EVOLVE CHIROPRACTIC NEW PATIENT INTAKE

Name: Today’s Date:

Date of Birth: Age:  Sex: Marital Status:

Address: City: State: Zip:
Cell: Work: Email Address:

Social Security Number: Occupation:

Employer Name and Address:

Emergency Contact Name & Cell:

HSA Flex
Insurance: Primary Secondary Do you have one of the following? Amt $

Have you seen a Chiropractor before? O Yes O No  Ifyes, when?

Are you pregnant?Q Yes O No If yes, due date?

Whom may we thank for referring you to our office?

HEALTH HISTORY

Please M check all symptoms you have ever had, even if they do not seem related to your current problems.

[l Headaches ] Pins and Needles in legs [ Fainting ] Neck Pain
[] Pinsand Needles in [ Loss of smell [] BackPain ] Lossof Balance
arms [C] Buzzing in ears ] Ringing in ears ] Nervousness
] Dizziness ] Numbness in toes [ Loss of taste ] Stomach upset
] Numbnessin fingers [ Depression L] Irritability ] Tension
] Fatigue ] Neck Stiff [ Cold hands L1 Cold feet
[ Sleeping problems [] Constipation ] Fever [ Hot flashes
[ Cold Sweats [] Lights bother eyes ] Problem urinating ] Heartburn
1 Mood Swings [] Menstrual Pain [1 Menstrual irregularity I ulcer
Main Complaint:

List any medications you are taking:

Are you an injury patient (i.e. car accident)? O Yes O No If so, when?

This office conforms to the current HIPAA guidelines. You may request a copy of our HIPAA policy at the front desk.
Please initial to indicate you have been made aware of its availability:

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.

Patient Signature: Date:

Guardian Signature: Date:

Office Use Only — Patient ID: Payment Total: $ Staff Initial:



Functional Rating Index

Regarding your MAIN COMPLAINT

In order to properly assess your condition, we must understand how much your main complaint problems
have affected your ability to manage everyday activities.

For each item below, please select the one choice which most closely describes your condition right now.

1. Pain Intensity

O o0 O O O

No Mild Moderate Severe Worst
pain pain pain pain possible
pain
2, Sleeping

O O O O O

6. Recreation

OOOOO

Moderate Severe Worst
paln paln pain pain possible
pain

7. Frequency of Pain

O O O O O

Perfect Mildly Moderately Greatly Totally No Occasional Intermittent Frequent Constant
sleep disturbed disturbed disturbed disturbed pain pain; pain; pain; pain;
sleep sleep sleep sleep 25% 50% 75% 100%
of the day of the day oftheday  of the day
3. Personal Care (washing, dressing, etc.) 8. Lifting
Mild Moderate Moderate Severe No Increased Increased Increased Increased
paln pain pain;need  pain;need pain; need pain pain with pain with pain with pain with
no no to go slowly some 100% w/heavy  heavy moderate light any
restrictions  restrictions assistance assistance weight weight weight weight weight
4. Travel (driving, etc.) 9. Walking
Mild Moderate Moderate Severe Nopain Increased Increased Increased Increased
paln on pain on pain on pain on pain on any pain after pain after pain after pain with
long trips long trips long trips shorts trips  short trips distance 1 mile 1/ mile /4 mile all walking

5. Work 10. Standing
Can do Can do Cando Cando Cannot Nopain Increased Increased Increased  Increased
usual work usual work  50%of 25%of  work after pain pain pain pain with
plus unlimited no extra usual usual several after several after after any
extra work work work work hours hours 1 hour 12 hour standing
Name
PRINTED
Signature Date




Chiropractic care, like all forms of health care, while offering considerable benefits may also provide some
level of risk. This level of risk is most often very minimal, yet in rare cases, injury has been associated with
chiropractic care. The types of complications that have been reported secondary to chiropractic care include:
sprain/strain injuries, irritation of a disc condition, and rarely, fractures. One of the rarest complications
associated with chiropractic care occuring at a rate between one instance per one million to one per two
million cervical spine (neck) adjustments may be a vertebral injury that could lead to a stroke.

Prior to receiving chiropractic care in this chiropractic office, a health history and physical examination will
be completed. These procedures are performed to assess your specific conditions, your overall health and in
particular, your spinal health. These procedures will assist us in determining if chiropractic care is needed, or
if any further examinations or studies are needed. In addition, they will help us determine if there is any
reason to modify your care or provide you with a referral to another health care

provider. All relevant findings will be reported to you along with a care plan prior to beginning care.

e I understand and accept that there are risks associated with chiropractic care and give consent to the
examination that the doctor deems necessary and the chiropractic care, including spinal
adjustments, as reported following my assessment.

e I authorize and request payment of insurance benefits directly to Steven Gage, D.C. I agree that this
authorization will cover all services rendered until I revoke the authorization. I agree that a photocopy
of this form may be used in place of the original. All professional services rendered are charged to the
practice member. It is customary to pay for services when rendered unless other arrangements have
been made in advance. I understand that I am financially responsible for charges not covered by this
assignment.

PRINT NAME

PRACTICE MEMBER'S SIGNATURE OR GUARDIAN SIGNATURE  DATE

IF THIS HEALTH PROFILE IS FOR A MINOR/CHILD, PLEASE FILL OUTAND SIGN BELOW

Name of practice member who is a minor:

I authorize Dr. Steven Gage and any and all Evolve Chiropractic staff to perform diagnostic procedures,
radiographic evaluations, render chiropractic care, and perform chiropractic adjustments to my minor/child.
As of this date, I have the legal right to select and authorize health care services for my minor/child. If my
authority to select and authorize care is revoked or altered, I will immediately notify Evolve Chiropractic.

GUARDIAN SIGNATURE DATE

RELATIONSHIP TO MINOR/CHILD



I understand that I have certain rights of privacy regarding my protected health information, under the Health
Insurance Portability & Accountability Act of 1996 (HIPPA). I understand that this information can and will be
used to:

1. Conduct, plan, and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.

2. Obtain payment from third-party payers.

3. Conduct normal healthcare operations, such as quality assessments and physician’s
certifications.

I acknowledge that I may request your NOTICE OF PRIVACY PRACTICES containing a more
complete description of the uses and disclosures of my health information. I also understand that I
may request, in writing, that you restrict how my private information is used to disclose to carry out
treatment, payment, or healthcare operation. I also understand you are not required to agree to my
requested restrictions, but if you agree, then you are bound to abide by such restrictions.

SIGNATURE DATE

As your healthcare provider, we are legally responsible for your chiropractic records. We must maintain a
record of your x-rays in our files. At your request, we will provide you with a copy of your x-rays in our files.
There is no fee for a requested copy of x-rays. However, advanced notice is appreciated. Digital x-rays on a
CD will be available within 72 hours of request on any regular practice hours day. Please note: X-rays are
utilized in this office to help locate and analyze vertebral subluxations. The doctor of Evolve Chiropractic
does not diagnose or treat medical conditions; however, if any abnormalities are found, we will bring it to
your attention so that you can seek proper medical advice.

By signing below, you are agreeing to the above terms and conditions.

PRINT NAME HERE DATE OF BIRTH

SIGNATURE DATE

FEMALES ONLY: To the best of my knowledge, I BELIEVE I AM NOT PREGNANT at the time
the x-rays are taken at Evolve Chiropractic.

SIGNATURE DATE



We /ove to have picturesin our office!

If you would allow us to have your picture in the office, please read & sign below:

For valuable consideration, I hereby irrevocably consent to and authorize the use and reproduction by
Evolve Chiropractic, or anyone authorized by Evolve Chiropractic, of any and all photographs/videos
which were taken of myself and/or my child, for the purposes of promotional TV, website, social
media, and/or print ad whatsoever, without further compensation to me. All negatives and
positives, together with the prints, shall constitute the property of Evolve Chiropractic, solely and
completely. Any information voluntarily provided by a patient shall also be used in conjunction with
the above listed information for purposes previously mentioned. Confidentiality, in regard to any
reported conditions, is also waived to the extent of information pertinent to the promotion material
only. I authorize Evolve Chiropractic to share this information via their website and their social media
platforms including but not limited to Facebook and Instagram, and for use in the office. All other
unrelated patient information shall remain private and protected (according to Health Information
and Privacy Act laws).

SIGNATURE DATE
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