








Health History

Do you have, or have you had, any of the following (please check + all that apply)

D pneumonia D mumps D influenza O rheumatic fever O smallpox
O pleurisy > polio > chickenpox > thyroid disease O diabetes
) epilepsy D cancer D depression Y whooping cough D) anemia
D eczema Y measles Y arthritis O heart disease O rashes

If you have ever been diagnosed with another disease or condition, please describe

Do you use 0 coffee ) tea O artificial sweeteners ) sugar
D alcohol D cigarettes ) recreational drugs

Have you ever suffered from (please check ¥ all that apply)

D neck pain O stuffy nose ) discolored urine

O low back pain ) allergies ) gas/bloating after meals

D headache O fainting ) heartburn

) migraines 2 weight loss ) colitis

7 arm back/tingling ) poor appetite D irritable bowel

) shoulder pain 0 excessive appetite ) black or bloody stools

2 hand pain/tingling D) nervousness ) constipation

D leg pain/tingling Y confusion D) hemorrhoids

D jaw pain D depression O liver problems

O chest pain O dental problems ) stroke

O lung problems ) excessive thirst ) paralysis

O heart problems O frequent nausea O tingling

O abnormal blood pressure O vomiting D numbness

O Irregular heartheat O prostate problem O fatigue

O ankle swelling ) breast pain/lump O dizziness

O cold extremities O cramps Y loss of sleep

O blurred vision O painful urination O difficulty hearing

O vision problems ) bladder trouble D ear pain

O difficulty breathing O excessive urination

If applicable, date of last menstrual period

Past injuries can affect present health (please check ¥ all that apply)
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falls/accidents

sports injuries

spinal tap

use(d) a cane or walker
knocked unconscious

If yes to any of the above, please describe

) head injuries

D broken bones

) surgery

) extensive dental work
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fights
dislocations
traction

dental appliances




What Do You Know About Chiropractic?

In your own words, what do chiropractors do?

Do you know what spinal nerve stress/subluxation is? D no O yes
If yes, please describe

Do any friends or relatives see chiropractors? D> no O yes

If yes, do they use chiropractic for D health maintenance/optimization
D health problems O both

Are you seeking chiropractic for ' O health maintenance/optimization

D health problems O both

What would you like to gain from chiropractic care?

Are there other health concerns or anything else you'd like us to know about you?

D no D yes If yes, please tell us.

Notes

Financial Responsibility

Who is responsible for payment?
How will you pay for your care?

O Cash O Check O Credit Card # Exp.
Insurance co. Group Policy #
Address Phone #

Insured’s name

Relation Insured’s employer

The above is accurate to the best of my knowledge.

(signature) (date)
I, parent/guardian, give permission for minor's care.

(signature) (date)

Koren DC - All righ




TERMS OF ACCEPTANCE

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential
for both to be working for the same objective.

Chiropractic has only one goal. It is important that each patient understands both the objective
and the method that will be use to attain it. This will prevent any confusion or disappointment.

Adjustment: The adjustment is the specific application of forces to facilitate the body’s
correction  of vertebral subluxation. Our chiropractic method of correction is by specific adjustments
of the spine.

Health: The state of optimal physical, mental and social well being, not merely the absence of
disease or infirmity.

Vertebral subluxation: A misalignment of one or more of the 24 vertebra in the spinal column
which causes alteration of nerve function and interference to the transmission of mental impulses,
resulting in a lessening of the body’s innate ability to express its maximum health potential.

We do not offer to diagnose or treat any disease. We only offer to diagnose either vertebral
subluxations or neuro-musculoskeletal conditions. However, if during the course of a chiropractic spinal
examination we encounter non-chiropractic or unusual findings, we will advise you. If you desire advice,
diagnosis or treatment for those findings, we will recommend that you seek the services of another health
care provider.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice
regarding treatment prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate major
interference to the expression of the body’s innate wisdom. Our only method is specific adjusting to
correct vertebral subluxations. However, we may use other procedures to help your body hold the
adjustments.

I, have read and fully understand the above statements.

(print name)

All questions regarding the doctor’s objective pertaining to my care in this office have been
answered to my complete satisfaction.

Therefore, | accept chiropractic care on this basis.

Parent or Guardian’s Signature X Date:

Children & Minors Only -Consent to evaluate and adjust a minor child

I hereby authorize the doctor and whomever he may designate as assistants to examine and administer
chiropractic care as deemed necessary to my child.

Parent or Guardian’s Signature X Date:

Female Patients Only- Non-Pregnancy Verification for X-rays

Let it be known by all people by my signature that | am not pregnant. If it later becomes known that was
pregnant during this x-ray examination, that | do not hold Richard Family Chiropractic and Dr. Al
Richard liable.

Parent or Guardian’s Signature X Date:




Consent to Use and Disclosure of Protected Health Information

Use and Disclosure of your Protected Health Information
Your Protected Health Information will be used by the Office of Dr. Al Richard, D.C. or disclosed to
others for the purposes of treatment, obtaining payment, or supporting the day-to-day health care
operations of this office. We may also send you thank you cards for referrals.

Notice of Privacy Practices
You should review the Notice of Privacy Practices for a more complete description of how your Protected
Health Information may be disclosed. It describes your rights as they concern the limited use of health
information, including your demographic information, collected from you and created or received by this
office. You may review the Notice prior to signing this consent. You may request a copy of the Notice at
the Front Desk.

Requesting a Restriction on the Use or Disclosure of Your Information
You may request a restriction on the use or disclosure of your Protected Health Information.
This office may or may not agree to restrict the use or disclosure of your Protected Health Information.
If we agree to your request, the restriction will be binding with this office. Use or disclosure of protected
information in violation of an agreed upon restriction will be a violation of the federal privacy standards.

Revocation of Consent
You may revoke this consent to the use and disclosure of your Protected Health Information. You must
revoke this consent in writing. Any use or disclosure that has already occurred prior to the date on which
your revocation of consent is received will not be affected.

Reservation of Right to Change privacy practice
This office reserves the right to modify the privacy practices outlined in the Notice.

I have reviewed this consent form and give my permission to this office to use and disclose my health
information in accordance with it.

Full Name of Patient (Print)

Signature of Patient Date

Signature of Patient Representative

Relationship of Patient Representative to Patient

Office Representative Date





