien;

The use of benefits available from any payer of benefits as defined in section 38-27-101(9) to
which the injured person is a beneficiary, including that the injured party can obtain
information about the payer of benefits’ network from the payer of benefits or the health-care
provider;

Any other payment method or arrangement agreed to in writing by both the health-care
provider or its assignee and the injured person; or

A combination of the payment methods specified in subsections (1)(a)(I) to (1)(2)(III) of
C.R.S. 28-27.5-104, as set forth above.

(b) That the health-care provider or its assignee is not a heath insurer or payer of benefits;

(c) That, except in the event of fraud or misrepresentation by the injured person:

L

If the injured person does not receive a judgment, settlement, or payment on the injured
person’s claim against third parties or under an uninsured or underinsured motorist policy, the
injured person is not liable to the holder of the health-care provider lien for any portion of the
health-care provider lien;

If the injured person receives a net judgment, settlement, or payment that is less than the full
amount of the health-care provider lien, the injured person is not liable to the holder of the
health-care provider lien for any amount beyond the net judgment, settlement, or payment,
and the holder of the health-care provider lien may not file a complaint or counterclaim against
the injured person directly to be reimbursed for any amount beyond the net judgment,
settlement, or payment. Nothing in this section prevents a health-care provider or its assignee
from initiating a declaratory judgment action or participating in an interpleader action or claim
pursuant to the Colorado Rules of Civil Procedure, or any other similar action or claim, to
determine the health-care provider’s or its assignee’s share of the injured person’s net
judgment, settlement, or payment;



M. The health-care provider or its assignee may not assign a heath-care provider lien to a
collection agency or debt collector.

(d) That a health-care provider’s assignee’s compensation from the injured person is based on the
difference between the health-care provider’s usual and customary billed charge and the amount that
the assignee pays to purchase the health-care provider lien;

(¢) Of any common ownership interest between the holder of the health-care provider lien and the injured
person’s legal counsel. No such relationship exists;

(f) Ofany common ownership interest between the assignee of a health-care provider lien and any health-
care provider who is providing treatment or who may provide treatment to the injured person under
the terms of the health-care provider lien; and

(g) That if the injured person has obtained health insurance even after a health-care provider lien has been
created, and the injured person or the injured person’s legal counsel so informs the holder of the
health-care provider lien, all future care may be billed to the health insurance carrier at the injured
person’s discretion.

(2) Nothing in C.R.S. 38-27.5-101, et. seq. changes any obligation of the health-care provider or its agents
under the “Colorado Medical Assistant Act”, Articles 4 to 6 of Title 25.5

(3) Upon request by the injured person or the injured person’s legal counsel, the holder of a health-care
provider lien shall provide in writing to the injured person an itemized statement of all the billed charges
for treatment comprising the total value of the health-care provider lien as the billed charges are accrued,
to the extent practicable, and when the health-care provider lien is final. The final itemized statement
must include a summary of all treatments provided, the total amounts billed for each treatment, and the
total amount of the health-care provider lien due and owning.

1 acknowledge receipt of the foregoing disclosures and advisements as required by Colorado law.

Dated this day of ,20

Signature of Patient/Guardian Printed Name



Irrevocable Lien, Assicnment of Benefits, and Security Interest

Patient/Guardian: (hereafter “patient™)

Date of Injury:

Provider:

Patient, in order to receive care, treatment, products, and services (collectively referred to hereafter as
“Services™) from Provider or Provider’s Assignee (hereafter collectively referred to as Provider), hereby
executes this Irrevocable Lien, Assignment of Benefits, and Security Interest (hereafter “Document”) in favor
of Provider, and any Assignee designated at Provider’s discretion. Patient agrees as follows:

1.  Provider, shall have an irrevocable lien against, and a security interest in, any settlement, award,
judgment, verdict, or recovery arising out of the injury sustained by patient on the above-referenced Date of
Injury. Patient assigns, to Provider, the proceeds from any such settlement, award, judgment, verdict, or
recovery in an amount equivalent to Patient’s outstanding balance for Services with Provider.

2. Patient assigns to Provider, in an amount equivalent to Services provided, any benefits available, or
to which Patient may be entitled, and any legal or contractual rights patient may have under health insurance,
uninsured/underinsured motorist coverage, and medical payment coverage. On Patient’s behalf, Patient
authorizes Provider to receive a complete copy of Patient’s, or any third-party’s insurance policy, including
declarations sheets, endorsements, conditions, limitations, benefits, exclusions, and policy limits.

3.  Patient understands and agrees that this Document is valid, secured, and enforceable upon execution
and shall remain valid even if Provider’s rights hereunder are assigned. Patient consents to any assignment
at the discretion of Provider. Patient agrees that Provider may file this, and any other Document, with the
appropriate court, any insurance carrier, with Patient’s attorney, or the Colorado Secretary of State, as
Provider so desires. Patient further authorizes Provider to provide copies of Patient’s medical records to
Patient’s attorney and any insurance carrier who may be responsible for payment of Services, either through
contract or due to a third-party’s liability. Patient acknowledges receipt of Disclosures/Advisements
pursuant to C.R.S. 38-27.5-104, et. seq.

4.  Patient directs any attorney representing Patient to acknowledge and honor this Document, even if
not signed by the attorney, and to make payment to Provider pursuant to the same. This document is intended
to be valid and enforceable, even if not signed by Patient’s attorney. Patient’s attorney is advised, that by
execution of this Document, that Patient recognizes that Provider is a third party with an undisputed interest
in Patient’s claim/case as anticipated by Colorado Formal Ethics Opinion 94.

S.  Patient authorizes and directs Patient’s attorney, Patient’s insurance company, or any third-party
insurance company to disclose all insurance benefits, offers, status of negotiations, and any final settlement
or judgment amount, along with date of settlement, all provider or insurer lien reductions, and disbursement
amounts to others (actual or proposed).

6.  Provider shall not be responsible, either in part or in whole, for payment of attorney’s fees, expenses,
or costs which Patient may incur for the collection of funds due from third parties or insurance benefits.



Patient understands that Provider is not subject to either the “made-whole rule” or the “common fund
doctrine.”

7. This agreement does not create a continuing obligation to provide Services for Patient. Should Patient
or Patient’s representative request that Provider bill services to health or other insurance, such request shall
be made in writing. In the event Provider is asked to bill health or other insurance, Patient shall be
responsible for payment of all co-payments or deductibles at the time of service, unless another method of
payment is agreed to between Patient and Provider, in writing.

8.  This Document applies to amounts currently owed by Patient to Provider and to amounts which may
be incurred in the future. Patient agrees that this Document shall apply to any balances owed by patient for
past or future treatment, whether or not such Services are related to the Date of Injury as set forth above.

9.  Patient agrees that this document shall be governed by the laws of Colorado and any dispute under
this document, or for Services provided, shall be brought in the county where Patient received Services.

10. In the event patient has made any misrepresentations or committed fraud, Patient shall be responsible
for Provider’s reasonable attorney’s fees and costs should collection efforts be undertaken by Provider,
whether or not a lawsuit is undertaken.

11.  If any provision of this agreement is deemed to be unenforceable for any reason, the remaining
portions shall still be enforceable and have binding effect.

Dated this____day of 520

Signature of Patient/Guardian Printed Name
Address
City, State, Zip

ACKNOWLEDGEMENT

I, the undersigned attorney, am the attorney of record for Patient named above. I hereby acknowledge receipt
of the foregoing Irrevocable Lien, Assignment of Benefits, and Security Interest and hereby agreed to honor

and observe the terms herein. I provide this acknowledgement with the understanding that attorneys’

fees and costs shall be deducted BEFORE pavment of any Services pursuant to this Lien.
Attorney Signature Attorney Printed Name

Firm Name



Hatch Chiropractic informed Consent

{ understand that | am the decision maker for my health care. Part of this office’s role is to provide me with information to
assist me in making informed choices. The purpose of the informed consent is for my understanding and agreement
regarding the care recommended, the benefits and risks associated with the care, altematives and the potential effect on
my heatth if | choose not to receive the care.

Chiropractic Treatment - the doctor will use his/her hands ora mechanical device to move your joints. You may feel a
click or pop, you may also feel movement of the joint. Various theraples, such as hot or cold packs, electric muscle
stimulation, and therapeutic ultrasound may be used. Possible risks: As with any health care procedure, complications
are possible following a chiropractic manipulation. Complications could include fractures of bone, muscular strain,
ligaments sprain, dislocations of joints, or injury to intervertebral discs, nerves, or spinal cord. Cerebrovascular Injury or
stroke could occur upon severe Injury to arteries of the neck, although this is a rare occurrence. A minority of patients
may notice stiffness or soreness after the first few days of treatment.

Acupuncture Treatment - | understand that methods of treatment may vary, but are not limited to, acupuncture,
cupping, and Chinese massage. | have been informed that acupuncture is a generally safe method of treatment, but, as
with all types of healthcare interventions, there are some risks of care. Possible risks: Bruising, numbness or tingling
near the needling sites that may last a few days; and dizziness or fainting. Bruising is acommon side effect of cupping.
Unusual risks of acupuncture include nerve damage and organ puncture, including lung puncture (pneumothorax).
infection is another possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe
environment.

Physical Therapy - Response to physical therapy intervention varies from person to person; hence, it is not possible to
accurately predict your response to a specific modality, procedure, or exercise protocol. Hatch Chiropractic does not
guarantee what your reaction will be to a specific treatment, nor does it guarantee that the treatment will help resolve
the condition that you are seeking treatment for. Possible risks: It is possible that the physical therapy treatment may
result in aggravation of existing symptoms and may cause discomfort, pain, or injury.

Dry Needling - Functional Dry Needling (FDN) involves inserting a monofilament needle into a muscle or tissue to reset
the tissue to an improved homeostasis. This can help to resolve pain and muscle tension, as well as promote healing. This
is not traditional Chinese acupuncture, it is a medical treatment that relles ona medical diagnosis to be effective.

Possible risks: FDN may cause injury to a blood vessel causing a bruise, infection, and/or nerve injury. The most serious
risk with FDN is accidental puncture of a lung (pneumothorax), this is a rare complication.

While | do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of
treatment, | wish to rely on the doctor to exercise judgment during the course of treatment, based upon the facts then
known to be in my best interest. | understand that, as with all healthcare approaches, results are not guaranteed, and
there is no promise to cure.

| understand that | must inform, and continue to fully inform, this office of any medical history, family history,
medications, andjor supplements being taken (prescription and over-the-counter drugs). | understand the clinical and
administrative staff may review my patient records and lab reports, all which are kept confidential and will not be released
without my written consent.

My signature below confirms that | have read and fully understand the consent to treatment. |1 understand the risks and
benefits of the procedures and have had an opportunity to ask questions.

Pregnancy Release: | certify that to the best of my knowledge | am not pregnant, and the dinical staff has my permission to
perform x-rays. | have been advised that x-ray can be hazardous to an unbom child.

Date of last menstrual cycle: Initials

Patient Printed Name: Date:

Patient Signature:



Primary Auto Insurance information

Date of injury: What state was the accident in?
Insurance Company:

Claim Number: Has accident been reported: Y
Insured's Policy Number: Adjuster’'s Name:

Adjuster’'s Phone Number (include extension):

Third Party Insurance Information

Date of Injury: What state was the accident in?
Insurance Company:

Claim Number: Has accident been reported: Y
insured’s Policy Number: Adjuster’s Name:

Adjuster’s Phone Number (include extension):

Have you retained an attorney? Y N

Name: Phone Number:

Address:

City: State: _____ Zip:
Who was the at-fault? You Other Driver

Did you go to the hospital? Y N
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CROFT WHIPLASH TREATMENT GUIDELINES

ltlsfmpomrutomwguwmammwmmbm-nmpmtpﬁmfcrmmemmm.mpat!entls
always the uitimate guide to the need for care. Guldelines can alert the clinician to possibly missed or occult injurles, in

the case where his treatment appears cutside the guldelines,
or to the possibility that his approach to care needs to ba resvaluated.

THE STAGES OF INJURY

Stage | (acute inflammatory stage), 0 - 72 hours;

Stage Il (repair stage), 72 hours - 14 weeks;

Stage Il {remodeling stage), 14 weeks - 12 months or more; and
Stage IV (chronic; permanent).

THE FIVE GRADES OF SEVERITY OF CAD TRAUMA

Grade I: minimal; no limitation of range of motion, no ligamentous injury, no neurclogical
symptoms;

Grade [I: slight; limitation of range of motion, no ligamentous injury, no neurological findings;

Grade (lI: moderate; limitation of range of motion, some ligamentous Injury, neurclogical findings
present;

Grade IV: moderate to severe; limitation of range of mation, ilgamentous instabllity, neurclogical
findings present, fracture or disc derangement; and

Grade V: severe, requires surgical treatment and stabilization.

PLACING THE GRADED PATIENT WITHIN THE FREQUENCY/DURATION TABLE

The table below detalls these treatment recommendations in tabular form. In the two right hand columns are
listed the approximate maximum treatment duration and the approximate maximum number of visits
expected to be necessary over that period. Patients not at high risk for pcor cutcome shoutd not require
treatment approaching these maxima. This guideline is based on analysis of approximately 2,000 randomly
selected cases from a number of treating practitioners’ files.

Grade Daily 3wk 2xiwk Txiwk 1x/mo D ™
Grade | 1wk 1-2wk 2-3 WKk >4 wk = > 10 wk >21
Grade Il 1wk >4 wk >4 wk >4 wk >4mo > 20wk >33
Grade il 12wk | > 10wk > 10 wk > 10 wk >6mo > 56 Wk >76 |
Grade IV 23wk | > 16wk > 12wk > 20 wk - - -
Grade V Surgical stabiiization necessary - chiropractic care is post surgical

[ TD = treatment duraticn
TN = treatment number

*possible follow-up at cne month

*may require permanent monthly or pm care ,

0 LLY COMPLIC. CTORS T

Advance Age Disc slonvhemiation Prior vertebral facture

Metabolic disorders Spondylosis and/or facat arthrosis or bons disease

Congenital anomaties of the spine Arthritis of the spine Spinal or foraminal stenosis
nt anomalies of the spine  AS or other spondylarthropathy Parapleglaftetraplegla

Degenarative disc disease Prior cervical or lumbar spine surgery Prior spinal injury; scollosis



Concussion Symptoms

None Mild Moderate Severe

Headache 0 1 2 3 4 5 6
“Pressure in head" 0 1 2 3 4 5 6
Neck pain 0 1 2 3 4 5 6
Nausea or vomiting 0 1 2 3 4 5 6
Dizziness 0 1 2 3 4 S 6
Blurred vision 0 1 2 3 4 5 6
Balance problems 0 1 2 3 4 5 6
Sensitivity to light 0 1 2 3 4 5 6
Sensitivity to noise 0 1 2 3 4 S 6
Feeling slowed down 0 1 2 3 4 S 6
Feeling like "ina fog" 0 1 2 3 4 5 6
“Don't feel right" 0 1 2 3 4 5 6
Difficulty concentrating 0 1 2 3 4 5 6
Difficulty remembering 0 1 2 3 4 5 6
Fatigue or low energy 0 1 2 3 4 5 6
Confusion 0 1 2 3 4 5 6
Drowsiness 0 1 2 3 4 5 6
More emotional 0 1 2 3 4 5 6
irritability 0 1 2 3 4 5 6
Sadness 0 1 2 3 4 5 6
Nervous or anxious 0 i 2 3 4 5 6
Trouble falling asleep (if applicable) 0 1 2 3 4 5 6
Total Number of symptoms of 22
Symptom severity score of 132
Do your symptoms get worse with ph ysical activity? \._!l Jﬂ__
Do your symptoms getw orse with mental activity? Y N

If 100% is feeling perfectly normal, what percent of normal do you feel?

If not 100%, why?




NECK BOURNEMOUTH QUESTIONNAIRE

Patient Name Date

Instructions: The following scales have been designed to find out about your neck pain and how it is affecting you. Please answer ALL the
scales, and mark the ONE number on EACH scale that best describes how you feel.

1.

Over the past week, on average, how would you rate your neck pain?

No pain Worst pain possible

0 1 2 3 4 5 6 7 8 9 10

Over the past week, how much has your neck pain interfered with your daily activities (housework, washing, dressing, lifting,
reading, driving)?

No interference Unable to carry out activity

8 9 10

~i

0 1 2 3 4 5 6

Overthepastweek.howmuchhasyomneckpaininterferedwithyourabilitytoukepaninmeaﬁonahsocial, and family
activities?

No interference Unable to carry out activity

0 | 2 3 4 5 6 7 8 9 10

Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you been feeling?
Not at all anxious Extremely anxiocus

0 1 2 3 4 5 6 7 8 9 10

Overthepwtweek,howdmmed(dowmh—&&dmp&s&d,hbwspiﬁm,mﬁmmhappy)hmyoubmw
Not at all depressed Extremely depressed
0 1 2 3 4 5 6 7 8 9 10

Over the past week, how have you felt your work (both inside and outside the home) has affected (or would affect) your neck pain?
Have made it no worse Have made it much worse

0 1 2 3 4 5 6 7 8 9 10
Over the past week, how much have you beea able to coatrol (reduce/help) your neck pain on your own?

Completely control it No control whatsoever
0 1 2 3 4 5 6 7 8 9 10
Examiner
OTHER COMMENTS:

With Permissicn from: Bolton JE, Humphreys BK: The Boumemouth Questionnaire: A Skort-form Comprehiensive Gutcame Measure. I1. Psychometric
Propertics in Neck Pain Patieats JMPT2002; 25 (3): 141-148.




CAD Injury History Form

General information:

Patient’ name:
Today’s date:
Date of injury:
Meritalstaws: OM 0OSs Ow 0D
Habits:
Smoke: [INome Pk/day Years
Alcohol: 00 Never O Social (3 Light [J Mod.
O Heavy
Employment:
At time of crash:

O Unemployed
Currently:

O Unemplyed

Due to crash? OYes [No

Type of work: [1 Office/clerical (] Light labor

[0 Moderate labor [ Heavy labor

Past medical history:

Surgeries (dates and residuals):

Fractures (dates and residuals):

Serious illness (dates and residuals):

Workers’ comp. injuries (date, TX, awards,
residuals):

Personal Injuries (date, TX, awards, residuals):

Sports or other injuries to head, neck, or back:

Past medical history (cont'd)

Any prior HX of current complaints:
1.
2.
3.
Prior TX by DC for these:
1.
2,
3.

Current Medical history:

Current health problems: [ None

Current medications taken: [] None

Injury history. General:

Was the crash on-thejob? (1 Yes [J No

Youwere: [J Driver [J Frontseat passenger
[0 Rear seat passenger[] Motorcycle operator
O Motorcycle passenger(] Other

Vehicle driven by:

Your vehicle (year, make, model):

Your estimated speed at moment of crash:
(0 Stopped [0 Slowing [J Accelerating

Other vehicle (year, make, model):

Time of day: L] Daylight [J Dawn [ Dusk
O Dark

Road conditions: (] Dry [JDamp [J Wet
O Snow O Ice [ Other

Head restraints: O None [ Integral type
O Adjustabletype: O Up [0 Down
O Don’t know

If adjustable, was the position altered by the

crash? OYves [ONo

Was the seat back adjustment altered by the

crash? OYes [ONo

Was the seatbroken? [0 Yes O No

Lapbelt: [0 Wearing O Not wearing

Don’t know

Shoulderbelt: [J None [J Wearing
O Not wearing O Don’t know

Did air bag deploy? [J Yes O No

If yes, were you struck? O Yes [ONo

Body position: [0 Good  [J Forward lean

Other
Head position: [J Forward [ Left __°
O Right___° O Up_—° O Down__°
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Injury history. General: (cont'd)
Hands: [J One on wheel O Two on wheel

0O NA

Brakes applied?

Crash description:

OYes [ONo

Crash diagram:

Aware of impending crash? [ Yes [J No
During the crash:

Did you strike any parts of the vehicle? J YOI N
If yes, describe
Did vehicle strike any objects after crash?
If yes, describe,
Wearing hatorglasses? [ Yes [JNo

If yes, still on aftercrash? [J Yes [J No

Did you lose consciousness? [ Yes [0 No
If yes, for how long?
Estimated property damage to your vehicle:

$

Estimated damage to other vehicle(s): [J None
O Minimal [0 Moderate [ Major

Were the police on-scene? Oves [No
If yes, was a report made? DOYes [CNo

After the crash:

Symptoms: [J Headache [] Dizziness (] Nausea
[ Confusion/disorientation [1 Neck pain

(O Paresthesia(s)

If yes, where?
O Extremity pain. If yes, where?2
O Back pain

When did SX first appear? [J Immediately
(describe which SX) hr afterward
Where did you go after crash? CJHome

0O Wwork [ Hospital:

Mode of transportation
Pwt. doctor:

Emergency department:

Radiographs: [J Yes [J No
Body parts imaged
Results
Labwork OJYes OO No
O Cervical collar 1 Ice
Medications:
Other:
Follow-up instructions: (1 None

Treatment history:

1.Dr.:
Specialty:

Date firstseen:
Referred by: TXtype: —
TX frequency: . TX duration: —__
Currently treating? [J Yes [0 No

Any disability? [ Yes 00 No

If yes, describe:
Special tests:
Referred to:
Did TXhelp? [JYes [INo
Notes:

2.Dr.:
Specialty:

Date firstseen.
Referred by: TX type:

TX frequency:—___ TX duration:
Currently treating? [J Yes [J No
Any disability? [ Yes 00 No

If yes, describe:
Special tests:
Referred to:
Did TX help? OYes [OINo
Notes:
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Treatment history: (cont'd)

3.Dr:
Specialty: — Date first seen:
Referredby: — TX type:

TX frequency: - TX duration:
Currently treating? [0 Yes [0 No
Any disability? [1 Yes [ No

If yes, describe:
Special tests:
Referred to:
Did TXhelp? O Yes OO No
Notes:

4. Dr..

Specialty; Date first seen:
Referredby:___ TXtype:

TX frequency: TX duration:
Currently treating? [0 Yes [J No
Any disability? (J Yes [J No

If yes, describe:

Special tests;

Referred to:

Did TXhelp? [dYes [OJNo
Notes:

5.Dr.:
Specialty: ____Date first seen:

Referredby: — TXtype: —
TX frequency:—_ TX duration:
Currently treating? [ Yes [0 No

Any disability? 0 Yes (0 No

If yes, describe:
Special tests:
Referred to:
Did TXhelp? O Yes [INo
Notes:

6.Dr..
Specialty:  Date first seen:
Referredby:_________TX type:

TX frequency:—____ TX duration:
Currently treating? [J Yes [J No
Any disability? [J Yes O No

If yes, describe:

Special tests:
Referred to:
Did TX help? [JYes [INo
Notes:

Original chief complaints
(if injury was not recent):

1. Body part/system:
Onset:

Provocative:

Palliative:

Quality:

Radiation:

Severity (1-4):

Temporal:

2. Body part/system:
Onset:

Provocative:

Palliative:
Quality:

Radiation:

Severity (1-4):
Temporal:

3. Body part/system:
Onset:

Provocative:

Palliative:

Quality:

Radiation:

Severity (1-4):
Temporal:

4. Body part/system:

Onset:

Provocative:

Palliative:

Quality:

Radiation:

Severity (1-4):

Temporal:
5. Body part/system:

Onset:

Provocative:

Palliative:

Quality:
Radiation:

Severity (1-4):

Temporal:
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Current chief complaints:

1. Body part/system:
Onset:

Provocative:

Palliative:

Quality:

Radiation:

Severity (14):

Temporal:

2. Body part/system:

Onset:

Provocative:

Palliative:

Quality:

Radiation:

Severity (1-4):

Temporal:

3. Body part/system:

Onset:

Provocative:

Palliative:

Quality:

Readiation:

Severity (1-4):

Temporal:

4. Body part/system:

Onset:

Provocative:

Palliative:

Quality:
Radiation:

Severity (1-4):

Temporal:

5. Body part/system:
Onset:

Provocative:

Palliative:

Quality:

Radiation:

Severity (1-4):

Temporal:

Self assessment as of today: %
improved (list for separate areas)

Request records:

O 1. Request radiographs from:

03 2. Request records from:

O 3. Request copy of police report.

Referral:
O For:

O To:

Tests to order:
O Radiographs:

O Tomograms:

O cr:

Area(s):
O MRL:

Area(s):

0O MRA:

Area(s):

O Scintigraphy/SPECT:
Area(s):

O Videofluoroscopy:

Area(s):

[J EMG/NCV:

Root level/nerve(s):

O SEP:

Root level/nerve(s):

[J Other electrodiagnostic test(s):

O Ultrasound:

Area(s):

Action taken on this visit:
0O Exam/TX:

[0 Place on disability:

[0 Work restriction:

OO Referral:

O Brace/collar:

0 Home traction device:

0 NEXERCICER:

O3 Supplements:

O Other:
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The Revised Oswestry Disability Index (for low back pain/dysfunction)

“The pain contes and goes and is very mid,
The pain is mild and does not vazy much.
The pain comes and goes and is moderate.
The pain is moderate and does not vary much.
The pzin comes and goes and s very severe.
‘The pain i scvere and does oot vary much.

opoooo

I can stand as long a3 1 want without pein.
1 have scme pain on standing, but it does not increase
with time.

increasing pain.
!mn@hwm /2 hour withcut

SECTION 2-PERSONAL CARE

g oooo0aBDO

1 would cot have to change my way &f washing or dressing in order
to avaid pain.

1 do not nommally change my way of washing or dressing even
thottgh it catses sonte pain.

Wasking and dressing increzses the pain, but | manage not to
change my way of doleg it.

Washing and dressing increases the pain and I find it gecessary to
change my way of deing it

Because of the pain, § am unable to do seme washing and dressing
without kelp.

Becuuse of the pain, I am unshie to dn any washing and dressing
witheut belp.

SECTION 8-LIFTING

0 OO0 000

I can LRt heavy weights without extra pain.

1 can lift hoavy weights, but &t causcs extra pain

Pain provents me from Efing heavy weights off the floor, but I
manage if they ere convenienty positioned (eg. on a table).
Psin prevenss me from Efting heavy weights off the Boor.

{ can only ER very Hght weights at the most.

SECTION 4-WALKING

oopooao

1 have o pain on walking.

1 have some pain on walking, but it docs not inerease with distxnee.
1 cnoot walk more than ane mie without inereasing pain.

1 cannot walk more than 1/2 mide without inereasing pain.

1 cannot walk more than 1/4 mile without increasing pain.

1 camntot walk at af) without increasing pein.

SECTION 5-SITTING

gooooo

1 can sit in any chair a3 long as 1 Bke.

1 can enly &it in my favorite chalr as long as I like.
Pxin prevents me from sitting more than one bour.
Pxin prevents me from siting more than 1/2 our.

Pain prevents me frum sitting more 10 minutes.

1 avoid sitting because i increascs pain right away.

[}
Q
3 1cannot stand for Ioagey than one hour without
fo |
increasing pain.
O 1cannotstand for longer than 10 minutes without
increasing pain.
3 | avoid sandicg because it increases the pain right
away.

SECTION 7-SLEEFING

1 get wo pain in bed.
I get pain in bed, but it docs net prevent me from

sleeping well.

Because of pain, my normal nfght's sieep is reduced
by less than V4.

Berause of pain, my noroal night's sieep s reduced
by less than 1/2.

Because of pain, my normal uight's sleep &s reduced
by less than 3/4.

Pgin prevents me from sleeping at zll.

SECTION 8SCCIAL LIFE

0O My sockl life s normal and gives me no pain.
O My social ife is nonz), but increases the degres of

pain.

3 Puin has so significant effect on my social Gfe apan
from limiting my mare energetic interests, e,
dancing, cte.

3 Pain has restricied my social tife and [ do not go ot

very ofien.

Pain has restricted my social ife to my home.

I have hardly any social fife because of the pain.

SECTION STRAVELLING

1 g=t no pain while travellizg,

1 grt soms pain while travelling, but nane of oy ussl
forms of travel makes it any worse.

1 gt extra pain whils gavelling, but & does not compel
me to seck akernative fosms of travel.

1 get extra pain while Gavelling, which compels me to
seck altemnative forms of travel

Pain restricts afl forms of travel.

Pain prevents 21l forms of travel except that done king
down.

SECTION 10-CHANGING DEGREE OF PAIN

0000 00

0o

0o 0 O o0

is slow a1 present.

0oo0 ooo
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