PATIENT INTRODUCTION

As per federal guidelines this information is considered confidential. We need this information because we care enough to want to
know, and your answers will help us determine if chiropractic care can help you. If we do not sincerely believe your condition will
respond satisfactorily, we will not accept your case. In order for us to understand your condition properly, please be as neat and
accurate as possible when completing this form.

- PLEASE PRINT -

TODAY’S DATE: / /
NAME: email:

First Middle Last
HOME ADDRESS:
Street - apt#:
City - State - Zip -
HOME PHONE: CELL PHONE: WORK PHONE
MALE: FEMALE: __ SINGLE:___  MARRIED:___ SPOUSE NAME:
SOCIAL SECURITY NUMBER: / / BIRTH DATE: / / AGE:

IN CASE OF EMERGENCY nOTIFY:

(Name - phone number - relationship)

EMPLOYER’S NAME:
OCCUPATION:
WHO REFERRED YOU TO THIS OFFICE?

INSURANCE INFORMATION
PRIMARY INSURANCE COMPANY:

TYPE OF INSURANCE: Major med. (group/private) HMO POS PPO

Auto Worker’s Compensation Other:

NAME OF INSURED IF OTHER THAN PATIENT:

SS # OF INSURED: BIRTH DATE OF INSURED: / /

RELATIONSHIP:




MEDICAL HISTORY :
Patient - Date: / /

What is the purpose of this appointment? (Complaints: i.e., lower back pain, neck pain, etc)

e Please indicate on the diagram to the left,
the area of your discomfort / pain or
symptoms. Then describe your present

complaints below.

You may use the following key to describe
you symptoms on the diagram:

# = numbness

X = burning

0 = pins & needles

/ = stabbing pain

A = spasm

Also, please describe the nature of your
condition in your own words below.

Are your problems or symptoms due to an accident or injury? No __ Yes
(if yes, check the following) Auto accident Work accident?
Other:

When did your symptoms / complaints first occur?

Describe:

How often do you experience your symptoms?
___Constantly ( 75-100%) ___ Frequently (51-75%) ___ Occasionally (26-50%) ____Intermittently (0-25%)



Patient - Date: / /

How are your symptoms changing?
____getting better ___ not changing ____getting worse

During the past 4 weeks, indicate the average intensity of your symptoms
(0 =noneto 10 = severe) :

During the past 4 weeks, how much of the time has your condition interfered with your normal work
(including both work outside the home and usual housework)
not at all a little bit moderately quite a bit extremely

During the past 4 weeks, how much of the time has your condition interfered with your social activities?
___notatall ___ alittlebit __ moderately __ quiteabit __ extremely

In general, would you say your overall health right now is...
____excellent _ verygood _ good __ fair __ poor

Have you seen any other doctors or specialists for this, or any other similar condition?

No___ Yes If yes, please list names, speciality and dates:
Treatment:
Have you been treated for any health condition in the past year? No Yes

If yes, please list:

Have you ever been diagnosed with any spinal related conditions? No Yes

(i.e., fractures, disc herniations, curvatures, arthritis, etc.)

Have you ever been diagnosed with any cardiovascular or neurological conditions?

No Yes ___ :explain

Are you currently taking in medications? No Yes

Please list:  Medication Condition




Patient - Date: / /

Vitamins or Supplements:

Please list any prior accidents or injuries:

MEDICAL HISTORY :

Please list any prior surgeries:

Please place and “X” next to the item you suffer from or have suffered from -

____headaches ____muscle spasms
____seizures ____sore muscles
___dizzy spells ____weak muscles
___fainting spells ____gout
____headinjury ____arthritis
____chest pains ____broken bones
____heart conditions ____varicose veins

____rapid heart rate

____high blood pressure ____abdominal pain

____arteriosclerosis ____constipation

____stroke ____diarrhea

____paralysis ____heartburn
___gas

____neck problems ____hausea

____lower back problems ____ulcers

___pain between shoulders ____indigestion

____shoulder pain
____arm/ hand pain ____weight gain
____hip condition ____weight loss

____knee condition

____ankle / foot condition ____asthma
____jaw /TMJ pain ____emphysema
____numbness ____bronchitis

depression



INFORMED CONSENT

| hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures, including various modes of physical therapy and diagnostic x-rays, on me (or on the patient
named below for whom | am legally responsible) by the doctor of chiropractic named below and/or
other licensed doctors of chiropractic who now or in the future treat me while employed by, working or
associated with or serving as back-up for the doctor of chiropractic named below, including those
working at the clinic or office listed below or any other office or clinic, whether signatories to this form
or not.

| have had the opportunity to discuss with the doctor of chiropractic named below/or with other office
or clinic personnel the nature and purpose of chiropractic adjustments and procedures. | understand
that results are not guaranteed.

| understand and am informed that, as in the practice of medicine, in the practice of chiropractic there
are some risks to treatment, including, but not limited to, fractures, disc injuries, strokes, dislocations,
and sprains. | do not expect the doctor to be able to anticipate and explain all risks and complications,
and | wish to rely on the doctor to exercise judgment during the course of the procedure which the
doctor feels at the time, based on the facts known, is in my best interests.

| have read, or have had read to me, the above consent. | have also had an opportunity to ask questions
about its content, and by signing below | agree to the above-named procedures. | intend this consent
form to cover the entire course of treatment for my present condition and for any future condition(s) for
which | seek treatment.

PATIENT’S NAME (print):

PATIENT SIGNATURE:

Date Relationship

OFFICE SIGNATURE:

Date

Daniel C. Fry, D.C.
27131 Calle Arroyo, Suite 1702
San Juan Capistrano, CA 92675



NOTICE OF PRIVACY PRACTICE (HIPPA)
Acknowledgment Form

| have received the Notice of Practice Practices, and | have been provided an opportunity to review it.

Patient name:

Patient signature:

Patient address:

Date:

* copy of HIPPA POLICY attached at end of packet

PATIENT RESPONSIBILITY / AUTHORIZATION

| understand and agree that health and accident insurance policies are an arrangement between an
insurance carrier and myself. Furthermore, | understand that the doctor’s office will prepare and
forward all necessary claim forms and reports to assist me in making collection from my insurance
company and that any amount authorized to be paid directly to the doctor’s office will be credited to my
account on receipt.

However, | clearly understand and agree that all services rendered to me are charged directly to me, and
that | am personally responsible for payment. | also understand that if | suspend or terminate treatment,
any fees for professional services rendered me will be immediately due and payable.

| hereby authorize the doctor to examine and treat my condition as he deems appropriate through the

use of chiropractic health care, and give full authority for these procedures to be performed.

Patient’s Name:

print
Patient’s Signature:
Date:
Witness: Daniel C. Fry, DC

Witness signature:




INSURANCE VERIFICATION FORM (**office only)

Patient: SSH#: DOB:
Insured name: SS#: DOB:
Policy/Claim#: Group#:

Employer:

TYPE OF INSURANCE:

Insurance Company: Phone:

Billing Address:

Claims examiner / Adjuster: Phone:
CHIROPRACTIC BENEFIT COVERAGE: Yes: X No__

Individual yearly deductible amount: How much met?

Family yearly deductible amount: How much met?

Coverage limits:

Limitations: OV or treatments per year or month:

Fee’s per visit:

Patient:

This is a quote of your benefits as given to us by your insurance carrier; it is not a guarantee of payment.
Actual payment will be determined by your insurance carrier at the time the claim is received. This
verification is done for you as a courtesy; we are not responsible for any differences between the quoted
coverage and the actual payment. Any questions regarding coverage or payment are between you and
your insurance carrier.

Completed by: Date:

Patient signature: Date:




HIPPA POLICY STATEMENT

This notice describes how medical information about you may be used and disclosed and how you can get
access to this information. Please read it carefully.

1. We Have A Legal Duty To Safeguard Your Protected Health Information (PHI)

We are legally required to protect the privacy of health information that may reveal your identity. This
information is commonly referred to as “protected health information,” or “PHI” for short. It includes
information that can be used to identify you that we have created or received about your past, present or
future health or condition, the provision of health care to you, or the payment of this health care. We
must provide you with this notice about our privacy practices that explains how, when and why we use
and disclose your PHI.

With some exceptions, we may not use or disclose any more of your PHI than is necessary to accomplish
the purpose of the use or disclosure. We are legally required to follow the privacy practices that are
described in this notice.

We reserve the right to change the terms of this notice and our privacy policies at any time. Any changes
will apply to the PHI we already have. Before we make an important change to our policies, we will
promptly change this notice and post a new notice. You can also request a copy of this notice at any time
from the contact person listed in Section VI below, by calling our office.

2. How We May Use And Disclose Your Protected Health Information

We use and disclose health information for many different reasons. For some of these uses or disclosures,
we need your prior consent or specific authorization. Below we describe the different categories of our
uses and disclosures and give you some examples of each category.

During your intake, prior to receiving any health care services, you will be asked to sign a statement
permitting PASSPORT HEALTH and its medical staff to release your health information for purposes of
Treatment, Payment and Health Care Operations. A description of each of these uses is described as
follows.

1. Uses and Disclosures Relating to Treatment, Payment or Health Care Operations.
We may use and disclose your PHI for the following reasons:

1. Fortreatment. We may disclose your PHI to physicians, nurses, medical students, and
other health care personnel who provide you with health care services or are involved in
your care.

2. To obtain payment for treatment. We may use and disclose your PHI in order to bill and
collect payment for the treatment and services provided to you. For example, we may
provide portions of your PHI to our billing department and your health plan to get paid for
the health care services we provided to you. We may also provide your PHI to our
business associates, such as billing companies, claims processing companies and others
that process our health care claims or provide services on our behalf, or provide services
directly to you.

3. For health care operations. We may disclose your PHI in order to operate our health care
delivery system. For example, we may use your PHI in order to evaluate the quality of
health care services that you received or to evaluate the performance of the health care



professionals who provided health care services to you. We may also provide your PHI to
our accountants, attorneys, consultants and other in order to make sure we’re complying
with the laws that affect us.

To the extent we are required to disclose your PHI to contractors, agents and other
business associates who need the information in order to assist us with obtaining
payment or carrying our out business operations, we will have a written contract to
ensure that our business associate also protects the privacy of your PHI.

2. Other Uses And Disclosures That Do Not Require Your Consent.

We may use and disclose your PHI without your consent or authorization for the following
reasons:

1. When a disclosure is required by federal, state or local law, judicial or administrative
proceedings or law enforcement. For example, we make disclosures when a law requires
that we report information to government agencies and law enforcement personnel
about victims of abuse, neglect or domestic violence; when dealing with gunshot and
other wounds; or when ordered in a judicial or administrative proceeding.

2. For public health activities. For example, we report information about births, deaths and
various diseases to governmental official in charge of collecting that information.

3. Victims of Abuse, Neglect or Domestic Violence. We may release your PHI to a public
health authority that is authorized to receive reports of abuse, neglect or domestic
violence. For example, we may report your information to government officials if we
reasonably believe that you have been a victim of abuse, neglect or domestic violence.
We will may every effort to obtain your permission before releasing this information, but
in some cases we may be required or authorized to act without your permission.

4. For health oversight activities. For example, we will provide information to assist the
government when it conducts an investigation or inspection of a health care provider or
organization.

5. Emergency Situations. We may use or disclose your PHI if you need emergency treatment,
but we are unable to obtain your consent. If this happens, we will try to obtain your
consent as soon as we reasonably can after we treat you.

6. Communication Barriers. We may use or disclose your PHI if we are unable to obtain your
consent because of substantial communication barriers, and we believe you would want
us to treat you if we could communicate with you.

7. Product Monitoring, Repair and Recall. We may disclose your information to a person or
company that is required by the Food and Drug Administration to: (1) report or track
product defects or problems; (2) repair, replace or recall defective or dangerous products;
or (3) monitor the performance of a product after it has been approved for use by the
general public.

8. Lawsuits and Disputes. We may disclose your PHI if we are ordered to do so by a court or
administrative tribunal that is handling a lawsuit or other dispute.

9. Law Enforcement. We may disclose your PHI to law enforcement officials for any of the
following reasons:

=  To comply with court orders or laws that we are required to follow;

= To assist law enforcement officers with identifying or locating a suspect, fugitive,
witness or missing person;

* |f you have been the victim of a crime and we determine that: (1) we have been
unable to obtain your consent because of any emergency or your incapacity; (2)
law enforcement officials need the information immediately to carry out their law



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

enforcement duties; and (3) in our professional judgment disclosure to these
officers is in your best interests;
* |f we suspect a patient’s death resulted from criminal conduct;
= If necessary to report a crime that occurred on our property; or
= If necessary to report a crime discovered during an offsite medical emergency (for
example, by emergency medical technicians at the scene of a crime).
Military and Veterans. If you are in the Armed Forces, we may disclose your PHI to
appropriate military command authorities for activities they deem necessary to carry out
their military mission. We may also release health information about foreign military
personnel to the appropriate foreign military authority.
Inmates and Correctional Institutions. If you are an inmate or you are detained by a law
enforcement officer, we may disclose your PHI to the prison officers or law enforcement
officers if necessary to provide you with health care, or to maintain safety, security and
good order at the place where you are confined. This includes sharing information that is
necessary to protect the health and safety of other inmates or persons involved in
supervising or transporting inmates.
Coroners, Medical Examiners and Funeral Directors. In the unfortunate event of your
death, we may disclose your PHI to a coroner or medical examiner. This may be
necessary, for example, to determine the cause of death. We may also release this
information to funeral directors as necessary to carry out their duties.
For purposes of organ donation. We may notify organ procurement organizations to assist
them in organ, eye or tissue donation and transplants.
For research purposes. In most cases, we will ask for your written authorization before
using your PHI for research purposes. However, in certain, limited, circumstances, we may
use and disclose your PHI without consent or authorization if we obtain approval through
a special process to ensure that such research poses little risk to your privacy. In any case,
we would never allow researchers to use your name or identity publicly. We may also
release your health information without your written authorization to people who are
preparing for a future research project, so long as no personally identifiable information
leaves our facility.
To avoid harm. In order to avoid a serious threat to the health or safety of a person or the
public, we may provide PHI to law enforcement personnel or persons able to prevent or
lessen such harm.
For specific government functions. We may disclose PHI of military personnel and
veterans in certain situations. And we may disclose PHI for national security purposes,
such as protecting the president of the United States or conducting intelligence
operations.
For workers’ compensation purposes. We may provide PHI in order to comply with
workers’ compensation laws.
Appointment reminders and health-related benefits or services. We may use PHI to
provide appointment reminders or give you information about treatment alternatives or
other health care services or benefits we offer and/or provide.
De-identified Information. We may also disclosure your PHI if it has been de-identified or
unable for anyone to connect back to you. This might occur if you are participating in a
research project.
Incidental Disclosures. While we will take reasonable steps to safeguard the privacy of
your PHI, certain disclosures of your PHI may occur during, or as an unavoidable result of
our otherwise permissible uses or disclosures of your health information. For example,
during the course of a treatment session, other patients in the treatment area may see, or
overhear discussion of, your PHI.

3. Uses and Disclosures Require Your Prior Written Authorization.



In any situation, we will ask for your written authorization before using or disclosing any of your
PHI. If you choose to sign an authorization to disclose your PHI, you can later revoke that
authorization in writing to stop any future uses and disclosures (to the extent that we have not
taken any actions relying on the authorization).

3. What Rights You Have Regarding Your PHI
You have the following rights with respect to your PHI:
1. The Right to Request Limits on Uses and Disclosures of Your PHI.

You have the right to ask that we limit how we use and disclose your PHI. We will consider your
request, but are not legally required to accept it. If we accept your request, we will put any limits
in writing and abide by them except in emergency situations. You may not limit the uses and
disclosures that we are legally required or allowed to make.

2. The Right to Choose How We Send PHI to You.

You have the right to ask that we send information to you to an alternate address or by alternate
means. We must agree to your request so long as we can easily provide it to the location and in
the format you request.

3. The Right to See and Get Copies of Your PHI.

In most cases, you have the right to look at or get copies of your PHI that we have, but you must
make the request in writing. If we don’t have your PHI but we know who does, we will tell you
how to get it. We will respond to you within 10 days after receiving your written request. In
certain situations, we may deny your request. If we do, we will tell you, in writing, our reasons for
the denial and explain your right to have the denial reviewed.

If you request copies of your PHI, we may charge you a fee for each page. We will respond to your
request within 30 days after receiving your written request. Instead of providing the PHI you
requested, we may provide you with a summary or explanation of the PHI as long as you agree to
that and to the associated cost in advance.

4. The Right to Get a List of the Disclosures We Have Made.

You have the right to get a list of instances in which we have disclosed your PHI. The list will not
include uses or disclosures that you have already been informed of, such as those made for
treatment, payment or health care operations, directly to you, to your family, or in our facility
directory. The list also won’t include uses and disclosures made for national security purposes, to
corrections or law enforcement personnel.

Your request must state a time period for the disclosures you want us to include. We will respond
within 60 days of receiving your request. The list we will give you will include disclosures made in
the last six years (with the oldest date being September 1, 2009) unless you request a shorter
time. The list will include the date of the disclosure, to whom PHI was disclosed (including their
address, if known), a description of the information disclosed and the reason for the disclosure.



We will provide the list to you at no charge, but if you make more than one request in the same
calendar year, we will charge you for each additional request.

The Right to Correct or Update Your PHI.

If you believe that there is a mistake in your PHI or that a piece of important information is
missing, you have the right to request that we correct the existing information or add the missing
information. You must provide the request and your reason for the request in writing. We will
respond within 60 days of receiving your request. We may deny your request in writing if the PHI
is (1) correct and complete, (ii) not created by us, (iii) not allowed to be disclosed, or (iv) not part
of our records. Our written denial will state the reasons for the denial and explain your right to
file a written statement of disagreement with the denial. If you don’t file one, you have the right
to request that your request and our denial be attached to all future disclosures of you PHI. If we
approve your request, we will make the change to your PHI, tell you that we have done it and tell
others that need to know about the change to your PHI.

The Right to Get This Notice by E-Mail.

You have the right to get a copy of this notice by e-mail. Even if you have agreed to receive notice
via e-mail, you also have the right to request a paper copy of this notice.



