Welcowe Tor
Mary Hil Chivopractic Center
342 Cari Eller Road Mars Hill NC 28754

Telephane # (B28) 685-3777
Fax # {828} 686-5435

Today's Date: Marital States (irclo): single married divoreed  widowed
Vall Nemes . Wirthdster . Age
Name vou prefer to be called: ”
Address: ____ s Referced by:
R . . : Work Status:
Mome Phone: Employer: =
Wark Phone: Occupation: — .
Cell Phone: S # of children: Agelsy,
Email: ___ . Emergency Contact Person: "
Medical Doctor: L Emvrgency Contact #: P
Peactice Name: Relationship te you:
tovamypde: Mars JHH Modieal enter)
s vour pain or injury the rexult of an accident? _ YES _ NO
IPyes. was 11 gulo necident o injury __ actident ot work

Ligase read and Initiak:

.. Weinvite you o discuss with us any questions regarding our services. The best tealth services are based ona
Iriendly. mutual understanding between docior mwd paticnl

_.. Uur pelicy requires payment in full for oll services rendered at the time of visit, unless wther amrangements have boey
e with our business nanager. (1 account is not puid within 90 duys of date of service and no-finencisl armngoments
have been made. vou will be responsible for any eapenses incurred in collection of your accouat.

. | understand the above infonnation and guarantes this fomt was completed correetly 1o the best of my knowledge

aned unclerstand it ix my responsibility to inform this ollice of any changes in my medical status or any changes 1o i
miormation | have provided on this fonm.

Signature: . Pate;




Patient: 0.0.8. Date:

1

ol R O

9.

10. Have you had this problem examined by anyone else?
11. What have you done to treat this problem?

. What makes your symptoras better?

Briefly Descritie your PRIMARY complainti______ 5

Pain is: Sharp Dull Burning Throb Stabbing Numb Ache Other
When did your symptoms start?

How did yaur symptoms start?
Average pain intensity;

In the last 24 hours: no pain 1234 567 89 10 worst pain
tn the past week: nopain 1234567 89 10 worst pain
How often do you expetience your symptoms?

Canstantly (75-100% of the time) Frequently [50-75% of the time) Occaslonally {25-50% of the time) intermittently (0-25%)
How are your symptoms changing? o Getting better o Notchanging o Getting worse

What makes your symptoms worse?

Additional compiaints:

1.
2.

3.

Current Medlcations, including dosage if known. if there are no current medications, check here: O

1) L1}
2) &)
3) 7}
4) 8}

List any known allergies you have had to medications, if no aliergies are known, check here: ©

1

2}

Has vour doctor diagnosed you with High Bload Pressure presently? O Yas O Ne  if yes, describat

Has your doctor diagnosed you with Diabetes presently? O Yes O No if yes, what kind? Type 1 Type 2
Have you had an Mwray, CT scan or MRI of your splne In the past 2B days? OYes O No

.
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Patient Health Questionnaire

Patignt Name

What fype of ragulsr exercise do you perform™

s A B,

Wit b your hisfght & waight®

For each of the gonditiens Lstad below, pace a theck m tho Past column if you have had the condilion i ihe peel, I you

Hewgiht Tt

Weaight

presently hiova A condifion listed baiow, place a chags in ihe Frasant solumn

Panl Brasent
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Headachas
Neck Fain
Urpipar Back Pamn
Mid Back Pain
Lo Back Pain

Sboutger Fain
Ethtw/Wppear A £
Wikt Pain

it Pan

Migilpper Leyg Pan
Keea/lower Lag Pan
AnkigFoot Pain

daw Pain

SO Sweling/SHtness
Arheits
Rheurmateid Arthellis

Generst Fatiguo
Muscatar incoordinglion
Visual Dhsturbances
Dhaingss

Pag! Pregatl
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High Siood Pressurs
Head Allack

Chiest Pains

Steokis

Argifia

widney Sones

Kicnuy Disordass
Hiadder intacton
Pawfrl Lrnnadian

Loss af Biaddar Control
Prostais Fronlans

Abnsrmal Weghi Galnvloss
Less ol Apaddite

Abdsnunal Pan

Ut

Hepatitis

LiviiGall Biamdar Disarduer

Canuar
Turo

Adaltirma

Lhromt Sinusius

Inticate if an immadiate Smily member his hed any of the oliowng

o Rheumalaid Arthitis

o Heort Problams

b Diabeles o Gancer

Pasl Prosant

0O O Dabelss

G O Excessiva Thirsl

O © Frequen Unnation
0O Smoking/use Tepataw Producls
2 -G DroglAlcomo Depandencs
0 D Alleiget

S0 Depression

O O Systaric Lupus

G O Epiepsy

00 Dermalitis/Eczema, rean
0 0O HViaiDs
Females Only

O 6 Prascrgtion Bueth Centrnst

o
O

Date

a Nong oLight o Moderate o Strenuous

e B

o Hupoonal Repacement
O Proagnendy

Chter Bpatth Paoblemsidssuss

0
5]
]

o Lupus

0

Q

o

o CHber

List 5l thee surcical procecures you heve had and any draes you have been hogpitahzad:

Fatient Sigreture.

Dane!

Mars Hill Chiropractle Centar




Mars Hill Chiropractic Center
Financial Agreements

The best attention can be given to you and your health concerns when we know that you expect
of us, and you know what we expect of you.

Ultimately YOU are responsible for all charges at this office, not your insurance company. It is
your responsibility to communicate with your insurance company. We will help whenever
possible.

If it appears that you have insurance which will cover a portion of your charges at this office, and
they deny coverage, the balance will be your responsibility.

Upon completion of treatment for a particular condition, many people continue on with
preventative/maintenance chiropractic care with very satisfying results. However, since your
insurance company will not cover maintenance services, we will offer you a cash discount, if
paid at time of services. We do not file maintenance visits with your insurance company.

Below is a fee schedule that lists many of the common services at this office.

Initial exam $98.00 X-rays per region $50.00
Reexam $50.00 Manual therapy (muscle treatment) $14.00
Adjustment of 1-2 regions  $38.00 Kinesiology testing $14.00
Adjustment 3-4 regions $49.00 Intersegmental traction $14.00
Urinalysis $10.00 Wellness adjustment $38.00
Interferential current $14.00 (paid at time of service)

There will be a $25.00 fee for any returned checks.

Past due accounts are subject to a 10% per month billing charge.

I have read and accept the above financial agreements.

Signature of Patient: Date:

Or signature of Parent or Guardian: Date:




CONSENT FOR USE OR DISCLOSURE OF HEALTH INFORMATION

Our Privacy Pledge

We are very concerned with protecting your privacy. Vhile lihe law requires us 1o give you this
disclosure, please understand that we have, and always will, respect the privacy of your health
information.

There are several circumstances in which Mars Hill Chiropractic Center may have to use or
disciose your health care information. We may have to disclose your health information
- {o another health care provider for referral to them for treatment or diagnosis

+ to an insurance company or another party f they are responsible for payment of your
services for treatment

- amongst the staff within our practice for quality control or administrative purposes.

| understand that | have the right to restrict how my personal heaith information is used and
disclosed for treatment, payment and administrative operations if | nolify the practice. | also
understand that Mars Hili Chiropractic Center will consider requests for restriction on a case-by-
case basis, but does not have to agree to requests for restrictions.

| hereby consent to the use and disclosure of my personal health information for purposes as
noted in Mars Hill Chiropractic Center's Notice of information Practices. | understand that | retain
the right to revoke this consent by notifying the practice at any time.

Signature: Date:

Printed Name:




INFORMED CONSENT TO CHIROPRACTIC CARE

We provide adjustments or manual manipuiations through the gentle application of a targeted movement
where and when indicated by a licensed Doctor of Chiropractic to improve motion of the body’s spinal
column and extremities.

Chiropractic treatment, including spinal adjustment, has been the subject of government reports and
multi-disciplinary studies conducted over many years and has been demonstrated to be an effective
treatment for many neck and back conditions involving pain, numbness, muscle spasm, loss of mobility,
headaches, and other similar symptoms. Routine chiropractic treatment can result in better function,
improved joint motion, and a healthier, more active lifestyle.

However, there are some risks associated with the chiropractic adjustments, including, but not limited to
the possibility of sprains, dislocations, and fractures. In addition:

L. While rare, some patients may experience short term aggravation of symptoms, 1ib fractures or
muscle and ligament strains or sprains as a result of manual therapy techniques.

2. There are reported cases of stroke associated with neck movements including adjustments of the
upper cervical spine. Current medical and scientific evidence does not esiablish a definite cause
and effect relationship between upper cervical spine adjustment and the occurrence of stroke.
Furthermore, the apparent association is noted very infrequently. However, you are being warned
of this possible association because a stroke may cause serious neurological impairment and
result in injuries including paralysis.

3. There are reported cases of dise injuries following a cervical and lumbar spinal adjustments or
chiropractic treatment,

The risk of Injuries or complications from chiropractic treatments are substantially lower than that
associated with many medical or other treatments, medications, and surgical procedures given for the
same treatments.

Common alternatives to adjustments and manipulations include medications, physical therapy, or medical
treatments and surgery provided oy physicians and surgeons.

B_y signing this informed consent, 1 acknowledge that 1 have discussed, or have had the opportunity to
discuss, with my Doctor of Chiropractic the nature and purpose of chiropractic treatment in general and

my treatment in particular (including spinal adjustments), the benefits, risks and alternatives to
chiropractic treatment,

I consent to the chiropractic treatments offered or recommended to me by my Doctor of Chiropractic,

inclt_tding spinal adjustment. I intend this consent w apply to all my present and future chiropractic care
received from Mars Hill Chiropractic Center.

Patient Printed Name.

Patient Signature

Legal Guardian Signature

Doaig

Winess Signamre




