CHIROPRACTIC REGISTRATION AND HISTORY

71 PATIENT INFORMATION @ INSURANCE INFORMATION
Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First Name Middle Initial Is patient covered by additional insurance? []Yes []No
Address Subscriber's Name
E-mail Birthdate SS#
City Relationship to Patient
State Zip Insurance Co.
Sex [JM [JF Age Group #
Birthdate ASSIGNMENT AND RELEASE
| certify that I, and/or my dependent(s), have insurance coverage with
[] Married [J Widowed [[] Single ] Minor / Yaser ) ?
_ and assign directly to
[[] Separated [[] Divorced [] Partnered for years Name of Insurance Company(ies)
Patient Employer/School Dr. all insurance benefits, if
S any, otherwise payable to me for services rendered. | understand that | am
Occupation financially responsible for all charges whether or not paid by insurance. | authorize

the use of my signature on all insurance submissions.
Employer/School Address

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Spouse’s Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

SS#

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

Spouse’s Employer

Whom may we thank for referring you? Date Relationship to Patient
@ PHONE NUMBERS ACCIDENT INFORMATION

Cell Phone ( ) Home Phone ( ) Is condition due to an accident? [] Yes [[] No Date

Best time and place to reach you _ Type of accident [] Auto [[]Work [JHome []Other

IN CASE OF EMERGENCY, CONTACT .
To whom have you made a report of your accident?

Name Relationship [J Auto Insurance [] Employer []Worker Comp. []Other

Home Phone ( ) Work Phone ( ) Attorney Name (if applicable)

ﬁ PATIENT CONDITION

Reason for Visit

When did your symptoms appear? 6
Is this condition getting progressively worse? []Yes [JNo [JUnknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: [] Sharp  [] Dull [J Throbbing [] Numbness [] Aching [] Shooting
[JBurning []Tingling [] Cramps [ Stiffness  [[] Swelling [] Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfere with your [[JWork [] Sleep  [] Daily Routine  [] Recreation

Activities or movements that are painful to perform [] Sitting [] Standing [] Walking [7] Bending [] Lying Down
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§ Oi HEALTH HISTORY

Date of Last: Physical Exam

What treatment have you already received for your condition? [] Medications
[[] Chiropractic Services [] None [] Other
Name and address of other doctor(s) who have treated you for your condition

Spinal X-Ray

Spinal Exam

Chest X-Ray

MRI, CT-Scan, Bone Scan

Dental X-Ray

[] Surgery

[] Physical Therapy

Blood Test

Urine Test

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS/HIV [JYes [JNo Emphysema [JYes [JNo Migraine Headaches []Yes [[JNo  Sexually
. ; ; : Transmitted
Alcoholism [JYes [JNo Epilepsy [JYes [JNo Miscarriage [JYes [ No D [lYes [JNo
Allergy Shots [JYes [JNo Fractures [JYes [[JNo Mononucleosis [JYes [ No Stroke ClYes [JNo
Anemia [JYes [JNo Glaucoma [JYes [[JNo Multiple Sclerosis []Yes []No Suicide Attempt [lYes [JNo
Anorexia [[JYes [INo Goiter [(JYes [[JNo Mumps [JYes []No Thyroid Problems  [JYes [JNo
Appendicitis [CJYes [JNo Gonorrhea [JYes [[JNo Osteoporosis [JYes [ No Tonsillitis ClYes [JNo
Arthritis [JYes [JNo Gout [JYes [[JNo Pacemaker [JYes []No TUberchlosis ClYes [JNo
Asthma [JYes [JNo Heart Disease [JYes [[JNo Parkinson’s Disease []Yes []No Tumors, Growths  []Yes [JNo
Bleeding Disorders []Yes [JNo Hepatitis [(JYes [[JNo Pinched Nerve [JYes [ No Typhoid Fever ClYes [JNo
Breast Lump [JYes [JNo Hernia [JYes [[JNo Pneumonia [JYes []No Ulcors ClYes [JNo
Bronchitis [JYes [JNo Herniated Disk [(JYes [[JNo Polio [JYes [ No Vaginal Infections [ Yes [JNo
Bulimia [[JYes [JNo Herpes [(JYes [[JNo Prostate Problem [J]Yes []No
) £ . Whooping Cough [JYes []No
Cancer [JYes [JNo High Blood Prosthesis [JYes [ No o
er

Cataracts [JYes [JNo I.=‘ressure EYesi|EiNo Psychiatric Care [JYes [ No
Chemical Agn@iebEel - [Ohes (i Rheumatoid Arthritis [] Yes [] No
Dependency [JYes [JNo Kidney Disease [JYes [ No RheumaticiEever 1Yol ElINe
Chicken Pox [[JYes [JNo Liver Disease [JYes []No Scarlot Fever [mlYesHm]ING
Diabetes [[JYes [JNo Measles [(JYes []No
EXERCISE WORK ACTIVITY HABITS
[] None [] Sitting [C] Smoking Packs/Day
[C] Moderate [[] Standing [C] Alcohol Drinks/Week
[[] Daily [] Light Labor [] Coffee/Caffeine Drinks Cups/Day
[] Heavy [[] Heavy Labor [[] High Stress Level Reason
Are you pregnant? []Yes []No Due Date
Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries
E? MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone ( )




Wise Chiropractic, LLC 522 NW 12th Ave, Portland, OR 97209 (971) 202-1699

Terms of Acceptance:

When a patient seeks chiropractic health care and we accept them for such care, it is essential for us both to
be working towards the same objective.

Health: is the process of the body continually striving for optimum function, not merely the absence of symptoms.

The primary goal of chiropractic is to eliminate misalighments or joint dysfunction within the spinal column, pelvis,
and extremities. These misalignments are called subluxations, and they diminish the body’s ability to achieve its
maximum health potential by interfering with normal nervous system and musculoskeletal system function. Over time,
joint dysfunction results in a significant decrease in the , and may directly or indirectly lead to any number of painful
conditions. Dr. Wise uses a comprehensive postural and physical examination to evaluate a patient for subluxations, and
may refer some cases for additional spinal imaging if he deems necessary.

Adjustment: the correction of a subuxation. It is utilized in all the stages of care, and helps to reestablish proper
communication between the brain and the body. Dr. Wise uses a variety of adjusting techniques, including instrument-
based as well as manual spinal manipulation of the spine and extremities.

Cranial Laser Reflex Therapy (CLRT): a procedure developed and researched by Dr. Nick Wise that uses
photobiomodulation (low-level laser therapy) on specific cranial points and brain areas with the objective of normalizing
muscle tone, reducing musculoskeletal pain, and optimizing the brain's response to stress. Similar in nature to laser
acupuncture, CLRT uses painless laser stimulation and gentle tapping on cranial reflexes to immediately relax muscles and
decrease musculoskeletal pain.

Exercise: specific postural movements used in corrective care to obtain maximum spinal stability.

Dr. Nick Wise does not offer to diagnose or treat any disease or condition other than subluxations. However, we
recognize that often people have diseases and conditions that may resolve while under chiropractic care. If during the
course of chiropractic spinal examination we encounter non-chiropractic or unusual findings, we will advise you. 1f you
desire specific medical advice, diagnosis, or treatment for those findings, we will recommend that you seck the services of
a health care provider who specializes in that area.

I have read and fully understand the above statements and I therefore accept chiropractic care
on this basis.

Signature Date
Signature Date
(Under 18 Only) I being the parent or guardian of do hereby authorize, request and direct

the Doctor’s to perform in their judgment any necessary examination, spinal imaging and chiropractic care.

Parent/Guardian




Wise Chiropractic, LLC 522 NW 12th Ave, Portland, OR 97209 (971) 202-1699

Informed Consent to Chiropractic Treatment

The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order to move your
joints. You may hear a “click” or “pop”, such as the noise when a knuckle is “cracked”, and you may feel movement of

the joint. Various ancillary procedures, such as hot or cold packs, electric muscle stimulation, laser therapy, therapeutic
exercise, traction or muscle/massage therapy may also be used.

Possible Risks: As with any health care procedure, complications are possible following a chiropractic manipulation.
Serious complications could include fractures of bone, muscular strain, ligamentous sprain, dislocations of joints, or injury
to intervertebral discs, nerves or spinal cord. Cerebrovascular injury or stroke could occur upon severe injury to arteties
of the neck. Delayed-onset muscle stiffness or soreness may occur after the first few days of treatment. The ancillary
procedures could produce skin irritation, burns or minor complications.

Probability of risks occurring: The risks of serious complications due to chiropractic treatment have been described as
“rare”, about as often as complications seen from the taking of a single aspirin tablet. The risk of cerebrovascular injury

ot stroke, has been estimated at one in one million to one in twenty million, and can be even further reduced by
screening procedures. The probability of adverse reaction due to ancillary procedures is also considered “rare”. Mild
muscle soreness for a few days is common after a treatment.

Other treatment options which could be considered may include the following:

¢ Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver and kidneys, and other
side effects in a significant number of cases.

* Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs include a multitude
of undesirable side effects and patient dependence in a significant number of cases.

* Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in a
significant number of cases.

* Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as an extended
convalescent period in a significant number of cases.

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative

changes. With time, these changes can further reduce skeletal mobility, and induce chronic pain cycles. It is quite
probable that delay of treatment will complicate the condition and make future rehabilitation more difficult.

Unusual risks: I have had the following unusual risks of my case explained to me. I have read the explanation
above of chiropractic treatment. I have had the opportunity to have any questions answered to my
satisfaction. I have fully evaluated the risks and benefits of undergoing treatment. I have freely decided to
undergo the recommended treatment, and herby give my full consent to treatment.

Printed Name Signature Date



NOTICE OF PRIVACY FOR PATIENT'S PROTECTED
HEALTH INFORMATION

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

This office abides by the terms described in this policy. This office uses and discloses your protected health care
information for the following reasons:

® To share with other treating health care providers regarding your health care.

® To submit to Medicare to verify that treatment has been rendered.

® To determine patient’s benefits in a Medicare plan.

® Releasing information required by State or Federal Public Health Law.

® To assist in overcoming a language barrier when caring for a patient.

® Business associates providing written assurances for your privacy have been attained.
® Emergency situations.

® Abuse, neglect or domestic violence.

® Appointment reminders to household members or answering machines.

® Sign-In logs may be disclosed to verity office visits.

® Appointment scheduling or payment, whereas your information may be overheard by others.
®  Other: (Initial )

Any other uses or disclosures will only be made with your specific written prior authorization.
You have the right to:

® Revoke authorization, in writing at any time by specifying what you want restricted and to whom.

® Speak to our privacy officer who is: Dr. Nick Wise and can be reached at: ' (503) 227-2886 regarding privacy
issues.

® Inspect, copy and amend your protected health information as allowed by law.

® Obtain an accounting of disclosures of your protected health information.

® To render a complaint to our privacy officer or the Secretary of Health and Human Services.

This office reserves the right to change the terms of this notice and to make new notice provisions for all
protected health information that it maintains. Patients may also get an updated copy upon request at any time

by asking the staff.

I acknowledge that I have received and reviewed this notice with full understanding.

Patient Signature Date



