NEW PATIENT INTAKE FORMS

Today's Date:

Name: Cell Phone: Home Phone:
Address: City: State: Zip:

Age:  Birth Date: Marital Status: M S W D No. of Children:
E-mail Address: Spouse Name:

How did you hear about us?

Describe the Major Complaints That Bring You To Our Office:

Your current physician(s)

List Any Other Doctors Seen, Treatments and Results Obtained.

FINANCIAL OFFICE POLICY

1. All patients are on a cash basis.

2. Staffing will give you an estimate of the fees for service before they are performed or rendered.
3. We file out insurance as a courtesy to our patient. Medicare/Medicare are on a reduced fee program

I (we) agree to pay for services rendered to the above patient as the charge is incurred. I understand and agree that health and
accident insurance policies are an arrangement between an Insurance carrier and myself and that I am personally responsible
for payment of any and all services covered or non-covered. I also understand that if T suspend or terminate my care and
treatment, any fees for professional services rendered me will be immediately due and payable.

®Patient's Signature: Date:

Guardian 's Signature (For Minors): Date:

Notice to our new patients: Full payment for services rendered is due at the end of each visit. If for any reason this request cannot be met,
arrangements must be made in advance before seeing the doctor.



HEALTH HISTORY

LIST ALL CURRENT HEALTH PROBLEMS:

LIST ALL SURGERIES:

LIST ANY MEDICATION / SUPPLEMENTS YOU ARE TAKING:

LIST ANY TRAUMAS AND THEIR DATES:

Have you experienced any of the following?

(Check all that apply)
—Decreased bone growth and joint function
__Opverall pain
___Poor circulation
___ Stress and decreased emotional health
___Poor sleep
—Decrease Immunity

___Decreased brain function such as poor focus
__Reduced energy and metabolism

If you have answered ['yes" to any of the questions above then you may be a candidate for PULSE
ELECTROMAGNETIC FIELD THERAPY (PEMF). PEMF affects the cell membrane
electrically until it causes sluggish cells to activate -absorbing nutrients and water while emitting
carbon dioxide and toxins. It increases the body's ability to uptake oxygen and nutrients while
discarding toxins and waste. Think of it as exercise for your cells!



PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED
HEALTH INFORMATION. (HIPPA)

With my consent, Upper Cervical Health and Restoration may use and disclose protected health information(PHI) to carry out
treatment, payment and healthcare options (TPO). Please refer to Upper Cervical Health and Restoration Notice of Privacy for a more
complete description of such uses and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent. UCHR reserves the right to revise its Notice of
Privacy Rights at any time. A revised Notice of Privacy Practices may be obtained by forwarding a written request to UCHR.

With my consent, UCHR may call my phone or other designated locations and leave a message on my voice mail or in person in
reference to any item, that assist the practice in carrying out TPO, such as appointment reminders, insurance items, and any call
pertaining to my upper cervical care.

With my consent, UCHR may mail to my home or other designated location and items that assist the practice in caring out TPO, such
as appointment reminder cards and patient statements.

By signing this form, I am consenting to UCHR use and disclosure of my PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior
consent. If T do not sign this consent, UCHR may decline to provide treatment to me.

Signature of Patient or Legal Guardian Print Name of Patient or Legal Guardian

Authorization To Pay Doctor/Clinic

I hereby authorized and direct payment of any medical expense to Upper Cervical Health and Restoration (UCHR) of total
charges for professional services rendered. I agree that a photo of this agreement shall serve also as original.

Signature Date



CONE BEAM CT
SCAN CONSENT

During your examination, the doctor may feel that CBCT scan will be needed. In order to perform
scans on any patient, our office requires the patients consent for such tests. I understand that my doctor may

need images in order to diagnose my condition and I give permission for all needed diagnostic tests and
CBCT Scan,

Patient Signature: Date:

Witness: Date:

FEMALES ONLY:

I understand that CBCT scans may be needed at some point and that by signature on this form, I do hereby
state that to the best of my knowledge, I am not pregnant. It is neither suspected nor confirmed at this
particular time. If determined at a later date that I am pregnant, I do not hold the doctor, this establishment,
or anyone associated with this establishment accountable in any way.

Patient Signature: Date:

Witness: Date:




CONSENT FOR TREATMENT OF MINORS

I (We) being parent, guardian or custodian of » a minor the age of

, do hereby authorize, request and direct Dr.
x-ray and Upper Cervical chiropractic treatment for their condition as he deems necessary.

to perform any exam,

Parent, Guardian or Custodian Date
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