B

—

|

Child’s Name

Street Address

Cell Phone

How d|d you hear about us’7

Who is your primary care physrcran'7

Is your child receiving care from any other health professronals”’

Parent/Guardlan Name( )

Clty, State Postal Code

Other Phone

- If yes, please name them and their specralty

O Yes

ONo

Please list any drugs/medlcatlons/wtamlns/herbs or other that your child is taklng

Wheh did the condltlon first beglh'7

Has your child ever received care for this c:ondltlon7 O Yes O No

—If yes please explaln

ls this condition: O Gettlng worse

What makes the problem better’7

Health Goals for Your Child

O Improving

How dld the problem start’?

What are your top three health goals for your child?

3.

Has your child ever visited a chiropractor?

— What is their specialty: O Pain Relief

Pregnancy & Fertility History

Please tell us about your pregnancy:

Any fertility issues? O Yes
Did mother smoke? O Yes
Did mother drink? O Yes
Did mother exercise? O Yes
Was mother ill? O Yes
Any ultrasounds? QO Yes

O No
ONo
O No
O No
O No
ONo

OYes O No

O Intermittent

O Constaht

O Uhsure

Birthdate:

O Suddenly

Chlld S Sex

Height:

O Gradually

O Post-Injury

What makes the problem worse?

— If yes, what is their name:

If yes, please explain:

If yes, how often?

If yes, how often?

If yes, please explain:

O Physical Therapy & Rehab O Nutrition

What would you like to gain?

O Resolve existing condition

QO Overall wellness
O Both

O Subluxation-based O Other:

If yes, please explain:

If yes, please explain:__

Please explain any noticable episodes of mental or physical stress during your pregnancy:

Please explain any other concerns or notable remarks about your child's conceptlon or pregnancy:
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Labor & Delivery History

Child's birth was: O Natural vaginal birth  © Scheduled C-section © Emergency C-section — At how many weeks was your child born?

Where was your child born? - Who delivered your baby?

Please indicate any applicable interventions or complications:
OBreech O lnduction O Pain meds O Epidural @ Episiotomy © Vacuum extracton © Forceps O Other:

Please describe any other concerns or notable remarks about your child's labor and/or delivery:

Child's birth weight: Child's birth height:

APGAR score at birth:

APGAR score after 5 min.: _J

Growth & Development History

Is/was your child breastfed? OYes O No — If yes, how long? Difficulty with breastfeeding? OYes O No

Did they ever use formula? OYes ONo - If yes, at what age? - If yes, what type?

Did/does your child suffer from colic, reflux, or constipation as an infant? QYes O No
- If yes, please explain:

-Did/does your child frequently arch their neck/back, feel stiff, or bang their head? QYes O No
- If yes, please explain:

At what age did the child: Respond to sound: Follow an object: Hold their head up: Vocalize:
Teethe: Sit alone: Crawl: Walk: Begin cow's milk: Begin solid foods:

Please list any food intolerance or allergies, and when they began:

Please list your child's hospitalization and surgical history (including the year):

Please list any major injuries, accidents, falls and/or fractures your child has sustained in his/her lifetime (including the year):

Have you chosen to vaccinate your child? O No O Yes, on a delayed or selective schedule @ Yes, on schedule
- If yes, please list any vaccine reactions:

Has your child received any antibiotics? OYes O No
- If yes, how many times and list reason:

Night terrors or difficulty sleeping? OYes ONo -Ifyes, please explain:

Behavioral, social or emotional issues? OVYes ONo -Ifyes, please explain:

How many hours per day does your child typically spend watching TV, computer, tablet or phone?

How would you describe your child's diet? O Mostly whole, organic foods @ Pretty average O High amount of processed foods

Acknowledgement & Consent

Parent/Guardian Signature: Date:
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(Patient (Review of Stystems

THE NERVOUS SYSTEM CONTROLS AND COORDINATES ALL ORGANS AND STRUCTURES OF THE HUMAN BODY

Please check the corresponding boxes for each symptom or condition you have experienced - including both past and present.

m FUNCTIONS SYMPTOMS

Cervical

Autonomic Nervous
System

ENT System

Vision, Balance &
Coordination

Speech
Immune System
Digestive System

Nerve Supply to
Shoulders, Arms
& Hands

Sympathetic Nucleus

Metabolism

Colic & Excessive Crying
Ear & Sinus Infections
Allergies & Congestion
Immune Deficiency
Headaches & Migraines
Vertigo & Dizziness

Sore Throat & Strep
Swollen Tonsils & Adenoids
Vision & Hearing Issues
Low Energy & Fatigue
Difficulty Sleeping

Pain, Numbness & Tingling
in Arms to Hands

A D
& &

X<

Epilepsy & Seizures
Sensory & Spectrum
ADD / ADHD

Focus & Memory Issues
Anxiety & Stress
Balance & Coordination
Speech Issues

T™MJ / Jaw Pain

Stiff Neck & Shoulders
Depression

High Blood Pressure

Poor Metabolism &
Weight Control

Upper
Thoracic

Upper G.I.
Respiratory System
Cardiac Function

Reflux / GERD
Chronic Colds & Cough
Asthma

Bronchitis & Pneumonia

Functional Heart Conditions

Lower
Thoracic

Major Digestive Center

Detox & Immunity

Stress Response
Filtration & Elimination
Gut & Digestion

Hormonal Control

Gallbladder Pain / Issues
Jaundice

Fever

Behavior Issues
Hyperactivity
Chronic Fatigue

Chronic Stress

Indigestion & Heartburn
Stomach Pains & Ulcers

Blood Sugar Problems

Allergies & Eczema
Skin Conditions / Rash
Kidney Problems

Gas Pain & Bloating

Lumbar,
Sacrum
& Pelvis

Lower G.I.
(Absorption & Motility)

Gut-Immune System

Major Hormonal
Control

do088EHEEE | 0800 | 5o | BEd | Bo088E880880

Constipation

Crohn’s, Colitis & IBS
Diarrhea

Bed-wetting

Bladder & Urination Issues
Cramps & Menstrual Issues
Cysts & Endometriosis
Infertility

Impotency

Hemorrhoids

Ho0H8E8600 | 0odd | dod | BB | Bo0088868888

Sciatica & Radiating Pain
Lumbopelvic / SI Joint Pain
Hamstring Tightness

Disc Degeneration

Leg Weakness & Cramps
Poor Circulation & Cold Feet
Knee, Ankle & Foot Pain
Weak Ankles & Arches
Lower Back Pain

Gluten & Casein Intolerance

Patient Name:

Date: / I
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Informed Consent

We encourage and support a shared decision making process between us regarding your
nealth needs. As a part of that process you have a right to be informed about the condition
of your health and the recommended care and treatment to be provided to you so that you
tan make the decision whether or not to undergo such care with full knowledge of the
Known risks. This information is intended to make you better informed in order that you

can knowledgably give or withhold your consent.

Chiropractic is based on the science which concerns itself with the relationship between

structures (primarily the spine) and function (primarily of the nervous systerm) and how
this relationship can affect the restoration and preservation of health.

Adjustments are made by chiropractors in order to correct or reduce spinal and extremity
joint subluxations. Vertebral subluxation is a disturbance to the nervous system and is a
condition where one or maore vertebra in the spine is 11 isaligned and/or does nut move
properly causing interference and/or irritation to the nervous system. The primary goal in
chiropractic care 's the rernoval and/or redustion of nerve nrerference caused by

vertebral subluxation.

A chirapractic examination will be performed which may nclude spinal and physical |
examination, orthopedic and neurological testing, palpation, specialized instrumentation,
radiological examination (x- rays), and laboratory testing.

The chiropractic adjustment is the application of a precise moverment and/or force into
the spine in ¢rder to reduce or correct vertebral subluxat 0n(s). There are a number of
different methods or techmiques by which the diropractic adiustment is delivered but are
typically delivered by hand. Some may require e use of an instrument or other
specialized equipment. in additen. physiotierapy or renabilitative procedures may be
included in the management protocol Among other things, chiropractic care may reduce
pain, increase mobility and improve quality of ife.

In addivan to the benefits of chiropractic care and treatment, one should also be aware of
the existence of some risks and limitations of this care [Fe risks are seldom high enough
to contraindicate care and all health care procedures have some risk associated with them.

Risks associated with some chiropractic treatment may ‘nclude soreness, musculoskeletal
Sprain/strain, and fracture. Risks associated with prvesiotherapsy may include tive
preceding as well as allergic reaction and muscle and/or joint pain. in addition, there are
reported cases of stroke associated wth visits to medical doctors and cropractors.
Research and scientific evidence does not establish a cause and effect relationshin
between chiropractic treatment and the occurrence of stroke; rather, recent studies
indicate that patients may be consulting medical doctars and chiropractors when they are




n the early stages of a stroke. In essence, there s a stroKe already in process. However,

you are being infarmed of this reported association hecause a stroke may cause serious

neurological impairment.

| have been informed of the nature and purpose of chiropractic care, the possible
consequences of care, and the risks of care, including the risk that the care may not
accomplish the desired objective. Reasonable alternative treatments have been
explained, including the risks, consequences and probable effectiveness of each. |
have been advised of the possible consequences if no care is received. | acknowledge
that no guarantees have been made to me concerning the results of the care and

treatment.

| HAVE READ THE ABOVE PARACRAPH. | UNDERSTAND THE INFORMATION PROVIDED. ALL QUESTIONS |

HAVE ABOUT THIS INFORMATION HAVE BEEN ANSWERED TO MY SATISFACTION. HAVING THIS

KNOWLEDGE, | KNOWINGLY AUTHORIZE Maple Lake Chiropractic TO PROCEED WITH CHIROPRACTIC CARE

AND TREATMENT.

DATED THIS:. oo DAY ORL L e 89 il

Doctor’s Signature

Patient's Signature

parental Consent for Minor Patient:
Patient Name: ol e s a— B
PAtEREADE o WOBE o i

Printed name of person legally authorized to sign for
N NS B T TR SE L LL r  Bo e
SIONAtHre s i i e ettt :

Relationship to Patient. . ... fREan

In addition, by signing below, | give permission for the above named minor patient
to be managed by the doctor even when | am not present to observe such care.

Printed name of person legally authorized to sign for

LS O P R T T DGR
SIGNature! © oo
Relationship to Patient

"~ Remarks:



Maple Lake Chiropractic
NOTICE OF PRIVACY PRACTICES FOF FOR PROTECTED HEALTH INFORMATION

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS INFORMATION PLEASE REVIEW |7 CAREFULLY

QurLegal Duty: We e requirer by law o maintain the privacy of protected health information and to provide you with notice of our legal
duties and privacy practices with PESPRCLIO your protected health information. We must ahide Dy the terms of this Notice while itis in effect.
However, we reserve the Aght to change the terme of this Motice and to make the new natice provisions effective tor all of the protected
health informavon that we mairitain 1f we Make a change s the terms af this Notice. we wil notify you in writing and provige you with a pape:
copy of the new Notice, upon requect
» There are o number of situations i which We hay use o distlose 1o other persons o entities your confidential heatth
information. Certain uses and disclosures will reguaire vou 1o sign an acknowladgement that you received this Notice of Privacy Practices. These
include treatment, payment, and heaith care operations. Any Lse o disclosure of your protected health information required for anything other
than treatment, payment or healt CAfE OPEratons requires yoL 10 sign an Authonzation, Certain disclosures that are required by faw, or under
EMAIGEeNCy circumstances, may be made without your Acknawledgement or Authorization. Under any circumstance, we will use or disclose oniy
the minimum amaunt of information necessary from your mecical records 1o accomplish the intended purpose of the disclosure.
We will atternpt in good faith to ohtain your signed Acknowledgement that you recaived this Notice to use and disciose your confidential
medical information for the lollowing purposes These exampies are not meant 1o be exhaustive, but Lo describe the types of uses and
disclosures that may be made by our office once you have proviced Consent
Lreatment, Example We may use vour heaith informator wirthin cur offic
information to another provider if it 1s necessary 1o refer you 1o them (o servi
Payment. Example: We may disclose your health information to a third party such a5 an insurance carrier, an HMO, a PRO, or your empicyer, in
order ta obtain payment tor services provided 1o yot.
ﬂﬁdﬂlﬁﬁ&m&m Example:We may use your heaith informatior to conduct internal quality assessment and improvement activities ang
for business management and general administrative actvitio.
Appoinunent Remincers. Exarnpie: Your name, addross ane prone Aumbor anc he
appamtment renunaers (such as veicermnal meassages, postcaras of letters) witonmaon abou
related information that may he of nterest o VL ! ;
inthe fOHOWII’\g cases we never share your information unless YOU GIVE LS witen penvission Markeung purposes, sale of vour information,
most shanng of psychotherapy notes in the case of fundraismg We may contact you far fundraising efforts, but you can tell us not to contact
yOu again. i )
Ihere are certain crcumstances under which we may use or disclose your hoalthhinformation without first obtafnlng your Ao -
thorization: Those crcumstances generally involve public health and over sight actvities, law-entorcement activities,
wdicial and administrative proceecings, and in the event of deatr, Specificaly. we may be required 10 report to cerain agencies mformanovl
roncerning certain communicable diseases, sexually transmitled diseases or FHIV/AILS status. We may also be required to report instances o
suspected or decumented abuse, neglect or domastic violence. We are ieauited (o report to appropriate agencies ard law-enforcement
official's nformation that you or anather person is i immediate Hireat of canger to health or safety as a result of violent activity. We must also
provide health information when orderec by a court of law 10 cio 50 We may contac Uyou from tme 16 tine to provide appointment reminder s
or information abaut treatment alternatives or ather health related benefits and services that may be of interest 16 you. You should be aware
that we utlize an "open adiusting room™ in which several people muay ve aciested at the same tme and 0 close proximity. We will try to speak
qQuietly 10 you in & mantier reasor ably calculated to avoid disclosn g vour health nformauon to others; however, complete privacy may not be
possible n this seting 1f vou woule prefer to be adjustec in a private ronm, piease let us know and we will do our best to accommodate vour
wishies,
Others Involved in Your Healthcare: Unlos: you object, we may disclose to a member of yvour family, a relative, a close frienc ar any ather
RErson you identify, your protected health mtormation that duectly relatos 1o thar person’s involverment in your health care. If you are unable
Lo agree or objort to cuch a disclosur e, we may disclose such infornmation au necauwsary i we determime xha’r TS iR v-"n.n best imterast based on
our pratessional jJudgment. We may use or disclose protectec heaith information 1o notidfy or assist in notifytng a family member, personal
Fepresentative or any other person that s responsible for your care of your location, general condition or death. Finally, we may use or disclose
your protected health information to an authorized public o private entity 1o assist in gisaster relief efforts anc 1o coorcinate uses and
disclosures to famiiy or ather inaviguals involved in your heaitheare
i i igs: We may use and distlose your protected health information if we atternpt To obtain consent
from you but are unable 10 do so berause of substantial communication harriers and we dotermine, usng prefessional jucgment, that vou

ice health care services to you or we rmay disciose vour hezltn

th care records may be used to comtact you regariing
Lalternatives 1o vour present care, or other health




intend to consent to use or disclosure under the CrcLmstances We iay (se or chsclose your protacted health information in an ermergency
Lr.é;tm;;m‘eu‘uatlon. \f this happens, we will try to abtain your consent as soon as reasonably practicable after the delivery of treatment. If we
arﬂ‘ reQunrpH by law or as a matter of necessity to treat you, and we have Jttempted to obtain your consent but have been unable to obtain
10 e il e ST B od health information Lo treat you
VOUT consent, we imay still use or disclose youn protected health information i 3 T
4 A OVE. YOUR HEALTH INFORMATION WiLL NOT BE LUSED OR DISCHOSED TO ANY OTHER PERSON OR ENTITY

LXCERT AS INDICATED AB e ; . bl
WITHOUT YOUR SPECIFIC AUTHORIZA FION, WHICH MAY BE REVOKED AT ANY TIM E.n parluc’\{lar. except to tne extent dlfclosqte has been
made to governmental entities required by law to maintan the confidentiahty of the s Jformation, information will rnot be further disclosed to
any other person or entity with respect to information concerning mental health treat:me.nt, drug and alcohol abuse,. HlV/AIQS or sexually -
transmitted diseases that may be contained in your health recorgs. We likewise will not disclose your hca|§h-rec0rd inf ormanpn to an employer
for purposes of making employment decisions, 10 a fability msuirer or atterney as a rocult of injuries sustained in an automobile accident, or to

educational authorities, without your written authonzation.
Patient Righ ‘
i s srics o « and cisclosures of your health record information for treatment,

Right to Reguest Restricuons. You may request that we restncs the Lses . » i
payment and operations, o restrictions invoiving your ¢a e or payaernt related to that care, We are not required 1o agree 1 the restriction,
however, if we agree, we wil comply with it, except with regard 1o emer gencies, discosure of th.e :nformatloﬁ 10 you, or if we are otherwise
required by law to make a full disclosure without restriction. Your request must be made in writing to our Privacy Official. If you pay for a

service or health care item out-of-pocket in full, you can ask us not t share that nfermation for the purpose of payment or our operations
with your health insurer. We will say “yes” unless a law requires Ls to share that information. A i .
Riah 1o Receive Confidential CommuniCations. You have a right 1o request receipt of contidential communications of your medical information
by an alternative rmeans or at an alternative focation. It you reguie such an accommodation, you may be charged 2 fee for the accammodation
and will be required to specify the alternative adaress or methad of contact and how payment will be handled Your request o receive
confidential communications must be made in writing to aur Privacy Official
Right to Inspect and/or Copy. YOU have the nght to inspect, capy and request amendments to your health records including electronic health
records, Access to your health records will not inciude psychotherapy notes contained in them, or information compiled in anticipation of or for
use in a civil, criminal or administrative action or proceeding to which your accessis restricted by law. We will charge @ reasonable fee for

o, or a summary of those records, at your request, which includes the cost of copying, postage, and

providing a copy of your health recorc ‘ .
preparation or an explanation or summary of the information. Your request to Nspect and/or copy your health information must be made in

writing to our Privacy Official.

Right o Amend. You have the right 1o request that we amenc (ertain health inforn
recard, Your request ta amend yout health information must e made ie writing 10 Our Privacy
support the requested amendrment

Right to Recelve an Accounting. You have the nght to nspect, copy
records will not include psychotherapy rnotes contaired in them, or information compiled in anticpation of or for use in a avil, criminal o1
administrative action or proceeding to which your access is restricted by law. We wil charge a reasonable fee for providing a copy of your
health records, or a summary of those records, at your request, which includes the cost of copying, postage, and preparation or an explanation
or summary of the information. Your request 1o receive an acc ounting must be made in writing to our Privacy Official.

Right 1o Recelve Notice. You have the right to receive a paper copy of this Notice, upen request. We are obligated to notify you if there is i
breach of your PHI unless there is a low probability of PHI comoromise.

Complaints: You may file a written complaint to us or to the Secretary of Health and Human Services if you believe that your
privacy rights with respect to confidential information in your health records have heen violated All complaints must be in
writing and must be addressed to the Privacy Qfficer (in the case of complaints to us) or to the person designated by the U.S
Departiment of Health and Human Services if we cannot resclve your concerns. You will not be retaliated against for filing such a
complaint.

All questions concerning this Notice or requests made pursuant to it should be addressed to: Maple Lake Chiropractic
109 W. Michigan Ave Paw Paw, Mi 49079

i do hereby acknowledge receipt of a copy of the Notice of Privacy Practices, Palicies, and Procedures

wation for as long as that information remains in your
Offictal and you must provide a reason to

ard request amendments 10 your health records. Access to your health

Patient Name Patient Signature Date

Name of Personal Rep/Guardian Signature of Personal Representative/Guardian Date



Maple Lake Chiropractic
109 W. Michigan Ave
Paw Paw, MI 49079

Electronic Health Records Intake Form

In compliunce with requirements for the government EHR incemive Progran
Vit Name: . Last Name:

Email address; L’ e, SO TAM T
Preferred method of communication for patient reminders (Circle one): Email/ Phone / Mail

DOB: ot A0 Gender (Circle one): Male / Female Preferred Language:

Smoking Status (Circle one)t Every Day Smoker / Occasional Smoker “Former Smoker 7 Never Smoked

CMS requires providers 1o report both race and ethniciy

Race (Circle one): American Indian or Alaska Native / Asian . Black or Atrican American * White (Caucasian) Native Hawaiian or
Pacific Islander / Other . | Decline to Answer

Ethaicity (Circle one): Hispanic or Latino / Not Hispanic or Latino 1 Decline to Answer

Are you currently taking any medications? (Please include regularly used over the counter medications)
Medication Name Dosage and Frequency (i.e. 3mg once a day. ete.)

Do you have any medication allergies”
Medication Name Reaction Onset Date

Additional Comments

; , ¢ ‘the nature and
D I choose to decline receipt of my clinical sum mary after every Visit (1 ffiese summarics are often Blank as a resuls af thie na

Jrequency of chiropractic care,)

Patient Signature: e e ey S MO X S
For office use only

Height: P n g, e A e

Weight: . Blood Pressure:




Automated Text Reminder Consent

Your health is important to us. To help provide you with the best possible care, we send autométed
text appointment reminders to our patients with the upcoming date and time.

, give Maple Lake Chiropractic permission to send out

(Print Name)

text reminders for all my future appointments unless otherwise stated.

Signature Date

Patient’s Cell Phone Number:

We look forward to providing better and more convenient communications with you via messaging.
Our goal is to provide you with the tools to keep your care on track. Thank you!



