“ZDISCOVER

CHIROPRACTIC CENTER, PC

Date LD. #

Patient Massage Health History

Name: Age: Date of Birth: Sex: AMUOF
Address: City: State: Zip:

Phone (Home): (Work): (Cell): (Fax):

Email Address: Marital Status: S UM (D 0W  Number of Children:
Occupation: Social Security Number:

Employer: Driver’s License Number:

How did you hear about this office: Referred by:

Past Massage Care: LdYes LNo When? Medical Doctor’s Name:

Past Chiropractic Care: (AYes (ANo When? Chiropractic Doctor’s Name:

Are your present problems due to an injury? (AYes LINo L1On Job WAuto Accident WPersonal Injury WOther:
Are you now or have you ever been disabled? {Service or Work)? UYes UNo When?

List any accidents or falls and dates: JAuto: ORecreation:
USports: UWork Related: QOther:
List any broken bones (fractures) or dislocations;
Ever on crutches? UYes UNo Why?
Were you ever knocked unconscious? LYes UNo (if yes, please explain):
Are you presently taking any medication, prescription, over-the-counter, home remedies, vitamins, minerals, etc?
(Please list)

OPERATIONS AND PROCEDURES
U [ have never had any operations or surgeries

DATE DATE DATE
Vaccinations Spinal Taps/Injections Sinus
Tonsillectomy Appendectomy Hernia
Gall Bladder Female Organs Thyroid
Back Operation Rectal Surgery Stomach
Hip Surgery Shoulder Surgery Knee Surgery
Other
DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING DISEASES?
D Appendicitis UAnemia U Heart Disease U Arthritis UPneumonia UIMeasles
UGoiter UEpilepsy URheumatic Fever UMumps Unfluenza (Mental Disorder
UPolio UChicken Pox OPleurisy ULumbago UTuberculosis UDiabetes
QX Alcoholism UEczema QWhooping Cough U Cancer W Venereal Disease ~ LIHIV Positive
HABITS EXERCISE FAMILY HISTORY
LISmoking Packs/day: _ UNone Diabetes Kiduey Cancer Back Heart
UDrinking  Alcohol: (Cups/day) UModerate Mother (I (! (W U U
Ul Coffee Cups/Day: QDaily Father U U a d a
USoft Drink  Bottles or Cans/Day: Type: Brother(s), # of U u (. ( a
UWater Cups/Day: Sister(s), # of | d o u (|




Please check the correct hox for each item below. Check at least one box for each sign or symptom listed. LNever Previously OPresently

{1 Kidney Infection

1 Kidney Stones

1 Painful Urination

(3 Prostate Trouble
FOR FEMALES ONLY

Sensitive Skin
Skis Eruptions

U Numbness or Pain
in arms/legs/hands
MUSCLES & JOINTS

&

Q

a

Q

a

Q

a

L1 (1 High Blood Pressure
& O Low Blood Pressure
O O Chest Pain

O 1 Heart Trouble

4 O Poor Circulation

O Q Blood Clots U Cramps

3 E£F Varicose Veins U Hot Flashes
Shoulders O U1 Strokes U O U hrregular Cycle
Q

O O Backache

a

a

a

O O Stiff Neck U Swelling Ankles O Q O Painful Periods
(|

d

d

d

d

1 Foot Trouble
(1 Hernia

) ) > )
El 42 ElE g2
5 &5 mvmea
2 £ EGENERALSYMPTOMS .2 & FGASTRO-NTESTINAL 2 £ £ NOSE/THROAT &£ & RESPIRATORY
0 Q Q Allergy(What) 0 Gall Bladder Trouble & O 0 Deafness Q O Chest Pain
O Acid Reflux O O U Nasal Obstruction O O Asthma/Emphysema
U Nausea O O O Blurred Vision O U Chronic Cough
O O O Dizziness U Stomach Pain U O U Sinwsitis U O Difficuity Breathing
0 0O 4 Fainting U Heart Burn SKIN OR ALLERGIES GENITO-URINARY
U O U Fatigue U Irritable Bowel U O U Bruising Easily & O inability to Control
0 O Q) Headache CARDIO-VASCULAR [ 0} L] Eczema Urine
ad aoaa d
aad a
a
a
a
a

OO0 OO0 0 O00O0CNever

U Pain Between

L0000 C00C0CC D000 CNever

U Painful Tail Bone YesNo Pregnant at this Time

0 Spinal Curvature
O Strains/Sprains
O Joint Pain

U Muscle Pain

CO0000 O000C

INFORMED CONSENT FOR MASSAGE CARE
A patient, in coming to massage therapist, gives the therapist permission and autharity for examination and to care for thern in accordance with massage protocol. Massage therapy procedures are usually

henelicial and seldom cause any problem. In rare cases, underlying physical defects, deforrnities or pathologies may render them susceptible to injury. Even though a procedure was performed carrectly, it
must be understood by any patient seeking massage, no guarantee of results can be made, and that risks include, but may not be limited too, injury, Iractures, disc injuries, paralysis, strokes, dislocation,
stralnslsprains or death that may occur from any procedure performed, and by signing this consent for care form, | acknowledge the risk or danger and choose ta have massage procedures performed. The
theraplst will not perform massage if hefshe is aware that such care may be contraindicated, Again, it Is the responsibility of the patient to make it known or to learn through health care procedures
whatever helshe is suffering from: latent pathological defects, ilinesses, or deformities which would otherwise not come to the attentlon of the massage therapist. The patient should look to a
doctoriphysician for the proper diagnostic and clinical procedures. The patient will keep the theraplst updated if any changes in hisfher condition become apparent. It is understood that the patient has
stated all known medical conditions known to the patient at this time.

DIAGNOSIS
Massage therapists are not allowed to diagnose In the State of Michigaw; therefore, the therapist can make no diagnosis of any condition (illness, disease, or any other physical or mental disorder). This is

the job of a qualified physician. It has been made clear €0 me that massage therapy Is not a substitute for medical examinations andlor diagnosis and that it is recommended that | see a physician for any
physical aitment E might have.

TREATMENT
I understand that | may recelve any of the following treatments, Each will be exphained in advance, and if you have any questions please ask the therapist or staff hefore any procedure or treatment Is

performed. Treatments may include but are not limited teo: massage therapy, stretches andlor exercises, and cryotherapy. The massage therapist does not prescribe medical treatment or
pharmaceuticals, nor perform any spinal manipulations.

RESULTS
The purpose of massage therapy services is to promote natural health through the relaxation, stress reduction, relief from muscular tension or spasm, or for increasing circulation and energy flow. Since

there are so many variables, it is difficult to predict the time schedule or efficacy of the massage procedures, Sometimes the response is immediate. In other casesitis gradual, Occasionalfy, the results are
fess than expected. Two or more simifar conditions may respond differently to the sama massage procedures. In turn, we must admit that conditions, which do not respond te massage therapy, may come

under the control ¢r be helped through chiropractfc or medical sclence.

TO THE PATIENT
Please discuss any quesiions or concerns with the therapist before signing this statement of consent.
I have read and understand the foregoing, and give my consent to proceed with massage therapy,

J understand and agree that if I have health andlor accident fnsurance, these policies are an arrangement between the Insurance careier and myself. Further, 1 understand that this officefmassage theraplist
will not prepare reports and forms to assist In reimbursement from the insurance company untess | am under the care of the chiropractic physician In the office. | clearly understand and agree that all
services rendered to me are my personal responsible for payment {massage therapy is cash only unless patient is under the care of the chiropractic physician in this office).

t hereby authorize the massage therapist to examine and treat my condition as hefshe deems appropriate through the use of massage therapy, and | give autherity for these procedures to be performed.

The patient understands and agrees to allow this chiropractic office to use thelr Patient Health Information for the purpose of treatment, payment, healthcare operations, and coordination of care, Y¥e
want you to know how your Patient Health Information is going to be used In this office and your rights concerning those records. If you would like to have a more detailed account of our policies and
procedures concerning the privacy of your Patient Heatth Information we encourage you to read the HIPAA NOTICE that is availatilte to you at the front desk before signing this consent. If there is

anyone you do not want to receive your medical records, please inform our office.

Patient’s Signature: Date:

Guardian’s Signature Authorizing Care: Date:




CURRENT COMPLAINT HISTORY
(PATIENT)
Patient Name: Date:

Please check all boxes that apply fo vour condition and fill in the spaces that describe your present complaint(s). Also, the information you
provide concerning past symptoms will help in assisting the doctor to better understand your present complaints and fotal health pleture.

Please list your present complaint(s) and mark your [evel of pain today for each complaint — If you have more than one area of
complaint, list them in order of most severe to least severe.

1. Duration — (Hew Long / Date): # of Previous Episodes:

(Please circle oney (Nopain)0 1 2 3 4 5 6 7 & 9 10 (Worst pain imaginable)

2. Duration — (How Long / Date): # of Previous Episodes:

(Please circle one) (Nopaim)0 1 2 3 4 56 7 8 9 10 (Worst pain imaginable)

3. Duration — (How Long / Date): # of Previous Episodes:

Please circle onte) (Nopain)@ 1 2 3 4 5 6 7 8 9 10 (Worst pain imaginable)
Has anyone treated you for this episode? L Yes UNo If yes, by whom?

How did your symptoms begin? :
CHimmediately after a specific incident [t After multiple Incidents [ Gradually developed over time Wother

What makes your symptoms better?
Nothing QLying down WStanding ClSittmg OMovement/Exercise W Other

What makes your symptoms worse?
UNothing WLying down UStanding (Sitting DMovement/Exemse WOther

Are your symptoms? SHOW US YOUR PAIN
DDecreasing Dlncreasing USE THE LETTERS BELOW TO INDICATE THE TYPE
ONot Chan ging QOther AND LOCATION OF YOUR SYMPTOMS TODAY
Description of pain or symptoms: KEY: A=ACHE B = BURNING N=NUMBNESS P=PINS & NEEDLES
OSharp OShooting $=STABBING X-STIFFNESS  T=THROBBING O=OTHER
UDull UBurning
QAche QNumb/Tingling
U Weakness QStiff
U Throbbing QOther
Does your pain move or radiate?
UYes No Where

Check the best and worse times of the day for
your pain:

Best Worst
U First Awake QFirst Awake
UMorning OMorning
U Afternoon QAfternoon
U Evening UBvening
(INighttime OINighttime
UOther UOther

Frequency of pain or symptoms:

LlConstant (76 — 100%)

UFrequent (51 —75%)

L Occasional (26 — 50%) g 3
Qntermittent (25% or less) LEFY

How many days out of an average week are you in pain? (Please circleone) 1 2 3 4 5 6 7

How much time during the day are you in pain?
Oiess than 1 hour 81 to 6 hours 6 to 12 hours 12 to 18 hours {318 to 24 hours (124 howrs

Patient’s/Guardian’s Signature: Date:

Discover Chiropractic Center, PC 6740 Cascade Road SE Suite 6 Grand Rapids, MI 49546 Phone: (616) 956-1112 Fax: (616) 956-6265 Web: www.dchiro.com



DISCOVER CHIRQOPRACTIC CENTER, PC
6740 Cascade Road Ste. 6
Grand Rapids, MI. 49546
P: 616.956.1112

(Consent to use PHI) Not:ce--o'f{anacy Pract:ces '-Acknowledgementf_ﬁa

_ il &Consent S e
Acknowledgement for Consent to Use and Disclosure of Protected Health Information

Use and Disclosure of your Protected Health Information

Your Protected Health Information will be used by Discover Chiropractic, or may be
disclosed to others for the purposes of treatment, obtaining payment, or supporting the
day-to-day health care operations of this office,

Notice of Privacy Practices

You should review the Notice of Privacy Practices for a more complete description of
how your Protected Heaith Information may be used or disclosed. It describes your
rights as they concern the limited use of health information, including your demegraphic
information, collected from you and created or received by this office. You may review
the Notice prior to signing this consent. You may request a copy of the Notice at the
Front Desk.

Requesting a Restriction on the Use or Disclosure of Your Information

* You may request a restriction on the use or disclosure of your Protected Health
Information.

» This office may or may not agree fo restrict the use or disclosure of your
Protected Health Information.

» If we agree to your request, the restriction will be binding with this office. Use or
disclosure of protected information in violation of an agreed upon restriction will
be a violation of the federal privacy standards.

Revocation of Consent

You may revoke this consent to the use and disclosure of your Protected Health
Information. You must revoke this consent in writing. Any use or disclosure that has
already occurred prior to the date on which your revocation of consent is received will
not he affected.

By my signature below I give my permission to use and disclose my health information.

Patient or Legally Authorized Individua! Signature Date

Print Patient's Full Name Time

Witness Signature Date




Discover Chiropractic Center, P.C.
Office Policies

Thank you for choosing Discover Chiropractic Center, P.C. {“Discover”} as your Chiropractic Health Care
pravider. \e are committed to providing you with the best care possible.

Any X-rays taken at this office will remain the permanent physical property of this office for a minimum of seven years. Coples of
the patient's X-rays andfor records will be provided when a minimum advance notice of two working days is given. We reserve
the right to charge a "copying” fee for the reproduction of the above X-rays andfor records.

If you do not have health insurance or your health insurance does not cover chiropractic setvices, massage, or any other service
provided in this clinic, you agree to be fully responsible for payment of services rendered by Dr. Eric Lambert, DC and/or

Discover Chirapractic Center, PC,

Payment will be made at time of service, We accept cash, check, Visa, MasterCard, & Discover, If we have to sent you an
invoice for payment a $5 service fee will be added to the invoice.

Missed Appointments Policy:

All appointments are reserved especially for you (the patient). Therefore, please be considerate of other
patients, and our office staff and kindly give at least 24 hours notice if you are unable to make your appointment.
We reserve the right to charge you for canceled or missed appointments, If broken appointments become
habitual, you may be dismissed from care.

Missed massage appointments will be charged full price
Initial for massage if a 24 hour notice is not given.

Financial Policy

Insurance & Billing:
1. As a courtesy to you, we accept most major insurance companies and we will submit claims to your insurance carrier.
However, we are unable to bill your insurance unless you give us all your insurance information. This courtesy may be
withdrawn if circumstances warrant it.

2. If you discontinue your care, your account is immediately due and payable in full, even if an_insurance claim has been
filed. (If the insurance company does send us payment, the payment will be applied to your account. When your account
is paid in full, the balance will be refunded to you.)

3. We will bill your insurance at least monthly during active care at this office.

4, Our office does not guarantee that your insurance will pay for the services provided, We will atcempt at the beginning
of your healthcare to receive verification of your policy and what services it covers.

5. Our office will not enter a dispute with your insurance company over your claim, This is your responsibility and
obligation,

Iimportant

Most insurance plans do not cover 100% of the cost of your treatment. We will estimate as closely as possible your
appropriate co-pay and any/all deductibles, based on the information provided by your insurance company. We require all co-
pay amounts to be paid at or before the time of service. We accept cash, checlk, Visa, MasterCard, & Discover,
Our office will file your insurance claims. However, we will wait 2 maximum of 60 days for the insurance check. (Insurance is
typically paid within 45 days.) We will assist you in dealing with your insurance claims. However, if payment is not received by
the 61* day, you are responsible for the remaining balance. If your account becomes delinquent, it will be subject to
finance charges. The unpaid balance after 30 days of invoice will be subject to simple interest at the rate of 7%
per year, until balance is paid in full. In addition, delinquent accounts will be charged a rebilling fee of $15 per
month, If we choose not to charge the interest or rebilling fee for one or more months, that does not prevent us
from charging them in any other month. An account that is not paid within 90 days of invoice is generally turned over to
collections orr small claims court, but we may do so earlier or fater in our discretion.

Initial and Continue on to bach of page



Authorization and Assignment

in consideration of undertaking your care, you agree to the following:

You authorize Discover to release any information it deems appropriate concerning your physical condition to any
insurance company, attorney or adjuster in order to process any claim for reimbursement of charges incurred.

You authorize the direct payment to Discover any sum you now or hereafter owe to Discover, by your attorney, out of
the proceeds of any settlement of your case, andfor any insurance company obligated to make payment to you or
Discover based in whole or in part upon the charges made for Discover’ services.

If any insurance company that is obligated by contract to make payment to Discover or to you for the charges made for
Discover's services refuses to make such payment upon demand, you hereby assign and transfer to Discover the cause
of action that exists in your favor against any such company (the correct name(s) of which you have provided to
Discover) and authorize Discover to prosecute said action in your name as Discover sees fit. You aiso authorize
Discover to compromise, settle or otherwise resclve said claim as Discover sees fit. Until a reasonable effort has been
made to coffect the sums due from the insurance company or companies, Discover will refrain from collecting the
amounts owed directly from you. You understand that whatever amounts Discover does not collect from insurance
proceeds, whether it be all or part of what is due, you owe those amounts and agree to pay them to Discover on
demand.

You further agree that this Authorization and Assignment is irrevocable and ongoing until all monies owed to Discover
are paid in full.

Thank you for reviewing our Financial Policy. Please let us know if you have any questions or concerns, A photocopy of the
signed document will be as valid and binding as the signed original.

PLEASE READ AND SIGN THE STATEMENT BELOW

| have read, understand and accept the terms of this office policy, financial poficy, & Authorization/Assignment concerning my
treatment at Discover Chiropractic Center, PC. | authorize Discover Chiropractic Center, P.C. to bill my insurance company for
all services rendered. 1 acknowledge that any insurance | may have is an agreement between the carrier and me and that | am
responsible for the payment of any covered or non-covered services 1 receive. And | understand | am responsible for any
account balance.

X

Signature of Responsible Party (Must be |8 years old) Date

X

Printed name of Responsible Party

X

Staff Signature Date

(If the responsible party is not the same person as the patient, they must sign. If the patientis a
minor, the parent or legal guardian must sign.)




