emove obstacles * resiore function » :mprove performance * maximize potenﬂa! Welcome to our Offlce

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.

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 e Collect payment s Run our office  Inform you about
other services
e Discuss your case e Do research ¢ Include you in care e Thank you for referring
with family classes other patients

We may use your health information for:

¢ Health and safety ¢ Reporting to law officials s Reporting victims of ¢ Court hearings and filings
reasons abuse

¢ Reporting to worker’s compensation

You have the right to:

* Request a copy of your * Request a list of whom e Ask us to limit the » Advise our management
health record we share your health information we share if you believe your privacy
information with rights have been violated
¢ Request confidential ¢ Amend your protected health
communications information

These privacy practices are effective:

For further information please contact:

To begin to'da\'/’s visit, we will 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
your condition.

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

Pati'énfs 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 will not
accept your case and may refer you to another provider.

If we éccept your case, we may recommend treatment options based on your unique needs and then an individualized treatment
plan may be created to address your short and/or long-term goals.

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

patient or guardian signature

date
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Welcome

Patient Information

Date

Insurance

Who is responsible for this account?

SS/HIC/Patient ID #

Patient Name

Relationship to Patient

Insurance Co.

Occupation

Last Name
Group #
RS NESTRE e Is patient covered by additional insurance? [1Yes [ No
Address
Subscriber's Name
City
Birthdate SS#
State Zip
Relationship to Patient
E-mail
Insurance Co.
Sex [JM [JF Age
Group #
Birthdate ASSIGNMENT AND RELEASE
[ Married [ Widowed [ Single ] Mirisr | certify that |, and/or my dependent(s), have insurance coverage with
¢ and assign directly to
[] Separated ] Divorced [T] Partnered for years Name of Insurance Company(ies)

Patient Employer/School

Dr. all insurance benefits,
if any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. |

Employer/School Address

authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose

Employer/School Phone ( )

such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when

Spouse's Name

my current treatment plan is completed or one year from the date signed below.

Birthdate

SS#

Signature of Patient, Parent, Guardian or Personal Representative

Spouse’s Employer

Please print name of Patient, Parent, Guardian or Personal Representative

Whom may we thank for referring you?

Date Relationship to Patient

Phone Numbers

Home Phone ( )

Accident Information

Is condition due to an accident? [ | Yes [ No

Cell Phone ( )

Date

Best time and place to reach you

Type of accident []Auto [JWork [JHome [1Other

IN CASE OF EMERGENCY, CONTACT
Name

To whom have you made a report of your accident?

Relationship

[] Auto Insurance [] Employer [[]Worker Comp. [] Other

Home Phone ( )

Attorney Name (if applicable)

Work Phone ( )

Reason for Visit

Patient Condition

When did your symptoms appear?

Is this condition getting progressively worse? [[]Yes [ No

Type of pain: [] Sharp [] Dull [] Throbbing

[JBurning []Tingling [] Cramps

How often do you have this pain?

[JUnknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

[ Numbness [] Aching
[] Stiffness

[[] Shooting
[] Swelling [] Other

Is it constant or does it come and go?

Does it interfere with your [ ] Work [ Sleep

] Daily Routine
Activities or movements that are painful to perform [] Sitting [] Standing []Walking [] Bending [] Lying Down

[] Recreation
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- Health History

What treatment have you already received for your condition? [] Medications  [] Surgery  [] Physical Therapy

[] Chiropractic Services [C] None [] Other

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan
Place a mark on “Yes” or “No" to indicate if you have had any of the following:
AIDS/HIV [lYes []No Diabetes [[lYes [1No Migraine Rheumatic Fever [|Yes [] No
Alcoholism [Yes [JNo Emphysema [JYes [JNo  Headaches CiYes [INo  geariet Fever ClYes [No
Allergy Shots ~ []Yes [INo Epilepsy ClYes [INo Miscarriage LYes [INo  gyoke ClYes [JNo
Anemia [JYes [JNo Fractures [JYes [1No Mononucleosis — [IYes [INo gy icide Attempt [JYes []No
Anorexia [JYes [JNo Glaucoma ClYes [INo Multiple Sclerosis [1Yes [INo  hyqoid problems [IYes []No
Appendicitis [lYes [INo Goiter [JYes [JNo Mumps LiYes [INo  qongiitis dYes [No
Arthritis 1Yes []No Gonorrhea [JYes []No Osteoporosis [JYes [JNo Tuberculosis [JYes []No
Asthma [OYes [ONo Gout ClYes [JNo Pacemaker LlYes [INo  ymars, Growths [JYes [ No
Bleeding Heart Disease  []Yes []No P;ri':::sog s OYes CINo Typhoid Fever [lYes []No
Disorders LlYes [1No Hepatitis [(Yes []No . Ulcers [JYes [ No
BieEEE L CIYes [INo ) Pinched Nerve [OYes [JNo ) )
P Hernia [IYes [0 No R~ CiYes CINo Vaginal Infections []Yes [] No
Bronchitis [JYes [INo  erniated Disk []Yes []No e ClYes CINo Venereal Disease [JYes []No
Bulimia [lYes [JNo Herpes [Yes [ No Whooping Cough []Yes [] No
Cancer [CJYes [JNo : Prostate Problem [Yes []No
High Cholesterol []Yes [ No — ClYes [INo Other
Cataracts LlYes [INO  kidney Disease [1Yes []No b rbiene o " i
Chemical Liver Disease [JYes []No R Rintam  LYes L1No
Dependency [JYes [1No b OYes OIN Rheumatoid
Chicken Pox [IYes []No easies s ©  Arthritis LlYes [1No
EXERCISE WORK ACTIVITY HABITS
[J None [ Sitting 1 Smoking Packs/Day
[] Moderate [[] Standing ] Alcohol Drinks/Week
] Daily [] Lignt Labor [] Coffee/Caffeine Drinks Cups/Day
[] Heavy [] Heavy Labor [] High Stress Level Reason

Are you pregnant? []Yes []No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

Medications | Allergies |Vitamins/Herbs/Minerals

Pharmacy Name

Pharmacy Phone ( )




Timothy S. Schumacher, D.C. & Heidi L. Christopher, D.C.
Doctors of Chiropractic
26360 Agoura Rd.. Suite 113.Calabasas. CA 91302
(818)880-2096 calabasaschirowhotmail.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 of our 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 for
your treatment are due at the time the services are rendered, unless other arrangements have been made. If this
arrangement becomes inconvenient for you, please see our billing representative so that other arrangements can be
made. Most insurance policies cover chiropractic care, but this office makes no representation that yours does.
Policies differ greatly in terms of deductible and percentages of coverage for chiropractic care. Because of the
variance from one insurance policy to another, we require the patient to be personally responsible for the
payment of deductibles and any unpaid balances. We will do our best to verify your insurance coverage and bill
your insurance company(ies) in a timely manner. We do require that you pay your co-payment based upon your
insurance verification at the time of service.

In order to open a claim with vour insurance company, we will need a copy of your insurance card. If your insurance
company requires medical reports to document your progress, your signature authorizes the release of medical
information necessary to process your claim. It is also understood that if medical reports are necessary to document
vour treatment and progress, you authorize the release of medical information necessary to process your claim. If you
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, 1'd like to welcome you to our office. If you have any questions at any time. please do not
hesitate to ask.

Informed Consent

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures.
including various modes of physical therapy and diagnostic X-rays, 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 below or any other office or clinic. I have had an
opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel the
nature and purpose of chiropractic adjustments and other procedures, I understand that results are not guaranteed.

| understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks
to treatment, including but not limited to 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 upon the doctor to exercise
judgment during the course of the procedure which the doctor feels at the time, based upon the facts then 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 opportunity to ask questions about its
content, and by signing below 1 agree to the above-named procedures. I intend 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.

1 have read and agree to all the above.

Patient Signature ] Date

Witness Signature Date




