Patient Admittance Form

—CHIROPRACTIC ———

Robbinsdale | Long Lake | Minneapolis
Golden Valley | Eden Prairie | Plymouth

Name: Today's Date:

Home Address: City:

State:______ Zip: Telephone: Home/Cell
Date of Birth.___/ / Children: Yes No Age of Children:

Circle if you are: Married Single Widowed Spouse's Name:

**We do offer text/email reminders for your future appointments!

Cell Phone Provider: Email address:

I would like to receive Get Well Stay Well notifications! YES or NO

You can unsubscribe at any time! This is an extension of the care you receive in

our practice and provides monthly health tips.

Referred to this Clinic by: Friend  Insurance Directory = Website Other
Please provide referral source:

Employment Information

Nature of your work:
Name of Employer: Phone Number:

Insurance Information

Policy Holder's Name:
Relationship:
Policy Holder's Date of Birth: / /

**All Patients: I understand I will be responsible for payment regardless of my
insurance coverage and I authorize payment be made directly to the ChiroCenter.

Signature:



ChiroCenter

1. 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 effect 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 vertebra
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.

All health care procedures carry some risk. Risks associated with chiropractic care may include, but are not limited to,
muscle or ligament injuries, nerve injuries, vascular injuries and fractures. Alternatives to chiropractic cate may include
medications, surgery and other alternative treatments.

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. | have
read and fully understand the above statements and therefore accept chiropractic care on this basis.

Print Name: Signature: Date:

2. 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.

Signature: Date:

3. Pregnancy Release: Currently Pregnant? oYes oNo

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:

4. Privacy Policy Acknowledgement:

['acknowledge that I have received a copy of the Practice’s Privacy Notice.

Signature: Date:




Patient Health Questionnaire | |

ACN Group, Inc. Form PHQ-102

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

1. When did your symptoms start: Describe your symptoms and how they began:

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
® Constantly (76-100% of the day) -

@ Frequently (51-75% of the day)
® Occasionally (26-50% of the day)
@ Intermittently (0-25% of the day)

3. What describes the nature of your symptoms?

® Sharp @ Shooting }f
@ Dull ache ® Burning
@ Numb ® Tingling \

4. How are your symptoms changing?
® Getting Better
@ Not Changing
® Getting Worse

None
5. How bad are your symptoms at their: aworst: @ @ ©
b.best @ ® @ O ©
6. How do your symptoms affect your ability to perform daily activities?
© @ @ ©) @ ® ® @ ® ®
No complaints Mild, forgotten Moderate, interferes Limiting, prevents Intense, preoccupied Severe, nc
with activity with activity full activity with seeking relief activity possible
7. What activities make your symptoms worse: o
8. What activities make your symptoms better: ——
9. Who have you seen for your symptoms? ® No One ® Medical Doctor - ® Other
@ Other Chiropractor @ Physical Therapist
a. When and what treatment?
b. What tests have you had for your symptoms ® Xrays date: ® CT Scan date: o
d?
and when were they performe ® MRl date: ® Other i
10. Have you had similar symptoms in the past? @ Yes @ No
a. If you have received treatment in the past for @ This Office ® Medical Doctor ® Other
the same or similar symptoms, who did you see? @ Other Chiropractor @ Physical Therapist
, . ® Professional/Executive @ Laborer @ Retired
. Wh tion?
1 atis your occupation ® White Collar/Secretarial ® Homemaker Other
® Tradesperson ® FT Student
a. If you are not retired, a homemaker, or a @ Full-time ® Self-employed ® Off work
student, what is your current work status? @ Part-time @ Unemployed ® Other
12. What do you hope to get from your visit/treatment (select all that apply):
® Reduce symptoms @ Explanation of condition/treatment ® How to prevent this from occurring again

@ Resumelincrease activity @ Learn how to take care of this on my own ®

Patient Signature Date




Patient Health Questionnaire - page 2

ACN Group, Inc  PHQ-102

Patient Name

What is your height and weight?

Date
What type of regular exercise do you perform? ® None @Light
Height
Feet Inches

ACN Group, Inc. Use Only rev 3/27/2003

® Modecrate @ Strenuous

Weight J Ibs.

For each of the conditions listed below, place a check in the Past column if you have had the condition in the past.
If you presently have a condition listed below, place a check in the Present column.

Past Present

O O Headaches

O 2 Neck Pain

QO O Upper Back Pain
O (O Mid Back Pain

O O Low Back Pain

O ) Shoulder Pain
 Elbow/Upper Arm Pain
O O Wrist Pain

O  Hand Pain

9] O Hip/Upper Leg Pain
o O Knee/Lower Leg Pain
O O Ankle/Foot Pain

O O Jaw Pain

0) 2 Joint Swelling/Stiffness
O O Arthritis

) O Rheumatoid Arthritis

Q O General Fatigue

& O Muscular Incoordination
G C Visual Disturbances

& O Dizziness

Past Present
O O High Blood Pressure
O O Heart Attack
O O Chest Pains
O  Stroke
O C Angina
O O Kidney Stones
O O Kidney Disorders
O Bladder Infection

O

)
/

D O Painful Urination
O O Loss of Bladder Control
] O Prostate Problems
o O Abnormal Weight Gain/Loss
O O Loss of Appetite
O O Abdominal Pain
O O Ulcer
C O Hepatitis
Q O Liver/Gall Bladder Disorder
O O Cancer
O O Tumor
@) O Asthma
O O Chronic Sinusitis

Indicate if an immediate family member has had any of the following:

O Rheumatoid Arthritis

O Heart Problems

 Diabetes O Cancer

Past Present

@] O Diabetes
O O Excessive Thirst

O O Frequent Urination
< O Smoking/Use Tobacco Products
O O Drug/Alcohol Dependence

Oy

0y
N

~
“J

) Allergies

» Depression

G © Systemic Lupus

O O Epilepsy

@) O Dermatitis/Eczema/Rash
O © HIV/AIDS

~

Females Only

O C Birth Control Pills

O © Hormonal Replacement
O O Pregnancy

O O

Other Health Problems/Issues

O

V)

O O
@) O

O Lupus Q

List all prescription and over-the-counter medications, and nutritional/herbal supplements you are taking:

List all the surgical procedures you have had and times you have been hospitalized:

Patient Signature

| Doctor’s Additional Comments

Date .

Doctors Signature

Date
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