PATIENT CONFIDENTIALITY PERSONAL DATA

No. \ Date

Patient: Date of Birth:
Home Ad}dress: City: Statel: Zip:
Social Security No.: Home Phone: Mobile:

Work Phone: Email: \
Employer: Address: |

Name of Spouse: SS No.: No. of Children:
Spouse’s Employer: Address: )

How did you learn of this clinic? l

Nearest relative not living with you? Phone:
Who is re$ponsible for payment? [ Self [J Spouse [ Other

PATIENT’S INSURANCE SPOUSE’S INSURANCE

Name of Company: Name of Company:

Address:_| Address:

D & Gl’Ol‘\lp No.: ID & Group No.:
Phone No.: Phone No.:
Purpose of this appointment and list your complaints:

|
Date of illness: Time: C AM ! PM Location:
How did aEcident occur? [ Auto  On the job [ Other, \
Please desc\‘:ribe the circumstances and what makes the condition(s) b"etter or worse:

|

| |

| |
Other Doctor seen for this condition: \
Have you been treated by a Doctor for any health condition in the last year? (] Yes [ No
If yes, please describe: ‘

INSURANCE INFORMATION

1 undgrstand and agree that health and accident insurance policies are an agreement between an insurance carrier and myself.

Yurthermore, I understand that this
Chiropractic Office will prepare any necessary reports and forms to assist me in making collection from the insurance company Imd that any amount authorized to be
paid direcily 1o this (.\\_’hiropractic Office will be credited to my account on receipt. However, I clearly understand and agree thai all services rendered to me are

charged directly to me and that | am personally responsible for paymens. | also understand that if | suspend or terminate my care and treatment, any fees for
professional services\ rendered to me will be immediately due and payable.

Signature Bhysician: Signature Patient:

CONSENT OF PROFESSIONAL SERVICES AND RELEASE OF INFORMATON
1 hereby authorize ’hﬁ doctor and whomever he may designate as his assistants io adniinister ireatmeni, physical examination, X-Ray studies, laboraiory procedures.
chiropractic care or any clinic services that he/she deems necessary in any case; and I further authorize him/her to disclose all or any part of my (patient’s) record to

any person or corporation which is or may be liable under a contract to the clinic or to the patient or to a family member or employer of the patient for all or part of the

clinic's charge, including, and not limited 10, hospital or medical services companies, insurance companies, workers compemalio'n carriers, welfare funds. or the
patient’s emplover. !

Patient’s Signature:
| Parent’s or Guardian’s Signature:

PM-Q{57 /P ‘ l \ FORM 09-8




HEALTH QUESTIONNAIRE

Please Check Mark Each of the Conditions Below that You are CulLrently Experiencing

“‘\ Date:
Patient: No.: \l
MUSCUL() GENITO-URINARY  GASTRO-INTESTIONA CARDIO-VASCULAR
SKELET AL SYSTEM SYSTEM SYSTEM RESPIRATORY
Low back pain Bladder trouble Poor appetite i Chest pain
Mid back pain Excessive urination Excessive hunger 1 Pain over heart
Pain between shoulders Scanty urination Difficult chewing L Difficult breathing
Neck paiﬁ Painful urination Difficult swallowing i Persistent cough
Arm problems Discolored urine Excessive thirst Coughing phlegm

[

L.eg problems Nausea Coughing blood
Swollen joints Vomiting Blood t:  Rapid heartbeat
Painful joints _FEMALE Abdominal pain L1 Blood pressure problems
Stiff joints ; Vag%nal dlschz_irgc Diarrhea i Heart problems
Sore muscles .- Vaginal bleeding Constipation .. Lung problems
Weak muscles © Vaginal pain Black stool LI Varicose veins
Walking problems Er east Pall:h breast g“md)’ S}:‘"’;
o Lumps on the breas emorrhoids S
Spasms J i o EYE, EAR, NOSE
Broken bones iver trouble . S
Shoulder 1~)aiu " Gall bladder problems AND THROAT
ARE YOU PREGNANT? 1 Weight trouble Eye strain
S YES 7 NO Eye inflammation
NERVOUS SYSTEM| | [slon problems
SYMPTOM LOCALIZATION . Numbness "I Ear pain
. 1 Ear noises
¢ Loss of feeling i .
. '} Ear discharge
.. Paralysis .
. o {1 Hearing loss
. Dizziness ) f
. Fainting '/ Nose pain
- i Nose bleeding
_ Headaches , .
v s {1 Nose discharge
.. Muscles jerking , o |
. i Difficult breathing through nose
~ Convuisions )
—  Forgetfulness Sore gums
_ . Dental problems
. Confusion
. Sore mouth
Depression '
: . Sore throat
- Insomnia
Hoarseness
Difficult speech
HABITS Sinus
= Cigarettes Allergy
Alcohol Abuse Jaw Pain
Coffee or Tea
Drug Abuse

Patient’s Signature

sesesvscsescesesssesese DO NOT WRITE BELOW THIS LINFeocseoosescsessencsccscscses

|
|
Patient Accepted? i Yes ... No  Doctor’s Signature

K |




Patient Health Goals:

Name & Date:

|

We é(ll have desires regarding our health, and knowing th

impo:r"ran‘r to Dr. Gansen. The more he can understand yo

ese goals is very
ur desires for

health, the better he can help you achieve optimal health and happiness.
Unde\,rs‘rand that Dr. Gansen has a near 100% success rate helping patients

regain strength, vitality, fitness, and well being.

|

In order to get you better, please tell us your top two health goals:

My primary desire is:

|
|

\

My secondary desire is:

|

|
\

Many patients report with pain, dysfunction, degeneration, and weakness.

To better understand how your condition is affecting yo

doctor of your primary fears and limitations that concerJ

My primary concern or fear is:

u, please inform the
n your health.

My secondary concern or fear is:

@
§



|

'\ HEALTH ANALYSIS
Date| |
Patient ! Address

Mari}al Status:F 0 Single [ Married U Widowed [ Separated U Divoflced
Educ*)atidn: [ High School [ Some College [ College Grad O Post Grad Studies| O Full Time 0 Part Time

Age| | Occupation Recreational Activities \
E Please Circle the Appropriate Answer. \

1. Do youneed glasses to read? ...........cc.oovviiiiiiiiiiiiii, \ ..Yes No
2. Do you need glasses to see things at a dIStance? .......ooviiiniiiii e Yes No
3. Has your eyesight often blacked out completely? .......oooiiiiviiiiiiii e Yes No
4. Do your eyes continually blink or water? ... Yes No
5. Do you often have bad pains in your €yes? ........coooeieieieiiniiinniiiirinennidons Yes No
6. )\rel;your eyes often red or inflamed? ... L Yes No
7. Are you hard of hearing? ... Yes No
8. I&{ave you ever had a fluid leaking from your ear? ............c..ooviiniinnn o Yes No
9. Do you have constant noises in YOUr €ars?.......o..cioeeeeeieriivinseneeeniiinecneiecienenen e Yes No
10. I?o you have to clear your throat constantly? ... \ .Yes No
11 I?o you often feel a choking lump in your throat? .......................... Yes No
12. Are you often troubled with bad spells of sneezing? ..........ccccoevvvirriininnenne. | Yes No
13. Is your nose continually stuffed up? ...........ccooooeiiiiiiiiiiiii \...Yes No
14. Do you suffer from a constantly running nose? ettt Yes No
15. Have you at times had bad nose bleeds? ..., Yes No
16. Dlo jou often catch severe colds? ... Yes No
17. Do you frequently suffer from heavy chest colds? .................... L Yes No
18. When you catch a cold, do you always have to gotobed? .......................... L. Yes No
19. Do frequent colds keep you miserable all winter? ................cccoooeiiiieniiin Yes No
20. Dlo yougethay fever? ...l L Yes No
21. Do you suffer from asthma? ...............ccooeiiviiiiiieiiieiiie e \.Yes No
22. Are §(ou troubled by constant coughing? ..............c...oooiiiiiiiii .Yes No
23, Hgve; you ever coughed up blood? ........coviiiiiiiiiiiii s .Yes No
24. Do you wake up drenched with sweat during the middle of the night? ............. .Yes No
25. Hliveéyou ever had a chronic chest condition? ................ccceveiieneiin.l Yes No
26. Hiave%you ever had T.B. (fuberculosis)? ............c.oovvvvurieeieeiieieeeeeninnnnnal s Yes No
27._Did you ever live with anyone who bad T.B.2...ovovieeiiiiiiiiiiiieeie L.Yes No
28. Has a doctor ever said your blood pressure was too high? ............................ Yes No
29. Has a doctor ever said your blood pressure was 100 10W? ............oeeerriinern) Yes No
30. DO& you have pains in the heart or chest? .................ccooiiiiiiiieiininn . Yes No
31. Are you often bothered by thumping of the heart? .......................... Yes No
32. D(Les your heart often race like mad? .............cooooiviviieireieiiieeeee e ] Yes No
33. Do you often bave difficulty in breathing? ....................cooeviieiiiiiiiiiniinn., Yes No
34. Do you get out of breath before anyone else? ............ccooviviiiiiiiniieniinnd Yes No
35. Dg you sometimes get out of breath just sitting still? ....................... Yes No
36. Are your ankles often badly swollen? ...............coooiiiiiiiiiiiiieiiieein s Yes No
37. Do cold hands or feet trouble you, even in hot weather? ............................... Yes No
38. Do you suffer from frequent cramps in your legs? ...........cccvveevieriiriieiennennnn. Yes No
39. Has a doctor ever said you had heart trouble? ............c.coooviveriviininiiiinnes Yes No
40. Does heart trouble run in your family?......cooiorioiiii e, ]IY es No
41. Have you lost more than half yourteeth? ....................ccciiiiiiiiiiin ]\Yes No

42. Are you troubled by bleeding gums? ..............cocooiiiiiiiiiii e Yes No



43. Have you often had Sever to0th 8CHES? ...........cvewueereerierssrrsesisseesnsisessessseseseseessessesssessessedpasssnes Yes
44, 1s your tongue usually badly COated? .............uuvreuvuniareriaereeereerereerrereeiiinia e Yes
45. IS yOUr aPPELite AIWAYS POOT? ....vvunreeieereeeeereeerrrareernnetennansirnesesseeaeeeeesrnendeneenns Yes
46. Do you usually eat sweets or other foods between meals? ..............ccccoeeeiiiiinii. Les
47. Do you always gulp your food hurriedly? ...........ccccooriiiiiniiiiiiii e v Yes
48. Do you often suffer from an upset stomach? ................ovvvvveiiinnieriieennineeniii oo Yes
49. Dp you usually feel bloated after eating? ..............ccocuvviivereriinininiiiieniin, o Xes
50. Do you usually belch a lot after €ating? .............ccoooiiniiiiniii e, Yes
51. Are you often sick at your stomach? ............c.ccoooeiiiiiiiiiniie ceonn Yes
52. l#o you suffer from sever indigestion? ... coore Y8
53. Do severe pains in the stomach often cause you to double up? ..ot Yes
54. Do you suffer from constant Stomach trouble? ..............uuvuieerieiiinirieniiiiriinenenenns ... Yes
55. ﬂoes stomach trouble run in your family? ............cooeviiiniriniieiie e b Yes
56. Has a doctor ever said you had stomach ulcers? ...............cooooiiiniiiei co YeS
57. Do you suffer from frequent loose bowel movements? ................ccceevivviiiiniinen b, Yes
58. Have you ever had severe bloody diarthea? .................ocoooiiiniinni Yes
59. Were you ever troubled with intestinal worms? ............coceeeriiiiviiiiiiniiiiieinen s Yes
60. Do you constantly suffer from bad constipation? ...............ccceeviiiniininiein, . YeS
61. Have you ever had piles (rectal hemorrhoids)? ............coooveiiiiiiiiriiiireein e e Yes
62. Have you ever had jaundice (yellow eyes and skin)? ..............cceeeeveeiinieinineeninrnnn. ... Yes
63. Have you ever had serious liver or gall bladder trouble? ..........ccocoooovereririerirerneren. v YOS
64. Are your joints often painfully SWOLlen? .............cccvveeeeieruvreeeeeeeiiireeeeeeeeeiiiesfeeenns Yes
65. Do your muscles and joints constantly feel stiff? ..............ccccooeiriiiiiiiiiine i Yes
66. Do you usually have severe pains in the arms 0T 1egs? ...........cooevvuieeriinneerienenenenn, ... Yes
67. A!;re you crippled with severe arthritis? ..............ceovviviierieeriiiiiinnereiirieeeeerea e Yes
68. Does arthritis run in your family? ..............ouuiiieeieiieiiiiiaeeeee e eerireii e eeaenendeeeen, Yes
69. Do weak or painful feet make your life miserable? ............coccoveiiiiiiiieniiennineiiindeenen Yes
70. ﬂ o pains in the back make it hard for you to keep up with your work? ....................foeeee. Yes
71. A ¢ you troubled with a serious bodily disability or deformity?........oooeeceeceeecininncnecninence, Yes
72. Do you have Sensitive SKIN? ...........c..coeuvreeiureiereeereeeieesieeeeeeeeeereseeaneeerenns ... Yes
73. Does it take a long time £Or 8 CUt t0 BEAI? ........v.vveeeerierereerreeeeeerereeseeesmneees e Yes
74. Does your face often get badly flushed? ..............ccoooeiviiiiniiiinii b Yes
75. Do you sweat a great deal, even in cold Weather? .............ccoveeereerireeeeiererinriniiinen. ....Yes
76. Are you often bothered by SeVere itChinE? ..........eeeveeeriieriririreeeiesiriieeanniees e Yes
77. Does your skin often break out in @ rash? ..............ooovvevuiiiiiiiarinieererrennireeiniin oo Yes
78. Are you often troubled With BOIlS?.....ccociiierniiriiiisees s Yes
79. Do you suffer from frequent severe headaches? ..................coveeeeiiiiinienreiieiinnnn.s. ... Yes
80. Does pressure or pain in the head often make life miserable? ................................ ... Yes
81. Are headaches common in your family? ...........cocoiiiiiiiiiiniin ... Yes
82. Do you have hot or cold SPEllS? ..........ceerriiviriiereiiiiiiiie e e vt ... Yes
83. Do you often have spells of severe dizziness? .............ccooveviiiriiiiniiineiiri e, oo YeS
84. Do you frequently feel faint? ..............c.ooooiiiiiiiiiii ... Yes
85. Have you fainted more than twice in your life? ... ... Yes
86. D¢ you have constant numbness or tingling in any part of your body? ..................... ... Yes
87. Mas any part of your body paralyzed? ...............c...ccooiiiiiini ... Yes
88. Were you ever Knocked UNCONSCIOUS? ....vvv.irvneiirtiieeeeieeeein e eee e eer e e eeeees ... Yes
89. Have you at times had a twitching of the head, face or shoulders? ........................... ... Yes
90. Did you ever have a seizure or convulsions (epilepsy)? ..............c.ococoiiniiiiinifonn, Yes
91. Has anyone in your family ever had seizures or convulsions (epilepsy)? ..........ccccovneiidien. Yes
92. Do you bite YOUr NAIIS? .....eevvvivenreeiiiiiieee e et eee e b Yes
93. Are you troubled by stuttering of StAMMETNG? ...........cvvvvvvvensieienneiineeeeerineerinsidonnnn, Yes
94. Ate you asleep WAKEr? .........ooeiiiviieieiiiiieieieeeeiee e eeeee e s Yes
95. AT YOU @ DEd WEEI? ......uvereeeesieeieiteeiat ittt et e e e e e e e e e e eeaereeeee e aaenss ... Yes
96. Were you a bed wetter between the ages of 810 147 ........oooovvvviiiieinniiiieeeiiienannn, ....Yes

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
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1 Women Only... Are you Pregnant? Yes No
97. W. Have your menstrual periods usually been painful? ... TR €
98. W. Have you often felt weak or sick with your periods? ... Yes
99. W. Have you often had to lic down when your periods came on? ...........cooeviviieniisdnriininnss Yes
100.W. Have you usually been tense or jumpy with your periods? ...........cccoeviniiiiiinidienennnnnn Yes
101.W. Have you ever had severe hot flashes or sweats? .................coooiiiiins ceereeren YES
102.W. Have you ever been troubled with a vaginal discharge?........c.ooopeeinieiiiiiiesee e, Y8

| Men only...
97. M| Have you ever had anything wrong with your genitals? ...................coeeeerveneeereiloviiin, Yes
98.M.|Are your genitals often painful 0r SOre? ...........ccovvrrviriiireinieriirie e e Yes
99.M. Have you ever had treatment for your genitals? ..............coooiiiiiiii i Yes
100.M. Has a doctor ever said you had a hernia (rupture)? ..............c.ooooobi Yes
101.M. Have you ever passed blood while urinating? ...................coc eereen YES
102.M. Do you have trouble starting your stream when urinating?........oooooeceoiveneniiinenin b Yes

} Everyone...
103. Do you have to get up every night and urinate? ..................ooceeevvviveereereiiiiieeeeniibeeeiiiinn, Yes
104. guring the day, do you usually have to urinate frequently? ..............coocoviiiiniinn.n. ceeee.. YES
105. 0 you have severe burning when you urinate? ..........c.coevevvienieririnenieenennnenen, vevreenn YES
106. Do you sometimes lose control of your bladder? ..............c.coveiviiiiiiiniiniiiie b, Yes
107. Has a doctor ever said you had kidney or bladder disease?........cooeqivenniinnneneinnicensninsidine e, Yes
108. Are you often exhausted or fatigued? ..........cooiviiiiiiiiiiii e e Yes
109. Does working tire you out COmpletely? ..............vvreerriieiiieereeeeenieiiiiiieiiie e ab e, Yes
110. Dlo you usually get up tired or exhausted in the momning? ..............c.cceveviiirnnnnenn... ceeinean YeS
111. Does every little effort wear you Out? .........cc..covverviiiiniieriiiieriineeeiieeee s verreeren YES
112. Are you constantly too tired and exhausted even to €at? ................ccccuvvvevvnrveeen.nn. s, YES
113. Dy you suffer from severe nervous exhaustion? ..............cooeviveiiniiiniiininnicninnnen. vereeeien YES
114. Does nervous exhaustion run in your family?........ccooevnieiieinnniieniisecnieiniinn b, Yes
115. Are you freqUently il]? ........c.ooeeuirierrerrierineieiesieieeen e ae e T £
116. Are you frequently confined to bed by ilIn€ss? .............ceeeeriiiriieeiiiieeeeiiieeeeeee b Yes
117. Are you always in poor health? .............c.o.ooiiiiiiiiiiiii e vevern YES
118. A e you considered a sickly PErSON? ..........oiiviiiiieiiiiiieiir e e veeren.. YeS
119. Do you come from a sickly family? ...............cooiiiiiiiiniiii i, veeeee.n YES
120. Do severe pains and aches make it impossible for you to do your work? .............c...cofeueennnns Yes
121. Do you wear yourself out worrying about Work? ....................oevvuiieiieeiiiiiiinennn.. reeeennn. YES
122. Are you always ill and unhappy? ........ccovvveeiiiiiiiieiiiien et U (-
123. Are you constantly made miserable by poor health?.......c..coveeeeiiieirnisniieeiiiiier e Yes
124. Di? you ever have scarlet fever? ...........covviiiiiiiiiiiiii b Yes
125. As a child, did you have theumatic fever, growing pains, or twitching of the limbs? ......|......... Yes
126. Did you ever have Malaria? ...............vveivieriieiiineineiie e eee et ceeernn YES
127. W?re you ever treated for severe anemia? ..............cviviiniiieiiini Yes
128. Were you ever treated for venereal disease? .............covvvviiiiviiiiiiniieieiiieeeiinn, .
129. DG YOU NaVE dIBDELES? .........v.vereeeeeeeeeeeeeeeeeeseseese e eese oo s oo es e es e os s I (-
130. Diﬁi a doctor ever say you had a goiter in your neck? ...............coceeiieiiiiiniiiniinenni i denn, Yes
131. Did a doctor ever treat you for a tUmMOr OF CANCEI? ........cuvrinirinvinieneiieneereeeneeeeesdeeenens Yes
132. Do you suffer from any chronic disease? ............ccoevervriiiiiiieriiinionieee e e, Yes
133. Are you definitely underweight? ................cocoviiieieiioiiiieeeeeieieee e eeeea Yes
134. Aré} you definitely OVerweight? ...........cocoiiiiiiiriiiieiii e e YES
135. Did a doctor ever say you had varicose veins (swollen veins) in your legs? ................L...... Yes
136. Did you ever have a serious operation? ..............c.uveeueiuiieiniineiineieieeeieieeeiea e Yes
137. Did you ever have a Serious iMUry? ..........ooeeviiiieriiiieieeiiei e s b Yes
138, Do'you often have small accidents or INJUFIES?.....ovrevreeiseiariiniinsee b, Yes
139. Do you usually have difficulty falling asleep or staying asleep? .................c..eceovenen, reru. YeS
140. Do you find it impossible to take a regular rest period each day? ..................ccooevveii b, Yes
141. Do you find it difficult to exercise daily? .............ccooeeiiiiiiiinieriiiiiiiiie e oo YES

i
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1
142. Do )l'ou smoke more than 20 cigarettes a day? .............ooviiiiiiiii i e Yes No
143. Do you drink more than six cups of coffee ortea a day? ............ccooooiiiiiiiniidi Yes No
144. [?o you usually take two or more alcoholic drinks a day? ...........c.coovnn b Yes No
145. Do you sweat or tremble a lot during examinations or questioning? ....................... veeere Yes No
146. Do you get nervous and shaky when approached by a superior? ...................coeeeeinf e, Yes No
147. D‘k)oes: your work fall to pieces when the boss or a superior is watching you? ..............L....... Yes No
148. Does your thinking get completely mixed up when you have to do things quickly? ..... veeenn Yes No
149. Must you do things slowly to do them without mistakes? ....................ccooeiis vienen.Yes No
150. Do you always get directions and orders Wrong? ..........ccovverviineriiiiiinnnerenn e Yes No
151. Are you anxious around unfamiliar people or places? ...........c.coceeiviin Yes No
152. A\ire you scared to be alone when there are no friends around you? ..................cL b, Yes No
153. Is it difficult for you to make up your mind? ...........c..cooovviiiniiiiinnii Yes No
154. lgo you always wish you had someone at your side to advise you? .................cooooe e, Yes No
155. Are you considered a ClUMSY PEISON? .......c.ciccriiiiirneiiimmiteneiir i civaeaeear e Yes No
156. Does it bother you to eat anywhere except in your home?. ..c.oiceeenicinnineisceieiseicsahscees Yes No
157. Do you feel alone and sad 8t @ PATEY? ........ccceveeeeervreerinreeeiinieeeesesnreeaennreeeessssshannens Yes No
158. Do you usually feel unhappy and depressed? ............c.cooiiiiiiiiii Yes No
159. Dllo DL K0 171 B o 2 O P PO PUTPPPPON ver.... Yes No
160. Are you always miserable and blue? ............c.cccoeeiiiiiiiniiiiiin e e Yes No
161. DPes life look entirely hopeless? ... ...... Yes No
162. Do you often wish you were dead and away fromitall? ............oocoereieiienireegilonn,., Yes No
163. Does worrying continually get you down? ... Yes No
164. D?es worrying run in your family? ... Yes No
165. Does every little thing get on your nerves and wear you out? ..........oo.occovviicnneinennnifonnnn, Yes No
166. Are you considered 2 NETVOUS PETSON? ........u.veererunieerrunerrerinansennerrrmrinesssnnersansloiens Yes No
167. Does nervousness run in your fAmily? ...........cooeiviimviiaaanninneeerreerenaeeeenneieeeeeia feeeia Yes No
168. Did you ever have a nervous breakdown? .............ccoooviviiiiiin .......Yes No
169. Did anyone in your family ever have a nervous breakdown? ........c..coocevvivinveinnniinii o, Yes No
170. W:ere you ever a patient in a mental hospital? ...............cccoeiiiiiiii i ...... Yes No
171. Was anyone in your family ever in a mental hospital?.......ooocoveveinniniiineinnnineveniinned e Yes No
172. Are you extremely shy OF SENSIVE? ............corvreeeiriiereieriesseieeeseeeieeeeeiimneinessheeins Yes No
173. Do you have a shy or sensitive family? ..............cociiiiiiniiiiiiii e e Yes No
174. Are your feelings easily NUIt? ......oo.iiiiiiiiiiiiiri e e e b Yes No
175. D(;es CHtICIST AIWAYS HUIE YOU? ..oeevvviveieeeeeee e oo e e ee e e e e Yes No
176. Are you considered a touchy person? ..........ooveiiiiiiiiiniin e Yes No
177. Do people usually miSunderstand you. ..o ooecessercssssessosesssocessssesssseesssssssseessssssensbasee Yes No
178.1s %'our guard up, even around friends? ..............ooiiiiiiiii e L Yes No
179. Dq you always do things on sudden impulsSe? ..........ccooeiiiiiiiiiiiiiiiinri e Yes No
180. Are you easily upset or ITitated? ........ovuienriinerinririi e et e e e e ... Yes No
181. Do you go to pieces if you don’t constantly control yourself? .............coooeiiiodb, Yes No
182. Do little annoyances get on your nerves and get you angry? ...........oceeveivinveeeneronan)oenn. Yes No
183. Does it make you angry to have anyone tell you whatto do? ....................coo. .... Yes No
184. Do\people often annoy and irritate You? .........ccooviiiiiiiiriii e b Yes No
185. Do\you often flare up in anger if you can’t have what you want right away?........c..o.oeeveelones Yes No
186. Dolyou often get in 8 VIOLent FAEE?. .. ..ot sencdeece Yes No
187. Dolyou often shake ortremble? .........cooiiiiiiiiiiii e .... Yes No
188. Are you constantly keyed up OF JIIEIY? .........eoeviiiiiiriiiiiiieereeieeeeeieeeeeieeeee e ... Yes No
189. Do sudden noises make you jump or shake? ..........cc.cooviiiiiiniiiiiiiniiiiiiceeen .... Yes No
190. Do |you tremble or feel weak whenever someone shouts at you? ...........c.ccovuvvnivninnnnn. .... Yes No
191. Do you become scared at sudden movements or noises at night? ...........c..ccoooeenninnens ....Yes No
192. Are you awakened out of your sleep by frightening dreams? .. .........c..ocvevvecueeeeeennn.. .....Yes No
193. Do frightening thoughts keep coming back in your mind? ...........ccooeveienniiiininnnnn... .... Yes No
194. Do you often become frightened for no apparent reason? ..............ccoovvviiviinennninnnnn. .. Yes No
*Grade ﬁlterilsity/Seveﬁty: (No complaint or pain) 0123456789 10 (Worse possible pain/complaint imaginable)
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PATIENT CONSENT

EASE OF INFORMATION

ose your protected health informtaion for the purposes of freatmen
ations. Our Notice of Information Practices provides more detailed i
use and disclose this protected health information. You have a legal 1
ce of Information Practices before you sign this consent, and encour

Qur

Notice of Information Practices is subject To change. If we change ¢

copy
us 1o

treatment, payment, or health care operations. We are not required by la
However, if we do decide to grant your request, we are bound by our agre

You have the right to revoke this consent, in writing, except to the exten
discl

MEDICARE AND MEDICAID CONSENT TO RELEASE INFOR

T cer
XIo
abou
infon
Print|

Patie

Othe
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RIVER VALLEY FAMILY CHIROPRACTIC, INC.
INFORMED CONSENT DOCUMENT

i
|
PATIENT NAME: DATE:

To the, patient: Please read the entire document prior to signing it. It is \impor‘fcm'l‘ that you
understand the information contained in this document, Please ask questjons before you sign if
there is anything that is unclear.

THE_ NATURE OF THE CHIROPRACTIC ADJUSTMENT
|

The primary treatment I use as a Doctor of Chiropractic is spinal manipulative therapy. I will use
that procedure to treat you. I may use my hands or a mechanical insfrum\ent upon your body in
such a way to move your joints. That may cause an audible "pop” or “click’, much as you have
experienced when you “crack” your knuckles. You may feel a sense of movement.

|
ANALYSIS/EXAMINATION/TREATMENT

As part of the analysis, examination, and treatment, you are consenting to the following
procedL‘lres:

|

Spinal Manipulative Therapy Palpation Vital Signs
Range o\\f Motion Testing Orthopedic Testing Basic Neurological
Muscle Strength Testing Postural Analysis Testing |

UI‘rrasoLnd Hot/Cold Therapy EMS
Radiog\r\\aphic Studies Intersegmental Traction Other:

|
THE MATERIAL RISKS INHERENT IN CHIROPRACTIC ADJUSTMENT

|

As with any healthcare procedure, there are certain complications which may arise during
chiropractic manipulation and therapy. These complications include but are not limited to:

fractures, disc injuries, dislocations, muscle strain, cervical myelopathy, c‘los‘rovertebml strains,
and separations, and burns. Some types of manipulation of the neck have been associated with

injuries L‘ro the arteries in the neck leading to or contributing to serious complications including
stroke. Some patients will feel some stiffness and soreness following the first few days of
treatment. I will make every reasonable effort during the examination to screen for
conTrainc’jicaﬁons to care; however if you have a condition that would otherwise not come to my
attention, it is you responsibility to inform me.




THE PROBABILITY OF THOSE RISKS OCCURING

Fractures are rare occurrences and generally result from some underlying weakness of the bone

which \I check for during the taking of your history and during your exdmination and X-ray.

Stroke has been the subject of tremendous disagreement. The instances of stroke are

extremely rare and are estimated to occur between one in one million and one in five million
cervical adjustments. The other complications are also generally descriged as rare.

THE J\VAILABILITY AND NATURE OF OTHER TREATMENT OPTIONS

OTher‘\ treatment options for your condition may include:
~ Self Administered, over-the-counter anagelsics and rest
|— Medical care and prescription drugs such as anti-inflammatony muscle relaxants and
| pain killers
- hospitalization

- surgery

THE RISKS AND DANGERS ATTENDANT TO REMAINING UNTREATED

Remaining untreated may allow the formation of adhesions and reduce rrlobili‘ry which may set up
a pain reaction further reducing mobility. Over time this process may ¢ mphca‘re treatment
making, it more difficult and less effective the longer it is postponed.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERS TAND THE' ABOVE
PLEASE CHECK THE APPROPRIATE BLOCK AND SIGN BELOW

I have\ read ( ) or have read to () the above explanation of the chiropractic adjustment
and relm‘ed treatment. I have discussed it with Dr. Gansen and havé had my questions
answered to my satisfaction. By signing below I state that I have wclghed the risks
mvolvegl in undergoing treatment and have decided that it is in my bésf interest to undergo
the treatment recommended. Having been informed of the risks, I hereby give my consent

to Thaf" treatment.

|
|
\

DATE DATE J
PATIENT'S NAME DOCTOR'S NAME
SIGNATURE SIGNATURE

PARENT / GUARDIAN SIGNATURE

i




INTRODUCTION PATIENT CASE HISTORY

Patient|No: Date:

Name (Mr, Mrs. Miss Ms.)

(Last, First, MI)
Address: City State Zip
Home Phone: ( ) Mobile: ( ) Work Ph(;ne: « )
Email Address: Married _ Single Other
Social Security No.: - - Date of Birth:  / /
Occupation: i Employer:
Name of your Insurance Company:
Primary\ Ins:urance Holder: Prirﬁary Holders Date of Birth:
Previous Chiropractic Care? Yes No Doctor’s Name: ;
Major (\Bomplaint: Began When and How
Any Recent Surgeries Any Recent Accident’s
Medicatioﬁs Allergies RX
Physicians Contact | \
Who (Oﬁ what source) referred you? | T

1t is Usual and Customary to Pay for Services as Rendered Unless Otherwise Arranged

% Form 32/C
H

i
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