
Introduction Patient Case Historv

Today’s Date: Iا

١ا(اا٨ا١يال(’ا-1١آ١آاا١>1

Preferred Name:Name: (First MI Last)

State: Zip:Address: City:

Date of Birth: Gender: Π Malen Female Social Security#:.

Work:Home: Mobile:

Email:

Π Otlier:Preferred Method of Contact: Π Text ا Email ٢؟ \\OT\e - Home, Mobile, or Work

Referred By: (Name)

[ Family ] Friend □ Co-Worker CDoctor □Other;

Race & Ethnicity: (Choose up In 2)

□ African American or Black

c American Indian or Alaskan Native

ا Asian

[ Hispanic or Fatino

I Native Hawaiian or Other Pacific Islander

Pi-eferred Language:

□ English

□ Spanish

ا Other;

Π Decline

c Wliite

□ Decline

Emi koeno (Om aci Isioraiai0١ا

Nme: (First Mi Last) Primary Care Physician:

Doctor’s Phone:Home: Mobile:

Relationship:

□ Child □Parent □Spouse □Other':

FlNAMiAI, INFOUMATIOA

Is today’s visit the result of an accident?

-No □Auto □Work □Other-.-

Where would you like statements sent?

l Otlier (Details below)I Self

Name:

Will we be working with insurance? □No □Yes (Details)
Address:

PrlmaiẠ': ID#:

Email:Phone:

Secondary: ID#;

1 have answered these qrresttons to tire best of my tatowledge and certify them to be trtie and correct.

DatePatient or- Guardian Signature

It is Usual and Customary to Pay for Services as Rendered Utiless Otherrvise Arranged

NNATEAccount No: Seamless, LLC

Page 1 of 1
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History of Present Illness

IIIS1'()K١'. 01■ PRKSICN l IU ١KSS (Please describe)

Major Comp١aint:	 Secondary Complaints:

When did It start? What happened?I )

Which dally activities are being affected by this condition?

Maior Complaint

Location ofSymptoms and Radiation
Quality:

ว Sha.

] Stabbing

] Burning

I Achy

ل Dui

I Stiff & Sore

] Otlier:

Previous Treatment:

] None

] Chiropractor-

] Medical Doctor

ا Physical Tlrerapy

ا ER/Urgent Care_

I Orthopedic-

] Other:

Does it radiate?

I No l Yes (Please indicate on drawing)

Previous Diagnostíc Testing:

) None

ا X-rays	

٦ MRl

, CT

Improves with:

ا Ice

=1 Heat

] Movement

] Sketching

ا OTC Medications:

ا Other:

p Pain

N_Numb

Spasm

T_ Tender
H_ Hypocsthcsia

s

Grade Intensity/Severity:

ا None (0/10)

ا- Mild (1-2/10)

ا- Mild-Modei'ate (2-4/10)

IJ Moderate (4-6/10)

: Moderate-Severe (6-8/10)

] Severe (8-10/10)

Frequency:

L Off&On

l Constant

: Other:

'Women: Are you pregnant?

ا No I Ilus! MeiisttTiu!Period:

! I٦Yes Due dule:

Present Illness Comments:Worsens with:

] Sittiirg

] Standing/Walking

I Lying Down/Sleeping

1 Overuse/Lifting

ا Other:

Allergies to Medications: □ No known drug allergies

esالل. (List - Name and reaction)	

Prescription Medications & Supplements:

□ Yes (List-Name, dosage, frequency)

□ 'None

1 have answered tliese questions to the best .01 my knowledge atid certy)’ them to be true and correct.

Patient or Guardian Signamre	 Date

Print Name: (FirstMILast)

Seamless, LLC

Page loft INNATE
Account No:

».٠٧rti.s«ln„.٠ll,-.l.‘ìllì



Past, Family, and Social History
1>ΛΜ,\1Κ1)ΚΛΙΙΙ|ΝΓ()Κ١

Have you ever had any of the fo!lowing? (Please select all that apply and use comments to elaborate.)

Hospitalizations: (Nonsurgical with Date) Medical Hlsto,y Comments:Illnesses:

Asthma

؛ Autoimmune Disorder (,،ي)
L Blood Clots

□ Cancer (Γ/,ρ)	
ا С٧А/Т1А (stroke)
π Diabetes

Π Migraine Headaches
□ Osteoporosis
□ Otlier:

ا

Surgeries: (Ifyes, provide type & surgery date)

Cancer

C Orthopedic
Shoulder-R/L

Elbow/Forearm-R/L

WrlsrtFIand-R/L

Hlp-R/Ε
Køee-R/L

Ankle/Foot _R/L

[_ Spinal Surgery
Neck:

Back:

Injuries:
c Back Injury
L Broken Bones

c Head Injury
ا Neckinjui-y
I Falls

ًا Other;

C Otlier:

V.١١١١١٠١ น١ร ١١١«١ (Please markX .!0 all lha: apply and use commeais 10 elaborate.)

f Unknown Π Unremarkable
Fanrlly History Comments:

Έ

1 I I
¡

Gender F M

Age at death (if Deceased)

Aneurysms

CVA (Stroke)

Cancer

Diabetes

Heart Disease

Hypertension

Other Family Fllstory

Cl i>.،rio١.١i. Hisr،)Rا١\.,،)،١(SociAi

Smoking/Tobacco Use: If current smokr, amount =

1 Every Day u Some Days Former؛ )Never

Alcohol Use:

؛ Every Day U Weekly LI Occasionally ) Never

Caffeine Use:

= Coffee □ Fea ) Energy Drinks ؛ Soda = Never

Exercise frequency:

؛ Dally ؛34 xs/week □ 2-3xs/weelc □ Rarely □ Never

Marital Status: ؛ Single □ Married ) Divorced ) Otlier

Children: - None lllJ2L3L4_

Other:

Student Status: I Full Srtident ) Part Student l Non-Student

Higliest level of Educarion: 1- 1-Ilgh School u College Grad.

٠_.) Post Grad. II Other:

Employed: c No ) Yes [Occupation)	

Dominant Hand: □ Rlglit □ Left □ Ambldexttous

Social Histop Comments:	

1 have answered these ،jwe.stions ot tlie best of my knowledge and certify them to be true and correct.

Patient or Guardian Slgnatrire	 Date

Print Name: (FirstMILast)

Seamless, LLC

Page 1 of 1

AccoimiNo: INNATE
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Review of Systems

RK\iK%4(>rS١’sii-;MS

Many of the following conditions respond to chiropractic treatment.

Are you-experiencing any of these symptoms? (Please select all that apply and use comment·¡ to elaborate.)

Respiratory:

I Difficulty Breathing
ا Cough
Π Other:

ฉ Noue ln tills Category

Eyes & Vision:

c Eye Pain
□ Blurred or Double Vision

□ Sensitivity to Light
11 Other:

VA None In tills Category

Head. Ears. Nose. & Mouth/Throat:

ا Frequent or Recurrent Headaches

I) Ear - Ache/Ringing/Drainage
□ Hearing loss

□ Sensitivity to Loud Noises
II Sinus Problems

u Sore Tluoat

0 Other;

ฉ None in tills Category

Endocrine:

c Infertility
c Recent Weight Cliange

c Eating Disorder
II Otlier;

VA None in this Category

Hematologic & Lymphatic:

L Excessive Lhirst or Urination

u Cold Extremities

□ Swollen Glands

□ Otlier:

VA None In tills Category

Integumentary: (Skin. Nails, & Breasts)

l Rasli or- Itching

l- Cliange in sitin. Hair, or Nails

l Non-healing Sores or Lesions

L Change of Appearance of a Mole
L Breast Pain, Lump, or- Discharge
c Otlrer;

VA None in tills Category

AllergicZImmunologic:

Í Food Allergies

( Environmental Allergies
□ Otlier;

ฉ None ٠in tills Category

Constitutional: (General)
1 Fever

اا Fatigue
Π Other-:

ฉ Non.e In tills Category

Musculoskeletal:

c loUrtPaUVStiffness/Swelling

c Muscle Pain/Stiffoess/Spasms
L Broken Bones

I Other:

V None in tills Categor-y

Neurological:

؛ Dizziness or I-ightheaded
c Convulsions or Seizures

L Tremors

L Other:

VA None In tills Category

Psychiatric: (MindZStress)

l Nervousness/Anxiety
l Depression
I Sleep Pi-oblems
C Memory Loss or- Confusion
L Other:

[ None in tills Category’

Review ofSystems Comments:

Genitourinary:

c Frequent or Painfiil Urination
ال Blood in Urine

u Incontinence or- Bed Wetting
u Painfiil or Irregular Periods
□ Other:

VA None In tills Category

Gastrointestinal:

L loss of Appetite
L Blood in Stool or Black Stool

II Nausea or Vomiting
II Abdominal Pain

□ Frequent Diairliea

□ Constipation
□ Other:

vv None in this Category

Cardiovascular & Heart:

! Chest Paiiis/Tighlness
Π Rapid or Heartbeat Clianges
1 Swelling of Hands, Ankles, or Feet
: Otlrer-:

[ None in this Category

1 Irave answered rliese questions to tlie best .ofmy knowledge and certift,' tliem to be true and correct.

Patient or Guardian Signahtre Date

Print Name: (FirstMlLasi)

Seamless, LLC

Page lofi

AccoimtNo:
INNATE
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Functional Rating Index
For use with Neck aiid/or Back Problems only.

In order to properly assess your condition, we must understand how much youl- neck and/or back problems have affected your ability to manage everyday activities.
For each item below, please circle the number which most closely describes youi. condition irght now.

1. Pain Intensity 6. Recreation
0 1 21 2 ,١ 4

Can do Cari do

most

activities

Can do

some

activities

Can do

a few

activities

Cannot

do any
activities

Mild

paiit

No Moderate

pain

Severe

pain

Worst

possible

pain

aU
pain

activities

2. Sleeping
Frequency of pain1 2 3 4

٥ I 3 4

Mildly
disturbed

sleep

3. Personal Care (washing, dressing, etc.)

Perfect

sleep

Moderately
disturbed

sleep

Greatly
disturbed

sleep

Totally
disUirbed

sleep

No Occasional

pain;

of the day

Intenhittent

pain;
50%

of the day

Frequent

pain;
75%

of the day

Constant

pain;
100%

of the day

pain

8. Lifting0 ا 3 4

0 2 31 4

No Mild

pain;

Moderate

pain; need

to go slowly

Moderate

pain; need

some

assistance

Severe

pain; need

100%

assistance

No Increased

pain widi

lieavy
weight

Increased

pain with
moderate

weiglit

Increased

pain with

light

weight

Increased

pain with
pain;

pain with

heavy
weight

no no

any
restrictions restrictions

weigltt

4. Inavel (drlring, etc.) 9. Walking
0 1 3 ا 2 3 4

No Mild

pain on

long trips

Modei'ate

pain on

long trips

Moderate

pttin on

short trips

Severe

pain on

short trips

No pain;

any

distance

Increased

pain after
1 mile

Inci'eased

pain after
1/2 mile

Increased

pain after
1/4 mile

Increased

pain withpain on

long trips all

walking
5. Work 10. Standing

I 2 3 4
0 1 2 4

Can do

usual work

plus unlimited

extra work

Can do

usual work;

no extra

work

Can do

50% of

usual

work

Can do

25% of

usual

work

Cannot

work
No pain
after

several

lioitrs

Increased

pain
after several

hours

Increased

pain
after

1 Iroui'

Increased

pain
after

1/2 hour

Increased

pain with

any

standing

Total ScoreName
PRINTED

Signature Date Institute of Evidence-Based Chiropractic
www.chiroevidence.com



INFORMED CONSENT TO CARR

1. The process of dehvering a “Chiropractic Adjustment (manipulation)” may be performed manually or with an
instmment to the vertebrale.) of the spine and/or associated shuchrres (ribs, legs, amrs etc.), often, but not
necessarily resulting, in an audible pop or clicking sound. Certain techniques may require close proximity
between clinician and patient.

2. I have been informed tlrat in addition to the Cliiropractic Adjustment, one or more “Supportive Therapies”
may be applied by the chiropractor or by staff under their direction and supervision inco.orating tire use of
liglrt, sound, vibration, electricity, traction, motion, bracing, heat, cold, and/or nutritional/lifestyle reconrmen-
dations.

3. I have been informed that coiirciding with the process of a Clriropractic Adjustment and/01- Supportive Tirera-
pies tlrere may be, at tinres, some temporary soreness and/or stiless; less fi-equently aggravation of present-
ing symptoms 01- initiation of new synrptoms; rarely tissue bmising and/01- swelling, more rare joint/bone sep-

aration/fracture; and extremely rare, disc, nerve 01- vascular injury. The possible consequences and possible
complications Irave been explained to me by tire clriropractor.

4. I acknowledge tlrat the chiropractoi- Iras made no guarantee of a positive outcome from ti-eatnrent.
5. I Irave been affoi-ded am.ple opportunity for questions and answers.
6. I have been informed of my condition, possible benefits, risks of treatment if any, options, and financial

obligations.

TREATMENT OPTIONS؛

It is also important tlrat you understand there are ti-eatment options availalrle foi- your condition 0tirer than chlro-
practic procedures. Likely, you Irave tried many of these approaches already. These options may include, but are
not limited to: self-administered care, over-the-counter pain relievers, plrysical measures and rest, medical care

witlr prescription dnigs, physical therapy, Irraciirg, injections, and surgery. Lastly, you have tire riglrt to a second
opinion and to secure other opiirions about your circumstances and health care as you see fit.

I consent to the perfonnance of the diagnostic aird tlrerapeutic procedures perforirred by tire doctoi" and or staff
under the direction and supervision of tire office chiropractor(s) involved in my case. It is conrrrroir for examina-
tion aird treatment procedrrres to iirvolve contact with tire pelvic area, e.g. sacirim, coccyx (tailboire), sacrotulrer-
ous aird hrguiiral liganrents, superior aspect of the pirbic hrbercle and symphysis, atrd sunounditrg nrusculatrrre. I

have been irrfonrred that at times treatrnerrt techrriqires may include skin to skirr corrtact, tissue rrrobilizatiorr arrdZor
stretching O'fltrvolved or related areas and digital pressrrre/light touch/br-ushirrg over regiorrs both on atrdZor away
fi-orrr yorrr prirnai-y coraplairrt location. Exposer to these same areas may be necessary for better results, but trot
without your verbal agreerueirt at tire tinre. Please Ire aware tlrat a tlrird party staff' observer will trot be present
duriirg these procedures.

I consent to the perfonrrance ol'otlrer diagnostic aird thei-apeutic procedures in tire ftiftire that may be deenred rea-
soirable atrd necessary Iry the doctor and or staff under the direction and supervision of tire office chiropractor(s)
iirvolved in irry case.

YOUR UNDERSTANDING AND AGREEMENT:

I Irave read, or have had read to me, the above consent. I appreciate that it is trot possible to consider eveiy possi-
ble complication to care. I have also had an opportunity to ask questions about its content, and try sigiring below, I
agree with the current or ftrftire recomirreirdation to receive clriropractic as is deemed appropriate for my circiim-
stance. I inteird tlrls coirseirt to cover the entire course of care ftom all providers iir tlris office fot- my present coir-
ditioir and for any ftiture coirdition for whiclr I seek care ftom this office.

Patient Name Patient Sigiranire Date

Parent/Guardiatr Name Pareirt/Guardian Signamre Date

NNATE
>- ١ ! I L t <3 ل s ن E ..-اا .

© Seanrless, LLC

Page 1 ا'.0 Revision Date 06/01/2020



TERMS OF ACCEPTANCE

Before Ihls office begins any health care operations we require you to read and sign this form stating that you
understand tlie below item, tfyou refirse to sign this form the doctor reserves the right to refilse care.

AUTHORIZATION FOR CONSUUTATION AND EXAMINATION: Tlie consultation involves answering

hilly and truth hilly all questions presented to you either written or spoken regarding your past and present
liealtli conditions. Tills will lielp to determine if chiropractic services are appropriate. If appropriate, after the
consultation, a physical examination will be performed that can include but is not limited to: vitals
measurement, systems evaluation, orthopedic tests and maneuvers, neurological test, as well as pliysical
touching. These tests and maneuvers will help the chiropractor to determine what may be causing your
complaints. Occasionally some temporary soreness and/or stiffness may occur due to the examination; less
frequently aggravation of presenting symptoms or initiation of new symptoms. By signing below you
authorized this office/ provider to complete a consultation and examination on tlie above patient.

AUTHORIZATION FOR X-RAY WITH RELEASE: x-rays may lie taken to lielp tlie chiropractor analyze
the underlying condition, alignment of tlie spine, and associated structures. By signing below you Irave
declared, to tire best of youi. knowledge, that tlrere is no clrance you are pregnant at this tinre. By signirrg below
you have declared tlrat you have no known limitatioirs tlrat would be cojrtraindicated for an x-ray evaluation.
By signing below you coirsent to the taking of X- rays if there is a deternrined need.

ACKNOWLEDGMENT OF ASSIGNMENT OF BENEFITS: By signing below you have acknowledged
that you are fully I'esponsible for all services rendered. By signing Irelow you hrrthered acknowledge
under-standing tlrat your health and accident insurance infomration policies are an arraignment between yorr and
your- carrier, and that yort may Ire required to pay some or- all of tire fees clrarged to your- account. By signing
below you hereby assign Irenefits to paid directly to this office/ provider by yortr third-party payer, e.g.

irrsurance company, attonreys, etc. By signing below yotr agree that tlris is a non- rescindable agreement and
failure to fulfill this obligation will be considered a breach of contract between you and this office.

CMS-1500 HEALTH INSURANCE CLAIM FORM: By sigtring below you acknowledge and agree that tire
CMS-1500 Health Insur'ance Claim Fornr Box 12 and Box 13 will state “Signature on File". Box 12 Reads as
follows: “PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE I authorize the release of any medical or-
other- information necessaty to process this claim. I also reqrrest payment of government benefits either to
myself or to the party who accepts assignment below.” Box 13 Reads as follows: “INSURED’S OR
AUTHORIZED PERSON’S SIGNATURE I authorize payment of nredical benefits to the undersigned
physician or- srrpplier for services described below.”

HIPAA ACKNOWLEDGEMENT: I Irave reviewed the HIPAA notice of privacy practices, have been
provided an opportunity to discrtss rrry right to privacy, and know that upon request I will be given a co.py.

ACKNOWLEDGEMENT OF TREATMENT PLAN: By signing below I acknowledge that, if accepted for-
care, I may be presented with a clriropractic treatment plan resulting in one or more of the following services:
chiropractic adjustments, exarnirrations, arrd supportive therapies and procedrtres.

ACKNOWLEDGEMENT: By signing below yott have acknowledge tlrat you understand and agree witlr
the policies atrd procedures outlined in this TERMS ofACCEPTANCE fonn. By signing below you
acknowledge and certify tlrat all the information given to the office/provider drtring the intake process are a

trare and accrrrate to the best of yorrr knowledge.

Patient Signahrre DatePatient Name

ParerrtZGuardian Signature DatePar-eirt/Grrardian Name

NNATE
٠K؛٠ا:tا-٠ r ، ، r I

© Seamless, EEC
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то SEND/RECEIVE APPOINTMENT AND MEDICAL INFORMATION BY EMAIL/TEXT

Th!s praczce utilizes e-mail and/or text messaging to communicate with patients.

RISKS: Transmitting information by e-mail/text has a niimber of risks tliat patients sliould consider before using. Tfiese inelude, b'ut
are not limited to, the following: E-mail/text can be circulated, forwarded, and stored in numerous paper and electronic 'files. Can be
immediately broadcast worldwide and be received by many intended and unintended recipients. Can easily misaddress an e-mail 01'
text. Ar'e easiei' to falsify tlian handwritten or signed, documents. Can be intercepted, altei'ed, forwarded, or used witliout autliorization
or detection. Can be used to introduce vimses into computer systems. Can be used as evidence in court. Backup copies of e-mail/text
may exist even after the sender or tire recipient lias deleted Ills or lier copy. Employers and on-line services liave a irght to atcliive and
inspect e-mails/texts ttansmitted tlirougli their systems.

CONDITIONS: Because of tlie Risks outlined above, tlie pi'actice cannot guarantee tlie security and confidentiality of e-mail/text
communication, and will not be liable for improper use and/or disclosure of confidential hifomiatlon that is not caused by the prac-
tice’s intentional misconduct. Thus, patients must consent to the use of e-niail/text foi' patient hiformation. Consent to tlie use of e-
mail/text includes agreement with tlie following conditions:

1. All e-niails/texts to or fiom the patient concerning diagnosis or treatment will lie saved as part of tlie medical I'ecord. Because
they are a part of the medical reCoi'd, otlier individuals authorized to access the medical record, such as staff'and billing personnel,
will liave access to those e-mails/texts.

2. Altliough the practice will endeavoi' to read and respond promptly to an e-mail/text ft'onn tine patiept, tine practice cannot guarantee
that any parfiCular e-nnail/text will be read and responded to within anny pai'ticular pei'iod of irnne. Thus, the patient shall not use e-
nnail/text for medical ennergencies on- othen- time-sensitive matters.

3. Ifthe patient's e-mail/text requires or invites a responnse ftonn tine practice, annd the patiennt has nnot received a n'esponse within a
п-еа80ПаЬ1е time period, it is the patient’s responsibility to follow up to determine whether tine intended recipient received tine e-
mall/text and when the recipiennt will respond.

4. The patient should not use e-mail/text for cominnunlcationn regarding sensitive medical information,
such as hifornnation regarding sexually iransnnitted diseases, AIDS/HIV, mental health,
developmental disability, or sulnstance abuse.

5. Tine patient is responsible for informing the practice of any types of infoi innatioii tine patient does
not. Want to be sent by e-mail/text, in addition to those set out in tine preceding paragraph.

6. Tine patient is responsible for protecting Inis/her password 01' other means of access to e-nnaí 1/text.

7. Tine practice is not liable 'for breaches of confidentiality caused by the patient or any third party.

8. The practice shall not engage in e-nnail/text communication that is unlawful, such as unlawfully
practicing medicine across state lines.

9. It is the patient’s responsibility to follow up and/or sclnedule an appointment if warranted.

INSTRUCTIONS: To communicate by e-mail/text, tine patient slnall:

1. Irimit 01" avoid use of Inisdner employer's computer.

2. Infor:n the practice of changes in his/her e-mail address or text nunnber.

3. Put tine patient’s name in the body of tine e-mail/text.

4. Infonnn the practice that the patient i-eceived an e-mail/text ftom the pj-actice.

5. Take precautions to preserve the confidentiality of e-mails/texts, sucln as using screen savers and safeguarding hisZlner computer-
password.

6. Withdraw consent only by e-mail or written communication to tine practice.

7. Contact the doctor or staff with any privacy concerns before communicating witln tine practice via e-mail or text nnessage.

PATIENT ACKNOWLEDGMENT AND AGREEMENT

I acknowledge that I Inave read and finlly understand the infonnnation the practice has provided me regarding the irsks of using e-mail
and text messaging. I understand the irSks associated with the communication of e-mail and text between the practice and nne, and
consent to the Conditions outlined in this document. In addition, I agree to tine instmctions outlined above, as well as any otlner Instruc-
tions that the practice may impose regarding e-nnail or text message communnications.

.)
Email address authorized to be used for sending medncal recordsPhone nunnber to be used for appointoent text

DatePatient SignariirePatient Nanne

DateParent/Gtiardian SlgnatitreParenffGiiardian Name

NNATE
HlilllGIKCi ·i. ا T H แ
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