CHIROPRACTIC INTAKE & HISTORY

PATIENT INFORMATION

Patient Name Employer / Schoo!
LAST NAME N
Occupation

FIRST NAME MIDDLE INMMAL N
Address Spouse’s Name
City State _ Spouse's Employer

zip code

Home Phone Spouse's Occupation
Cell Phone IN CASE OF EMERGENCY, CONTACT
Email Name
Sex QM QF Age Bithday Relationship
Q Married 0 Widowed Q Single Q Minor Contact Number

Q Separated Q Divorced Q Partnered Who may we thank for referring you?

Social Security Number

HOW CAN WE HELP YOU?

If you are already experiencing a symptom, what is it?

O 0 © ©6 0 © 6 6 6 6 O
NO

INTENSE
SYMPTOMS @ SYMPTOMS

How bad is it? How intense are your symptoms? (circle)

Please circle areas to the right where you have pain or other symptoms:

What does it fee! like? (check where appropriate)

O Numbness Q Sharp

Q Tingling 0 Shooting
QO Stiffness 0 Buming
O Dull O Throbbing
O Aching ’ Q Stabbing
O Cramping O Swelling
O Nagging Q Other

IMPACT OF YOUR SYMPTOMS
- AHow is this symptom / condition interfering with your life? (check where appropriate)

No Mild Moderate  Severe No Mild Moderate  Severe

Effect Effect Effoct Effect Effect Effect Effect Effect
Work a Q =] a Energy a Q Q Q
Exercise Q n] Q Q Attitude Q Q Q u]
Recreation o Q a n] Patience Q Qa a a
Relationships O ] Q Q Productivity Q Q Q Q
Sleep a [n] Q a Creativity Q Q =] Q
Self-Care a Q a Q Other a Q (m] Q

How committedareyoutocomrectingthisisse? @ @ @ © © © 0 @ O ©
NOT

COMMITTED COMMITTED

¥-)
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PATIENT WELLNESS ASSESSMENT

ILLNESS-WELLNESS CONTINUUM

i 'COMFORT
PRE- ____ Disease Developin 7 B ZONE -——— Wellness Developing HIGH-LEVEL

MATURE
DEATH MFALSE WELLNESS) WELLNESS

e 6 7.8

DISEASE POOR HEALTH NEUTRAL GOOD HEALTH OPTIMAL HEALTH
Multiple medications Symptoms No symptoms Regular exercise 100% function
Body has limited function Losing normal function Health not a high priority Minimal nerve interference Wellness lifestyle
On the arrow diagram above:
A. What number do you think represents your health today?
B. In what direction is your health currently headed?
What are your health goals?
IMMEDIATE
SHORT TERM
LONG TERM
CHILDREN 8 PREGNANCY
How many children do you have? Are you currently pregnant? QO No O Yes, | am due
Childrens' ages? Number of past pregnancies?
Childrens' health concerns? Health concerns regarding this pregnancy?
HEALTH & ILLNESS HISTORY Please check the box beside any condition that you have or have had.
O AIDS/HIV O Circulation Issues O Headaches / Migraines O Ringing in Ears
O Alcoholism O Childhood lliness 0O Heart Disease QO Scoliosis
O Anxiety 0 Depression 0 Hepatitis O Shoulder Issues
QO Arteriosclerosis O Diabetes Q Hip Issues Q Stroke
0 Arthritis 0 Digestive Issues 0 Immune Issues Q TMJ Issues
O Asthma/Allergies AR CERCE Y 0O Lymphatic Issues Q Urinary Issues
QO Back Pain Q Elbow/Wrist/Hard'lssyes O Multiple Sclerosis O Osteoporosis

O Cardiovascular Issues B Eacloating iduet (Tnjreic) a Neck Pain O Other
O Foot/Ankle Issues

O Cancer i 0 Reproductive Issues
0

ALLERGIES, MEDICATIONS 8 SUPPLEMENTS

ALLERGIES (list) MEDICATIONS (list) SUPPLEMENTS (list)




CHIROPRACTIC & WELLNESS

Consent to Care

I do hereby authorize the doctors of EPIC Life Chiropractic & Wellness to administer such care that is necessary for my
particular case. This care may include consultation, examination, spinal adjustments, and other chiropractic procedures,
including various modes of physical therapy and diagnostic x-rays or any other procedure that is advisable and necessary for
my healthcare.

Furthermore, I authorize and agree to allow the doctor of chiropractic named below or other licensed doctors of chiropractic
who now or in the future treat me while employed by, working or associated with or serving as back-up for the doctor of
chiropractic named below, including those working at he clinic or office listed below or any other office or clinic, to work witt
my spine through the use of spinal adjustments and rehabilitative exercises for the sole purpose of postural and structural
restoration to allow for normal biomechanical motion and neurological function.

I authorize the doctors of EPIC Life Chiropractic & Wellness to discuss the nature and purpose of chiropractic adjustments anc
other procedures related to my health care. I understand that I am responsible for all fees incurred for the services rendered wil
be charged and I am responsible for this fee whether results are obtained or not.

I understand and informed that, as in the practice of chiropractic there are some risks to treatment including, but not limited
fractures, disc injuries, strokes, dislocations and sprains. 1 do not expect the doctor to be able to anticipate and explain all risks
and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor
feels at the time, based upon the facts then known, and is in my best interest. The doctor will not be held responsible for any
health conditions are diagnoses which are pre-existing, glven by another health care practitioner, or are not related to the spina
structural conditions treated at this clinic.

I also clearly understand that if I do not follow the Doctor’s specific recommendations at this clinic that I will not
receive the full benefit from the programs offered, and that if I terminate my care prematurely that all fees previously incurred
will be due and payable at that time. I authorize the assignments of all insurance benefits be directed to the Doctor for all
services rendered. I also understand any sum of money paid under assignment by any insurance company shall be personally
liable for any and all of the unpaid balance due to the Doctor.

IR __, have read or have had read to me, the above consent. I have also had the opportunity to ask
questions about this consent, and by signing below to the above-above names procedure. I intent this consent form to cover the
entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

Signature Date
(If under age 18) Parent Signature

INSURANCE INFORMATION

I clearly understand that all insurance coverage, whether accident, work related, or general coverage is an arrangement
between my insurance carrier and myself. If this office chooses to bill any services to my insurance carrier that they are
performing there services strictly as a convenience for me. The Doctors office will provide any necessary reports or required
information to aid in insurance reimbursement of services, but I understand carriers may deny any claim and that I am
ultimately held responsible for any unpaid balances. Any monies received will be credit to my account.

Signature Date
(If under age 18) Parent Signature




EPIC Life Chiropractic &
Wellness

745 St Francois ST.
Florissant, MO 63031

Electronic Health Records Intake Form

In compliance with Medicare requirements for the government EHR incentive program

First Name: Last Name:

Email address: @

Preferred method of communication for patient reminders (Circle one): Email / Phone / Mail

pDoB: _/ / Gender (Circle one): Male / Female  Preferred Language:

Smoking Status (Circle one): Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked

CMS requires providers to report both race and ethnicity

Race (Circle one): American Indian or Alaska Native / Asian / Black or African American / White (Caucasian)
Native Hawaiian or Pacific Islander / Other / | Decline to Answer

Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / | Decline to Answer

Are you currently taking any medications? (Please include regularly used over the counter medications)

Medication Name Dosage and Frequency (i.e. 5mg once a day, etc.)

Do you have any medication allergies?

Medication Name Reaction Onset Date Additional Comments

[ 1 choose to decline receipt of my clinical summary after every visit (These summaries are often blank as a

result of the nature and frequency of chiropractic care.)

Patient Signature: Date:

For office use only

Height: Weight: Blood Pressure: /




CHIROPRACTIC & WELLNESS

LIST YOUR TOP THREE HEALTH
GOALS

1)

2)

3)




HIPPA Form

Consent for Purposes of Treatment, Payment & Healthcare
Operations

In this document, “I” and “my” refer to the patient, and “Chiropractor” refers to Dr. Jake Sehnert at EPIC
Life Chiropractic & Wellness.

I consent to the use or disclosure of my protected health information by the Chiropractor for the
purpose of analyzing, diagnosing or providing treatment to me, obtaining payment for my health care bills
or to conduct health care operations of the Chiropractor. | understand that analysis, diagnosis or treatment
of me by the Chiropractor may be conditioned upon my consent as evidenced by my signature below.

I understand that I have the right to request a restriction as to how my protected health
information is used or disclosed to carry out treatment, payment or healthcare operations of the practice.
The Chiropractor is not required to agree to the restrictions that I may request. However, if the Chiropractor
agrees to a restriction that | request, the restriction is binding on the Chiropractor.

I have the right to revoke this consent, in writing, at any time, except that the Chiropractor has
taken action in reliance on this Consent.

My “protected health information” means health information, including my demographic
information, collected from me and created or received by my physician, another health care provider, a
health plan, my employer or a health care clearinghouse. The protected health information relates to my
past, present or future physical or mental health or condition and identifies me, or there is a reasonable
basis to believe the information may identify me.

I have been provided with a copy of the Notice of Privacy Practices of the Chiropractor and
understand that | have a right to review the Notice of Privacy Practices prior to signing this document. The
Notice of Privacy Practices describes the types of uses and disclosures of my protected health information
that will occur in my treatment, payment of my bills or in the performance of health care operations of the
Chiropractor. This Notice of Privacy Practices also describes my rights and duties of the Chiropractor with
respect to my protected health information.

The Chiropractor reserves the right to change the privacy practices that are described in the Notice
of Privacy Practices. | may obtain a revised notice of privacy practices by calling the office of the
Chiropractor and requesting a revised copy be sent in the mail or asking for one at the time of my next
appointment.

Signature of Patient Printed Name of Patient

Date of Signing Description of Personal Representative’s Authority



Date:

I give authorization to EPIC Life Chiropractic & Wellness to bill
my insurance company at regular clinical fees for my initial office
visit and or any x-rays.

Patient Name Patient Signature

Witness



EPICE1ife

CHIROPRACTIC & WELLNESS

Dr.Jake Sehnert
745 St. Francios
Florissant, MO 63031
Phone (314) 839-8884

X-Ray Consent Form

L , give consent to have an x-ray exam performed on me. To the
Patient’s Name (printed)

best of my knowledge, 1 am not currently pregnant nor am I trying to become pregnant. I

understand that if [ am pregnant and have x-rays taken which expose my lower torso to
radiation, it is possible to injure the fetus. I have been advised that the 10 days following
onset of a menstrual period are generally considered to be safe for x-ray exams. With
these factors in mind, I give informed consent to have an x-ray exam performed on me,

and hereby release this facility and any owner or representative from any responsibility.

Patient Signature : Date:




