CASE HISTORY

Name: Age: Date:

Address: City: State: Zip:

SSN# Date of Birth: Sex:OM OF Marital Status:dS OM OD OW #Children:
Home Phone: Cellular Phone:

E-Mail Address:

Occupation: Employer: Telephone (work): ext__
Spouse’s Name: Spouses Occupation:
Spouse’s Employer: Spouse’s Telephone (work):
MD Name: MD Phone #: Medicare #
Referred by: Past Chiropractic Care:c0Yes CINo When?
Chiropractor's Name: Results
Chief Complaint: 1. Duration-(How Long): ___ Previous Episodes:
List Current 2. Duration-(How Long): ___ Previous Episodes:
Problems 3. Duration-(How Long): ___ Previous Episodes:
Yes, it interferes with: Work Sleep Walking Sitting Hobbies Leisure

Are your present problems due to an injury? CONo OYes OOn Job CIAuto Accident OPersonal Injury OOther:

Has the accident been reported? CONo OYes OITo Employer ODAuto Carrier OOther:

Are you now or have you ever been disabled? (Service or Work)? ONo OYes When?

Have you retained an attorney? ONo OYes When?

Please mark the intensity of your pain today. Please mark area & type of pain on the drawings using the codes listed below.
1 -NO PAIN N-Numbness P-Pain
10 -MOST INTENSE EVER FELT T-Tingling A-Ache
Example: Neck S-Soreness ST-Stiffness
[1 ]2][3]4 5 [6]7]8]9 ]10]
Complaint 1
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Complaint 2
[1]2]3]4 ][5 ]6]7][8]9 [10]
Complaint 3 \ ’ ‘
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HABITS (
O Smoking Packs/Day ____ )
O Drinking Alcohol:
O Coffee Cups/Day:
EXERCISE
g “Nﬂgg:ra . | FAMILY HISTORY
O Daily Diabetes Kidney Cancer Back
Tvpe- Mother O O O O
ype: Father m| m| m| m|
Brother, O O Oa Oa
#of
Sister, O O O O
#of

(OVER)



HAVE YOU HAD ANY OF THE FOLLOWING DISEASES?

O Appendicitis O Anemia O Heart Disease O Arthritis
O Pneumonia O Measles O Goiter O  Epilepsy
O Rheumatic Fever O Mumps O Influenza O  Mental Disorder
O Polio O Chicken Pox O Pleurisy O  Lumbago
O Tuberculosis O Diabetes O Alcoholism O  Eczema
O Whooping cough O Cancer O Venereal Disease O  HIV Positive
Please mark the correct number for each below. Mark at least one spot for each sign or symptom indicated. 1= Previously 2=Presently rate 1-10
GENERAL SYMPTOMS 1 2 GASTRO-INTESTINAL 1 2 EYE /E.N.T. 1 2 RESPIRATORY 1 2
Allergy a Colon Trouble a Asthma a Chronic Cough a
Bronchitis a Constipation a Earache a Difficulty Breathing a
Chills a Diarrhea O Ear Noises O Spitting Phlegm O
Convulsions a Hemorrhoids a Enlarged thyroid O
Dizziness O Nausea O Frequent Colds O
Fainting O Pain over Stomach O Sinusitis O GENITO-URINARY
Fatigue O Poor Digestion O Sore Throats O Bed Wetting O
Fever O Poor Appetite O Frequent Urination O
Headache a Inability to control Urine O
Loss of Sleep O Kidney Infection a
Loss of Weight a Prostate Trouble a
Nervousness O
Neuralgia a
Night Sweats O
Numbness or pain a CARDIO-VASCULAR SKIN OR WOMEN
arms/legs/hands ALLERGIES ONLY
Wheezing a High Blood Pressure a Bruising Easily a Cramps or Backache O
Low Blood Pressure a Dryness a Excessive Flow a
Pain over Heart a Hives or Allergy O Hot Flashes a
MUSCLES & JOINTS Previous Heart Trouble O Itching a Irregular Cycle a
Backache O Strokes O Sensitive Skin O Miscarriage O
Foot Trouble O Swelling in Ankles O Skin Eruptions O Painful Periods O
Neck Pain a Varicose Veins a Vaginal Discharge a
Pain Between Shoulders O Pregnant at this time?
Lower Back Pain O Last Pap Date
Spinal Curvature O
Swollen Joints O By Whom
OPERATIONS AND PROCEDURES
DATE DATE DATE DATE OTHER
Vaccinations Tubes in Ears Sinus
Tonsillectomy Appendectomy Hernia
Gall Bladder Female Organs Thyroid
Back Operation Rectal Surgery Stomach

O | have never had any operations/surgeries
List any accidents or falls and dates:C0Car [Recreation Vehicle OSports CSchool ClOther
List any broken bones(fractures) or dislocations:
Ever on Crutches? OOYES COINO Why?
Have you ever had spinal taps or spinal injections? OYES CINO Were you ever knocked unconscious? OYES CINO
Have you ever had a lapse of memory? OOYES COINO

Have you ever had X-rays taken? OYES CONO When? By Whom?
For what ailments were these X-rays Made?
Do you suffer from any condition other than that for which you are now consulting us?

Are you presently taking any medication-prescription or over-the-counter? OYES CINO What drugs?
What other factors of your health have you not revealed perhaps because they, if any embarrass you?

| understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself, and that all services
rendered me are charged directly to me and | am personally responsible for payment. | understand that the Office will prepare any necessary forms to assist
me in making collection from the carrier, and that any amount paid to the office will be credited to my account. | also understand if | terminate my care,
services rendered me will be immediately due and payable. | authorize the doctor to examine and treat my condition with procedures he deems appropriate
through the use of Chiropractic Care. | understand that any X-rays taken in this office will remain property of this office. The Doctor will not be held
responsible for any pre-existing medically diagnosed conditions nor for any medical diagnosis. | understand that, under the Health Insurance Portability &
Accountability Act of 1996 (“HIPPA”), | have certain rights to privacy regarding my protected health information. |understand that this information can and
will be used to: -Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be directly and indirectly involved in
that treatment. —Obtain payment from third party payers, such as insurance companies. — Conduct normal healthcare operations such as quality
assessments.

Signature: Date:



Olson
Chiropractic

FINANCIAL POLICY

TO ALL PATIENTS: ~ We at Olson Chiropractic maintain the highest standards of integrity in
dealing with our patients. We find that patients respond best when all aspects of their care are
understood, including financial responsibility. This brief outline should cover all concemns. It is
amenable that assignment of benefits is granted to Olson Chiropractic where Insurance information
is offered by the patient. You may address additional questions to the Chiropractic Assistant.

1. Office policy is that the charges for your consultation, exam and services are paid in full on the day
of that visit. Fee schedules are available for review at the Reception Desk.

2. There are only two exceptions to the first rule:

a) Personal Injury and Auto Accident cases that have signed the lien forms allowing direct
payment at time of settlement shall pay a $10.00 co-pay each visit. When released from
active care, payment in the amount of no less than $50.00 (FIFTY DOLLARS) per month
shall be made thereafter until settiement is reached by means of arbitration or insurance
settlement.

b) Patients being treated with third party liability will be expected to use their own Medical
pay policy as primary.

3. Payment is due when services are rendered. Arrangements can be made with the Chiropractic
Assistant if weekly payments are preferred. For patients who receive benefits from insurance
company a Superbill form is provided for direct insurance billing by the patient. While Olson
Chiropractic will do all possible to assist our patients in obtaining reimbursement, insurance
coverage is between the carrier and the insured.

4. Changes in an appointment should be made at least 24 hours in advance. A nominal fee of $25.00
may be charged for missed appointments. While staying with the treatment plan, we at Olson
Chiropractic do our best to schedule patients on the day the patient’s desires. In so doing, if a
patient cancels without 24-hour notice or no-shows the appointment, patient's who needed to be
treated are not able to obtain an appointment for that time.

5. Account balances may not exceed one treatment week.

6. Medicare patients pay for visits in full at the time of service. We are not Providers for Medicare
and any payments are sent directly to the patients from Medicare. Please discuss “non-covered”
Medicare services with the Chiropractic Assistant.

| understand that | am responsible for all charges incurred and agree to the above conditions.

Name;: Date:




Olson Chiropractic
Notice of Privacy Practices - December 12, 2002

This notice describes how medical information about you may be used and disclosed and how you can get access to this information.
Please review it carefully.

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program that requires that all medical records and other
individually identifiable health information used or disclosed by us in any form, whether electronically, on paper, or orally are kept properly
confidential. This Act gives you, the patient, significant new rights to understand and control how your health information is used. “HIPAA”
provides penalties for covered entities that misuse personal health information.

Uses and disclosures of health information
We use health information about you for treatment, to obtain payment for treatment, and for health care operations.

- Treatment means providing, coordinating, or managing health care and related services by one or more health care providers. An example of
this would include coding for herbs or traction so the front desk can help the patient.

- Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, and utilization
review. An example of this would be sending a bill for your visit to your insurance company for payment, and/or sending any necessary
information requested by insurance to process claim.

- Health care operations include the business aspects of running our practice, such as conducting quality assessment and improvement activities,
auditing functions, cost-management analysis, and customer service. An example would be an internal quality assessment review.

We may use or disclose identifiable health information about you without your authorization for several other reasons. Subject to certain
requirements, we may give out health information without your authorization for public health purposes, for auditing purposes, for research studies,
and for emergencies. We provide information when otherwise required by law, such as for law enforcement in specific circumstances. We also
supply insurance companies with information necessary to process claims. In any other situation, we will ask for your written authorization before
using or disclosing any identifiable health information about you. If you choose to sign an authorization to disclose information, you can later revoke
that authorization to stop any future uses and disclosures, except to the extent that we have already taken actions relying on your authorization.

We may also create and distribute de-identified health information by removing all references to individually identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or other health-related benefits and services that
may be of interest to you. If you have provided your email address for the purpose of receiving our newsletter, we will only use it for the
communication of the newsletter.

We may change our policies at any time. Before we make a significant change in our policies, we will change our notice and post the new notice in
the waiting area. You can also request a copy of our notice at any time. For more information about our privacy practices, contact the person listed
below.

Individual Rights

In most cases, you have the right to look at or get a copy of health information about you that we use to make decisions regarding your care. Ifyou
request copies, we will charge you $0.35 per page. You also have the right to receive a list of instances where we have disclosed health information
about you for reasons other than treatment, payment or related administrative purposes. If you believe that information in your record is incorrect or
if important information is missing, you have the right to request that we correct the existing information or add the missing information.

You may request in writing that we not use or disclose your information for treatment, payment and administrative purposes except when specifically
authorized by you, when required by law, or in emergency circumstances. We will consider your request but are not legally required to accept it. If
you are concerned that we have violated your privacy rights, or you disagree with a decision we made about access to your records, please contact us
through the contact listed below. You also may send a written complaint to the U.S. Department of Health and Human Services.

Our legal duty
We are required by law to protect the privacy of your information, provide this notice about our information practices, and follow the information

practices that are described in this notice.
If you have any questions or complaints, please contact:

Privacy Officer U.S. Department of Health and Human Services
Olson Chiropractic Office of Civil Rights

1360 Big Bend Square 200 Independence Avenue SW

Manchester, MO 63021 Washington D.C. 20201

Phone: (636) 225-2121 Toll free phone: 1-877-696-6775



Olson
Chiropractic

360Big BendSquae  Manchester, MO 63021 6362252121

Patient Consent Form

| undestand tha, unde the Health Insurance Portability and Accountability Act of 1996(HIPAA), |
have certain rights to privacy regarding my protected health information. | undestand tha this
information can and will be used to:

o Condud, plan, and direct my treatment and follow-up amongthe multiple hedlthcare
providers who may bedirectly and indirectly involved in that treatment.

o0 Obtain payment from third-party payers, such asinsurance companies.

o Condud nomal healthcare opeationssuch as qudity assessments.

| have received, read, and undestand your Notice of Privacy Practices containing amore complete
description of theuses and discloaures of my health information. | have been given therightto
review such Notice of Privacy Practices prior to signing this congent. | undestand that Olson
Chiropractic has theright to changethe Notice of Privacy Practices fromtimeto tineand tha | may
contact Olson Chiropractic at any time at the address aboveto obtain a current copy of the Notice of
Privacy Practices.

| undestand tha | may request in writing tha you restrict how my private informationis used or
disclosed to carry outtreatment, payment, or health care opeations | aso undestand you are not
required to agree to my requested restrictions butif you do agree, then you are boundto abide by
such regtrictions Additiondly, | undestand | have theright to revoke congent in writing, except to
the extent that the practice has taken action and relies on the consent. If | wish to fileacomplaint, |
may do so by contracting theprivacy officer at thenumber above

Patient Name: (print)

Signature:

Relationship to Patient:

Date:




