Summit Chiropractic Intake Form Date:

-
Name: D.O.B.: SSN:
mm/dd/yy
Mailing
Address:
Street City/Town State Zip code
Phone: Gender: o Male o Female
Home/Cell # Work #
Email: Marital Status: S| M | W | D | Other
Employer: Occupation:

Are you currently involved in a workman’s compensation or litigation/claim involving an injury? o Yes o No

Emergency Contact:
Name Relationship Phone #

How did you hear about us? o Friend o Student o Co-Worker o Family o Website o Advertising o Other:

Patient information contained within this form is considered strictly confidential. Your responses are important to help us better
understand the health issues you face and ensure the delivery of the best possible treatment.

Please check M if any of the following apply to you: Check any of the conditions
you have or have had:
General Gastrointestinal Cardiovascular o0 Anemia
o Allergies o Abdominal pain o High/Low blood pressure o Appendicitis
o Depression o Constipation o Hardening of the arteries o Arteriosclerosis
o Dizziness o Diarrhea o lrregular pulse o Asthma
o Fainting o Difficult digestion o Poor circulation o Bronchitis
o Fatigue o Bloated abdomen o Rapid heartbeat o Cancer
o Headaches o Hernia o Swelling of ankles o Diabetes
o Loss of sleep Skin o Eczema
o Nervousness . : Women only o Emphysema
. . o Bruise Easily o Hot flashes .

o Weight loss/gain o Dryness . o Epilepsy
Muscle/ Joint o Hives 7 Lumps in breast 2 Fibromyalgia

*! _ o Menopause o Heart burn
o Arthritis/rheumatism o Ras.h | Are you pregnant? 1 Heart disease
o Muscle weak_ness o Varlc.os.e- veins o Yes o No 5 HIV/AIDS
0 Low bac!< pain o Psoriasis If yes, how many months? o Multiple Sclerosis
= N?Ck pain _ Respiratory o Numbness/tingling
N M'fj bac.k pain o Chest pain How many children do you have? o Pacemaker
5 Joint pain o Chronic cough o Osteoporosis
Genitourinary o Difficulty breathing o Pneumonia
o Bladder infection 5 Hay fever o Rheumatic fever
o Prostate trouble o Stroke

L o Thyroid disease




Summit Chiropractic Intake Form Date:

Give a brief detailed description of the problem you are currently experiencing:

e How long have you had this condition? Is it getting worse? o Yes, o No
e Which activities are affected? o work, o sleep, o sitting, o standing, o other:
¢ What seemed to be the initial cause:

Please place a mark at the
level of your pain on the scale
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Please mark your areas of pain on figure below
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Are you currently satisfied with your: | ‘, R \ | \ \
= Physical endurance .... o Yes o No 4 \\ l / \X‘Lu
= Physical strength ....... o Yes o No VALY ‘
= Flexibility & balance ... o Yes o No (& ol / \
= Ability to relax? .......... o Yes o No \ ‘ i \
Past Health History Y L )
/o) / ~ \
Have you... o S )
= Been hospitalized in the last 5 years.... o Yes o No If yes, explain briefly
» Had any mental disorders? ................ o Yes o No If yes, explain briefly
= Had any broken bones? ................... o Yes o No If yes, explain briefly
= Had any strains or sprains? ...............0 Yes o No If yes, explain briefly
= Ever used orthotics? ...................... o Yes o No If yes, explain briefly

Do you exercise regularly? o Yes o No

How is most of your day spent? o standing, o sitting, o other:

How old is your mattress?

When was your last physical?

Please list any medication you are currently taking and why:

Is there anything else your health care provider should know?
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Summit Chiropractic Fairbanks

Informed Consent to Chiropractic Treatment

The State of Alaska requires every patient to be informed of the risks of treatment and the alternatives to treatments prior to the beginning of
care. The following is Arctic Chiropractic Fairbanks, LLC’s informed consent for treatment. We intend this consent form to cover the entire
course of treatment for your present condition and for any conditions for which you seek treatment at this clinic.

The nature of chiropractic treatment. The doctor will use his/her hands or a mechanical device to adjust/manipulate your joints. You may hear
a “click” or “pop”, similar to when a knuckle is “cracked” and you may feel movement of the joint. Various ancillary procedures, such as a hot
or cold packs, electric muscle stimulation, therapeutic ultrasound, myofascial therapy, massage, traction as well as exercise instruction may
also be used.

Possible risks and probability. There are inherent risks in all treatments derived by any health care provider ranging from taking a single aspirin
to a complicated brain surgery. Chiropractic care is no exception. Although we take every precaution, there are indeed some slight risks to
chiropractic adjustments/manipulations. The risk is very minor to non-existent in any treatment of the extremities. The risks involved in
treatment to the spine excluding the neck are several. A list from the least to the most serious would include muscular strain (rare),
ligamentous sprain (rare), fractures (rare), and injury to the intervertebral discs, nerves, or spinal cord (very rare). The risk involved in the
treatment of the neck would include any of the preceding list but also include the remote possibility of cerebrovascular injury, or stroke (very
rare: incident rate is one in ten million). A minority of patients may notice a stiffness or soreness after the first few days of treatment (common).
The ancillary physical therapy procedures could produce skin irritations, burns or other minor complications (rare).

Other treatment options, not provided by this clinic, which could be considered, may include the
following:

. Over-the-counter analgesics. The risks of these medications include irritations to the 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 numerous
undesirable effects, usually more serious than those listed above and patient dependence in a significant number of
cases.

= Surgery in conjunction with medical care adds the risks of adverse reactions to anesthesia (which include death), as
well as 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. These changes
can further reduce skeletal mobility and include chronic pain cycles. It is quite probable the delay of treatment will complicate the condition
and make further rehabilitation more difficult.

Concerns or questions. Please ask your doctor. The doctors and the staff at Arctic Chiropractic Fairbanks have gone to great lengths to make
your health and safety a top priority. We will be glad to explain any concerns about treatment you may have. Suffice to say we will only
recommend treatment for you that we would feel comfortable having performed on ourselves.

| have read the above explanation of chiropractic care. | also had the opportunity to ask questions and have them answered to my satisfaction. |
have fully evaluated the risks and benefits of undergoing treatment. | have freely decided to undergo the recommended treatment, and hereby
give my full consent to treatment.
e Notice of Privacy Practice Patient Acknowledgement
| have received and/or reviewed this patient's Notice of Privacy Practices. The notice provides details about uses and disclosures of my
protected health information that may be needed by this practice, my individual rights, how | may exercise these rights, and the practice’s
legal duties with respect to my information. | understand that this practice reserves the right to change the terms of its Notice of Privacy
Practices, and to make changes regarding all protected health information resident at or controlled by the practice. | understand that | may
obtain this practice’s current Notice of Privacv Practices upon reauest.

Print Patients Name Signature Date

Guardian (if patient is a minor) Signature Date
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Summit Chiropractic Fairbanks

Consent for Massage Therapy

e The unclothed body will always be properly draped for your warmth, sense of security, and a mark of massage
professionalism.

e Forced attention and manual therapy will be given as agreed upon by the therapist and client for the predetermined goals
of stress reduction, relief of muscular discomfort, and/or health therapy. | have been given an opportunity to ask
questions.

e | as aclient to provide complete and accurate health information and notice of health changes at successive
appointments as appropriate.

¢ lunderstand that massage therapy is designed to be an ancillary health aid and is not primary health care treatment.
o Wiritten referral is requested from your primary care provider if:
o You are currently receiving care.
o You have a specific medical condition or symptoms for which you take medication or receive periodic evaluation

or treatment.

¢ | willimmediately inform my therapist of any unusual sensation or discomfort, so that the application of pressure or
strokes may be adjusted to my level of my comfort.

¢ lunderstand that this is a professional massage, is therapeutic in nature and is performed by a trained state-licensed
therapist.

e | understand that by signing this form, | give consent to receive the treatment discussed in all future sessions and agree
that my presence at subsequent session shall be constructed to validation of this written consent.

e | have read this form and hereby freely give my permission to receive massage therapy.

e | understand that the massage is not sexually oriented in any way and that any illicit or suggested remarks or
behavior on my part will result in immediate termination of the session.

Massage Cancellation Policy

In our desire to be effective and fair to all our patients and out of consideration for therapists’ time, we have adopted the
following policies due to the limited availability of appointments:

« 24-hour advance notice is required when canceling an appointment. A $50 fee will be applied to your account if an
appointment is missed/canceled and cannot be filled.

__ lunderstand and accept this policy.

* After 2 no-call, no-shows, patients will no longer be able to schedule massage appointments in advance. Instead, they will be
placed on our same-day call list and may only book when there are same-day cancellations available.

* Appointment times have been arranged specifically for you. If you arrive late your session may be

shortened to accommodate others whose appointments follow yours. Your therapist can accommodate a maximum of 15
minutes late for your appointment. After that, we will need to reschedule your appointment.

* Exceptions to this policy may be granted in the event of medical emergencies or significant life events, at the sole discretion
of the clinic.

Printed Patient Name Patient/Guardian Signature Date
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Insurance Information:

Primary Insurance: Policy/ID #

Policyholder’s Full Name: D.O.B: Relationship to Patient:
Secondary Insurance: Policy/ID #

Policyholder’s Full Name: D.O.B: Relationship to Patient:
Tertiary Insurance: Policy/ID #

Policyholder’s Full Name: D.O.B: Relationship to Patient:

Financial Policy Statement

We are committed providing the highest level of medical care to our patients. To ensure that our patients fully understand our billing process, we ask that you read and
sign this financial policy statement.

Patient Responsibility: It is the responsibility of the patient to pay his/her co-payment, co-insurance, any unpaid portion of the deductible, or non-covered service, at the
time of service. Any additional co-payments, deductibles, co-insurance, and/or non-covered service will be billed to the patient as indicated by your insurance by your
insurance carrier on their Explanation of Benefits (EOB). Your insurance company will mail you an EOB outlining the services rendered and the portion of the bill which is
your responsibility. All patients without insurance must pay in full at the time services are rendered unless other arrangements are made.

Payment Options: For your convenience we offer a variety of payment options. We accept Visa and Mastercard, Personal Checks, Cashier/Bank checks, Money Orders,
and of course CASH. All returned checks will be assessed a $30.00 returned check fee in addition to the original charge. A written payment plan may be established in
cases of financial hardship.

Insurance Coverage: While we make a good faith attempt to verify your coverage, we are not able to guarantee that the benefits quoted to us by your insurance are
correct nor, do they guarantee payment for the services rendered. It is your responsibility alone to know what insurance plan you are on, supply us with the correct
information at the time of your visit, and know what services may or may not be covered by your insurance. We encourage you to refer to your benefits manual or call your
insurance if you have any questions about covered services. Be aware that some and perhaps all the services provided may not be covered by your insurance. You will be
responsible for payment of all non-covered services at the time they are rendered.

Insurance Payments: Your insurance policy is a contract between you and your insurance company, NOT between Arctic Chiropractic and Physical Therapy Fairbanks,
and your insurance company. Be assured our billing agent works diligently to obtain payment from your insurance company. However, if we file your insurance, and
the claim has not been paid for any reason within 90 days or if you suspend or terminate your schedule of care as prescribed by Arctic Chiropractic & Physical Therapy., we
require that you pay the balance using one of the approved payment methods without exception. If your insurance pays us after that time, you will be reimbursed.

Denied Claims: Our billing agent will not become involved in disputes between you and your insurance company regarding uncovered charges, coordination of benefits
issues, eligibility issues, pre-existing conditions, or any other matter that is your responsibility, which causes the claim to be denied. Should your claim be denied for any of
these reasons, or any other reasons listed here, the claim will become the responsibility of the patient and payment will be expected immediately.

“On the Job” Injury (Workers’ Compensation): If you are injured on the job, you will need to inform your employer of the accident and obtain the name and address of
the carrier of their insurance. If you do not provide us with this information, or if benefits are denied, any fees and services are due by you.

Personal Injury or Automobile Accidents: Please notify your auto or personal insurance carrier of your visit to our office immediately. If you do not carry a medical
payment policy on your auto or personal injury insurance, please provide us with your private health insurance information and we will bill your insurance for you.

Third Party Payors (Not at Fault Auto or Personal Injury): Please notify our office immediately that this is a third-party payor claim. If an attorney us representing, you
inform our billing agent as soon as possible. If you have any medical pay on your auto or personal injury insurance or have private health insurance, please provide us with
that information and we will bill your insurance for you. Please notify your auto or personal injury insurance carrier, or private health insurance of your visit to our office
immediately. If you do not have any insurance, we will wait for a settlement for up to six months after your care is initiated. Once the claim is settled or if you suspend or
terminate care, any fees for services is due by you immediately.

Patient Authorization: | have read, understand, and agree to abide by the terms stipulated above. “I hereby assign all medical and/or surgical benefits, to include major
medical benefits to which | am entitled including Workers’ Compensation, Auto, Personal Injury, Commercial Insurance, or any other insurance benefits | am entitled to, to
Arctic Chiropractic and Physical Therapy Fairbanks. | understand that | am financially responsible for all charges whether they are covered or not covered by said
insurance. | hereby authorize said assigned to release any information necessary to secure payment on my behalf. | further authorize the use of my signature below on all
insurance submissions for services rendered or to be rendered. | agree that a photocopy of this agreement shall be as valid as the original.”

Responsible Party Signature Print Patients Name Date

Guardian (if patient is a minor) Signature Date



HIPAA Notice of Privacy Practices

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

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry
out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It
also describes your rights to access and control your protected health information. "Protected health information" is
information about you, including demographic information, that may identify you and that relates to your past, present,
or future physical or mental health or condition and related health care services.

Uses and Disclosures of Protected Health Information: Your protected health information may be used and disclosed by
your physician, our office staff, and others outside of our office that are involved in your care and treatment 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 law.

Treatment: We will use and disclose you protected health information to provide, coordinate, or manage your health
care and any related services. This includes the coordination or management of your health care with a third party. For
example, we would disclose your protected health information, as necessary, to a home health agency that provides
care for you. For example, your protected health information may be provided to a physician to whom you have been
referred o ensure that the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services.
For example, obtaining approval for a hospital stay may require that your relevant protected health information be
disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the

business activities of your physician's practice. These activities include, but are limited to, quality assessment activities,
employee review activities, training of medical students, licensing, and conducting or arranging for other business
activities. For example, we may disclose your protected health information to medical school students that see patients
at our office. In addition, we may use a sign-in sheet ay the registration desk where you will be asked to sign your name
and indicate a physician. We may also call you by name in the waiting room when your physician is ready to see you.
We may use or disclose your protected health information, as necessary, to contact you to remind you of your
appointment.

We may use or disclose your protected health information in the following situations without your authorization. These
situations include: as Required By Law. Public Health issues as required by law. Communicable Diseases: Health
Oversight: Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement:
Coroners, Funeral Directors and Organ Donation: Research: Criminal Activity: Military Activity and National Security:
Worker's Compensation: Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you
when required by the Secretary of the Department of Health and Human Services to investigate or determine our
compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures: Will be made only with your consent, authorization, or
opportunity to object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that 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 statement of your rights with respect to your protected health information.



HIPAA Notice of Privacy Practices

You have the right to inspect and copy your protected health information. Under federal law, however, you may not
inspect or copy the following records; psychotherapy note; information compiled in reasonable anticipation of, or use in,
a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that
prohibits access to protected health information.

You have the right to request a restriction of your protected health information. This means you must ask us not to
disclose any part of your protected health information for the purpose of treatment, payment or healthcare operations.
You may also request that any part of your protected health information not to be disclosed to family members or
friends who may be involved in your care or for notification purposes as describes in this Notice of Privacy Practices.
Your request must 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 physician believes it is in your best
interest to permit use and disclosure of your protected health information, your protected health information will not
be restricted. You then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an
alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have
agreed to accept this notice alternatively (i.e electronically).

You may have the right to have your physician amend your protected health information. If we deny your request for
amendment you have the right to file a statement of disagreement with is and we may prepare a rebuttal to your
statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, If any, of your protected health
information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the
right to object or withdraw as provided in this notice.

Complaints

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been
violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate
against you for filing a complaint.

This notice was published and becomes effective on/or before April19, 2025

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. If you have any objections to this form, please speak with
our HIPPA Compliance Officer in person or by phone at our Main phone number.

Signature below is only acknowledgment that you have received this Notice of our Privacy Practices.

Print Name: Date:

Signature:




