| DOB-

] TODAY'S DATE -

NAME- |DATEOF INJURY- |

CELL PH- | HOME PH- | WORK PH- E-MAIL- |

ADDRESS- CITY- STATE- | | ZIP CODE- |

SOC SEC NO.- | MALE/FEMALE l I MARRIED/SINGLE/DIVORCED/WIDOWED- | [ # OF CHILDREN- |
OCCUPATION- EMPLOYED BY- | WORK PH-

SPOUSE- | | occupATION- | WORK PH-

SPOUSE SOC SEC #- | | DOB- | | EMPLOYED BY- }

Are your present problems due to an injury? |0 Yes | ¢ No | ¢ On the Job | ¢ Auto Accident | ¢ Personal Injury | ¢ Other

Emergency Contact- Relationship- Contact Number-
Pain Symptoms in Order of Severity Date Begun Pain Scale 0-10 ( 0=No Pain; 10= Unbearable pain
il 0 1 23445 6 7 _8 -9 10
2 0.1 2 .34 B 6 7 89 10
3 0 IR PR ol o L U S T L e e < [ ]
4 0 1 2.3 475 6 7 By 10
: Please mark area and type of Doctor’s Notes:
pain on the drawings using the
j codes listed below.
B
W,
N — Numbness P- Pain
T - Tingling A - Ache
S — Soreness ST- Stiffness
HABITS EXERCISE FAMILY HISTORY
o Smoking Packs/Day o None Diabetes Heart Kidney Cancer Other
o Light Activity
e Mother
o Drinking Alcohol o Moderate Activity
o Active Father
o Caffeine Cups/Day_____ || o VeryActive Hrcihar
o Elite Athlete -
Sister
PLEASE CHECK IF YOU HAVE HAD, OR DO HAVE ANY OF THE FOLLOWING CONDITIONS?
Appendicitis Anemia Heart Disease Arthritis
Pneumonia Measles Goiter Epilepsy
Cancer Chicken Pox Influenza Mental Disorder
Polio Whooping Cough Pleurisy Stroke
Tuberculosis Rheumatic Fever Alcoholism Eczema
Diabetes Migraine Headaches Venereal Disease HIV Positive
Asthma Mumps Herpes Multiple Sclerosis




Please mark each item below for each sign or symptom you presently have or previously had:

GENERAL GASTRO-INTESTINAL CARDIO-VASCULAR EAR/NOSE/THROAT RESPIRATORY
SYMPTOMS __Belching/Gas ___High Blood Pressure __Earache __Asthma
__Convulsions __Colon, Problems __Heart Attack — EarNoises — Chronic Cough
__ Dizziness __ Constipation __Pain over Heart — Enlarged Thyroid — le_ﬁqulty Breathing
Fainting Diarrhea Poor Circulation — R SeHE GOk = Sp!tt!ng Blad
— — : = __Hay Fever ___ Spitting Phlegm
___Headache __Excessive Hunger __Heart Trouble __Nasal Blockage
__Nervousness __Excessive Thirst ___Rapid Heart __Nose Bleeds GENITO-URINARY
__Numbness __ Gall Bladder Trouble __ Slow Heart ___Pain Behind Eyes Blood in Urine
__Wheezing ___Hemorrhoids ___Strokes - Ppor \-I_ision o Frequent Urination
__Loss of Sleep __ Liver/Gallbladder __ Swelling Ankles — Sinusitis —_ Kidney Infection
__Depression _ Nausea __ Varicose Veins = ?g;:im;i;oats : Painful Urination
s Tver - 0o | WSGERRIONTS | Dt i Raep e
SKIN OR __Poor Appetite = Lo‘_N Bagk Protiems __Bleeding Gums o " Control
ALLERGIES __ Poor Digestion sl MUREDN B -
__Boils " Vomiting Shoulders FOR WOMEN ONLY
__Bruising Easily __Vomiting Blood __Neck Problems __ Birth Control
__Dryness Black Stool — Arm Problems __Hormone Replacement
__Eczema : Bloody Stool T geg IIT mt‘)}lem: = (El)r(zr;s%sieza;ll:;:hes
: : : wollen Joints -
- El;\;?:g __Weight Loss/Gain " Painful Joints i :-|ot Fllalshgs |
__ Sensitive Skin — Stiff Joints — n;ﬁﬂ:r?i;ggc 5
__Allergy — Cois Muscies __Painful Periods
— Weak Muscles __ Vaginal Discharge
__Rash ___Walking Problems __Breast Pain
__Dermatitis — PSS Pregnant at this Time Yes / No
___Broken Bones
OPERATIONS AND PROCEDURES

DATE DATE DATE

Vaccinations Tube In Ears Sinus

Tonsillectomy Appendectomy Hernia

Gall Bladder Female Organs Thyroid

Back Surgery Rectal Surgery Stomach

Other- Other- Other-

O | have never had any operations / surgeries.

List any accidents or falls and dates: ¢ Car:

¢ Sports:

O Work:

List any broken bones (fractures) or dislocations:
Ever on crutches? __ Yes __ No Why?
Have you ever had any spinal taps or spinal injections? __ Yes __

¢ Recreation:

0 Other:

No

Have you ever had a lapse of memory? __Yes __ No

Have you ever had X-rays taken? __ Yes __ No When?
What was the purpose of the X-rays?
Do you suffer from any condition other than that for which you are now consulting us?
List all medication you are currently taking prescription or over-the-counter.

By Whom?

Were you ever knocked unconscious? __ Yes

No

| authorize the Doctor to examine and treat my condition as deemed appropriate through the use of Chiropractic Health Care, and | give authority for these procedures to be
performed. | hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical therapy and
diagnostic X-rays, on me (or on the patient named below, for whom | am legally responsible) by the doctor of chiropractic named below and/or other licensed doctors of
chiropractic who now or in the future work at the clinic or office listed below or any other office or clinic. | have had an opportunity to discuss with the doctor of chiropractic named
below and/or with other office or clinic personnel the nature and purpose of chiropractic adjustments and other procedures. | understand that results are not guaranteed. |
understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment, including but not limited to fractures, disc injuries,
strokes, dislocations and sprains. | do not expect the doctor to be able to anticipate and explain all risks and complications, and | wish to rely upon the doctor to exercise judgment
during the course of the procedure which the doctor feels at the time, based upon the facts then known to him or her, is in my best interest. | have read, or have had read to me,
the above consent. | have also had an opportunity to ask questions about its content, and by signing below | agree to the above-named procedures. | intend this consent form to
cover the entire course of treatment for my present condition and for any future condition(s) for which | seek treatment. The amount paid to the Doctor's office for X-rays is for the
examination only; the X-ray negatives will remain the property of the Doctor’s office.

Patient Signature

Date

Doctor Signature

Young Le, D.C. Date




Informed Consent to Care

You are the decision maker for your health care. Part of our role is to provide you with information to assist you
in making informed choices. This process is often referred to as “informed consent” and involves your
understanding and agreement regarding the care we recommend, the benefits and risks associated with the
care, alternatives, and the potential effect on your health if you choose not to receive the care.

We may conduct some diagnostic or examination procedures if indicated. Any examinations or tests conducted
will be carefully performed but may be uncomfortable.

Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional
supportive procedures or recommendations as well. When providing an adjustment, we use our hands or an
instrument to reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include
restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and
improving neurological functioning and overall well-being.

It is important that you understand, as with all health care approaches, results are not guaranteed, and there is
no promise to cure. As with all types of health care interventions, there are some risks to care, including, but
not limited to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of
symptoms, burns and/or scarring from electrical stimulation and from hot or cold therapies, including but not
limited to hot packs and ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and sprains.
With respect to strokes, there is a rare but serious condition known as an “arterial dissection” that typically is
caused by a tear in the inner layer of the artery that may cause the development of a thrombus (clot) with the
potential to lead to a stroke. The best available scientific evidence supports the understanding that chiropractic
adjustment does not cause a dissection in a normal, healthy artery. Disease processes, genetic disorders,
medications, and vessel abnormalities may cause an artery to be more susceptible to dissection. Strokes
caused by arterial dissections have been associated with over 72 everyday activities such as sneezing, driving,
and playing tennis.

Arterial dissections occur in 3-4 of every 100,000 people whether they are receiving health care or not.
Patients who experience this condition often, but not always, present to their medical doctor or chiropractor
with neck pain and headache. Unfortunately a percentage of these patients will experience a stroke.

The reported association between chiropractic visits and stroke is exceedingly rare and is estimated to be
related in one in one million to one in two million cervical adjustments. For comparison, the incidence of
hospital admission attributed to aspirin use from major Gl events of the entire (upper and lower) Gl tract was
1219 events/ per one million persons/year and risk of death has been estimated as 104 per one million users.

It is also important that you understand there are treatment options available for your condition other than
chiropractic procedures. Likely, you have tried many of these approaches already. These options may include,
but are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest,
medical care with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the
right to a second opinion and to secure other opinions about your circumstances and health care as you see fit.

| have read, or have had read to me, the above consent. | 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 future recommendation to receive chiropractic 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 chiropractic care from this office.

Patient Name: Signature: Date:

Parent or Guardian: Signature: Date:

Witness Name: Signature: Date:




AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Developed for Texas Health & Safety Code § 181.154(d)

effective June 2013
Please read this entire form before signing and complete all the NAME OF PATIENT OR INDIVIDUAL
sections that apply to your decisions relating to the disclosure
of protected health information. Covered entities as that term is
defm.ed by_HIPAA and jl'exfas Health & S.afgty Code § 181.'0[.)1. must oo First Middle
obtain a signed authorization from the individual or the individual's
legally authorized representative to electronically disclose that indi- OTHER NAME(S) USED
vidual's protected health information. Authorization is not required for DATE OF BIRTH Month Day Year.
disclosures related to treatment, payment, health care operations, ADDRESS

performing certain insurance functions, or as may be otherwise au-
thorized by law. Covered entities may use this form or any other
form that complies with HIPAA, the Texas Medical Privacy Act, and  gITY STATE ZIP
other applicable laws. Individuals cannot be denied treatment based

on a failure to sign this authorization form, and a refusal to sign this PHONE ( )

form will not affect the payment, enroliment, or eligibility for benefits. ~EMAIL ADDRESS (Optional):

ALT. PHONE ( )

| AUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL’S PROTECTED HEALTH REASON FOR DISCLOSURE

INFORMATION: (Choose only one option below)
Person/Organization Name O Treatment/Continuing Medical Care
Address _ O Personal Use
S;’gne ( ‘ =g S‘at? ~——w ZipCode ______ O Billing or Claims

O Insurance
WHO CAN RECEIVE AND USE THE HEALTH INFORMATION? O Legal Purposes
Person/Organization Name O Disability Determination
Address O School
City State __ Zip Code _ O Employment
Phone ( ) Fax ( ) O Other

WHAT INFORMATION CAN BE DISCLOSED? Complete the following by indicating those items that you want disclosed. The signature of a minor
patient is required for the release of some of these items. If all health information is to be released, then check only the first box.

O All health information
O Physician's Orders

O Progress Notes

O Pathology Reports

O History/Physical Exam
O Patient Allergies

O Discharge Summary
O Billing Information

O Past/Present Medications O Lab Results
O Operation Reports O Consultation Reports
O Diagnostic Test Reports O EKG/Cardiology Reports

O Radiology Reports & Images O Other
Your initials are required to release the following information:

Mental Health Records (excluding psychotherapy notes)
Drug, Alcohol, or Substance Abuse Records

Genetic Information (including Genetic Test Results)
HIV/AIDS Test Results/Treatment

EFFECTIVE TIME PERIOD. This authorization is valid until the earlier of the occurrence of the death of the individual; the individual reach-
ing the age of majority; or permission is withdrawn; or the following specific date (optional): Month Day Year

RIGHT TO REVOKE: | understand that | can withdraw my permission at any time by giving written notice stating my intent to revoke this au-
thorization to the person or organization named under “WHO CAN RECEIVE AND USE THE HEALTH INFORMATION.” | understand that
prior actions taken in reliance on this authorization by entities that had permission to access my health information will not be affected.

SIGNATURE AUTHORIZATION: | have read this form and agree to the uses and disclosures of the information as described. | un-
derstand that refusing to sign this form does not stop disclosure of health information that has occurred prior to revocation or that
is otherwise permitted by law without my specific authorization or permission, including disclosures to covered entities as provid-
ed by Texas Health & Safety Code § 181.154(c) and/or 45 C.F.R. § 164.502(a)(1). | understand that information disclosed pursu-
ant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal or state privacy laws.

SIGNATURE X

Signature of Individual or Individual’s Legally Authorized Representative DATE

Printed Name of Legally Authorized Representative (if applicable):
If representative, specify relationship to the individual: O Parent of minor

O Guardian O Other

A minor individual’s signature is required for the release of certain types of information, including for example, the release of information related to cer-
tain types of reproductive care, sexually transmitted diseases, and drug, alcohol or substance abuse, and mental health treatment (See, e.g., Tex. Fam.
Code § 32.003).

SIGNATURE X

Signature of Minor Individual DATE
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IMPORTANT INFORMATION ABOUT THE AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Developed for Texas Health & Safety Code § 181.154(d)
effective June 2013

The Attorney General of Texas has adopted a standard Authorization to Disclose Protected Health Information in accordance with
Texas Health & Safety Code § 181.154(d). This form is intended for use in complying with the requirements of the Health Insur-
ance Portability and Accountability Act and Privacy Standards (HIPAA) and the Texas Medical Privacy Act (Texas Health & Safety
Code, Chapter 181). Covered Entities may use this form or any other form that complies with HIPAA, the Texas Medical
Privacy Act, and other applicable laws. ’

Covered entities, as that term is defined by HIPAA and Texas Health & Safety Code § 181.001, must obtain a signed authorization
from the individual or the individual's legally authorized representative to electronically disclose that individual’s protected health
information. Authorization is not required for disclosures related to treatment, payment, health care operations, performing certain
insurance functions, or as may be otherwise authorized by law. (Tex. Health & Safety Code §§ 181.154(b),(c), § 241.153; 45
C.F.R. §§ 164.502(a)(1); 164.506, and 164.508).

The authorization provided by use of the form means that the organization, entity or person authorized can disclose, commu-
nicate, or send the named individual's protected health information to the organization, entity or person identified on the form,
including through the use of any electronic means.

Definitions - In the form, the terms “treatment,” “healthcare operations,” “psychotherapy notes,” and “protected health informa-
tion” are as defined in HIPAA (45 CFR 164.501). “Legally authorized representative” as used in the form includes any person
authorized to act on behalf of another individual. (Tex. Occ. Code § 151.002(6); Tex. Health & Safety Code §§ 166.164, 241.151;
and Tex. Probate Code § 3(aa)).

Health Information to be Released - If “All Health Information” is selected for release, health information includes, but is not lim-
ited to, all records and other information regarding health history, treatment, hospitalization, tests, and outpatient care, and also
educational records that may contain health information. As indicated on the form, specific authorization is required for the release
of information about certain sensitive conditions, including:

- Mental health records (excluding “psychotherapy notes” as defined in HIPAA at 45 CFR 164.501).
» Drug, alcohol, or substance abuse records.

« Records or tests relating to HIV/AIDS.

» Genetic (inherited) diseases or tests (except as may be prohibited by 45 C.F.R. § 164.502).

Note on Release of Health Records - This form is not required for the permissible disclosure of an individual’s protected health
information to the individual or the individual’s legally authorized representative. (45 C.F.R. §§ 164.502(a)(1)(i), 164.524; Tex.
Health & Safety Code § 181.102). If requesting a copy of the individual’s health records with this form, state and federal law
allows such access, unless such access is determined by the physician or mental health provider to be harmful to the individu-
al's physical, mental or emotional health. (Tex. Health & Safety Code §§ 181.102, 611.0045(b); Tex. Occ. Code § 158.006(a); 45
C.F.R. § 164.502(a)(1)). If a healthcare provider is specified in the “Who Can Receive and Use The Health Information” section of
this form, then permission to receive protected health information also includes physicians, other health care providers (such as
nurses and medical staff) who are involved in the individual's medical care at that entity’s facility or that person’s office, and health
care providers who are covering or on call for the specified person or organization, and staff members or agents (such as busi-
ness associates or qualified services organizations) who carry out activities and purposes permitted by law for that specified cov-
ered entity or person. If a covered entity other than a healthcare provider is specified, then permission to receive protected health
information also includes that organization’s staff or agents and subcontractors who carry out activities and purposes permitted by
this form for that organization. Individuals may be entitled to restrict certain disclosures of protected health information related to
services paid for in full by the individual (45 C.F.R. § 164.522(a)(1)(vi)).

Authorizations for Sale or Marketing Purposes - If this authorization is being made for sale or marketing purposes and the cov-
ered entity will receive direct or indirect remuneration from a third party in connection with the use or disclosure of the individual's
information for marketing, the authorization must clearly indicate to the individual that such remuneration is involved. (Tex. Health &
Safety Code §181.152, .153; 45 C.F.R. § 164.508(a)(3), (4)).

Limitations of this form - This authorization form shall not be used for the disclosure of Charges - Some covered entities may
any health information as it relates to: (1) health benefits plan enroliment and/or related charge a retrieval/processing fee and
enroliment determinations (45 C.F.R. § 164.508(b)(4)(ii), .508(c)(2)(ii); (2) psychotherapy for copies of medical records.

notes (45 C.F.R. § 164.508(b)(3)(ii); or for research purposes (45 C.F.R. § 164.508(b)(3)(i)). (Tex. Health & Safety Code § 241.154).
Use of this form does not exempt any entity from compliance with applicable federal

or state laws or regulations regarding access, use or disclosure of health informa- Right to Receive Copy - The

tion or other sensitive personal information (e.g., 42 CFR Part 2, restricting use of individual and/or the individual's legally
information pertaining to drug/alcohol abuse and treatment), and does not entitle authorized representative has a right te
an entity or its employees, agents or assigns to any limitation of liability for acts or receive a copy of this authorization.
omissions in connection with the access, use, or disclosure of health information

obtained through use of the form.
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