| understand that the novel Coronavirus (COVID-19) has been declared a global pandemic by the World Health Organization (WHO). | further
.understa.nd that COVID-19 is extremely contagious and may be contracted from various sources. | understand COVID-19 has a long
incubation period during which carriers of the virus may not show symptoms and still be contagious.

| understand that | am the decision maker for my health care. Part of this office’s role is to provide me with information to assist me
in making informed choices. This process is often referred to as “informed consent” and involves my understanding and agreement
regarding recommended care, and the benefits and risks associated with the provision of health care during a pandemic. Given the
current limitations of COVID-19 virus testing, | understand determining who is infected with COVID-19 is exceptionally difficult.

To proceed with receiving care, | confirm and understand the followin Initial in all seven places provided Initial
Below
e | understand my treatment may create circumstances, such as the discharge of respiratory droplets or person-to-
person contact, in which COVID-19 can be transmitted.

e | understand that | am opting for an elective treatment that may not be urgent or medically necessary, and that |
have the option to defer my treatment to a later date. However, while | understand the potential risks associated
with receiving treatment during the COVID-19 pandemic, | agree to proceed with my desired treatment at this time.

e | understand due to the frequency of appointments with patients, the attributes of the virus, and the characteristics
of procedures, | may have an elevated risk of contracting COVID-19 simply by being in a health care office.

e | confirm | am not experiencing any of the following symptoms of COVID-19 that are listed below:
*Fever *Dry Cough *Sore Throat
*Shortness of Breath *Runny Nose *| oss of Taste or Smell

e |understand travel increases my risk of contracting and transmitting the COVID-19 virus. | verify that| have NOT in
the past 14 days | have not traveled: 1) Outside of the United States to countries that have been affected by
COVID-19; or 2) Domestically within the United States by commercial airline, bus, or train.

e | am informed that you and your staff have implemented preventative measures intended to reduce the spread of
COVID-19. However, given the nature of the virus, | understand there may be an inherent risk of becoming infected
with COVID-19 by proceeding with this treatment. | hereby acknowledge and assume the risk of becoming infected
with COVID-19 through this elective treatment and give my express permission to you and the staff at your offices to
proceed with providing care.

e | have been offered a copy of this consent form.

| KNOWINGLY AND WILLINGLY CONSENT TO THE TREATMENT WITH THE FULL UNDERSTANDING AND DISCLOSURE OF THE RISKS
ASSOCIATED WITH RECEIVING CARE DURING THE COVID-19 PANDEMIC. | CONFIRM ALL OF MY QUESTIONS WERE ANSWERED TO MY
SATISFACTION.

| HAVE READ, OR HAVE HAD READ TO ME, THE ABOVE COVID-19 RISK INFORMED CONSENT TO TREAT. | APPRECIATE THAT IT IS NOT
POSSIBLE TO CONSIDER EVERY POSSIBLE COMPLICATION TO CARE. | HAVE ALSO HAD AN OPPORTUNITY TO ASK QUESTIONS ABOUT
ITS CONTENT, AND BY SIGNING BELOW, | AGREE WITH THE CURRENT OR FUTU RE RECOMMENDATION TO RECEIVE CARE AS IS DEEMED
APPROPRIATE FOR MY CIRCUMSTANCE. | INTEND THIS CONSENT TO COVER THE ENTIRE COURSE OF CARE FROM ALL PROVIDERS IN
THIS OFFICE FOR MY PRESENT CONDITION AND FOR ANY FUTURE CONDITION(S) FOR WHICH | SEEK CARE FROM THIS OFFICE.

Parent /
Patient Guardian Witness
Signature: Signature Signature
Name Name Name:
Date Date Date:
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NEW PATIENT INTAKE FORM Today’s Date / /
Name SS# Birthdate /
Marital Status Age
Address OMUF Ht Wt
Email
City, State, Zip Occupation
Home Phone Werk Cell
Emergency Contact’s Name & Phone
Referred by
Reason for visit today Have you had acupuncture Chinese herbal medicine?
before? Yes JNo O Ves WUNo
How long have you had this condition?
Is it getting worse? Does it bother your O Sleep [ Work 2 Other (specify)
What seemed to be the initiai cause?
What seems to make it better?
What seems to make it worse?
Are you under the care of a physician now? 2Yes I Ne Ifyes, for what?
Physician’s name Physician’s phone
Other concurrent therapies
Health Insurance Info:
Insurance Co. Name Policy #
Address Phone
City, State, Zip
Medicare Info:
Insurance Co. Name Policy #
Address Phone
City, State, Zip
Family Medical History
2 Allergies (list) T Arterioscierosis T Cancer (type) O Diabetes (Tvpe: y O Seizares
Q Asthma O Heart disease J Stroke
0 Alcohokl 2 Depression 0 High biood pressure

Your Past Medical History

{Check any of the following conditions you carrently have, or have bad in the past. Please 2iso check if yon feel 2ny of the following are 2 significant part of your Sxed.iml history.)

QO AIDs/HIV O Diabetes (Type: y O Multiple Scierosis O Surgery {list) Tuberculosis
Q Alcoholism O Emphysem2 O Maumps 2 Typhoid fever
O Allergies O3 Epilepsy 1 Pacemaker (Date: ) 2 Uleers
O Appendicitis 3 Gotter 2 Plenrisy 2 Venereal disease
1 Arteriosclerasis 1 Gont  Pneamonia 7 Thyroid disorders 3 Whooping cough
O Asthma 1 Beart disease 2 Polio 1 Major trauma O Other (Specify)
13 Birth trauma O Hepatitis (Type: y O Rueumatic fever (Car, fall, etc—list)
(vour own birth) QO Herpes (Type: ) 7 Scarlet fever

Q Cancer 0 Bigh biood pressure O Seizures
2 Chicken pox O Measies 3 Stroke
Your Diet
Appetite 3 Low Q Coffee/Tea Protein Intake 3 Low O Artificial 3 Sugar Thirst for water:

J High 3 Soft Drinks/Fruit Juices O High Sweeteners O Salty foods # glasses per day:
Average Daily Menu

Snack

Morning Spack Noon Snack Evening

Pharmaceuticals taken in the last 2 months:
Vi-tamizslsugﬂemmis taken in the last 2 months:

Practitioner Use Onky



Your Lifestyle

3 Alconol 1 Marijuana 1 Stress Regular Exercise
Q Tobacco Q Drugs ' 2 Occnpational hazards Type Freguency.
Type Fr 4 24
General Symptoms
Q Poor appetite Q Poor sleep Q Bodily heaviness QO Chills O Bleed or bruise easily
Q Heavy appetite QO Heavy sleep . QO Cold hands or feet 3 Night sweats Q Peculiar taste (Describe)
Q Strongly like cold drinks QO Dream-disturbed sleep Q Poor circalation QO Sweat easily
0 Strongly like hot drinks O Fatigue O Shortness of breath O Mauscle cramps
O Recent weight loss/gain O Lack of strength 0O Fever Q Vertigo or dizziness
Head, Eyes, Ears, Nose, Throat
0O Glasses (What age: ) T Night blindness 0 Gum problems O Recnrrent sore throat Q) Headaches
Q Eye strain 2 Myopia or Presbyopia Q Sores on lips or tongue QO Swollen glands O Migraines
Q Eye pain Q Glancoma Q Dry mouth QO Lomps in throat QO Concassions
Q Red eyes Q Cataracts {1 Excessive saliva QO Enlarged thyroid Other head or neck problems
Q Itchy eyes Q Testh problems Q) Sinns problems Q) Nosebleeds
Q Spots in eyes O Grinding teeth 0 Excessive phlegm 2 Ringing in ears (High or Low?)
Q Poor vision QT™MJ Color: 0 Poor hearing
Q Blurred vision O Facial pain Q Earaches
Respiratory
Q Difficulty breathing when Q Tight chest Q Cough Color of phiegm Q Coughing up blood
lving down 2 Astbma/wheezing Wet or Dry?, O Pnenmonia
Q) Shortness of breath QO Difficolt inhalation? exhalation? Thick or thin?
Cardiovascular
Q High blood pressure 1 Low blood pressure O Chest pain O Tachycardia QO Phlebitis
Q Blood clots 2} Fainting 1 Difficalty breathing QO Heart palpitations 0 Irregular heartbeat
Gastrointestinal
Q) Nausea QO Diarrhea O Intestinal pain or cramping Bowel movements:
Q Vomiting Q Constipation O Burning anus
Q Acid regurgitation O Black stools O Rectal pain Frequency. Texture/form
Q Gas Q Bloody stools O Anal fissures
Q Hiccup ) Mucous in stools O Laxative use Color. Odor,
Q) Bloating 2 Hemorrhoid What kind?
Q Bad breath QO Itchy anas How often?
Musculoskeletal
QO Neck/shoulder pain QO Upper back pain Q Joint pain 0O Limited range of motion Other (Describe)
QO Mauscle pain Q Low back pain QO Rib pain O Limited use
Skin and Hair
Q) Rashes Q Eczema O Dandruff 1 Change in bair/skin texture Other hair or skin problems
Q Hives 0 Psoriasis Q Itching O Fungal infections
Q Ulcerations 0 Acne Q Hair loss
Neuropsychological :
Q Seizures Q Poor memory O Irritability 1 Considered/attempted Other (Specify)
Q Nuombness Q) Depression O Easily stressed suicide
Q Ties O Anxiety O Abase survivor 1 Seeing a therapist
Genitourinary
Q) Pain on grination Q) Blood in urine O Venereai disease 3 Increased libido ) Impotence
Q Frequent urination Q Unable to hold arine 1 Bedwetting Q Decreased libido QO Premature ejacnlation
0 Urgent arination 2 Incomplete urination O Wake to urinate 1 Kidney stone 3 Nocturnal emission
Gynecology
O Age menses began O Duration of flow Q Vaginal discharge 2 Breast lumps Date of last PAP
{color) # Pregnancies
Length of cycle (day 1 to day 1) U Irregular periods (Q Vaginal sores # Live births
Q Painfol periods 0 Vaginal odor %Prematurebirths___________ Datelast period began
A PMS Q Clots Age at menop

Other

© Copyright Blue Poppy Enterprises Inc., 2007



)\\ Absolute

‘ :-':/ Chiropractic & Massage
Hardship Agreement

To Whom It May Concern:

Bymysignamrebelowlamrequesnng tmydoctorreducenormalmdcustomaryf'ees
dzargedastoaIIGWmetoreceiveChiropracticcare. Myﬁnancialcircmnstancsa:esuch
thatisiwavtopaycustomaryfeeschargedlworuldbeforced {due to economic reasons)

,Irecognizeﬂaa:auyagmemmtnudemassistmeispmﬂymnﬁdm&ﬂmddntmyfee
arrangeméntwouldbediﬁ'erentthanthatwiﬁchisstandardinﬁle office.

If my insurance company policy demands full payment of the deductible or co-payments, |
agree that itis my responsibility t0 notify my insurance carrier that due to economnical

Signature of Patient

Print Patient’'s Name

Witness




Ihaebyins@ctmécﬁ:ectmﬁnsmancecompmymgaybyche&madeoutmdmaﬂed
direc&Ytotheabovemedbea}ﬁlarefadﬁ‘?;for any’am&ingba}ﬁzcsacmedasa
mdtofthecare‘ireca’Ved. ifmycmeatpoﬁcyprom‘bizsdrectpaymmtsto doctors,
ﬁ;mlhereb';raisodirectandmssructyoutcmalittomec/ogidhea}dlcarefadity. 1

apove-mentioned assignee, and 1 have agreed 10 PY in a current er, and balance of
said pf‘OteSSis:ﬁl service charges OV and above this insurance payment A PHOTOCOPY



