Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:
Address City State Zip Code
H. Phone W. Phone Cell Phone

Email Address:

Sex M F  Marital Status M S D W Date of Birth Age

Occupation

Employer

Emergency Contact and Phone Number:

Referred by:

Have you ever received Chiropractic Care? Yes No If yes, when?

Name of most recent Chiropractor:

1. Past Health History:
A. Surgeries:

Date Type of Surgery

B. Previous Injury or Trauma:

Have you ever broken any bones? Which?

C. Allergies:

2. Family Health History:

Do you have a family history of? (Please indicate all that apply)
o Cancer 0O Strokes/TIA’s o Headaches o Heart disease 0 Neurological diseases
o0 Adopted/Unknown o Cardiac disease below age 40 o Psychiatric disease
o Diabetes o Other 0 None of the above
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Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:
A Deaths in immediate family:
Cause of parents’ or siblings’ death Age at death

3. Social and Occupational History:

A. Job description:

B. Work schedule:

C. Recreational activities:

D. Lifestyle:

Hobbies:

Level of Exercise:

Alcohol Use:

Tobacco Use:

Drug Use:

Diet:

4. Medications:

Medication Reason for taking
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Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:

Review of Systems

Have you had any of the following pulmonary (lung-related) issues?
o Asthma/difficulty breathing 0 COPD o Emphysema o Other o None of the above

Have you had any of the following cardiovascular (heart-related) issues or procedures?

O Heart surgeries 0 Congestive heart failure o0 Murmurs or valvular disease 0 Heart attacks/MIs o Heart
disease/problems o Hypertension o Pacemaker o Angina/chest pain 0 Irregular heartbeat o Other

o None of the above

Have you had any of the following neurological (nerve-related) issues?

0 Visual changes/loss of vision 0 One-sided weakness of face or body o History of seizures 0 One-sided decreased
feeling in the face or body o Headaches 0 Memory loss o Tremors o Vertigo O Loss of sense of smell

o Strokes/TIAs o Other o None of the above

Have you had any of the following endocrine (glandular/hormonal) related issues or procedures?
0 Thyroid disease o Hormone replacement therapy 0 Injectable steroid replacements o Diabetes
o Other o None of the above

Have you had any of the following renal (kidney-related) issues or procedures?
O Renal calculi/stones 0 Hematuria (blood in the urine) o Incontinence (can’t control) o Bladder Infections
o Difficulty urinating 0 Kidney disease 0 Dialysis o Other o None of the above

Have you had any of the following gastroenterological (stomach-related) issues?

o0 Nausea 0 Difficulty swallowing o Ulcerative disease 0O Frequent abdominal pain o Hiatal hernia o Constipation

o Pancreatic disease O Irritable bowel/colitis O Hepatitis or liver disease 0 Bloody or black tarry stools

o0 Vomiting blood o Bowel incontinence 0 Gastroesophageal reflux/heartburn o Other o None of the above

Have you had any of the following hematological (blood-related) issues?

0 Anemia 0 Regular anti-inflammatory use (Motrin/Ibuprofen/Naproxen/Naprosyn/Aleve) o HIV positive

o0 Abnormal bleeding/bruising o Sickle-cell anemia 0 Enlarged lymph nodes o Hemophilia

o0 Hypercoagulation or deep venous thrombosis/history of blood clots 0O Anticoagulant therapy 0 Regular aspirin use
o Other o None of the above

Have you had any of the following dermatological (skin-related) issues?
o Significant burns o Significant rashes 0 Skin grafts o Psoriatic disorders o Other o None of the above

Have you had any of the following musculoskeletal (bone/muscle-related) issues?
o0 Rheumatoid arthritis © Gout 0 Osteoarthritis 0 Broken bones 0 Spinal fracture 0 Spinal surgery o Joint surgery
O Arthritis (unknown type) 0 Scoliosis 0 Metal implants o Other o None of the above

Have you had any of the following psychological issues?
o Psychiatric diagnosis o Depression 0 Suicidal ideations 0 Bipolar disorder o Homicidal ideations 0 Schizophrenia
O Psychiatric hospitalizations o Other o None of the above

Is there anything else in your past medical history that you feel is important to your care here?

I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby authorize this
office of chiropractic to provide me with chiropractic care, in accordance with this state's statutes. If my insurance will be
billed, | authorize payment of medical benefits to Acacia Chiropractic and Acupuncture P.C. and/or Dr. Danielle
Anderson for services performed.

Patient or Guardian Signature
Date
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Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:

Symptom 1

NEW PATIENT HISTORY FORM

On a scale from 0-10, with 10 being the worst, please circle the number that best describes the
symptom most of thetime: 1 2 3456 7 8 9 10

What percentage of the time you are awake do you experience the above symptom at the above
intensity: 51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100

Did the symptom begin suddenly or gradually? (circle one)
When did the symptom begin?
o How did the symptom begin?

What makes the symptom worse? (circle all that apply):

o nothing, any movement, bending neck forward, bending neck backward, tilting head to left,
tilting head to right, turning head to left, turning head to right, bending forward at waist,
bending backward at waist, tilting left at waist, tilting right at waist, twisting left at waist,
twisting right at waist, driving, standing, walking, running, lifting, sitting, getting up from
seated position, chewing, changing positions, lying down, reading, working, exercising,
laying on side in bed, other (please describe):

What makes the symptom better? (circle all that apply):
o nothing, resting, ice, heat, stretching, exercise, walking, pain medication, muscle relaxers,
chiropractic adjustments, massage, other (please describe):

Describe the quality of the symptom (circle all that apply):
o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, stinging
Other (please describe):

Does the symptom radiate to another part of your body (circle one): yes no
o If yes, where does the symptom radiate?

Is the symptom worse at certain times of the day or night? (please circle)
o Nodifference Morning  Afternoon Evening Night Other

Have you received treatment for this condition and episode prior to today’s visit?
o No

Anti-inflammatory meds

Pain medication

Muscle relaxers

Trigger point injections

Cortisone injections

Surgery

Massage

Physical Therapy

Chiropractic

Other

O O O OO OO OO0 O
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Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:

Symptom 2

NEW PATIENT HISTORY FORM

On a scale from 0-10, with 10 being the worst, please circle the number that best describes the
symptom most of thetime: 1 2 3456 7 8 9 10

What percentage of the time you are awake do you experience the above symptom at the above
intensity: 51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100

Did the symptom begin suddenly or gradually? (circle one)
When did the symptom begin?
o How did the symptom begin?

What makes the symptom worse? (circle all that apply):

o nothing, any movement, bending neck forward, bending neck backward, tilting head to left,
tilting head to right, turning head to left, turning head to right, bending forward at waist,
bending backward at waist, tilting left at waist, tilting right at waist, twisting left at waist,
twisting right at waist, driving, standing, walking, running, lifting, sitting, getting up from
seated position, chewing, changing positions, lying down, reading, working, exercising,
laying on side in bed, other (please describe):

What makes the symptom better? (circle all that apply):
o nothing, resting, ice, heat, stretching, exercise, walking, pain medication, muscle relaxers,
chiropractic adjustments, massage, other (please describe):

Describe the quality of the symptom (circle all that apply):
o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, stinging
Other (please describe):

Does the symptom radiate to another part of your body (circle one): yes no
o If yes, where does the symptom radiate?

Is the symptom worse at certain times of the day or night? (please circle)
o Nodifference Morning  Afternoon Evening Night Other

Have you received treatment for this condition and episode prior to today’s visit?
o No

Anti-inflammatory meds

Pain medication

Muscle relaxers

Trigger point injections

Cortisone injections

Surgery

Massage

Physical Therapy

Chiropractic

Other

O OO0 O OO0 O OO0 O
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Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:

Symptom 3

NEW PATIENT HISTORY FORM

On a scale from 0-10, with 10 being the worst, please circle the number that best describes the
symptom most of thetime: 1 2 3456 7 8 9 10

What percentage of the time you are awake do you experience the above symptom at the above
intensity: 51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100

Did the symptom begin suddenly or gradually? (circle one)
When did the symptom begin?
o How did the symptom begin?

What makes the symptom worse? (circle all that apply):

o nothing, any movement, bending neck forward, bending neck backward, tilting head to left,
tilting head to right, turning head to left, turning head to right, bending forward at waist,
bending backward at waist, tilting left at waist, tilting right at waist, twisting left at waist,
twisting right at waist, driving, standing, walking, running, lifting, sitting, getting up from
seated position, chewing, changing positions, lying down, reading, working, exercising,
laying on side in bed, other (please describe):

What makes the symptom better? (circle all that apply):
o nothing, resting, ice, heat, stretching, exercise, walking, pain medication, muscle relaxers,
chiropractic adjustments, massage, other (please describe):

Describe the quality of the symptom (circle all that apply):
o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, stinging
Other (please describe):

Does the symptom radiate to another part of your body (circle one): yes no
o If yes, where does the symptom radiate?

Is the symptom worse at certain times of the day or night? (please circle)
o Nodifference Morning  Afternoon Evening Night Other

Have you received treatment for this condition and episode prior to today’s visit?
o No

Anti-inflammatory meds

Pain medication

Muscle relaxers

Trigger point injections

Cortisone injections

Surgery

Massage

Physical Therapy

Chiropractic

Other

O OO0 OO OO0 OO0 O
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Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:

Symptom 4

NEW PATIENT HISTORY FORM

On a scale from 0-10, with 10 being the worst, please circle the number that best describes the
symptom most of thetime: 1 2 3456 7 8 9 10

What percentage of the time you are awake do you experience the above symptom at the above
intensity: 51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100

Did the symptom begin suddenly or gradually? (circle one)
When did the symptom begin?
o How did the symptom begin?

What makes the symptom worse? (circle all that apply):

o nothing, any movement, bending neck forward, bending neck backward, tilting head to left,
tilting head to right, turning head to left, turning head to right, bending forward at waist,
bending backward at waist, tilting left at waist, tilting right at waist, twisting left at waist,
twisting right at waist, driving, standing, walking, running, lifting, sitting, getting up from
seated position, chewing, changing positions, lying down, reading, working, exercising,
laying on side in bed, other (please describe):

What makes the symptom better? (circle all that apply):
o nothing, resting, ice, heat, stretching, exercise, walking, pain medication, muscle relaxers,
chiropractic adjustments, massage, other (please describe):

Describe the quality of the symptom (circle all that apply):
o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, stinging
Other (please describe):

Does the symptom radiate to another part of your body (circle one): yes no
o If yes, where does the symptom radiate?

Is the symptom worse at certain times of the day or night? (please circle)
o Nodifference Morning  Afternoon Evening Night Other

Have you received treatment for this condition and episode prior to today’s visit?
o No

Anti-inflammatory meds

Pain medication

Muscle relaxers

Trigger point injections

Cortisone injections

Surgery

Massage

Physical Therapy

Chiropractic

Other

O O O OO0 O OO0 O
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Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:

Symptom 5

NEW PATIENT HISTORY FORM

On a scale from 0-10, with 10 being the worst, please circle the number that best describes the
symptom most of thetime: 1 23456 7 8 9 10

What percentage of the time you are awake do you experience the above symptom at the above
intensity: 51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100

Did the symptom begin suddenly or gradually? (circle one)
When did the symptom begin?
o How did the symptom begin?

What makes the symptom worse? (circle all that apply):

o nothing, any movement, bending neck forward, bending neck backward, tilting head to left,
tilting head to right, turning head to left, turning head to right, bending forward at waist,
bending backward at waist, tilting left at waist, tilting right at waist, twisting left at waist,
twisting right at waist, driving, standing, walking, running, lifting, sitting, getting up from
seated position, chewing, changing positions, lying down, reading, working, exercising,
laying on side in bed, other (please describe):

What makes the symptom better? (circle all that apply):
o nothing, resting, ice, heat, stretching, exercise, walking, pain medication, muscle relaxers,
chiropractic adjustments, massage, other (please describe):

Describe the quality of the symptom (circle all that apply):
o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, stinging
Other (please describe):

Does the symptom radiate to another part of your body (circle one): yes no
o If yes, where does the symptom radiate?

Is the symptom worse at certain times of the day or night? (please circle)
o Nodifference Morning  Afternoon Evening Night Other

Have you received treatment for this condition and episode prior to today’s visit?
o No

Anti-inflammatory meds

Pain medication

Muscle relaxers

Trigger point injections

Cortisone injections

Surgery

Massage

Physical Therapy

Chiropractic

Other

O O O OO0 O OO0 O
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Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:

Symptom 6

NEW PATIENT HISTORY FORM

On a scale from 0-10, with 10 being the worst, please circle the number that best describes the
symptom most of thetime: 1 2 3456 7 8 9 10

What percentage of the time you are awake do you experience the above symptom at the above
intensity: 51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100

Did the symptom begin suddenly or gradually? (circle one)
When did the symptom begin?
o How did the symptom begin?

What makes the symptom worse? (circle all that apply):

o nothing, any movement, bending neck forward, bending neck backward, tilting head to left,
tilting head to right, turning head to left, turning head to right, bending forward at waist,
bending backward at waist, tilting left at waist, tilting right at waist, twisting left at waist,
twisting right at waist, driving, standing, walking, running, lifting, sitting, getting up from
seated position, chewing, changing positions, lying down, reading, working, exercising,
laying on side in bed, other (please describe):

What makes the symptom better? (circle all that apply):
o nothing, resting, ice, heat, stretching, exercise, walking, pain medication, muscle relaxers,
chiropractic adjustments, massage, other (please describe):

Describe the quality of the symptom (circle all that apply):
o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, stinging
Other (please describe):

Does the symptom radiate to another part of your body (circle one): yes no
o If yes, where does the symptom radiate?

Is the symptom worse at certain times of the day or night? (please circle)
o Nodifference Morning  Afternoon Evening Night Other

Have you received treatment for this condition and episode prior to today’s visit?
o No

Anti-inflammatory meds

Pain medication

Muscle relaxers

Trigger point injections

Cortisone injections

Surgery

Massage

Physical Therapy

Chiropractic

Other

O O O OO0 O OO0 OO0
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Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:

NOTICE OF PATIENT PRIVACY POLICY
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.
If you have any questions about this Notice please contact our Privacy Officer or any staff member in our office.
Our Privacy Officer is Danielle Anderson D.C.

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

We are required by federal law to abide by the terms of this Notice of Privacy Practices. We may change the terms of our

notice at any time. The new notice will be effective for all protected health information that we maintain at that time. You

may obtain revisions to our Notice of Privacy Practices by accessing our website or calling the office and requesting that a

revised copy be sent to you in the mail or asking for one at the time of your next appointment.

A. Uses and Disclosures of Protected Health Information

By applying to be treated in our office, you are implying consent to the use and disclosure of your protected health information

by your doctor, 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. Your protected health information may also be used and disclosed to bill for your health
care and to support the operation of the practice.

Uses and Disclosures of Protected Health Information Based Upon Your Implied Consent

Following are examples of the types of uses and disclosures of your protected health care information we will make, based on

this implied consent. These examples are not meant to be exhaustive but to describe the types of uses and disclosures that may

be made by our office.

e 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 that has
already obtained your permission to have access to your protected health information. For example, we would disclose
your protected health information, as necessary, to another physician who may be treating you. 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.

In addition, we may disclose your protected health information from time-to-time to another physician or health care
provider (e.g., a specialist or laboratory) who, at the request of your doctor, becomes involved in your care by providing
assistance with your health care diagnosis or treatment.

e Payment: Your protected health information will be used, as needed, to obtain payment for your health care services.
This may include certain activities that your health insurance plan may undertake before it approves or pays for the health
care services we recommend for you such as making a determination of eligibility or coverage for insurance benefits,
reviewing services provided to you for medical necessity, and undertaking utilization review activities. For example,
obtaining approval for chiropractic spinal adjustments may require that your relevant protected health information be
disclosed to the health plan to obtain approval for those services.

e Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the
business activities of this office. These activities may include, but are not limited to, quality assessment activities,
employee review activities and training of chiropractic students.

For example, we may disclose your protected health information to chiropractic interns or precepts 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 doctor. Communications between you and the doctor or his assistants may be recorded to assist us in
accurately capturing your responses; we may also call you by name in the reception area when your doctor 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 "Do - Do Not" have open therapy/adjusting areas.

We will share your protected health information with third party "business associates" that perform various activities (e.g.,
billing, transcription services for the practice). Whenever an arrangement between our office and a business associate
involves the use or disclosure of your protected health information, we will have a written contract with that business
associate that contains terms that will protect the privacy of your protected health information.

We may use or disclose your protected health information, as necessary, to provide you with information about treatment
alternatives or other health-related benefits and services that may be of interest to you. We may also use and disclose your
protected health information for other internal marketing activities. For example, your name and address may be used to
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Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:

send you a newsletter about our practice and the services we offer, we will ask for your authorization. We may also send
you information about products or services that we believe may be beneficial to you. You may contact our Privacy Officer
to request that these materials not be sent to you.

Uses and Disclosures of Protected Health Information That May Be Made Only With Your Written Authorization

Other uses and disclosures of your protected health information will be made only with your written authorization, unless

otherwise permitted or required by law as described below.

e Disclosures of psychotherapy notes

e Uses and disclosures of Protected Health Information for marketing purposes;

o Disclosures that constitute a sale of Protected Health Information;

e Other uses and disclosures not described in the Notice of Privacy Practices will be made only with
authorization from the individual.

You may revoke any of these authorizations, at any time, in writing, except to the extent that your doctor or the practice has

taken an action in reliance on the use or disclosure indicated in the authorization.

Other Permitted and Required Uses and Disclosures That May Be Made With Your Authorization or Opportunity to

Object

In the following instance where we may use and disclose your protected health information, you have the opportunity to agree

or object to the use or disclosure of all or part of your protected health information. If you are not present or able to agree or

object to the use or disclosure of the protected health information, then your doctor may, using professional judgment,
determine whether the disclosure is in your best interest. In this case, only the protected health information that is relevant to
your health care will be disclosed.

e Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a relative, a close
friend or any other person you identify, your protected health information that directly relates to that person's involvement
in your health care. If you are unable to agree or object to such a disclosure, we may disclose such information as
necessary if we determine that it is in your best interest based on our professional judgment. We may use or disclose
protected health information to notify or assist in notifying a family member, personal representative or any other person
that is responsible for your care of your location or general condition. Finally, we may use or disclose your protected
health information to an authorized public or private entity to assist in disaster relief efforts and to coordinate uses and
disclosures to family or other individuals involved in your health care.

Other Permitted and Required Uses and, Disclosures That May Be Made Without Your Consent, Authorization or

Opportunity to Object

We may use or disclose your protected health information in the following situations without your consent or authorization.

These situations include:

« Required By Law: We may use or disclose your protected health information to the extent that the law requires the use or
disclosure. The use or disclosure will be made in compliance with the law and will be limited to the relevant requirements
of the law. You will be notified, as required by law, of any such uses or disclosures.

e Public Health: We may disclose your protected health information for public health activities and purposes to a public
health authority that is permitted by law to collect or receive the information. The disclosure will be made for the purpose
of controlling disease, injury or disability. We may also disclose your protected health information, if directed by the
public health authority, to a foreign government agency that is collaborating with the public health authority.

« Communicable Diseases: We may disclose your protected health information, if authorized by law, to a person who may
have been exposed to a communicable disease or may otherwise be at risk of contracting or spreading the disease or
condition.

» Health Oversight: We may disclose protected health information to a health oversight agency for activities authorized by
law, such as audits, investigations, and inspections. Oversight agencies seeking this information include government
agencies that oversee the health care system, government benefit programs, other government regulatory programs and
civil rights laws.

o Abuse or Neglect: We may disclose your protected health information to a public health authority that is authorized by
law to receive reports of child abuse or neglect. In addition, we may disclose your protected health information if we
believe that you have been a victim of abuse, neglect or domestic violence to the governmental entity or agency authorized
to receive such information. In this case, the disclosure will be made consistent with the requirements of applicable
federal and state laws.

o Legal Proceedings: We may disclose protected health information in the course of any judicial or administrative
proceeding, in response to an order of a court or administrative tribunal (to the extent such disclosure is expressly
authorized), in certain conditions in response to a subpoena, discovery request or other lawful process.
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Acacia Chiropractic And Acupuncture P.C. Dr. Danielle Anderson

Patient Name: Date:

Law Enforcement: We may also disclose protected health information, so long as applicable legal requirements are met,
for law enforcement purposes. These law enforcement purposes include (1) legal process and otherwise required by law,
(2) limited information requests for identification and location purposes, (3) pertaining to victims of a crime, (4) suspicion
that death has occurred as a result of criminal conduct, (5) in the event that a crime occurs on the premises of the Practice,
and (6) medical emergency (not on the Practice's premises) and it is likely that a crime has occurred.

Workers' Compensation: We may disclose your protected health information, as authorized, to comply with workers'
compensation laws and other similar legally-established programs.

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 et. seq.

B. Your Rights
Following is a statement of your rights with respect to your protected health information and a brief description of how you
may exercise these rights.

You have the right to inspect and copy your protected health information. This means you may inspect and obtain a
copy of protected health information about you that is contained in a designated record set for as long as we maintain the
protected health information. A "designated record set" contains medical and billing records and any other records that
your doctor and the Practice uses for making decisions about you.

Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; information
complied 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. Depending on the
circumstances, a decision to deny access may be reviewed. In some circumstances, you may have a right to have this
decision reviewed. Please contact our Privacy Officer, if you have questions about access to your medical record.

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 have the right to restrict certain disclosures of Protected Health Information to a health plan when you
pay out of pocket in full for the healthcare delivered by our office. 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 be in writing and state the specific restriction
requested and to whom you want the restriction to apply. You may opt out of fundraising communications in which our
office participates.

Your provider is not required to agree to a restriction that you may request. If the doctor 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.
If your doctor does agree to the requested restriction, we may not use or disclose your protected health information in
violation of that restriction unless it is needed to provide emergency treatment. With this in mind, please discuss any
restriction you wish to request with your doctor.

You may request a restriction by presenting your request, in writing to the staff member identified as "Privacy Officer" at
the top of this form. The Privacy Officer will provide you with "Restriction of Consent" form. Complete the form, sign it,
and ask that the staff provide you with a photocopy of your request initialed by them. This copy will serve as your receipt.
You have the right to request to receive confidential communications from us by alternative means or_at an
alternative location. We will accommodate reasonable requests. We may also condition this accommaodation by asking
you for information as to how payment will be handled or specification of an alternative address or other method of
contact. We will not request an explanation from you as to the basis for the request. Please make this request in writing.
You may have the right to have your doctor amend your protected health information. This means you may request
an amendment of protected health information about you in a designated record set for as long as we maintain this
information. In certain cases, we may deny your request for an amendment. 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. Please contact our Privacy Officer if you have questions about amending your
medical record.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health
information. This right applies to disclosures for purposes other than treatment, payment or healthcare operations as
described in this Notice of Privacy practices. It excludes disclosures we may have made to you, to family members or
friends involved in your care, pursuant to a duly executed authorization or for notification purposes. You have the right to
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Patient Name: Date:

receive specific information regarding these disclosures that occurred after April 14, 2003. The right to receive this
information is subject to certain exceptions, restrictions and limits.

You have the right to be notified by our office of any breech of privacy of your Protected Health Information.

Certain treatments may be performed in a common therapy area and/ or you may find yourself within public areas
within the clinic_times, but please note private rooms are always available, upon request, for discussing your
private health information.

e  Appointment reminders and private health information will be communicated to you only in the manners in which
you have given specific authorization and you have the option to opt out of any of those methods at any time by
notifying our office. Email and standard SMS/text messaging are not confidential methods of communication and
may be insecure.

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

electronically.

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

violated by us. To file a complaint you may go to: https://www.hhs.gov/hipaa/filing-a-complaint/complaint-

process/index.html

Or our office can provide you with a written form in which to file your complaint. You may also file a complaint with us
by notifying our Privacy Officer of your complaint. We will not retaliate against you for filing a complaint.

Our Privacy Officer is Danielle Anderson D.C. You may contact our Privacy Officer, or any staff member, including
Amy Brown, at the following phone number 815-519-3686 for further information about the complaint process.

This notice was published and becomes effective on February 1, 2019.

Signature:

Date:
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INFORMED CONSENT AND AUTHORIZATION TO TREAT

CHIROPRACTIC:

Doctors of Chiropractic (D.C.) who use manual therapy techniques such as spinal adjustments are
required to advise patients that there may be some risks associated with such treatment.

a) While rare, some patients have experienced rib fractures, or muscle and ligament strains or sprains
following spinal adjustments.

b) Some types of spinal adjustments of the neck have been associated with injuries to the arteries in the
neck leading to or contributing to serious complications including stroke. Stroke has been the subject of
tremendous disagreement within and without the profession, with prominent authority saying that there is
at most a one-in a-million chance of such an outcome. We employ tests in our examination which are
designed to identify if you may be susceptible to that kind of injury.

c) There have been rare reported cases of disc injuries following neck or low back adjustments although
no scientific study has ever demonstrated such injuries are caused, or may be caused, by spinal
adjustments or chiropractic treatment.

Chiropractic treatment, including spinal adjustments, has been the subject of government reports and
multidisciplinary studies conducted over many years and have been demonstrated to be highly effective in
treating spinal pain, headaches and other symptoms. Chiropractic care contributes to your overall well
being. The risk of injuries or complications from chiropractic treatment is substantially lower than that
associated with many medical or other treatments, medications, and procedures given for the same
symptoms.

ACUPUNCTURE:

I understand and am informed that in the practice of acupuncture there are some risks to treatment,
including but not limited to, minor bleeding or bruising, minor pain or soreness, nausea, fainting,
infection, shock, convulsions, and stuck or bent needles. | have been advised that only sterilized needles
will be used. All acupuncture needles are properly disposed of after each and every treatment.

I do not expect the doctor to be able to anticipate and explain all possible risks and complications. |
wish to rely on the doctor to exercise judgment during the course of treatment which the doctor
feels at the time, based upon the facts then known, are in my best interests. | understand that the
results are not guaranteed. | acknowledge | have discussed, or have had the opportunity to discuss,
with my chiropractor the nature and purpose of the chiropractic treatment (may include spinal
adjustments &/or acupuncture) as well as the contents of this Consent. | consent to the treatments
recommended to me by my chiropractor.

Signed:

Date:
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Authorization and Release

| authorize payment of insurance benefits directly to this chiropractic office. | authorize the doctor to
release all information necessary to communicate with personal healthcare providers, payors and to secure
the payment of benefits. | understand that |1 am responsible for all costs of my care, regardless of
insurance coverage. | also understand that if | terminate my schedule of care as determined by my treating
doctor, any fees for professional services will be immediately due and payable. Balances held over for
more than 30 days are subject to a rebilling fee. | am also responsible for notifying this office of any
changes (insurance, billing address, phone etc.)

| hereby authorize the doctor to release all medical information necessary to process any insurance claims.
| authorize the use of this signature on all my insurance and/or employee health benefits claim
submissions. | hereby convey to the above named doctor and clinic to the full extent permissible under the
law and under any applicable insurance policies and/or employee health care plan any claim, chose in
action, or other right I may have to such insurance and/or employee health care benefits coverage under
any applicable insurance policies and/or employee health care plan with respect to medical expenses
incurred as a result of the medical services | received from the above named doctor and clinic and to the
extent permissible under the law to claim such medical benefits, insurance reimbursement and any
applicable remedies. This assignment will remain in effect until revoked by me in writing. A photocopy
of this assignment is to be considered as valid as the original. | have read and fully understand this
agreement.

In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance and/or
employee health care benefits coverage with the above captioned Health Insurance Provider, and hereby
assign and convey directly to Acacia Chiropractic and Acupuncture P.C., all medical benefits and/or
insurance reimbursement, if any, otherwise payable to me for services rendered from such doctor and
clinic. I understand that I am financially responsible for all charges regardless of any applicable insurance
or benefit payments.

Signed:

Date:
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Financial Agreement

As the recipient of services from Acacia Chiropractic and Acupuncture P.C. you are ultimately
responsible for payment for all services provided. In order for our office to bill your Insurance Plan, you
must provide your credit card information below. Your credit card information will be kept on file. Our
office will submit a claim one (1) time to your above listed Health Insurance Provider. It is thereafter your
responsibility to ensure that your health insurance pays your bill for services. If payment is not received in
full within sixty (60) days after submission, by providing your card below and receiving provided
services, you are authorizing Acacia Chiropractic and Acupuncture P.C. to charge your provided credit
card for any unpaid bills or claims. Without a card on file, payment is due IN FULL at the time all
services are rendered. Any claims paid after your credit card has been billed will be refunded to the
patient. Balances held over for more than 30 days are subject to interest at the rate of 18% per year (1.5%
per month). There is a minimum fee of $25 in order to process a credit card.

Non-insurance patients carrying over any balance must have a credit card on file.

Signed:

Date:

Credit Card# Exp:
Name as it appears on the card: Sec. Code:
Billing Zip Code:

MISSED APPOINTMENT / CANCELLATION POLICY:
We make every effort to accommodate your scheduling needs. In return we ask that you keep your
scheduled appointments or notify us in advance if for any reason you are unable to keep your
appointment. We request a 24 hour notice in order to reschedule or cancel your appointment. A $30 fee
will be charged if you miss or cancel your appointment without a 24 hour notice. The missed appointment
fee is NOT covered by insurance and is your responsibility to pay. If you are 10 or more minutes late to
your appointment, it may have to be rescheduled.

Signed:

Date:
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