CHIROPRACTIC

Automobile/PI Accident or Work Comp Questionnaire

Today’s Date: / / HR#:

PATIENT DEMOGRAPHICS

Name: Birth Date: - - Age: O Male O Female
Address: City: State: Zip:

E-mail Address: Home Phone: Mobile Phone:

Marital Status: [0 Single [0 Married

Social Security #: Whom may we thank for referring you to this office?
Employer: Occupation:
Spouse’s Name Spouse’s Employer

Number of children and ages:

Emergency Contact
Name Number Relationship:

**Because Oregon is a “no-fault” State, we must bill YOUR auto-insurance, REGARDLESS of who was at fault. Please fill out
the following with YOUR auto insurance information, and not the information of anybody else involved in the accident.**

Were you (or the driver of the vehicle) covered by an Oregon policy at the time of the accident? [ Yes ] No

If you answered no to the above question, in what state were you covered at the time of the accident:

Your Auto Insurance Company:

Your Claim Number:
(This is the number provided by your auto insurance, not anyone else involved in the accident.)

Claims Adjuster: Phone Number:

TEXT REMINDERS

As courtesy to our patients we can text you an appointment reminder two (2) days before you are scheduled.
Would you like to use that service? Not Now Yes

Phone Number Cell Service Provider

Your cell phone service provider is necessary for our text program to successfully send out texts.

In addition, we can let you know when we are having in-office events! Would you be interested in receiving our
ONCE MONTHLY event calendar via text? Not Now Yes
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Dear Patient:

This information is considered confidential. Your answers will help us determine if chiropractic care can help your condition. We will
not accept your case if we do not believe your condition will respond satisfactorily to care. In order for us to understand your
condition properly, please be as neat and accurate as possible while completing this form.

Thank you.

Please answer all questions completely.

Please explain in detail how your accident happened:

What were the time and date of present injury?

Where did you feel pain immediately after the accident?

Was there anyone else in the vehicle with you at the time of the accident? If so, whom?

List the extent of your injuries as you know them:

Did you require post-accident hospitalization? [JYes [JNo

Check symptoms you have noticed since the accident:

___Headache ___Dizziness ____Depression ____ Fatigue
____Light Bothers Eyes ____Buzzingin Ears ___Diarrhea ___Neck Pain
____Head Seems to Heavy ____Memory Loss ____Feet Cold ___ Neck stiff
___Pins and Needles in Arms __ EarsRing ___Hands Cold ___ Fainting
___Sleeping Problems ___Back Pain ___Face Flushed ___Loss of Balance
___Pinsand Needles in Legs ___ Constipation ___Tension ___Nervousness
___Numbness in Fingers ____Loss of Smell ____Fever ____lrritability
____Numbness in Toes ___ Loss of Taste ___ Chest Pain ____ Cold Sweats
____Shortness of Breath ____Stomach Upset

Symptoms other than above:

Where were you taken after the accident?

Hospitalized? [OYes [1No Ifyes, admitted? How long?

Name of Hospital:

Name of Doctor(s):

What treatment was given?
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Was any other doctor consulted after your accident? [ Yes [ No

If so, what was the doctor’s name?

D.C., M.D, D.O., D.D.S.

What was the diagnosis?

What treatment was given?

How often did you see the doctor?

How long did you see the doctor?

Have you ever had any complaints in the involved area before? [Yes [ No

If so, what were the complaints?

Before the injury were you capable of working on an equal basis with others your age? [ Yes
Are your work activities restricted as a result of this accident? [Yes [ No

Since this injury are your symptoms ... [0 Improving? [ Getting worse? [ Same?

Driver of other vehicle (if any):

Name Claim Number

O No

Driver of vehicle in which you were injured (if applicable):

Name Claim Number

Name and number of your insurance adjustor

Have you retained an attorney? [1Yes [ No

If so, his/her name and address

You were heading North/ East/ South/ West on

(street or highway)

Other vehicle was heading North/ East/ South/ West on

(street or highway)

Were police notified? [ Yes [ No

Were you knocked unconscious? [ Yes [ONo Ifyes, for how long?

You were struck from Behind/ Front/ Left Side/ Right Side

You were Driver/ Passenger/ Front seat/ Back Seat/ Using seat belts

Patient Signature Date

Doctor Signature Date

Page 3 of 10

JDD, DC 2/2017



ACTIVITIES OF LIFE

Please identify how your current condition is affecting your ability to carry out activities that are routinely
part of your life:

ACTIVITIES: EFFECT:
Carry Children/Groceries [0 No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Sit to Stand [0 No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Climb Stairs [0 No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Pet Care O No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Extended Computer Use [0 No Effect [ Painful (can do) O Painful (limits) O Unable to Perform
Lift Children/Groceries [0 No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Read/Concentrate 0 No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Getting Dressed [0 No Effect O Painful (can do) O Painful (limits) 0 Unable to Perform
Shaving [0 No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Sexual Activities [0 No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Sleep [0 No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Static Sitting [0 No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Static Standing O No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Yard work 0 No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Walking O No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Washing/Bathing O No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Sweeping/Vacuuming [0 No Effect O Painful (can do) O Painful (limits) 0 Unable to Perform
Dishes [0 No Effect O Painful (can do) O Painful (limits) 0 Unable to Perform
Laundry [0 No Effect [ Painful (can do) O Painful (limits) 0 Unable to Perform
Garbage [0 No Effect [ Painful (can do) O Painful (limits 0 Unable to Perform
Driving [0 No Effect [ Painful (can do) O Painful (limits) 0 Unable to Perform
Other: [0 No Effect [ Painful (can do) O Painful (limits) 0 Unable to Perform

List Prescription & Non-Prescription drugs you take:

Continued on next page
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Please mark P for in the Past or C for Currently

____Headache ____Pregnant (Now) ___Dizziness ____Prostate Problems ____Ulcers

___Neck Pain ___Frequent Colds/Flu ___lLossof Balance ___ Impotence/Sexual Dysfun. ___ Heartburn

____Jaw Pain, TMJ ___Convulsions/Epilepsy ___ Fainting ____Digestive Problems ____Heart Problem
___Shoulder Pain ___Tremors ____Double Vision ___Colon Trouble ____High Blood Pressure
___UpperBack Pain ___ Chest Pain ____Blurred Vision ___ Diarrhea/Constipation ____Low Blood Pressure
___MidBack Pain  ___ Pain w/Cough/Sneeze ___ RinginginEars ___ Menopausal Problems __ Asthma
___LowBackPain ___ Footor Knee Problems ___ Hearing Loss ____Menstrual Problem ___ Difficulty Breathing
___Hip Pain ___Sinus/Drainage Problem ___ Depression ___PMS ____Lung Problems
____Back Curvature ___ Swollen/Painful Joints ___Irritable ____Bed Wetting ___Kidney Trouble
____Scoliosis ___Skin Problems ____Mood Changes ___ Learning Disability ____Gall Bladder Trouble
____Numb/Tingling arms, hands, fingers ____ADD/ADHD ____Eating Disorder ____Liver Trouble
____Numb/Tingling legs, feet, toes ____Allergies ___Trouble Sleeping ____Hepatitis (A,B,C)
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Patient Name : Date :

The Rivermead Post-Concussion Symptoms Questionnaire*

After a head injury or accident some people experience symptoms which can cause wormy or
nuizance. We would like to know if you now suffer from any of the symptoms given below.
As many of these symptoms occur normially, we would like you to compare yourself now with
before the accident. For each one, please circle the number closest to your answer.

Mot experienced at all
Mo more of a problem
A mild problem

A moderate problem
A severe problem

PO L -
i

Compared with before the accident, do you now (i.e., over the last 24 hours) suifer from:

Headaches 0 1 2 3 4
Feelings of Dizziness 0 1 2 3 4
Mausea and/or Vomiting ... 0 1 2 3 4

Moise Sensitivity,

easily upset by loud noise 0 1 2 3 4
Sleep Disturbance 0 1 2 3 4
Fatigue, tirimng more easily .. 0 1 2 3 4
Being Iritable, easily angered . 0 1 2 3 4
Feeling Depressed or Tearful ... 0 1 2 3 4
Feeling Frustrated or Impatient .. 0 1 2 3 4
Forgetfulness, poor memory ... 0 1 2 3 4
Poor Goncentration 0 1 2 3 4
Taking Longer to Think 0 1 2 3 4
Blurred Vision 0 1 2 3 4
Light Sensitivity,

Easily upset by bright light ... 0 1 2 3 4
Double Vision 0 1 2 3 4
Restlessness 0 1 2 3 4

Are you experiencing any other difficulties?

1 ) 1 2 3 4

2 ) 1 2 3 4

tKing, N., Crawford, 5., Wenden, F., Moss, N., and Wade, D. (1995) J. Neurclogy 242- 587592

Examiner
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Informed Consent

REGARDING: Chiropractic Adjustments, Modalities, and Therapeutic Procedures:

| have been advised that chiropractic care, like all forms of health care, holds certain risks. While the risk are most often
very minimal, in rare cases, complications such as sprain/strain injuries, irritation of a disc condition, and although rare,
minor fractures, and possible stroke, which occurs at a rate between one instance per one million to one per two
million, have been associated with chiropractic adjustments.

Treatment objectives as well as the risks associated with chiropractic adjustments and, all other procedures provided at
Discover Chiropractic have been explained to me to my satisfaction and | have conveyed my understanding of both to the
doctor. After careful consideration, | do hereby consent to treatment by any means, method, and or techniques, the doctor
deems necessary to treat my condition at any time throughout the entire clinical course of my care.

[/

Patient or Authorized Person’s Signature Date

REGARDING: X-rays/Imaging Studies

By my signature below | am acknowledging that the doctor and or a member of the staff has discussed with me the
hazardous effects of ionization to an unborn child, and | have conveyed my understanding of the risks associated with
exposure to x-rays. After careful consideration | therefore, do hereby consent to have the diagnostic x-ray examination
the doctor has deemed necessary in my case.

Patient or Authorized Person’s Signature Date

FEMALES ONLY REGARDING: X-rays/Imaging Studies

FEMALES ONLY = please read carefully and check the boxes, include the appropriate date, then sign below if you
understand and have no further questions, otherwise see our receptionist for further explanation.

[ The first day of my last menstrual cycle was on - - (Date)

O I have been provided a full explanation of when | am most likely to become pregnant, and to the best of my knowledge,
I am not pregnant.
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ASSIGNMENT OF BENEFITS, ASSIGNMENT OF RIGHTS TO PURSUE PERSONAL INJURY, WORK COMP,
ERISA, AND OTHER LEGAL AND ADMINISTRATIVE CLAIMS ASSOCIATED WITH MY HEALTH
INSURANCE AND /OR HEALTH BENEFIT PLAN (INCLUDING BREACH OF FIDUCIARY DUTY) AND
DESIGNATION OF AUTHORIZED REPRESENTATIVE

Provider Name: Dr. Aaron Radspinner/Dr. Alicia Smith

Clinic: Discover Chiropractic

Address: 9266 SW Beaverton Hillsdale Hwy, Beaverton OR, 97005

I hereby assign and convey directly to the above-named health care provider, as my designated authorized
representative, any and all medical benefits and/or any insurance reimbursement, if any, otherwise payable to
me for services, treatments, therapies, and/or medications rendered or provided by the above-named health care
provider, regardless of its managed care network participation status. | understand that 1 am financially
responsible for all charges regardless of any applicable insurance or benefit payments. | hereby authorize
the above-named health care provider to release all medical information necessary to process my claims.
Further, | hereby authorize my plan administrator fiduciary, insurer, and/or attorney to release to the above-
named health care provider any and all Plan documents, summary benefit description, insurance policy, and/or
settlement information upon written request from the above-named health care provider or its attorneys in
order to claim such medical benefits.

In addition to the assignment of all medical benefits and/or insurance reimbursement above, | also assign
and/or convey to the above named health care provider any legal or administrative claim or chose an action
arising under any group health plan, employee benefits plan, health insurance or tort feasor insurance
concerning medical expenses incurred as a result of the medical services, treatments, therapies, and/or
medications I receive from the above-named health care provider (including any right to pursue those legal or
administrative claims or chose an action). This constitutes an express and knowing assignment of ERISA breach
or fiduciary duty claims and other legal and/or administrative claims.

I intend by this assignment and designation of authorized representative to convey to the above-named
provider all of my rights to claim (or place a lien on) the medical benefits related to the services, treatments,
therapies, and/or mediations provided by the above-named health care provider, including rights to any
settlement, insurance or applicable legal or administrative remedies (including damages arising from ERISA
breach of fiduciary duty claims). The assignee and/or designated representative (above-named provider) is
given the right by me to (1) obtain information regarding the claim to the same extent as me; (2) submit
evidence; (3) make statements about facts or law; (4) make any request including providing or receiving
notice of appeal proceedings; (5) participate in any administrative and judicial actions and pursue claims or
chose in action or right against any liable party, insurance company, employee benefit plan, health care benefit
plan, or plan administrator. The above-named provider as my assignee and my designated authorized
representative may bring suit against any such health care benefit plan, employee benefit plan, plan
administrator or insurance company in my name with derivative standing at provider's expense.

Unless revoked, this assignment is valid for all administrative and judicial reviews under PPACA (health care
reform legislation), ERISA, Medicare and applicable federal and state laws. A photocopy of this assignment
is to be considered valid, the same as if it was the original.

| HAVE READ AND FULLY UNDERSTAND THIS AGREEMENT.

Patient Signature Date
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DISCOVER CHIROPRACTIC
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.

Discover Chiropractic is required, by law, to maintain the privacy and confidentiality of your protected health information and to provide our patients with notice of our
legal duties and privacy practices with respect to your protected health information.

Disclosure of Your Health Care Information

Treatment
We may disclose your health care information to other healthcare professionals within our practice for the purpose of treatment, payment and healthcare operations.
(example)

“On occasion, it may be necessary to seek consultation regarding your condition from other health care providers associated with Discover Chiropractic.”

“It is our policy to provide a substitute health care provider, authorized by Discover Chiropractic to provide assessment and/or treatment to our patients,
without advanced notice, in the event of your primary health care provider’s absence due to vacation, sickness, or other emergency situation.”

Payment
We may disclose your health information to your insurance provider for the purpose of payment or health care operations. (example)

“As a courtesy to our patients, we will submit an itemized billing statement to your insurance carrier if your case is a Personal Injury for the purpose of
payment to Discover Chiropractic for health care services rendered. If you have personal health insurance that you would like to bill, please inform us so
that at the beginning of the current month we will print off an itemized statement for the prior months visits that you can mail to your insurance company and
they will send reimbursement checks to you if they deem necessary. The billing statement contains medical information, including diagnosis, date of injury
or condition and codes which describe the health care services received.”

Judicial and Administrative Proceedings.
We may disclose your health information in the course of any administrative or judicial proceeding.

Law Enforcement.
We nay disclose your health information to a law enforcement official for purposes such as identifying or locating a suspect, fugitive, material witness or missing
person, complying with a court order or subpoena, and other law enforcement purposes.

Public Safety.
It may be necessary to disclose your health care information to appropriate persons in order to prevent or lessen a serious and imminent threat to the health or safety of a
particular person or to the general public.

Specialized Government Agencies
We may disclose your health information for military, national security, prisoner and government benefits purposes.

Patient Testimonials.
Most patients agree to share their personal testimony of how chiropractic has helped them. In the event that patients wish to share their chiropractic story to help
encourage other patients, we will only do so with written consent of the patient.

Computer Sign In Sheet.
Our office utilizes a computer sign in sheet for clerical purposes; if you choose not to sign in we can make other arrangements.

TELEPHONE
We may contact you for purposes as described below: (example)

“As a courtesy to our patients, sometimes we may call your home on the evening prior to your scheduled appointment to remind you of your appointment
time. If you are not home, we leave a reminder message on your answering machine or with the person answering the phone. No personal health
information will be disclosed during this recording or message other than the date and time of your scheduled appointment along with a request to call our
office if you need to cancel or reschedule your appointment.”

“It is our practice to participate in charitable events to raise awareness, food donations, gifts, money, etc. During these times, we may send you a letter, post
card, invitation or call your home to invite you to participate in the charitable activity. We will provide you with information about the type of activity, the
dates and times, and request your participation in such event. It is not our policy to disclose any personal health information about your condition for the
purpose of Discover Chiropractic sponsored fund-raising events.”
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Change of Ownership.
In the event that Discover Chiropractic is sold or merged with another organization, your health information/record will become property of the new owner.

Your Health Information Rights

> You have the right to request restrictions on certain uses and disclosures of your health information. Please be advised, however, that Discover
Chiropractic is not required to agree to the restriction that you requested.

> You have the right to have your health information received or communicated through an alternative method or sent to an alternative location
other than the usual method of communication or delivery, upon your request.

> You have the right to inspect and copy your health information.
> You have the right to request that Discover Chiropractic amend your protected health information. Please be advised, however, that Discover
Chiropractic is not required to agree to amend your protected health information. If your request to amend your health information has been

denied, you will be provided with an explanation of our denial reason(s) and information about how you can disagree with the denial.

> You have the right to receive an accounting of disclosures of your protected health information made by Discover Chiropractic

> You have a right to a paper copy of this Notice of Privacy Practices at any time upon request.

Changes to this notice of Privacy Practice
Discover Chiropractic reserves the right to amend this Notice of Privacy Practices at any time in the future, and will make the new provisions effective for all
information that it maintains. Until such amendment is made, Discover Chiropractic is required by law to comply with this Notice.

Discover Chiropractic is required by law to maintain the privacy if your health information and to provide you with notice of its legal duties and privacy practices with
respect to your health information. If you have questions about any part of this notice or if you want more information about your privacy rights, please contact; Aaron
Radspinner by calling this office at 503-297-3771. If Aaron Radspinner is not available, you may make an appointment for a personal conference in person or by
telephone within 2 working days.

Complaints
Complaints about your Privacy rights, or how Discover Chiropractic has handled your health information should be directed to Aaron Radspinner by calling this office

at 503-297-3771. If Aaron Radspinner is not available, you may make an appointment for a personal conference in person or by telephone within 2 working days.
If you are not satisfied with the manner in which this office handles your complaint, you may submit a formal complaint to:

DHHS, Office of Civil Rights

200 Independence Avenue, S.W.

Room 509F HHH Building

Washington, DC 20201

This notice is effective as of / /

I have read the Privacy Notice and understand my rights contained in the notice.

By way of my signature, | provide Discover Chiropractic with my authorization and consent to use and disclose my protected health care information for the purpose of
treatment, payment and health care operation as described in the Privacy Notice.

Patient’s Name (Print)

Patient’s Signature Date

Authorized Facility Signature Date
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