Name:

Address:

Home Telephone ( )
Email Address

Social Security #
Occupation/Employer’s Name and address
Single_  Married __ Divorced____ Widowed____ Spouse’s Occupation/Employer
No. of children: (In Canada) Health Card#
Reason for consulting our office?

Who may we Thank for referring you to oir office?

__ Patient #: Age: Date:
Residence and mailing City State Zip Code
‘Work Phone ( )
Male Female
Driver’s Lic # Birthdate

Version Code:

Your HEALTH PROFILE —

As a full spectrum Chiropractic office, we focus on your ability to be healthy. Our goals are, first, to address the issues that brought you
to this office, and second, to offer you the oppcrtunity of improved health potential and wellness services in the future. On a daily basis
we experience physical, chemical and emotional stresses that can accumulate and result in serious loss of health potential. Most times
the effects are gradual: not even felt until they become serious. Answering the following questions will give us a profile of the

RS

specific stresses you have faced in your lifetirre, allowing us to better assess the challenges to your health potential.

Toal

Research is showing that many of the health challenges that occur later in life have their origins during the developmental years,

some starting at birth. Please answer the follov/ing questions to the best of your ability.

Your CHILDHOOD YEARS YES NO UNSURE

YES NO UNSURE

Did you have any childhood illnesses? O 0O Was there any prolonged use of
. . . medicine such as antibiotics or
Did you have any serious falls as a child? O O 0O an inhaler? 000
i 9
Did you play youth sports? 0o oo Did you suffer any other traumas
Did you take / use any drugs? O o0 O (physical or emotional) O 0O O
Did you have any surgery? OO O Were you vaccinated? O 0O O
Have you fallen / jumped from a height As a child, were you under regular
over three feet? (i.e. crib, bunk bed, trees) O O O Chiropractic care? O 0O O
Were you involved in any car accidents
as a child? O 0O
COMMENTS:

ADULT = (18 TO PRESENT) YES NO YES NO
Do / did you smoke? 0O 0O Do / did you play any adult sports? O O
Do / did you drink alcohol? OO Do /did you participate in extreme sports? O O
Have you been in any accidents? 0O O On a scale of 1 - 10 describe your stress level:

(1 = none / 10 = Extreme)
Have you had any surgery? O O Occupational i
Personal

On a scale of Poor, Good, Excellent describe your:

Diet

IW, -

General Health




“ Addressing The Issues That Brought You To The Of

If you have no symptoms or complaints, and are here for wellness services, please check (/) here __ “Wish
to have Chiropractic Wellness Servizes” and skip to “Family Health Profile.” Others need to briefly describe
the chief area of complaint, including the effect it has had on your life.

If you are experiencing pain, is it...
(1 Sharp [ Dull [0 Comes and goes [ Travels [ Constant

Since the problem started, it is... 1 About the same [] Getting better [1 Getting worse
What makes it worse:
Yes, it interferes with: [ Work [ Sleep [0 Walking  [] Sitting [] Hobbies  [] Leisure

Other Doctors seen for this problem (please list)
[ Chiropractor
[J Medical Doctor.
[ Other

Please check (v) all symptoms you have ever had, even if they do not seem related to your current problem.

[ ] Headaches [] Pins and needles in legs (] Fainting [ ] Neck pain

[] Pins and Needles in arms [ Loss of smell (L] Back Pain ] Loss of Balance
[ ] Dizziness [] Buzzin; in Ears [] Ringing in Ears {1 Nervousness

[] Numbness in fingers [ ] Numbness in toes (] Loss of taste {1 Stomach Upset
[ Fatigue { ] Depression (] Irritability [ Tension

[ Sleeping problems [ Neck stiff [7] Cold Hands [] Cold feet

] Diarrhea [ Constipation [] Fever [] Hot Flashes

{1 Cold Sweats [ Lights hbother eyes [] Problem Urinating (] Heartburn

[ Mood swings ) [] Menstral Pain [] Menstrual Irregularity [ Ulcers

List any medications you are taking

Family Health Profile:
At our office we are not only interested in your health and well-being, but also the health and well-being of your
family and loved ones. Please mention below any health conditions or concerns you may have about your:

Children
Spouse
Mother
Father
Brothers

Sisters
Others

Have you ever:

Bought bottled water: OO0 YES O NO
Belonged to a health club: 0 YES O NO
Consumed vitamins or supplenents: O YES O NO

The statements made on this form are accurate to the best of my recollection and I agree to allow this office
to examine me for further evaluation.

Signature Date
© 2000 Chiropractic Leadership Alliance Form V001-2 Wi,
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Many health problems are heredi:ary in nature and may be handed down generation after generation.

Patient:

NEWHOPE CHIROPRACTIC

FAMILY HEALTH HISTORY

Please review the below-listed diceases and conditions and indicate those that are current health
problems of a family member. Leave blank those spaces that do not apply. If you require more space,
use the reverse side of this form. Circle your answers if your relative lives around this locality, as some
hereditary are affected by similar climate.

Condition

Father
Age( )

Mother
Age( )

Spouse
Age(

)

Brother
Age(

)

Brother
Age(

)

Sister
Age(

)

Sister
Age(

)

Childrenn
Age( )

Children
Age( )

Children
Age(

Arthritis

Asthma — Hay Fever

Back Trouble

Bursitis

Cancer

Constipation

Diabetes

Disc Problem

Emphysema |

Epilepsy

Headaches

Heart Trouble

High Blood Pressure

Insomnia

Kidney Trouble

Migraine

Nervousness

Neuritis

Neuralgia

Pinched Nerve

Scoliosis

Sinus Trouble

Other:

If any of the above family members are deceased, please list their age at death and cause:




NEWHOPE CHIROPRACTIC

OFFICE POLICY

To avoid any misunderstandings between the patient and the office, please read the following
information.

CASH PATIENTS:
It is customary that you pay for each visit as you go. X-rays have to be paid for on the day they are taken.

For those cash patients who are unable to pay according to the schedule already mentioned, we will
gladly set up a payment plan.

INSURANCE PATIENTS:

Please have your insurance card ready so we can make a copy of it for your file.

Once we have confirmed that your health insurance covers chiropractic care, we will be happy to bill
your insurance company. Most of the insurance companies pay between 60 to 80%. The remainder then
becomes your responsibility and will be billed to you directly. Remember you, the patient, are ultimately
responsible for the bill.

We will be happy to help you with any insurance problems or questions that may arise.

ALL PATIENTS:

if you have a financial problem, slease let us know ahead of time so we can set up a payment plan that
is agreeable to everyone concamed.

Should the account be referred 1.0 a collection agency, or attorney for collection, the undersigned shall
pay reasonable attorney fees and collection expenses. ALL DELINQUENT ACCOUNTS BEAR INTEREST AT
THE LEGAL RATE AND WILL BE CHARGED ACCORDINGLY.

I have read the above information and understand the office policies.

Print Name

Patient Signature

Parent/Guardian

Date Signed




CHIROPRACTIC INFORMED CONSENT TO TREAT

| hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of
physical therapy and diagnostic x-rays, and any supportive therapies on me (or on the patient named below, for whom | am legally
responsible) by the doctor of chiropractic indicated below and/or other licensed doctors of chiropractic and support staff who now or in the
future treat me while employed by, working or associated with or serving as back-up for the doctor of chiropractic named below, including
those working at the clinic or office listed below or any other office or clinic, whether signatories to this form or not.

| 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 procedures. | understand that results are not guaranteed.

| understand and am informed that, as in the practice of medicine and like all other health modalities, results are not guaranteed, and there is
no promise of cure. | further 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. | do not expect the doctor to be able
to anticipate and explain all risks and complications, and | wish to rely on the doctor to exercise judgment during the course of the procedure
which the doctor feels at the time, based upon the facts then known, is in my best interests.

| further understand that there are treatment options available for my condition other than chiropractic procedures. These treatment options
include, but not limited to, self-administered, over-the-counter analgesics and rest; medical care with prescription drugs such as anti-
inflammatories, muscle relaxants and painkillers; physical therapy; steroid injections; bracing; and surgery. | understand and have been
informed that | have the right to a second opinion and to secure other opinions if | have concemns as to the nature of my symptoms and
treatment options.

| have read, or have had read o me, the above consent. | have also had an opportunity to ask questions about its content, and by signing
below | agree to the above-named procedures. | 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.

CHIROPRACTOR NAME:

(Date)

PATIENT SIGNATURE X
(Or Patient Guardian/Parent/Representative) (Provide name and retationship if signing for patient)

NCC-CA









Website Membership Enroliment.

Theinformation on our website wilt help you

Get Well
Stay Well.

Please provide the following details so we can
establish you as a member of our website today:

............................................................................................................................................................

First name;

Last name:

Date of birth: / /

Email address:

Please check the health subjects that mostinterest you:

(J Headaches and Neck Pain (d Wellness Topics

[ Backaches and Sciatica 1 Dietand Nutrition
(1 Children's Health Issues (L) Exercise and Fitness
[ Women's Health Issues [ Stress Management

...........................................................................................................................................................

By joining our website, you authorize us to send occasional health care related emails to you,
Naturally, you may opt-out at any time. Please review our complete privacy policy on our website.

...........................................................................................................................................................

Lifecycle:

Chiropractor:



PRE-SCAN Checlist for: Date

Your nervous system controls and regulates
every cell of your body. We use an instrument that
reveals how well your nervous system is working.

Please let us know if we need to be mindful of the following:

Drinking coffee or tea can excite the nervous system.
Have you had any of these caffeinated beverages today?

(1 No UYes
About ___ cups.

Cola drinks contain caffeine and chemicals
that can affect the nervous system.
How many sodas have you had today:

Nicotine is a nervous system stimulant.
Have you used any tobacco today?

I No LI Yes How much:

Common, overthe-counter drugs can
impact the nervous system.
Have you taken any of these types of drugs today?

(1 No 1 Yes:

Many prescription drugs and muscle:
relaxers affect the nervous system.
Have you taken any type of prescription medication today?

1 No [ Yes:

Excessive exposure to the sun
affects the accuracy of your scan.
Have you had a sunburn in the last five days? 1 No 1 Yes

o

Bath salts, oils or sunscreen on your skin
can influence instrument sensitivity.
Have you used any of these products today? 1 No U Yes

Vigorous physical activity can
exaggerate your scan results.
Have you had a workout today? QO No 1 Yes

Stress, depression, anxiety or emotional
upsets can affect nervous system tension.
Compared to a typical day, are you currently experiencing
any type of emotional turmoil? I No O Yes

) 2004 Patient Media, Inc. {800} 486-2337 (719) 488-6663 Recommended by: www.subluxation.com




SURAINCE ASSIGNMENT AND RELEAS

I certify that I, and/or my clependent(s), have insurance coverage with
, and assign directly to Dr. VanDeusen, D.C. all insurance benefits, if any, otherwise
payable for services rendered. I understand that I am financisl 'y responsible for all
charges whether or not paid by insurance. I authorize the use of my signature on all
insurance submissions. -
The above-named doctor msy use my health care information and may disclose such
information to the above-nimed Insurance Company(ies) and their agents for the purpose
of obtaining payment for services and determining insurance tenefits or the benefits
payable for related services. This consent will end when my cutrent treatment plan is
“completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representutive

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

Date Relation to Patient

TNSURANCE ASSIGNMENT DOC.



