Name: Patient #; Age: Date:
Address:

Residense and mailing Cily Stals ZipiPostal Code
Home Telephone ( 3 Work Phone { )] Male_ Female
Social Security # Driver’s Lic.# Birthdate
Occapation/Employer’s Name and address
Single_ Married_ Divorced Widowed___ Spouse’s Occupation/Employer
Mo, of children:_ (In Canada) Health Card# Version Code:

Reason for consulting our office?

Who may we “Thank” for referring you 1o our office?

YoUr HEALTH PROFILE

As g full spectrum Chiropractic office. we focus ont your shility to be healthy. Our goals are, first, to address (he issues that brought you
to this office, and second, to offer you the opportunity of improved health potential and wellness services in the future. O a daily basis
we experience physical, chemical and emotional stresses that can accemulate and result in serious loss of health potential. Most times
the effects are gradual; not even fele until they become serious. Answering the following questions will give us a profile of the
specific stresses you have faced in vour Bfethme, allowing us to betler assess the challenges 10 your health potential,

Research s showing that many of the bealth challenges that occour later in Iife bave (hekr origins during the developmental years,
some stariing at birth. Please answer the following guestions to the best of your abiliey.

YoOur CHILDHOOD YEARS YES NO UNSURE YES NO UNSURE
{Hd vou have any childhood illaesses? a c - Was there any prolonged use of
. . . . licine such as antibiotics ¢
g you have any seriows falis as a child? (VR W R W mef feine :’HC s antones or
’ ) an inhaler? e[ B
. ; 9 0o o o .
Did you play youth sports Did vou suffer any other traumas?
[id you take/use any drugs? c a = éphysical or emolional) G W
Did you have any surgery? O oo oo Were vou vaccinated? O 8 4O
Have you fallenfjumped from a heiglt As a child, were you under regular
over three feet? (i.e. crib, bunk bed, tree) oo i Chiropractic care? i I 5
Were vou involved in apy car aceidents
as a child? I O B |
COMMENTS:

AD{.)I.T {]b IO PRI NEY YES NO YES :\0
Bofdid you smoke? a0 - Boidid vou play any adull spores? I
Doidid vou drink alechol? (S Do/did vou parteipate in exiremne spores? £ 0
Have you been in any accidents? o0 On a scale of 110 describe your stress level:

Have you had any surgery? O O (I=none/| O:Exireme)‘
* Cceuplional
Personal

©On a scale of Poor, Good or Excellent deseribe youwr:

Diet Exercise Sleep General Health




Addressing The Issues That Brought You Te The Office

If you have no symptoms or complaints, and are here for wellness services, please check (v') here “Wish

to have Chiropractic Wellness Services” and skip to *“Family Health Profile.” Others need to briefly describe
the chief area of complaint, including the affect it has had on your life.

If you are experiencing pain, is it...

[ 18harp L1 Dull [ Comes & Goes L] Travels i Constant
Since the problem started, it is... i About the same []Getting better [} Getting worse
What makes it worse:
Yes, it interferes with: [ Work [1Sleep (] Walking [ Sitting _1Hobbies (I Leisure
Other Doctors seen for this problem (please list)

Chiropractor
i1 Medical Doctor
[JOther
Please check (v') all symptoms you have ever had, even if they do not seem related to your current problem.

[ {Headaches [ JPins & Needles in Legs [ Fainting [INeck Pain
D Pins & Needles in Arms [Loss of Smetl [ 1Back Pain [ Loss of Balance
[nizziness | Buzzing in Ears D Ringing in Ears [ Nervousness
[ INumbness in Fingers [_INumbness in Toes [1Loss of Taste E:] {ipset Stomach
LlFatigue [IDepression [ Trritabitity L) Tension
[ 18ieeping Problems [ St Neck [JCold Hands L Cold Feet
[ iarrhea Llc onstipation []Fever [ Hot Flashes
g(.‘.nld Sweats [_]Sensitive Eyes H Problem Urinating [} Heartburn
[ IMoeod Swings I Menstrual Pain [ sdenstrual trregularity [ Utcers

List any medications you are taking

Family Health Profile:
At our office we are not only interested in your health and well-being, but also the health and well-being of your
family and loved ones. Please mention below any health conditions or coneerns you may have about your:

Children
Spouse
Mother
Father
Brother(s)
Sister(s)
Others

Have you ever:
Bought bottled water: 1YES ] NO
Belonged to a health club: T YES (1 NO
Consumed vitamins or supplements: L YES [0 NO

The statements made on this form are accurate to the best af my recollection and I agree ta allow this office
to examine me for further evaluation:

Signature Date

& 2000 Chiropractic Leadership Albiance Form ¥0d1-2



Pain Update Index

Name Date

Please draw the location of your pain or discomfort on the image below. Use the symbols
shown to represent the type(s) of pain;

P = Pain B = Bum
N = Numbness S = Stiff

T = Tingle D = Dull

Extreme Pain

No Pain

Comments:




Form C-6

ACTIVITES DISCOMFORT SCALE

For each of the following activities, please place a check in the one column that best deseribes how much pain
the activity presently causes, on the average {does not include unusual or prolonged activity).

Activity

Doesn't hurt
at sl

Hurts a little

Hurts very
much

Almost
unbearsble

Unbearable pain
prevents activity

1. Walking

2. Sitting

3. Bending

4. Standing

5. Sleeping

&. Lifting

7. Running or jogging

3. Climbing stairs

9. Carrying

10. Pushing and pulling

11. Driving

12. Dressing

13. Reading

14. Watching TV

15. Household Chores

16. Gardening

17. Sports

i8. Employment

TOTAL




Patient Authorization for open adjusting area and contact
regarding chiropractic care, related health services and/or
related health products

It is our desire for our staff to use your name, address, email arid/or telephone
number for the purpose of contacting you to advise you about health related
meetings, workshops, and products. In addition this information may be used to
remind you about scheduled appointments, re-evaluations or other appointment
related issues.

The use of this information is intended to make your experience with our office more
efficient, productive and to further enhance your access to quality health care.

This office utilizes an “open-adjusting” environment for ongoing patient care. “Open
adjusting” involves several patients being seen in the same adjusting room at the
same time, Patients are within sight of one another and some ongoing routine details
of care are discussed within earshot of other patients and staff. This environment is
used for ongoing care and this is NOT the environment used for taking patient
histories, providing examinations or presenting reports of findings. These procedures
are completed in a private, confidential setting. The use of this format is intended to
make your experience with our office more efficient and productive as well as to
enhance your access to quality heaith care and health information. If you choose not
to be adjusted in an open-adjusting environment other arrangements will be made for
you.

It is the desire of this office to utilize any picture or written testimonial offered for
the promotion of chiropractic and our office. We use these in the office in testimonial
books as well as on open display boards for other patients and visitors to view. From
time to time we utilize these in our office advertising as well.

You understand that in using our sign in sheets other chiropractic patients may see
your name.
If you choose not to authorize this use your decision will have no adverse effect on

your care from this office or on your relationship with our staff.

Your signature indicates your authorization of this activity.

Name (printed)

Signature Date

This authorization may be revoked by you at any time. Revocation may be
accomplished by advising us in writing of your desire to withdraw your
authorization. Please allow a reasonable processing time for the change in our
system fo be completed.

Mercade Chiropractic
10135 E. Via Linda #115 Scottsdale, AZ 85258
Ph: 480-661-7000 Fax: 480-661-0220
Email: mercadochiro@aol.com



{ naderstand and agree that health and accidemt policies are an arrangement between an inyerance carrier and myself,
Furthermore, | understand that Mercado Chirapracticwil] prepare ary necessary reports and forevs 1o assist me in
making collection from the inskrance company and any amownt authorized fo be paid directly tiMercado Chiropractic
wiil be cradited 1o my occonnl by receipt However, [ clearly understomd and agree thag ail services rendered me ore

B charged directly to me and that | am peryonaily responsible for poymeni. 1 also undersiund that if § suspend or rerminate
my care, any fees for professional services rendered will be immediately due and payable. A service charge will be added
afler 30 days wunless predeiermtined arrangements have been made.

In consideration of your undertaking to treat me, | agree to the following:

1. You are muthorized to release any informetion you detm sppropriste concerning my physical condition to &ny insurance
company, atorncy, or adjuster in order to process any claim for reimbursement of charges meurred.

2. Yauthorize the direct payient 10 you of any sum 1 now or hereafter owe you by my aftorney out of the proceedsof any
seitlement of my case, snd by any insurance compsay obligated to make payment to me or you based in whols or in part
upon the charges made for your services. | offer Hinited Power of Altorney & the event a paymentis mde to doctors
office ony my behall and requires my signatare. You may endorse snd spply paymont to my accoant.

3. in the event of any insurence company obligated by contractizal sgreemont to maks payment to me or to you for the
charges made for your services refuses to make such paymeat upon demanding by yon, | hevsby assign andd transfer to vou
the cause of action that exists in my favor against any such companysad sulborize you to prosecute saidaction either in
my name as you see fit and further authorize you to compromise, settle or otherwise resolve said claim as you see fiL
However, it is undarsiood that antil all rensonsbie £fforis have been made o collect the shma due from the insurance
company, o companies, contractually obligated, you witl refrain from aneeapts and cfforts to coliect amounts owed
directly from me. | undessiand thar whasever amounts you do not collect from insurance companies proceeds, whether it
be alt or part of what is due, | personaily owe you.

4. This authorization and assignment shall be valid and effactive for ali charges and fees heveafizr incurred unless
retracted and revoked by me in writing, ’

3. | hereby muthorize the doctors st the doctor’s office to care for my vondition ss they deew medicully necessary. it is
understood and agreed that the amount paid for x-rays is for exagination only and the x-ray negatives will remain the
property of this offica, being on file where they may be seen. The doctor’s office will uot be heild responsibie for any
pre-existing medically diagnosed conditions. 1 undersiand the above information and guarantee this form was completed
correctly to the best of my knowledge and undersiand it & my responsibility o inform this office of any changes in my
medical stadus.

DATE

I verify that my last menstrual period was and that } am aot pregnant at this time. The doctors and
staff at Mersado Chiropractic heve been informed of my condition and ate oot responsible for any future condition a3 &
result of diagnostic 5-rays taken on

SIGNATURE






