HIPAA-Compliant Authorization For Care

1. Authorization for Consultation and Care

I hereby authorize the doctors and stafT of Abundant Life Chiropractic to perform an initial consultation.
physical examination. x-rays and any diagnostic procedures. il determined necessary by the attending doctor to
cvaluate my health condition. I understand that chiropractic care involves science, art. and philosophy of
deteeting and correcting spinal and joint misalignments to restore proper function and health.

I understand x-rays may be used 1o assist in diagnosis and determine the salest course of treatment and Female
patients must inform the doctor if there is any possibility ol pregnancy before radiographs are taken.

2. Release and Acknowledgement of Assignment of Benefits

[authorize payment of my insurance benefits or personal injury case be made directly to Abundant Life
Chiropractic for services rendered. 1 understand that I am financially responsible for any charges not covered by
insurance.
I'authorize the release of any medical or other information necessary 1o process my insurance claims. including
submission of information via electronic CMS-1500 forms. | acknowledge and agree to Box 12 and 13 will state
“signature on file.” Box 12 reads as follows: “patient’s or authorized person's signature.™

3. Acknowledgement of Notice of Privacy Practices (HIPAA)

I acknowledge that I have been provided with or offered a copy of Abundant Life Chiropractic™s Notice of
Privacy Practices, which explains how my health information may be used or disclosed. and how | May aceess
that information.

4. Acknowledgement of Treatment Plans

I'understand that my doctor and/or staff will review findings and recommended treatment plans with me. |
acknowledge that chiropractic care and other therapeutic services offered at Abundant Life ( ‘hiropractic focused
on improving function. reducing pain, and enhancing overall wellness.

| understand that the number of visits required and the duration of care will depend on my condition and
response o treatment. No guarantee ol results has been made to me.

5. Terms of Acceptance and Clinical Summary
By signing below. I acknowledge that [ understand and agree with the policies and procedures outlined in this
TERMS OF ACCEPTANCE form. By signing below. I acknowledge and certify that all the information given

to the office in the INTAKIE forms is true and accurate 1o the best of my knowledge. [ choose to decline the
receipt of my clinical summary after every visit,

Patient Name (Print): _ ~ Signature:

Parent/Guardian Signature (minors): . Relationship: _ Date:



Consent for Chiropractic and Related Therapeutic Services

Purpose and Scope of Care

This consent form is intended to inform you of the nature of the healthcare services provided in this facility and the
potential risks associated with those services. Your understanding and voluntary consent are essential to ensure safe
and appropriate care.

Acknowledgment of Risks and Procedures

10.

General Information

I understand that all forms of healthcare, including chiropractic care, spinal decompression, shockwave therapy,
red light therapy, massage therapy, acupuncture, and allopathic medicine, are associated with some degree of
risk. The doctors and staff have explained that these risks vary depending on the procedures performed.
Chiropractic Adjustment (Manipulation)

Chiropractic adjustments may be performed manually, with specialized tables, or using mechanical instruments.
These procedures are designed to restore normal joint motion and function. A clicking or popping sound is
common and indicates movement of the involved joints and bones.

Supportive and Adjunctive Therapies

Supportive therapies may be used under the direction or supervision of the treating chiropractor. These may
include diagnostic imaging, physical therapy modalities (traction, decompression, vibration, light, or electrical
stimulation), soft tissue therapy, bracing, nutritional or exercise recommendations, and home care instructions.
Common Reactions

Temporary soreness, stiffness, or mild soft tissue irritation may occur following treatment. These effects are
generally short-lived. Patients are advised to report any unexpected increase in discomfort or new symptoms to
the staff immediately.

Less Common and Rare Complications

Aggravation of existing symptoms or the development of new symptoms may occasionally occur. Rare
complications may include bruising, swelling, burns, or skin irritation related to physical or thermal therapies.
Bone Integrity and Structural Considerations

Fractures or joint injuries are extremely rare but may occur, particularly in individuals with compromised bone
density (e.g., osteoporosis). Special care and modified techniques are utilized for these patients.

Neurological or Vascular Injury

Although extremely rare, nerve or vascular injury can occur in conjunction with certain types of cervical spinal
adjustments. This may result in temporary or permanent neurological impairment, and in very rare cases,
serious complications. The specific high-velocity neck adjustment often associated with vertebral artery stroke
(extension-rotation-thrust atlas adjustment) is not performed in this office. Comprehensive examinations and
imaging studies are conducted to minimize any potential risk.

Prognosis and Results

While chiropractic and supportive therapies are often highly effective, no healthcare provider can guarantee
specific outcomes. If satisfactory progress is not achieved, appropriate referral or additional diagnostic
evaluation may be recommended.

Healing and Recovery Expectations

Healing is an individual process. Depending on the nature and severity of your condition, improvement may
occur gradually. In certain cases, particularly spinal disc conditions, recovery may continue for 12 to 18 months
following the completion of active treatment.

Opportunity for Questions

I acknowledge that | have been provided the opportunity to ask questions regarding my condition, the proposed
treatments, associated risks, and alternative options. All of my questions have been answered to my
satisfaction.



Consent and Authorization
I hereby consent to the performance of diagnostic and therapeutic procedures deemed necessary and appropriate by
the attending chiropractor(s) and clinical staff under their supervision.

This consent shall remain in effect for the duration of my care in this facility, unless revoked in writing.

By typing or signing my name below, | acknowledge that | have read and fully understand the contents of this document.
I voluntarily consent to care as described.

Patient Name: Date:

Patient Signature:

Pre-screening Questionnaire

The following questions are vital to care in our office. Please answer All of the following questions.

Whom may we thank for referring you? 1 Google © Facebook 1 Person 01 Other

By answering the following questions, you will assist us to decide which care is most suitable for you.

e Have you been injected with cortisone this month? Yes / No, if yes Date:

e Are you using a cardiac pacemaker? Yes / No

e Do you have cancer or a tumor? Yes / No

e Do you have a skin infection? Yes / No

e Are you pregnant or do you suspect you may be pregnant? Yes / No

e Have you ever been diagnosed with Osteoporosis? Yes / No

e Have you ever been diagnosed with Abdominal Aortic Aneurysm? Yes / No

e Are you taking blood thinners? Yes / No
What is your current weight? Ibs.
Have you ever been diagnosed with a bulging or herniated disc? Yes / No
Have you had an MRI of your back or neck in the last 7 years? Yes / No
MRI Clinic Name Clinic Phone

Where and when was your last complete spinal examination, including x-rays?

Date: Clinic Name Clinic Phone

What is the number one reason you are seeking care in our office today and how is it impacting your life?

Patient Name: Date:

Patient Signature:




INTRODUCTION PATIENT CASE HISTORY

Today's Date:

A NS RN A

Name: (Fose Ml Ly o N S _ Preferved Name: -—
NHUTESS: s g S Cilys___ i State: Zip:

Date of Birth: ~ Gender: Male Female Social Security # -

Home: Mobile: o ) Work: o -

Email: - o N

Preferred Method of Contact: Text Fmail Phone - Home, Motile, ar Wk, Other:
Namer o
Family Friend Co-Worker Doctor Other:
Ruce & Ethnicity: «Choose up 1o 2 Preferred Language: Occupation:
Alrican Amencan or Black Enghsh
. . \ i ) Emplover:
American Indian or Alaskan Native Spanish plo)
Asian Other: B
Hispanic or Latino Decline

Native Hawatian or Other Pacific Islander
White

Decline

Nowmes iFira Mt Last ) - . Primary Care Physician: =
Home: - ___Mabile: N - Doctor’s Phone:
Relationship:
Child Parent Spouse Other: -
SEOl
Is today’s visit the result of an accident? Where would you like statements sent?
No Auto Work Other I Selt Other (eanly below
Will we be working with insurance? No Yes (et e, — - _ —
Address
Frarenry o - - 1= _ - e it S s
P Email
Nea andan 1= o =

Lhave answered these questions go the bese of my knowledpe and corafv them to be true and correct

Patient or Guardian Signature Date

Iris Usnal and Customary to Pay for Services as Renderved Unless Otherise A rranged

Account No: Fesis, LLC S E A M L E 5 S“E H R

PPage Lol l



HISTORY OF PRESENT ILLNESS

I wey b s Do sk (Pease deserife)

Major Complaint: Secondary Complaints:

When did it start? What happened?

Which daily activities are being affected by this condition?

Vvtor Covt it

Location af Symptoms and Radiation

r : Quality: Previous Treatment:
| I’-] .-f Sharp None
*I, Er -] Stabbing Chiropractor
\ f | Burning Medical Doctor
:.‘“'- \ Achy Physical Therapy -
’ L)\ Dull ER Urgent Care
| / Suff & Sore Orthopedic
B Other: Other:
..'. !U_..f! i ‘ Duoces it radiate? Previous Diagnostic Testing:
‘ \,:l_l,' No Yes (Mlease indicate on drav g None
l e Improves with: Nerays
\r" B L'.'::m ii Tl;:;-{.;.i-\n.c.,.: lee MRI
¥ A Heat cr
Grade Intensity/Severity: Movement Other:
None (0/10) Stretching Waomen: Are you preguant?
Mild (1-2710) OTC Medications: No  Lav Menstral Permd
Mild-Moderate (2-4/1th Other: Vg T

Moderate (4-6710)

Moderate-Severe (6-8/11)

Severe (8-1010)
Frequeney:

Oft & On

Constant

Prescription Medications & Supplements:

NS (List = Nume, demane, freipuenev)

Waorsens with:
Sitting
Sanding Walking
Lving Down Sleeping
Overuse Lifting

Other:

None

Allergies to Medications:

Prosent Mness Commenty

L4 .
Nes tdist - Nome andd v tionad

I have anvwered these questions o the best of my knowledse and cortipy them 1o be e and coreeet

Patient or Guardian Signature

Primt Name: (o Mdasn

B Datc_

tecount No

v Beamless, LLC

Page tofl

No known drug allergies

SEAMLESS'EHR



Functional Rating Index

“or use with Nech and'or ac rofvdems oniy
i b Neck and'or Back Probi I

In order to properly assess vour condition. we must understand how much vour neck and/or back problems
has affected your ability to manage everyday activities. For cach item below. please circle the number which

most closely describes vour condition right now.

1. Pain Intensity

| v | 1

| 2

6. Recreation

| 3 | 4 | o [

|2 |3

| 4

I |

No Mild
pam pam

2. Sleeping

Milerate

jeun

I I [ I

Severe Worst Can do Cando
A OssIie o nosl
un bl 1} maonst

pam avhivaties avctivities

Can do Canado a
SO Tew

acnvies acHvIties

7. Frequency of Pain

| o | 1

|

Cannet do

LY
achivily

[ I

No R casional

jean peaty, 22

! L]

Intermittent Ft

pan e

i ol | AT
M of the ol the day

ul the day

RS

3. Personal Care (washing, dressing, etc.) 8. Lifting

L |2 B | 4 Lo | |2 s | 4
I | | I I I I

No pamn Increased

Increased Increased pan Increasad

Wiy pann; Mild Muoderate Moderate Severe
no g no pain; need to pamn; need pam; need with pam with with moderate pam wath pan wath
restnictions restiichions po slowly some 100, heavy heavy wuight hight any
assistangy weght werght wenpen waerpht

assislance
9. Walking

|n ll I: I.‘ |.; |||

4. Travelling (driving, cte.)

| |2 | s | 4
I I I I

Increased

Increased Inercased pan

No pan on Al pan NMuoderate Muoderate Severe pinm No pain;
long nips on long pain on pamn on short on short any i adter | alter 1.2 mule P alter P W
s lomge trips mips mips distance mile 14 nnle

10. Standing

| 4 Lo | | | :
| | | i | |

Invreasad

| 2 | 3

Ihereased

I I I I
Can do Can do Can do Can do Cann Ny pan Inureased Increased
watad work wsteal S0 ol 25% of wurh atter pain afier pain after | fan alter s wath
plus wurk, o ustial work usinal work several several hour 142 hour any
hours hours standing

nnlimited extra work

cxtra work

B Patient’s Signature Date

R ——

I For Office Use Only: Clinieal Diagnosis Codes:

; Practuitioner 11z - Patient 1D+

| Total Score

i
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