663 N. Main St.
Spanish Fork, UT 54660
(801)894-9633
Date:
Name: Sex: (F) (M) SS#:
DOE: Age: Phone #:
Address:
Street ApL# City State Zip
Profession: Emplover:
Marital Status: (S) (M) (W) (D) Spouses Name: SS#:
Spouses Emplover: DOB:
Referred By: Previous Chiropractic Care: (Y) (N)
F in? i i s Inj

Previous Accidents/Injuries:
Previous Surgeries/Hospitalizations:
Medications;
Supplements:

. ? g N LMP
Check all that applv:
Past Present Past Present Past Present
—  .._HIV/AIDS __ ___Diabetes — _—__Stroke
__ __BirthControl ___ _ Steroid use __  __ Hypertension
— ___Dizziness — _—_Urinaryissues __ ___ Cancer/Tumor
— _—__Aneurysm — _—_WeightChanges _ ___Seizures
— __VisualChanges _ ___Head Aches __ ___ NeckPain
—  __UpperBackPain___ ___ MidBackPain __ __ Low Back Pain
__  ___ShoulderPain _ __ ___Elbow Pain ___ ___Hand Pain
__ ___HipPain . —KneePain _ ___FootPain
oot s Rrthritls __ __ Osteoporosis __ ___ Trauma
. ___Alcohol Use ___ ___Tobacco Use —  ___DruglUse

i i - i; nsion i
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HIPAA Compliance Patient Consent Form
Our Notice of Privacy Practices provides information about how we may e or disclose protecied health information.

The nolice contains a mtient s rights section deseribing your rights under the law. You ascertain that by your signanare
that you have reviewed our notice before sipning this consent.

The terms of the nolios my chesge, il so, you will be notified a1 your next visit 1o update vour signature/date.

Y ou have the rght o resirict how your prolecied health information is wsed @nd dischrssd for realmend, peyrment or
heslihcee operations. We ane nol required 1o ayree with this nestriction, but if we do, we shall honor this agroement.

The HIPAA (Hadth Insurance Portability and Accountability Act of 1996) law allows for the usc of the information for
treatment, pavment, or healthcare operations.

By signing this form. you consent W0 vur use and disclosure of your protected healtheans information and potearially
anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such
a revocation will not be retroactive.

By signing thix form, | understand Uheal:

» Prolected health information may be disclosed or used for trcatment, payment, or healthcare operations.

® | 'The practice reserves the right 1o change the privacy policy as allowed by law.

® TThe practice has the right o restrict the wse of the information bul the practice docs not have 10 agree 0

those: restrictions.

s« | The paticot has the right to revoke this consent in writing at smy time and all full dischosurcs will then
e,

o o The practice may condition receipt of treatment upon exccution of this consent.

L

May we phone, email. or send a text to you to conlirm sppointments? (IYES ()NO
May we leave n message on your answering machine at home or on your cell phone? () YES (INO
May we discuss vour medical condition with any member of vour family? (IYES ()INO

If YES. pleasc name the members allowed:

This comsent was signed by: (PRINT NAMI)

Slimlﬂ-’: . i Date:
Witnes: ot Date:




| Which direction were you headed?

VEHICLE ACCIDENT INFORMATION

PATIEN'I INFORMATION .

Pnﬁ;ntﬂlm
Date of Accident,____- Time of Accident O am.
' : Opm.
~*| Please describe the accident in your own words:
; g -
[J Rear Passenger O Pedestrian in the accident vehicle?
ACCIDENT SITE ° - IMPACT
| Road/Street Name Did your car impact another vehicle? [JYes [J No
City'State Did your car impact a structure? OYes O No
MNearest inlersection with road/street if yes, explain

Driving conditions O Dry OWet Olicy OOther

Spead you were traveling?

Eh Were you wearing a seatbel?

VEHICLE

| Maks and mode! of vehicle you were in:

-

Oves L[] No

I yes, what type? O Lap [ Shoulder
Was vehicie equipped with aitbags? [(OYes [ No

if yes, did iv'they inflate property? [IYes [ No

Did your seat have a headrest? OYes [ONo

If yes, what was the position of he headrest?

O Low [ Midposition C High

—_—

Did any part of your body strike anything in the vehicle?

OlYes CINo if yes, explain
Was impact from
[J Front [ Bear (0 Let [ Right [ Other.

At the time of impact were you:

[ Looking straight ahead O Looking lo the right
(J Looking 1o the left (O Looking down
[0 Looking up

Were both hands on the steering wheei? ClYes [ No
If no, which hand was on the wheel? [ Right [JLekt

Was your loot on the brake? Ovyes [INo
If yas, which foot was on the brake? [J Right [ Left

Waere you: (] Surprised by impact [ Braced for impact

OTHER VEHICLE
Or applicatle}

Make and modal of other vehicle
Which direction was other vehicle headed?

~: POLICE. .
Did the police come to the accident site? [JYes [ No
Were there any withesses? OOYes [ONo
Was a police report filed? OYes [INo
Was a traffic violation issued? OYes [INo |




—PATIENT CONDITION -

Were you unconscious immediately after the accident? [JYes [JNo If yes, for how long?
Please describe how you felt immediately after the accident:

—

i TREATMENT
Dio you go to the hospital? CJYes OO No .
¥hen did you go? ] immediately after accident  [J Next day [0 2 days or more after the accident
How did you get to the hospial? 0O Ambulance 0 Private transportation
| Name of hospital . Name of doctor
Diagnosis
Treatment received
X-rays taken
SYMPTGMS{INJURIES ;

Have you been able to work since this injury? [J Yes [J No How many work days have you missed?
Prior to the injury were you able 10 work on an equal basis with others yourage? [JYes [INo
if you have had any of the following symptoms sinca your injury, please [ check:

O Amm/shoulder pain O Feetfioe numbness O Neck pain

] Back pain O Handffinger numbness O Neck stiff

O Back stifiness (0 Headaches 0 Shortness of breath
O Cnest pain O Irritability 1 Sleep difficulty

[0 Dizzinass O Jaw problems J Stomach upset

O Earbuzzing O Leg pain O Tension

O Ear ringing O Memory loss 0 Vision blurred

O Fatigue O Nausea

Rate the severity of your pain on a scale from 1 (least pain) to 10 (savere pain)

Tvpe of pain: O Sharp O 0wl O Throbbing O Numbress
0O Aching OShooiing [ Buening 0 Tingling
OCmamps [OSifiness O Swelfing Domar oo

Is this condition getting progressively worse? [JYes ONe  [OJUnknown z

Mark an X on the picture where you continue to have pain, numbness, or tingling. % {H
) { .
Wi

How often do you have this pain? e
(S}

Is it constant or does it come and go?
Does it interfere with your: [OWork [ Slesp [ Daily Routine [ Recreation

I Movements that are painful to perfform: [0 Siing [ Standing [0 Walking
; [J Bending [ Lying Down

To the best of my Inosdece, the abovs Infrmation 1= compists 3n0 comect | undeesiand et & s my resporsity 1o inform my doctor 711, of my erinor child, ewer have a
crarge 0 healh,




