PATI ENT HEALTH QUESTI O\NNAI RE

Li sted bel ow are common di seases and di sorders. Pl ease indicate whether you have had

in the past or are presently troubled by a |listed disorder.

Past Present Condition Past Present Condition
u a Depr essi on u a Emphysema (I ung di sorders)
u a Aortic aneurysm u a Arthritis
u a H gh bl ood pressure u a Di abet es
u a Angi na u a U cer
u a Heart attack u a Ki dney stones
(] a Stroke a a Bl adder infection
u a Ast hma u a Ki dney di sorders
d a Cancer a a O her
u a Prostate probl ens
d a Anor exi a (] a O her
Pl ease check any of the followi ng that apply to you.
Past Present Condition Past Present Condition
u a Pr egnancy u a Medi cations; please |ist
d a Tobacco use
d a Al cohol use
d a Cof f ee/ Teal/ Caf f ei nat ed dri nks
u a Drug or al cohol dependence u a Sur gi cal procedures; list

PATI ENT LI FESTYLE QUESTI O\NAI RE

How woul d you grade your general stress |evel?
No Stress

M ni mal Stress

Moderate Stress

Heavy Stress

ooogd

How woul d you rate your |evel of general physical activity?
O No regul ar exercise program
O Light exercise program
0 Strenuous exercise program

How woul d you rate your |evel of activity at work?
O Sedentary nore than 50% of the workday
Q Light manual | abor
0 Mbderate manual | abor
0 Heavy manual | abor

Nanme

Thank you for choosi ng Heal t hQuest, | nc.




PATI ENT | NUURY QUESTI O\NAI RE

When did your problembegin? O Imediately after a specific incident
O After multiple incidents
0 Gadually devel oped over tine

Descri be how your probl em began:

Have you received any prior treatment for this condition? U No O Yes, please

descri be:

Pl ease check any of the follow ng that you have experienced in the past and
check the present for the conditions pertaining to your conplaints at this tine.

Past Present Conpl ai nt Past Present Conpl ai nt
a a Headache a a Neck pain
a a Di zzi ness a d  Shoul der pain
a a Ner vousness a O Armpain
a a Fai nting a O Pins & needles in arns
a a Tensi on a a El bow pain
a a Fati gue a a Hand pain
a a Irritability a O Pins & needles in hands
a a Depr essi on a a Nurmbness i n hands
a a Li ght bothers eyes a a Col d hands
a a Head seens t oo heavy a a M d back pain
a a Ringing in ears a a Chest pain
a a Face fl ushed a O  Abdom nal pain
a a Chronic sinusitis a a Lower back pain
a a Loss of nenory a a H p pain
a a Loss of bal ance a a Upper | eg pain
a a Loss of snell a a Lower | eg pain
a a Loss of taste a a Knee pain
a a Loss of appetite a 0 Ankle or foot pain
a a Difficulty swall ow ng a O  Nunbness in toes
a a Chr oni ¢ cough a a Col d feet
a a Shortness of breath
a a Hear t bur n/ | ndi gesti on
a a Fever a a Stiff joints
a a Col d sweat s
a a Rapi d heart beat speci fy:
a a Sl eepi ng probl ens
a a Abnor mal wei ght gain a O Swelling of joints
a a Abnor mal wei ght | oss
a a Menopausal synpt ons speci fy:
a a St onach upset
a a Consti pation a 0 Rash/Dernatitis/Eczema
a a Di arr hea
a a Pai nful urination speci fy:
a a Loss of bl adder control
a a Frequent urination

How are your conplaints affecting your ability to work or be active?

No ef fect

Need |imted assistance with conmon everyday tasks.

Have a significant inability to function w thout assistance.

Some physical restrictions (able to do light duty work and househol d t asks)
Need assi stance often.

Total disability or inpairnent, cannot care for mnyself.

00000 o

Name




PATI ENT AGREEMENTS

In consideration of treatnment by the doctor the undersigned agrees as foll ows:

1.

To pay the anmount charged by the doctor for all professional treatnment and
services to the undersigned and/or his/her fanmly. Paynent is to be made
to Heal t hQuest, Inc.

Al'l charges are due and payable at the tine of service unless other
financial agreenents are nmde.

To pay all collection fees, settlenent costs and reasonabl e attorney fees
in the event of referral to any collection agency, arbitration or

medi ation procedure, or suit. | further agree to pay all costs of

col l ection, including a 50% conmm ssi on.

That in the event of death, this obligation shall be binding onthe estate,
heirs and successors of the undersigned.

Any bal ance due 30 days after treatnent will be subject to a 2% per nonth
service charge (APR of 24%

FI NANO AL ARRANGEMVENTS

1. This office will accept paynment for services by cash, check, and all major
credit cards.

2. This office has financial plans available. A Chiropractic Assistant will
di scuss this with you upon request. Financial arrangenents nust be set
to paper and signed by both parties to be binding.

CH RCPRACTI C | NSURANCE

1. If you have nedi cal insurance that covers chiropractic, your estinated
portion is due and payable at the tine of service. |If after this office
recei ves paynent fromthe insurance conpany, a bal ance renains, a state-
ment will be sent to you. |If your insurance is BlueCross Bl ueShield PPO
or ValueCare, full paynent is due at time of service as their policy is
to pay the insured directly.

2. If an insurance paynment is not received within 60 days, the full anount is
due and payable by the patient.

3. The filing of a secondary insurance is the patient's responsibility.

Heal t hQuest may assi st you with necessary paperworKk.

I/We do hereby accept the above agreement. | also give permission for the doctor and/or his designated
employeesto perform chiropractic servicesfor any minor(s) listed below for whom 1/We are responsible.

Print patient'sname

Patient Signature Date




Hl PAA Notice of Privacy Practices

THI'S NOTI CE DESCRI BES HOW MEDI CAL | NFORVATI ON ABOUT YOU MAY BE USED AND DI SCLOSED
AND HOW YOU CAN GET ACCESS TO THI S | NFORVATI ON. PLEASE REVI EW I T CAREFULLY.

This Notice of Privacy Practices describes how we may use and di scl ose your pro-
tected health information (PH') to carry out treatnent, paynment, or health care
operations and for other purposes that are pernmitted or required by law. It also
descri bes your rights to access and control your PH . “Protected Health |nforna-
tion” is information about you, including denographic information, that may identify
you and that relates to your past, present, or future physical or nental health or
condition and related health care services.

I. Uses and Disclosures of Protected Health | nformtion

Your PHI may be used and di scl osed by your physician, our office staff, and others
outside of our office that are involved in your care and treatnent for the purpose
of providing health care services to you, to pay your health care bills, to support
the operation of the physician’s practice, and any other use required by |aw.

Treatnment: We will use and disclose your PH to provide, coordinate, or manage your
health care and any related services. This includes the coordinati on or nanagenent
of your health care with a third party. For exanple, we would disclose your PH , as
necessary, to a hone health agency that provides care to you or to a physician to
whom you have been referred to ensure that the physician has the necessary informa-
tion to diagnose or treat you.

Payment: Your PH will be used, as needed, to obtain paynent for your health care
servi ces.

Heal t hcare Qperations: W nmay use or disclose, as-needed, your PH in order to
support the business activities of your physician’s practice. These activities
include, but are not limted to, quality assessnent activities; enployee review
activities; training of medical students; |icensing, marketing and fundraising
activities; and conducting or arranging for other business activities. For exanple,
we nay disclose your PH to nedical school students that see patients at our office.
In addition, we nmay use a sign-in sheet at the registration desk where you will be
asked to sign your name, and we may al so call you by name when entering or treating
inthe clinic. W nmay use or disclose your PH, as necessary, to contact you to
rem nd you of appointnents.

We may use or disclose your PH in the follow ng situations w thout your authoriza-
tion: as required by law for public health issues; in the case of conmunicabl e

di seases, abuse, or neglect; health oversight; Food and Drug Administration require-
nents; | egal proceedings; |aw enforcenent; coroners, funeral directors, and organ
donation; research; military activity and national security; workers’ conpensation
Under the | aw, we nust nake disclosures to you and when required by the Secretary of
t he Departnent of Health and Human Services to investigate or deternine our conpli-
ance with the requirenents of Section 164.500.

O her Permitted and Required Uses and Disclosures will be made only with your con-
sent, authorization, or opportunity to object unless required by |aw

You may revoke this authorization, at any tinme, in witing, except to the extent

t hat your physician or the physician's practice has taken an action in reliance on
the use or disclosure indicated in the authorization




Your Rights
Following is a statenent of your rights with respect to your PHI

You have the right to inspect and copy your protected health information. Under
federal |aw, however, you may not inspect or copy the follow ng records: psycho-
therapy notes; information conpiled in reasonable anticipation of or use in a civil
crimnal, or adm nistrative action or proceeding; and PH that is subject to | aw
that prohibits access thereto.

You have the right to request a restriction of your protected health information
This means you may ask us not to use or disclose any part of your PH for the pur-
poses of treatnent, paynent, or healthcare operations. You may al so request that any
part of your PH not be disclosed to fam |y nenbers or friends who nay be invol ved
in your care or for notification purposes as described in this Notice of Privacy
Practices. Your request nust state the specific restriction requested and to whom
you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. |If
your physician believes it is in your best interest to pernmt use and disclosure of
your PHI, your PH will not be restricted. You retain the right to use another
heal th care professional

You have the right to request to receive confidential comrunications fromus by
alternative neans or at an alternative location. You have the right to obtain a
paper copy of this notice fromus, upon request, even if you have agreed to accept
this notice alternatively, i.e. electronically.

You nmay have the right to have your physician amend your PH . [If we deny your re-
quest for anendnment, you have the right to file a statenent of disagreenent with us,
and we may prepare a rebuttal to your statenent and will provide you with a copy of
any such rebuttal

You have the right to an accounting of certain disclosures we nake of your PHI

We reserve the right to change the terns of this notice and will informyou in wit-
ing of any changes. You then have the right to object or withdraw as provided in
this notice.

Conpl ai nts

You nay conplain to us or to the Secretary of Health and Human Services if you be-
Iieve your privacy rights have been violated by us. You may file a conplaint with
us by notifying our privacy contact of your conplaint. W wll not retaliate

agai nst you for filing a conplaint.

This notice was published and becones effective on/or before May 06, 2005.

We are required by law to maintain the privacy of, and provide individuals with this
noti ce of our legal duties and privacy practices with respect to PH. |f you have
any objections to this form please ask to speak with our H PAA Conpliance Oficer
in person or by phone at (801) 281-0555.

Signature below is only acknow edgenent that you have received this notice of our
Privacy Practices:

Print patient's name

Patient Signature Date



