
remoye obsicc/es . teslote tunction . imprcve pe o'mdnce . maximize porenliol Welcome to Our Office
We are so glad that you are here today. If you have any questions concerning our policies, forms, or procedures, just ask. It is our
pleasure to help you,

Our Privocy Fro ctice;
In our office, all health information is considered confidential and we are careful about how we use it. This notice describes
how your health information may be used and disclosed and how you can get access to this information. Please read about
your health information and let us know if you have any questions.

We may share your health information to:
. Treat you . Collect payment . Run our office . Inform you about

other services
. Discuss your case . Do research . Include you in care . Thank you for referring

with family classes other patients

We may use your health information for:
. Health and safety . Repofting to law officials . Reporting victims of . Couft hearings and filings

reasons aDuse

. Reporting to worker's compensation

You have the right to:
. Request a copy of your . Request a list of whom . Ask us to limit the . Advise our management

health record we share your health information we share if you believe your privacy
information with

. Request confidential . Amend your protected health

rights have been violated

communications information

These privacy practices are effectivei

For further information please contact:

Consulioiicn & E;c ri
To begin today's visit, we wlll collect some confidential health information and then sit and speak with you. After we learn
more about your condition, we will perform some preliminary screening tests,

If we believe that we may be able to help you, we will recommend a complete examination so we can thoroughly evaluate
vour condition.

We will always inform you of associated fees before we perform any procedure or service.

Repori of Findinc.
Patients who are examined will receive a report of our findings from the recorded history consultation, and examination,

If we believe we can help, we will accept your case at this time. If we believe that you will not respond to our care, we wlll not
accept your case and may refer you to another provider.

Treciment Plc n
If we accept your case/ we may recommend treatment options based on your unique needs and then an individualized treatment
plan may be created to address your shoft and/or long-term goals.

As you advance through treatment, periodic progress evaluations will measure and compare your improvement.
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Welcome
Last Name

Address

D Single n Minor

! Partnered for _ years

Whom may we lhank lor referring you?

ASSIGNMENT AND RELEASE
I ce ily lhat l, and/or my dependent(s), have insurance coverage wilh

Name or Insuance company(ies) 
and ass gn direclly 10

Who rs responsible lor this accounl?

ls patient covered by additlonal insurance? n Yes ! No

Relationship lo Palienl

il any, olherwise payable lo me lor services rendered. lunde6tand that I am
linancially rgsponsible lor all chaees whelher or nol paid by insurance. I

aulhorize lhe use ol rny signal!re on a I insurance subm ssions.

The above-named doclor may use my heallh care inlormalion and may disclose
such rnformal on to the above-named Insulance Company( es) and lheir agents
for lhe purpose oi oblaining payment ior services and delermining insurance
benefils or lhe benelils payable lor relaled services. This consenl will end when
my cufient lrealmen! plan is compleled or one year from lhe date signed below

Besl lime and place to reach you
IN CASE OF EMERGENCY CONTACT

Name

ls condition due lo an accidenf n Yes n No

Date

Type of accident n Auto !Work nHome !Other

To whom have you made a report of your accident?
! Auto lnsurance n Emp oyer !Worker Comp. !Other

Atlorney Name (il applicable)

When did your symptoms appear?

ls this condition getting progressively worse? nYes n No ! Unknown

Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severily of your pain on a scale lrom 1 (least pain) to 10 (severe pain)

! Sharp IDull ! Throbbing n Numbness nAching
nBurning !Tingling XCramps n Stitfness n Swelling

How otten do yo(] have this pain?

ls il constant or does it come and go?

Does it interfere with your n Work D Sleep ! Daily Routine ! Recreation

Activities or movements that are painful to perform n Siting n Standing n Walking n Bending n Lying Down
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What treatment have you already received lor your condition? n Medications n Surgery I PhysicalTherapy

! Chiropractic Services I None ! Olher

Name and address ol other docto(s) who have treated vou lor vour condition

Blood Test

Urine Test

AIDS/HIV

Alcoholism

D Yes DNo
E Yes !No
! Yes nNo
nYes D No

! Yes !No
n Yes nNo

Hepatitis

Hernia

n Yes !No
! Yes nNo
n Yes n No

lYes nNo
n Yes ! No

lYes !No
! Yes n No

! Yes n No

lYes !No
I Yes n No

DYes !No
nYes ! No

n Yes !No
D Yes nNo

n Yes I No

Rheumatic Fever

Scarlet Fever

Slroke

Suicide Attempt

Thyroid Problems

Tonsillitis

Tuberculosis

Tumors, Growths

Typhoid Fever

Ulcers

Vaginal Infections

Venereal Disease

Whooping Cough

Other

E Yes nNo
nYes ! No

E Yes !No
nYes ENo
! Yes !No
! Yes INo
[Yes !No
D Yes !No
nYes !No
D Yes !No
lYes !No
I Yes nNo
n Yes !No

! Yes ! No Migraine

E Yes - No Headaches

D Yes ! No Miscarriage

n Yes I No Mononucleosis

EYes - No Multiple Sclerosis

n Yes D No Mumps

! Yes n No osteoporosis

I Yes - No Pacemaker

Hea't Disease nYes ! No Parkinson's
utsease

lYes ! No 
Pinched Nerve

n Yes n No
Pneumonta

Hernrated Disk nYes ! No potio
nYes ! No 

Prostate Probtem

Chemical
Dependency nYes lNo

Chicken Pox ! Yes n No

Hiqh Cholesterol ! Yes nNo- Prosthesis
Kidney Disease !Yes n No- Psvchiatric Care
Liver Disease !Yes ! No 

Rheumarordl\4easles n Yes n No Arthrjtis

Date of Last: Physical Exam_ Spinal X-Ray

Spinal Exam Chest X-Ray

Dental X-Ray l\,lRl. CT-Scan. Bone Scan

Place a mark on "Yes" or "No" to indicate if you have had any of the lollowing:

! Yes n No Diabetes

lYes n No Emphysema

Allergy Shots flYes D No Epilepsy

Anemia lYes n No Fractures

Anorexia flYes ! No Glaucoma

Appendicitis nYes n No Goiter

Arthritis [Yes n No Gonorrhea

Asthma lYes ! No Gout

Bleeding
Disorders

Breast Lump

Bronchitis

Bulimia

Cancer

Cataracts

Herpes

E)(ERCISE
n None

! Moderate

! Daily

I Heavy

qIORI( ACTTVITY
! Sitting

! Standing

n Light Labor

! Heavy Labor

IIABITS
D Smoking

! Alcohol

n Coffee/Catfeine Drinks

n High Stress Level

Packs,/Day

DrinksMeek

Cups/Day

Reason

Are you pregnant? nYes !No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head lnjuries

Broken Bones

Dislocations

Surgeries
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Timothy S. Schumacher, D.C. & Heidi L. Christopher, D.C.
Doctors of C hiroPrcrct ic

26560 Agoura Rd.- Suile I l3.Calabasas. CIA 9l 302
(8 I 8)880-2096 calabasaschiro(4holmail com

Financial Agreement

We would like to take a moment to welcome you to our office and assure you that you will be receiving the very best

care available. In order to familiarize you with the financial policy ofour office we would first like to explain how

you medical bills will be handled. It is our office policy to maintain your account on a current basis. The charges fbt

your treatment are due at the time the services are rendered, unless other arrangements have been made. Ifthts
arrangement becomes inconvenient for you, please see our billing representative so that other arangements can he

made. Most insurance policies cover chiropractic care, but this office makes no representation that yours does.

Policies differ greatly in terms ofdeductible and percentages ofcoverage for chiroptactic carc. Becsuse of the

variunce from one itrsurotce polic! to anolheL we require the patienl to be personall:; respotrsible for the

pslmenl o.f deduclibles tnd anlt unpaid bslsnces. We \\ill do ouf best to verii/ your insurance coverage and bill

your insurance conrpany(ies) in a timely mannel. We do reqltire thLtt you pdy !aur co-pallnenl baSed upan yout'

insttrtn,t vr;licatiaa at thi tint, olserrtc,.

ln order to open a claim with your insurance company. we will need a copy ofyour insurance card. Ifyour insurance

company requires medical reports to document your progress, your signature authorizes the release ofmedical
information necessary to process your claim. It is also understood that if medical reports are necessary ltl docu ent

your treatment and progress, you authorize the release ofmedical information necessary to process your clainl. Ifyou

suspend or terminate your care at any time, your portions of all charges for professional services are immediately due

and payable. All services by this office are charged directly to you and you will be personally responsible for

payment. Once again, I'd like to welcome you to our office. Ifyou have any questions at any time. please do not

hesitate to ask.

Informed Consent

I hereby request and consent to the performance ofchiropractic adjustments and other chiropractic procedures.

including various modes of physical therapy and diagnostic X-l?ys, on me (or on the patient named below. for whom

I 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 belo$ or any other office or clinic. I have had an

oppodunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel the

niture and purpose ofchiropractic adjustments and other procedures. I understand that results are not guaranteed.

I understand and am infomed that, as in the practice ofmedicine, in the practice ofchiropractic there are sone risks

to treatment, including but not limited to tiactures, disc injuries, strokes, dislocations and sprains. I do not expect the

doctor to be able to anticipate and explain all risks and complications, and I rvish to rely upon the doctor to exercise

judgment during the course ofthe procedure which the doctor feels at the time, based upon the facts tl'len known to

him or her. is in my best interest.

I have read. or have had read to me. the above consent. I have also had an oppofiunity to ask questions about rts

content, and by signing below I agree to the above-named procedures. I intend this consent fonn to cover the enrire

course oftreatrnent for my present condition and for any future condition(s) f)or which I seek treatment.

I have read and asree to all the above.

Patient Signature

DateWitness Signature

Date


