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APPLICATION FOR CARE AT OPTIMAL HEALTH CHIROPRACTIC

PATIENT DEMOGRAPHICS

Name: BirthDate: ___/__/  Age: [OMale [CIFemale
Address: City: State: Zip:

E-mail Address: Home Phone: Cell Phone:

Martial Status: [1Single [ Married Number of Children & Ages:

Employer: Occupation:

Work Phone: Social Security Number:

Emergency Contact: Relationship:

HISTORY OF COMPLAINT

Please identify the condition(s) that brought you to this office: Primary:
Secondary: Third: Fourth:

On a scale of 1 to 10 with 10 being the worst pain and zero being no pain, rate your above complaints by circling the number:
Primary or chief complaint is: 0-1-2-3-4-5-6-7-8-9-10

Second compilaint is: 0-1-2-8-4-5-6-7-8-9-10
Third complaint is: 0-1-2-3-4-5-6-7-8-9-10
Fourth complaint is: 0-1-2-3-4-5-6-7-8-9-10
When did the problem(s) begin? When is the problem at its worst? [JAM [JPM [mid-day []late PM

How long does it last? []ltis constant OR [] | experience it on and off during the day OR [] It comes and goes throughout the day
How did the injury happen?

Condition(s) ever been treated by anyone in the past? [] No []Yes If yes, when: by whom?
How long were you under care: What were the results?
Name of previous chiropractor: CON/A

*PLEASE MARK the areas on the diagram with the following letters to describe your symptoms:
R = Radiating B = Burning D = Dull A =Aching N =Numbness S = Sharp/Stabbing T = Tingling

What relieves your symptoms?

What makes them feel worse?

LIST RESTRICTED ACTIVITY: CURRENT ACTIVITY LEVEL: USUAL ACTIVITY LEVEL:

Is your problem the result of ANY type of accident [JYes []No

Identify any other injury(s) to your spine, minor or major, that the doctor should know about:
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PAST HISTORY:

Have you suffered with any of this or a similar problem in the past? [JNo [JYes If yes, then how many times?
When was the last episode? How did the injury happen?

Other forms of treatment tried: [JNo [JYes If yes, then please state what type of treatment:

and who provided it: Howlongago?___ What were the results: []Favorable []Unfavorable

Please explain:

Please identify any and all types of jobs you have had in the past that have imposed any physical stress on you or your body:

If you have ever been diagnosed with any of the following conditions, please indicate
with a P for in the Past, C for Currently have and N for Never have had:

Broken Bone ____Dislocations ___Tumors ___Rheumatoid Arthritis __Fracture ___Disability __Cancer
Heart Attack ____ Osteo Arthritis ____ Diabetes ____ Cerebral Vascular ___ Other Serious Conditions:

PLEASE identify ALL PAST and any CURRENT conditions you feel may be contributing to your present problem:

HOW LONG AGO TYPE OF CARE RECEIVED BY WHOM

INJURIES

SURGERIES

CHILDHOOD DISEASE

ADULT DISEASE
SOCIAL HISTORY:
1. Smoking: [Jcigars []pipe []cigarettes How often? [Daily [[Weekends [JOccasionally [INever
2. Alcoholic Beverage: How often? [Daily [OWeekends [JOccasionally [JNever
3. Recreational Drug Use: How often? [Daily [IWeekends [Occasionally [INever

4. Hobbies / Recreational Activities / Exercise Regime: How does your present problem affect activities of life?

FAMILY HISTORY:

1. Does anyone in your family suffer with the same condition(s)? [ No [Yes
IF yes, whom: [Jgrandmother [Jgrandfather [Omother [Ofather [sister [Jbrother [Json [Jdaughter
Have they ever been treated for their conditon? [No [Yes [Idon’t know

2. Any hereditary conditions the doctor should be aware of? [1No [IYes

| hereby authorize payment to be made directly to Dr. Chris Stull, DC for all benefits which may be payable under a healthcare plan or
from any other collateral sources. | authorize utilization of this application or copies thereof for the purpose of processing claims and
effecting payments, and further acknowledge that this assignment of benefits does not in any way relieve me of payment liability and
that i will remain financially responsible to Optimal Health Chiropractic for any and all services | receive at this office.

Patient of Authorized Person’s Signature Date Completed

Doctor’s Signature Date Form Reviewed

Whom can we thank for referring you to our office?
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Activities of Daily Living/Symptoms/Medications

Patient Name: Date:

Daily Activities: Effects of Current Conditions on Performance:

Please identify how your current condition is affecting your ability to carry out activities that are routinely part of your life:

Bending [ No Effect [Painful (can do) [ Painful (limits) [0 Unable to Perform
Concentrating [1No Effect [Painful (can do) [l Painful (limits) [ Unable to Perform
Doing Computer Work [INo Effect [Painful (can do) [ Painful (limits) [ Unable to Perform
Gardening [JNo Effect [dPainful (can do) [ Painful (limits) [ Unable to Perform
Playing Sports O No Effect [Painful (can do) [ Painful (limits) [0 Unable to Perform
Recreation Activities LI No Effect O Painful (can do) U Painful (limits)  [J Unable to Perform
Shoveling [ No Effect [Painful (can do) [ Painful (limits) [ Unable to Perform
Sleeping [1No Effect [Painful (can do) [l Painful (limits) [ Unable to Perform
Watching TV LI No Effect  OPainful (can do) U Painful (limits)  [J Unable to Perform
Carrying [JNo Effect [JPainful (can do) [ Painful (limits)  [] Unable to Perform
Dancing [INo Effect [Painful (can do) [l Painful (limits) [ Unable to Perform
Dressing L No Effect  [Painful (can do) [ Painful (limits) [ Unable to Perform
Lifting [JNo Effect [dPainful (can do) [ Painful (limits) [ Unable to Perform
Pushing [JNo Effect [JPainful (can do) [ Painful (limits)  [] Unable to Perform
Rolling Over LI No Effect O Painful (can do) U Painful (limits) [ Unable to Perform
Sitting [JNo Effect [JPainful (can do) [ Painful (limits)  [] Unable to Perform
Standing O No Effect [Painful (can do) [ Painful (limits) [0 Unable to Perform
Working I No Effect O Painful (can do) U Painful (limits)  [J Unable to Perform
Climbing [0 No Effect [Painful (can do) [ Painful (limits) [0 Unable to Perform
Doing Chores [1No Effect [Painful (can do) [ Painful (limits) [ Unable to Perform
Driving [INo Effect [Painful (can do) [ Painful (limits) [ Unable to Perform
Performing Sexual Activity [J No Effect [ Painful (can do) [ Painful (limits) [ Unable to Perform
Reading O No Effect [Painful (can do) [ Painful (limits) [0 Unable to Perform
Running I No Effect O Painful (can do) U Painful (limits)  [J Unable to Perform
Sitting to Standing [ No Effect [Painful (can do) [ Painful (limits) [0 Unable to Perform
Walking [1No Effect [Painful (can do) [l Painful (limits) [ Unable to Perform

List Prescription & Non-Prescription drugs you take:
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Please mark with a P for in the Past, C for Currently have and N for Never:

—— Headache —— Pregnant (Now) —— Dizziness —— Prostate Problems
— Neck Pain _ Frequent Colds/Flu ____Loss of Balance ___ Impotence/Sexual Dysfunction
—— Jaw Pain (TMJ) —— Convulsions/Epilepsy —— Fainting —— Digestive Problems
— Shoulder Pain — Tremors —_Double Vision — Colon Trouble

—— Upper Back Pain —— Chest Pain —— Blurred Vision —— Diarrhea/Constipation
__ Mid Back Pain _ Pain w/ Cough/Sneeze ___ Ringing in Ears __ Menopausal Problems
—— Low Back Pain —— Foot or Knee Problems —— Hearing Loss —— Menstrual Problems
_ Hip Pain __ Sinus/Drainage Problem __ Depression —_ PMS

— Back Curvature — Swollen/Painful Joints ___ Irritable — Bed Wetting

___ Scoliosis ___ Skin Problems ___Mood Changes __ Learning Disability
—— Numb/Tingling Arms, Hands, Fingers — ADD/ADHD — Eating Disorder

____ Numb/Tingling Legs, Feet, Toes ____Allergies ____ Trouble Sleeping

— Ulcers — Heartburn —Heart Problems — High Blood Pressure
— Low Blood Pressure —— Asthma —Difficulty Breathing —— Lung Problems

— Kidney Trouble — Gall Bladder Trouble _—_Liver Trouble — Hepatitis (A,B,C)

Would you like to receive our monthly newsletter? []Yes [No
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New Patient Consent to the Use and Disclosure of Health Information
for Treatment, Payment, or Healthcare Operations

L, , understand that as part of my health care, Optimal Health Chiropractic
originates and maintains paper and/or electronic records describing my health history, symptoms, examination
and test results, diagnoses, treatment, and any plans for future care or treatment. I understand that this
information serves as:

* A basis for planning my care and treatment,

* A means of communication among the many health professionals who contribute to my care,

* A source of information for applying my diagnosis and surgical information to my bill

* A means by which a third-party payer can verify that services billed were actually provided, and

* A tool for routine healthcare operations such as assessing quality and reviewing the competence of
healthcare professionals

I understand and have been provided with a Notice of Information Practices that provides a more complete
description of information uses and disclosures. I understand that I have the following rights and privileges:

* The right to review the notice prior to signing this consent,

» The right to object to the use of my health information for directory purposes, and

* The right to request restrictions as to how my health information may be used or disclosed to carry out
treatment, payment, or health care operations

I understand that Optimal Health Chiropractic is not required to agree to the restrictions requested. I
understand that I may revoke this consent in writing, except to the extent that the organization has already take
action in reliance thereon. I also understand that by refusing to sign this consent or revoking this consent, this
organization may refuse to treat me as permitted by Section 164.506 of the Code of Federal Regulations.

I further understand that Optimal Health Chiropractic reserves the right to change their notice and practices
and prior to implementation, in accordance with Section 164.520 of the Code of Federal Regulations. Should
Optimal Health Chiropractic change their notice, they will send a copy of any revised notice to the address I've
provided (whether U.S. mail or, if I agree, email).

I wish to have the following restrictions to the use or disclosure of my health information:

I understand that as part of this organization’s treatment, payment, or health care operations, it may become
necessary to disclose my protected health information to another entity, and I consent to such disclosure for
these permitted uses, including disclosures via fax.

I fully understand and accept / decline the terms of this consent.

Patient’s Signature Date
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Informed Consent for Chiropractic Care

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working
for the same objective. It is important that each patient understand both the objective and the method that will be used
to attain it. This will prevent any confusion or disappointment. You have the right, as a patient, to be informed about the
condition of your health and the recommended care and treatment to be provided so that you may make the decision
whether or not to undergo chiropractic care after being advised of the known benefits, risks and alternatives.

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and
function (primarily the nervous system) as that relationship may affect the restoration and preservation of health. Health
is a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity.

One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae
in the spinal column become misaligned and/or do not move properly. This causes alteration of nerve function and
interference to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic.

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct
and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine.
Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary procedures
such as physiotherapy and/or rehabilitative procedures may be included.

If during the course of care, we encounter non-chiropractic or unusual findings, we will advise you of those findings and
recommend that you seek the services of another health care provider.

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete
satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have
read and fully understand the above statements and therefore accept chiropractic care on this basis.

Print Name Signature Date
Consent to evaluate and adjust a minor child:

I, being the parent or legal guardian of have read
and fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care.

Pregnancy Release:

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have
my permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child.

Date of last menstrual cycle:

Signature Date





