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What should | expect at roday's
exam?

After completing all necessary paperwork, you will be given a brief tour of out office and then escorted
into an exam room by one of our team members. Once in the exam room, you will be asked to wear a
gown so that the doctor can fully evaluate your spine and nervous system.

We will conduct a thorough health history, consultation and examination to see if you are a candidate
for chiropractic care. In addition, the doctor may conduct several specialized exams depending on
your case. If the doctor feels you may benefit from care, he will recommend X-rays to confirm the

presence of subluxation. To see is to know and not to see is, ultimately, a guess. The doctor will not
guess with your health.

Following the completion of your exam, you will be asked o schedule a follow up appointment where
the doctor will review the findings of your evaluation. We strongly recommend that a spouse or
significant other be present at your follow-up report.

It is our intention to exceed your expectation and provide you with the highest quality of service and
Chiropractic care.

Our objective:

The objective of our practice is to improve the health and well-being of the
spine and nervous system. We accomplish this by locating, analyzing, and
correcting subluxations (spinal misalignments). These spinal subluxations create
damage to the vertebrae resulting in disc, joint, muscle, and nerve injury.
The extent of injury, identified as a Phase of Subluxation Degeneration, is
determined by the Initial Chiropractic Exam and is discussed at the
“Report of Findings” visit.

Our mission is fo revelulionize our
communiiy’s healih ovtcomes, pediairic
development, and expression of [ffe

Insurance

We are a non-participating provider for all insurance networks. If your insurance plan has out of network
benefits, we will be happy to provide you with all of the necessary paperwork for your reimbursement.
We do require payment at the time of service. We feel strongly that patient care should be based on

clinical need and not insurance limits.

Chiropractic Service Fees

Consultation no charge Adjustment

Initial Exam 75-250 Extremity Adjustment

Xrays
EMG

50-150 Nuftritional Consult
100 Exercise Consult

Progress Exam 100
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PATIENT INFORMATION

Patient Name Employer / School
LAST NAME
Occupation
FIRST NAME MIDDLE INITIAL
Address Spouse’s Name
City State Spouse’s Employer
Home Phone Spouse’s Occupation
Cell Phone IN CASE OF EMERGENCY, CONTACT
Email Name
Sex QM QOF Age Birthday Relationship
Q Married 0 Widowed Q Single Q Minor Contact Number
Q Separated Q Divorced Q Partnered Who may we thank for referring you?

HOW CAN WE HELP YOU?

What brings you in today?

If you are already experiencing a symptom, what is it?

©O O & 6 © 6 0 @ 6 0 O

How bad is it? How intense are your symptoms? (circle) s
INTENSE

SYMPTOMS SYMPTOMS
Please circle areas to the right where you have pain or other symptoms: 6

What does it feel like? (check where appropriate)

QO Numbness Q Sharp

Q Tingling O Shooting
Q Stiffness Q Burning
Q Dull Q Throbbing
O Aching O Stabbing
Q Cramping Q Swelling
O Nagging Q Other

IMPACT OF YOUR SYMPTOMS

How is this symptom / condition interfering with your life? (check where appropriate)

No Mild Moderate  Severe No Mild Moderate  Severe

Effect Effect Effect Effect Effect Effect Effect Effect
Work a a a a Energy a a a a
Exercise a a a a Attitude a a a a
Recreation a a a a Patience a a a a
Relationships a a a a Productivity a a a a
Sleep a a a a Creativity a a a a
Self-Care a a a a Other a a a a

How committed are you to correcting this issue? 0 o 9 9 e e @ 6 @ @ @

NOT VERY
COMMITTED COMMITTED



PATIENT WELLNESS ASSESSMENT

ILLNESS-WELLNESS CONTINUUM

PRE-
MATURE
DEATH

ZONE —— Wellness Developing —— HIGH-LEVEL
(FALSE WELLNESS) WELLNESS

0 3 4

DISEASE POOR HEALTH NEUTRAL GOOD HEALTH OPTIMAL HEALTH
Multiple medications Symptoms No symptoms Regular exercise 100% function
Poor quality of life Drug therapy Nutrition inconsistent Good nutrition Continuous development
Potential becomes limited Surgery Exercise sporadic Wellness education Active participation

Body has limited function Losing normal function Health not a high priority Minimal nerve interference Wellness lifestyle

On the arrow diagram above:

A. What number do you think represents your health today?

B. In what direction is your health currently headed?

What are your health goals?
IMMEDIATE
SHORT TERM
LONG TERM

CHILDREN 3 PREGNANCY

How many children do you have? Are you currently pregnant? O No O Yes, | am due
Childrens’ ages? Number of past pregnancies?
Childrens’ health concerns? Health concerns regarding this pregnancy?
HEALTH S ILLNESS HISTORY Please check the box beside any condition that you have or have had.
Q AIDS/HIV Q Circulation Issues QO Headaches / Migraines Q Ringing in Ears
Q Alcoholism O Childhood lliness O Heart Disease Q Scoliosis
Q Anxiety O Depression O Hepatitis Q Shoulder Issues
Q Arteriosclerosis O Diabetes QO Hip Issues Q Stroke
Q Arthritis QO Digestive Issues Q Immune Issues Q TMJ Issues
Q Asthma/Allergies (Constipation/Diarrhea/GERD/IBS) Q0 Lymphatic Issues Q Urinary Issues
Q0 Back Pain O Elbow/Wrist/Hand Issues 0 Multiple Sclerosis Q Osteoporosis
Q Cardiovascular Issues O Endocrine Issues (Thyroid) Q Neck Pain Q Other
g Cancer 0 Foot/Ankle Issues O Reproductive Issues

Q Gout

ALLERGIES, MEDICATIONS 8 SUPPLEMENTS

ALLERGIES (list) MEDICATIONS (list) SUPPLEMENTS (list)




Chiropractic golutions

508-620-2848
www.chiropracticsolutions.info
Our Mission is to Revolutionize our Community’s Health Outcomes, Pediatric Development and Expression of Life.

HIPAA Notice of Privacy Practices

Chiropractic Solutions
20 Speen Street, Suite 201
Framingham, MA 01701

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also
describes your rights to access and control your protected health information. “Protected health information” is information about
you, including demographic information, that may identify you and that relates to your past, present or future physical or mental
health or condition and related health care services.

1. Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office
that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care
bills, to support the operation of the physician’s practice, and any other use required by law .

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and
any related services. This includes the coordination or management of your health care with a third party. For example, we
would disclose your protected health information, as necessary, to a home health agency that provides care to you. For
example, your protected health information may be provided to a physician to whom you have been referred to ensure that the
physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the
health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee
review activities, training of medical students, licensing, and conducting or arranging for other business activities. For example,
we may disclose your protected health information to medical school students that see patients at our office. In addition, we may
use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also
call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health
information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These situations
include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight: Abuse or
Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and
Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation: Inmates: Required
Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the Department
of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to
Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice
has taken an action in reliance on the use or disclosure indicated in the authorization.

Your Rights
Following is a statement of your rights with respect to your protected health information.



You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect
or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal,
or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected
health information.

You have the right to request a restriction of your protected health information. This means you may ask us not to use or
disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may
also request that any part of your protected health information not be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the
specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to
permit use and disclosure of your protected health information, your protected health information will not be restricted. You then
have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative
location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept
this notice alternatively i.e. electronically.

You may have the right to have your physician amend your protected health information. If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and
will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health
information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to
object or withdraw as provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated

by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for
filing a complaint.

This notice was published and becomes effective on/or before_March 14, 2007.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. If you have any objections to this form, please ask to
speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.
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Health Care Information Authorization
The following office procedures allow Chiropractic Solutions to operate in an efficient manner and allow us to
support our practice members/patients with their care. By signing below you are giving us authorization to
follow through with these procedures. Should you desire something not be done, place a line through anything
you refuse and initial.

¢ \We may need to contact you by telephone at home or at work regarding appointments and other matters relating to
care in this office.

¢ We may need to leave a message with another person (e.g. spouse, co-worker) or on an answering machine/voice
mail at home or at work regarding appointments and other matters relating to care in this office.

¢ We routinely have mailings (including email) from our office sent to you at your home or email address.

» We acknowledge and thank everyone who refers friends or family members to our office for chiropractic care. We
would like to directly thank the person who referred you and use your name.

¢ When you refer anyone to us, we would like to directly thank you and publicly thank you on the office bulletin board.
¢ We would like to be able to refer others to speak with you about your experience at Chiropractic Solutions.
¢ We often take and post photos of our practice members/patients in the office and in our newsletters

You have the right to refuse any part of this authorization without affecting your care or the relationship with
anyone at Chiropractic Solutions.

This authorization may be revoked by you at any time. Revocation may be accomplished by advising us in
writing of your desire to withdraw your authorization. Please allow a reasonable processing time for the change
in our system to be completed.

Your signature indicates your authorization of these activities (unless crossed out and initialed). This notice is
effective as of the date below and expires seven years from the date you last received services in this office.

Patient Name Printed Patient Name Signature Office Representative Date

Personal Representative Printed  Personal Representative Signature Office Representative Date
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Privacy Notice Acknowledgement

We at Chiropractic Solutions are very concerned with protecting your privacy, especially in matters that concern
your personal health information. In accordance with the Health Insurance Portability and Accountability Act of
1996 (HIPAA), we are required to supply you with a copy of our privacy policies and procedures. We encourage

you to read this document carefully, for it outlines the use and limitations of the disclosure of your health
information and your rights as a practice member/patient. If you ever have any questions or concerns regarding
the use or dissemination of your personal health information, we would be happy to address them.

| acknowledge that | have received a copy of Chiropractic Solution’s Notice of Privacy Practices for Protected
Health Information.

Patient Name Printed Patient Name Signature Office Representative Date

Personal Representative Printed  Personal Representative Signature Office Representative Date



