 WELCOME

PATIENT INFORMATION ; INSURANCE

{ Who is responsible for this account? _

4] Relationship to Patient

Insurance Co.

Last Name

i Group #

First Name Middie Initial 4 |s patient covered by additional insurance? []Yes []No

Address
City
State

; Subscriber's Name

Birthdate

{ Relationship to Patient
E-mail 3

Sex (1M [F Age

Insurance Co.

" Group #

| ASSIGNMENT AND RELEASE
| certify that |, and/or my dependent(s), have insurance covarage with

Birthdate

(] Married [] Widowed [1Single (] Minor

and assign directly to

(] Separated [ Divorced L] Partnered for years Name of Insurance Company(ies)

Occupation i Dr. all insurance benefits,

) ¥l if any, otherwise payable to me for services rendered { understand that | am
Patient Employer/School [22] financially responsible for all charges whether or not paid by insurance. |
: ] authorize the use of my signature on all insurance submissions.

Employer/School Address

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
#] for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( 'l benedits or the benefits payable for related services. This cansent will end when

:#] my current treatment plan is complaeted or one year from the date signed below.

Spouse’s Name

Birthdate d Signature of Patient, Parent, Guardian or Personal Representative

¢| SS#

Please prinl name of Patient, Parent, Guardian or Personal Representative

Relatlonsmp to Patient
ACCIDENT INFORMATION

-4 |s condition due to an accident? [JYes [l No

Cell Phone ( ) % Date

Best time and place to reach you Typs of accident [] Auto [JWork [JHome [T]Other
IN CASE OF EMERGENCY, CONTACT i

Name B { To whom have you made a report of your accident?
£2] [ Auto Insurance [] Employer []Worker Comp. [] Other

Relationship

Attorney Name (if applicable)
Home Phone (

Work Phone {

= LA R
PATIENT CONDITION

Reason for Visit

When did your symptoms appear?

is this condition getting progressively worse? [JYes [JNo []Unknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: [] Sharp [ Dull (] Throbbing [ Numbness [] Aching [ Sheoting
(1 Burning [JTingling [ Cramps [] Stiffness []Swelling [] Other

How often do you have this pain?

Is it constant or does it come and go?
Does it interfere with your [J]Work []Sleep [ Dally Routine  [] Recreation
Activities or movements thal are painful to perform [] Sitting [] Standing [] Walking [] Bending [ lying Down




What 1reatmem nave you alreacy recelved for your condmon'? [: Medications "] Surgery :I Physmal Therapy

[ Chiropractic Services [ None ] Other

Name and address of other docter(s) who bave treated you lor your condition _

Date of Last:  Physical Exam _ Spiral X-Ray Blood Test

Spinal Exam Chesl X-Bay Urine Test

Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes” or *No” t¢ indicate iF you hava had any of the following:
AIDS/HIV TlYes [ No Diabeles OYes JNeg
Alcoholism JYes TJNo OYes [No
[Yes {7JNo (IYes D No
COyes [QMNo OYes []No
OYes [INo Cyes [JNo
[JYes []No 1¥Yes [No
T Yes [ No MCYes [JNo
[Yes I Na OYes ONo
IYes {JNo [dYes [OJNo
OYes [ONe OvYes [JNo
Yes [INo OYes (OMNo
[J¥es [JNo OYes [ No
OYes [ONo CIYes [INo
[ Yes [|No

O Yes Rhzumatic Fever

OYes

Migraine Headaches (] Yes

[1Yes

[ Yes

[ Yes

_iYes

[JYes

T Yes

Parkinacn’s Disease (] Yes

Oves

O Yes

O Yes

—Yes

JYes
Psychiatric Care [ Yes
Rheumatoid Arthritls [ Yes [

RN SRR TR

Livar Disease

Emgphysema Measles Scarlet Fever

Allergy Shots Epilepsy Sexually
Transmitled

Disease
Stroke

Anemia Fractures Miscarriage

Glaucoma Moronucleosis

Gonter

Anorexia
Appendicitis
Arthrilis

Multiple Sclerosis Suicide Allempt

Gonarrhea Mumps

Thyroid Problems
Gout

Asthma Ostecporosis

Tonsiflitis
Pacemaker

Gleeding Disorders Heart Disease

Tuberculcsis

Breast Lump Tumors, Growths

Hepatitis
Herna

Herniated Disk

Bronchitis Pinched Nerve

Typhoid Fever

Bulimia Pneumonia Ulcers

Cancer Herpes Polio

High Blood
Pressure

High Chotesterct

Kidney Disease

Vaginal Infections

Cataracls Prostate Problem

Whooping Couagh
COther

TJYes
Yes ONo
OYaes [JNo

T

TINo

Chemical Prosthesis

Deoendency
Chicken Pox

Myes JNo
OYes [ONo

RIS

A TR .-"i T :_og:__ i ?3-’{:'..

—J None

_J] Moderate

WORK ACTIVITY
[ sitting
{1 Standing

HABITS
[ Smoking

[ Alechol

Packs/Day
Drinks/Week

_] Daily

- Heavy

[ Ligm Labor {1 CoffeesCatfeine Drinks

[ High Stiess Level

Cups/Day

| Heavy Labor Reason

Are you pregnant? [JYes []No Due Date

Injuries/Surgeries you have had Description

Falls

Head Imjuries

Broken Sones

Dislocahons

Surgeries

MEDICATIONS

ALLERGIES

Pharmmacy Name

Pharmacy Phone {




16515 S. 40™ St

Suite # 129

Phoenix, AZ 85048
Phone (480) 940-7444

Fax (480) 940-7454 I =

WELLNESS CENTER

PATIENTS OF MOUNTAINSIDE WELLNESS CENTER, INC.

As our office continues to grow, we want to make sure we give our patients the
best care that we can possible give. In order for us to do so, we are re-enforcing
our policy here at Mountainside wellness in regards to scheduled appointments.
Scheduled appointments are made in order to accomplish you getting well. There
are times that we turn patients down due to a full schedule. If scheduled the
patients do not show up, this leaves an open slot that could have been filled for a
patient that was in need of treatment. If you cancel your appointment, it will delay
your recovery and possibly someone else’s. If you must miss it, it is best to
reschedule as soon as possible as a courtesy to the Doctor and to other patients.
We are implementing a 24 Hour Cancellation Policy. We do understand that
emergencies come up, and we will honor those. If you are schedule for a
massage with our therapist, a $15 cancellation charge will be billed to you.
We appreciate a call if you will late and we will do same for you should this
unlikely event arise. Also, as a courtesy to others, please put all phones on silent.

Our office hours are as follows;

Monday & Wednesday: 9am-1pm & 3pm-6:30pm
Tuesdays: Closed

Thursday: 3pm-6:30pm

Friday: 9am-1pm & 3pm-5pm

The purpose of these policies is to allow us to serve you more completely and to
get the best results from your visits. Our mission is to serve our patients and our
community with long lasting care, providing quality service to each patient as each
Is a unique individual with specific health needs and wants. Furthermore, we strive
to act as teachers, healers and health caretakers so we may be able to being the
health benefits of chiropractic with the understanding and availability to all so they
too may experience the true “living” and “health” that comes from having a
healthy spine and nervous system.

Thank you for being great patients!

Patient Print

Patient Signature
Date
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Legal Matters. We wnl qisclosa hea!lh nfo)
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COMPLAINTS:

If you believe your privacy rights have been violated, you may file a complaint
with mountainside wellness center or with the secretary of the U.S. Department of
health and human services. To file a complaint with Mountainside wellness, you
must submit your complaint in writing.

If you have questions about this notice, you may telephone the number shown
below for Mountainside Wellness Center and ask for the privacy official.

Mountainside Wellness Center
16515 S 40t St

Suite 129

Phoenix, Arizona 85048
(480)940-7444

Date
Patient Print

Patient Signature




CHIROPRACTIC INFORMED CONSENT TO TREAT

I hereby request and consent to the performance of chiropractic procedures, including various modes of physio therapy,
diagnostic X-rays, and any supportive therapies on me (or on the patient named below, for whom I am legally responsible)
by the doctor of chiropractic indicated below and/or licensed doctors of chiropractic and support staff who now or in the
future treat me while employed by, 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 an opportunity to discus with the doctor of chiropractic named below and-or with other office or clinic
personnel the nature and purpose of chiropractic adjustments and procedures.

| understand and I am informed that, as is with all healthcare treatments, results are not guaranteed and there is no promise
to cure. | further understand and I am informed that, as is with all healthcare treatments, in the practice of chiropractic
there are some ricks to treatment including, but not limited to, muscle spasms for short periods of time, aggravating and/or
temporary increase in symptoms, lack in improvement of symptoms, fractures, disc injuries , strokes, dislocations and
sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the
doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts
then known, it is my best interests.

| further understand that chiropractic adjustments and supportive treatment is designed to reduce and/or correct
subluxations allowing the body to return to improve health. It can also alleviate certain symptoms through a conservative
approach with hopes to avoid more invasive procedures. However, like all other health modalities, results are not
guaranteed and there is no promise to cure. Accordingly, I understand that all payment(s) for treatment(s) are final and no
refunds will be issued. However, prorated fees for used, prepaid treatments will be refunded if I wish to cancel the
treatment.

| further understand there are treatment options available for my condition other than chiropractic procedures. These
treatment options include, but not limited to self-administered, over the counter analgesics and rest; steroid injections;
bracing: and surgery. I understand that I have been informed that I have the right to a second opinion and secure other
opinions If | have concerns as to the nature of my symptoms and treatments options.

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

Patient Print

Patient Signature

Print Guardian/Parental and relationship to patient

Guardian/Parental Signature

Date

Doctor of Chiropractor name

Doctor Signature

Date
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