Confidential Patient Heaith Record DATE .D. NO.
PERSONAL HISTORY
Name: Address:
City: State/Prov: Zip/Postal Code:
Home Phone: Birth Date: Age: Sex: UM OF
Cell Phone: E-mail Address:

Social Security #

Social Insurance #

Business Employer:

Business Phone:

Name of Spouse

Spouse’s Employer

Type of Work

Driver’s License Number: _
Circle One: Married Single Widowed Divorced Separated
Type of Work:
Spouse’s Social Security #
Spouse’s Social Insurance #

Business Phone
Name and Ages of Children

Name and Number of Emergency Contact:

Relationship:

Who Is Responsible For Your Bill, You and (] Spouse (] Workers’ Comp. [ Auto Insurance (] Medicare [ Medicaid

O Personal Health Insurance (Name)

insured Person’s Name

([ Health Card #

Date of Birth

Unwanted Health Condition

CURRENT HEALTH CONDITION

Other Doctors Seen For This Condition; O Yes C1No Who?

Type of Treatment:

When Did This, Condition Begin?

ts Condition: O Job Related [JAuto Accident [ Home Injury [ Fall [ Other:

Date of Accident;

Results:
Has This Condition Occurred Before? [JYes [ No

Time of Accident:

Have You Made A Report of Your Accident To Your Employer: [ Yes [1No
Drugs You Now Take: [ Nerve Pills O Pain Kiflers/Muscle Relaxers [ Blood Pressure Medicine

Cinsulin 3 Cther

Do You Wear A Shoe Lift? [0Yes [ No
Do You Sutfer From Any Condition Other Than That Which You Are Now Consulting Us?

Please Check and Describe:

PAST HEALTH HISTORY

Major Surgery/Operations: [ Appendectomy [ Tonsillectomy (1 Gall Bladder [ Hernia [1Back Surgery

1 Broken Bones [ Other

Major Accident or Falis:

Hospitalization {Other Than Above):

Previous Chiropractic Care: (1 None [ Doctor's Name & Approximate Date of Last Visit




Below are a list of diseases which may seem unrelated to the purpose of your appoiniment. However, these questions
must be answered carefully as these problems can affect your overall course of care.

CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD:

1 Pneumonia O Mumps (1 Influenza

{1 Rheumatic Fever O Small Pox O Pleurisy

i Polio ' [0 Chicken Pox (3 Arthritis

O Tuberculosis OO0 Diabetes L Epilepsy

-1 Whooping Cough O Cancer O Mental Disorders
£} Anemia [ Heart Disease O Lumbago

T Measles [} Thyroid ] Eczema

Have you been tested HIV positive? [JYes [ No

CHECK ANY OF THE FOLLOWING YOU HAVE HAD THE PAST 6 MONTHS:

MUSCULO-SKELETAL CODE
3 Low Back Pain

] Pain Between Shoulders

™ Neck Pain

JArm Pain

7 Joint Pain/Stiffness
“1Walking Problems

0 Difficult Chewing/Clicking Jaw
(1 General Stiffness

NERVOUS SYSTEM CODE
[JNervous -~

T Numbness

_1 Paralysis

1 Dizziness

[] Forgetfulness

01 Cenfusion/Depression

1 Fainting

T3 Convuisions

[ Cold/Tingling Extremities
{]Stress

GENERAL CODE
] Fatigue

T Allergies

1 Loss of Sleep
{1 Fever
1Headaches

GASTRO-INTESTINAL CODE
1 Poor/Excessive Appetite
{1 Excessive Thirst

[l Frequent Nausea

.| Vomiting -

i Diarrhea

71 Constipation

! Hemorrhoids

“JLiver Problems

(1 Gali Bladder Probiems
[J Weight Trouble

{1 Abdominal Cramps

O Gas/Bloating After Meals
[ Heartburn

O Black/Bloody Stool

O Colitis '

GENITO-URINARY CODE

! Bladder Trouble

O Painful/Excessive Urination
{0 Discolored Urine

C-V-R CODE

O Chest Pain

U Short Breath

[0 Blood Pressure Problems
01 Irregular Heartbeat

O Heart Problems

O Lung Problems/Congestion
O Varicose Veins

O Ankle Swelling

C Stroke

EENT CODE

{1 Vision Problems
O Dental Problems
O Sore Throat

{1 Ear Aches

O Hearing Difficulty
1 Stuffed Nose

MALE/FEMALE CODE

O Menstrual Irregularity

O Menstrual Cramps

(0 Vaginal Pain/Infection

[ Breast Pain/Lumps

O Prostate/Sexual Dysfunction
{J Cther Problems

ool

INTAKE

O Coffee

O Tea

£1 Alcohol

[J Cigarettes
(] White Sugar

FEMALES ONLY:
When was your last period?

Are you pregnant?
OYes [ONo [1NotSure

Please outline on the diagram the
area of your discomfort.

FAMILY HISTORY

The following members have a
same or similar problem as | do:
1 Mother

O Father

O Brother

O Sister

(I Spouse

1 Child

ANALYSIS:
DIAGNOSIS:

Patient Acdepted: (0¥Yes [1No L[iReferred

DO NOT WRITE BELOW THIS LINE

Doctor’s Signature




Clinic Name ) Doctor's Name:

Patient's Name: Today's Date:

'Auto Accident Mechanism of Injury Form ‘
Date of Collision: Hour of Accident: AM / PM

Please describe how the collision happened:

What was your position in the car? (Circle) Driver/ Front Passenger / Left Rear / Right Rear

If “Driver’, were your hands on the steering whee!? Both/ Left/ Right

Did the airbags deploy? Yes/No

Did you strike another vehicle? Yes/No Did another vehicie strike your vehicle? Yes / No
Angle of Impact:  Front/ Back / Left / Right / Other:
If Second Collision — Angle of 2@ impact:  Front/Back/ Left/ Right / Other.
1) in refation to the back of your head, was your headrest set: Low / Middle / High

2) Were you surprised by the impact? Yes/No
If “NO”, how did you brace?  With Hands / With Feet
3a) Where was your head facing at the time of impact? Straight Ahead / Left/ Right / Behind
3b) Were you leaning forward at the time of impact? Yes/No
4) What type and year of vehicle were you in?

4a) What was the approximate speed of your vehicle when the accident occurred? mph

5) What type and year of vehicle struck yours?

5b) What was the approximate speed of the other vehicle when the accident occurred? mph
6) Were you wearing a seatbelt? Yes/No Whattype: Lap Belt/ Shoulder Belt / Both

7) Did you feel pain immediately after the accident? Yes / No

Were you rendered unconscious as a result of the accident? Yes I No

Did you strike anything in the vehicle at the time of impact? Yes/No If “YES", specify what part of
your body struck what: (i.e. head, chest, chin, shoulder, knee, etc.)

GSteering Wheel 0 Windshield *
o Dashboard o Roof |
o Left Side Door o Right Side Door i
o Left Window r1 Right Window |
o Other 1

Did your seat break or bend? Yes/No

Immediately following the accident, how did you feel? (Circle all that apply) Dizzy / Dazed / Weak /
Upset / Disoriented / Nervous / Nauseous / Other:

Clinic Address *  Clinic Phone Number
City, State Zip Code




Lighthouse Chiropractic Dr. Morris Tai

5330 Madison Ave Suit. B
Sacramento, CA 95841

Patient’s Name: Date:

Police and Ambulance:

Was the accident reported to the police? YES NO
Were traffic citations issued? YES NO

If YES, to whom?

Did you go to the hospital? YES NO

If “YES”, to whom?

If “YES” how did you get there?  (Circle)AMBULANCE / POLICE CAR / PRIVATE TRANSPORTATION

Were you admitted? YES NO

If “YES”, for how long?

Name of Hospital?

What Treatment was given? (Circle all that apply)
NONE / X-RAYS / PAIN MEDICATION / STITCHES/ MUSCLE RELAXANTS / BANDAGED /
CERVICAL COLLAR / PHYSICAL THERAPY / INSTRUCTED REGARDING CONCUSSION /
INSTRUCTED REGARDING SPRAINS & STRAINS / INSTRUCTED TO CALL AN
ORTHOPEDIST / INSTRUCTED TO CALL A PRIVATE PHYSICIAN / REFERRED TO THIS
OFFICE / OTHER:

What other doctor have you seen as a result of this injury?

Do you have difficulty in excessive: STANDING / WALKING / RIDING / BENDING / TWISTING
Do you have difficulty in excess lifting: LIGHT / MODERATE / HEAVY / REPETITIVE

Symptoms other than above:

Patient Signature Date



Lighthouse Chiropractic

5330 Madison Ave Suit. B
Sacramento, CA 95841

Date

Patient Name
Employer
Claim Group #
SSN #/ ID#

| hereby instruct and direct Insurance company to pay by check
mailed to:

Lighthouse Chiropractic

5330 Madison Ave Suite. B
Sacramento, CA 95841

or
If my current policy prohibits direct payment to to doctor, | hereby also instruct and direct you to make out
the check to me and mail it as follows:

5330 Madison Ave Suite. B
Sacramento, CA 95841

For the professional or medical expense benefits allowable, and otherwise payable to me under my
current insurance policy as payment toward the total charges for the professional services rendered. THIS
IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will
not exceed my indebtedness to the above-mentioned assignee, and | have agreed to pay in a current
manner, any balance of said professional services charges over and above this insurance payment.

A photocopy of this Assignment shall be considered as effective and valid as the original.

| also authorize the release of any information pertinent to my case to any insurance company, adjuster,
or attorney involved in the case.

| authorize the doctor to initiate a comp[laint to the insurance commissioner for any reason on my behalf.

Name: Date:

Signature of Policy Holder



Lighthouse Chiropractic Patient’s Name:

Dr, Morris Tai

3330 Madison Avenue Ste. B
Sacramento, Ca 95841

(916) 334-6262

G T _ '
Gy - RE: MEDICAL REPORTS AND DOCTOR S LIEN

fonu 16

I do hereby authorize above named clinic to furnish yos, my attorney or the in-
volved insurance company, with a full report of examination, diagnosis, wreat-

ment, prognosis, ete., of myself in regard to the acciderit in which I was recent-

ly involved.

- I hereby authorize and direct you, my attorney, to pay to said doctor such sums

as may be due and owing him for medical service rendered me-both by reason
of this accident and by reason of any other bills that are due his office and to
withhold such sums from any settlement, judgement or verdict as may be neces-
sary to adequately protect said doctor. And I hereby furtber give a Lien on my
case to said doctor against any and all proceeds of my settlement, judgement or
verdict which may be paid to you, my attorney, or myself, as the result of the
injuries for which I have been treated or injuries in connection therewith,

1 agree never to rescind this document and that a rescission will not be honored
by my attorney. I hereby instruct that in the event another attomey is substituted
in this matter, the new attorney will honor this lien as inherent to the settlement
and enforceable upon the case as if it were executed by him,

I fully understand that I am directly and fully responsible to'said doctor for all

medical bills submitted by him for service rendered me and that this agreement

is made solely for said doctor's additional protection and in consideration of his
awaiting payment, And I further understand that such payment is not contingent

?n any settlement, judgement or verdict by which I may eventually recover said
ee.

Please acknowledge this letter by signing below and retumning to the doctor's
office. I have been advised that if my attorney does not wish to cooperate in
protecting the doctor’s interest, the doctor will not await payment but will re-
quire me to make payments on & current basis.

Dated Patient's Signature

The undersigned being attorney of record for the above patient does hereby

?rgg;c atg obs&rvc a.llt’tlgedtcnns of the above and agrees to withhold such sums
Y sclliement, judgement, or verdict, as may be necessary t

protect said doctor above-named, ’ Y th adequately

Dated__ Attorney's Signature

Please date, si '
your rccords.lgn and return one copy to doctor's office. Also keep one copy for




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. \ X

This Notice of Privacy describes how we may use and disclose your protected health information (PHI) to carry our
treatment, payment or health care operations (TPO) for other purposes that are permitted or required by law.
“Protected Health Information” is information about you, including demographic information that may identify you
and that related to your past, present, or future physical or mental health or condition and related care services.

Use and Disclosures of Protected Health Information:

Your protected health information may be used and disclosed by your physician, aur staff and others outside of our
office that are involved in your care and ireatment for the purpose of providing health care services to you, pay your
health care bills, to support the operations of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your
health care and any relatéd 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 to you. For example, your health care information may be provided to a physician to whom you
have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment: Your protecté,d 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 disclose, as needed, your protected health information in order to support the
business activities of your physician’s practice. These activities include, but are not limited to, quality assessment
activities, employee review activities, training of medical students, licensing, marketing, and fund raising activities,
and conduction 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 at the
registration desk where you will be asked to sign your name and indicate your 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 included as required by law, public health issues, communicable diseases, health oversight, abuse or
neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral directors,
and organ donation. 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.

Signature of Patient of Representative Date

Printed Name




Informed Consent for Chiropractic Care

I hereby request and consent to the performance of chiropractic adjustments and other
chiropractic procedures, including various modes of physical therapy and diagnostic X-
rays, on me (or on the patient named below, for whom 1 am legally responsible) by the
doctor of chiropractic named below and/or other licensed doctors of chiropractic who
now or in the future work at the clinic or office listed below or any other office or clinic.

I have had an opportunity to discuss with the doctor of chiropractic named below and/or
with other office or clinic personnel the nature and purpose of chiropractic adjustments
and other procedures. I understand that results are not guaranteed.

1 understand and am informed that, as in the practice of medicine, in the practice of
chiropractic there are some risks to treatment, including but not limited to fractures, disc
injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to
anticipate and explain all risks and complications, and I wish to rely upon the doctor to
exercise judgment during the course of the procedure which the doctor feels at the time,
based upon the facts then known to him or her, is in my best interest.

I have read, or have had read to me, the above consent. I have also had an opportunity to

ask questions about its content, and by signing below I agree to the above-named
procedures. ] intend this consent form to cover the entire course of treatment for my
present condition and for any future condition(s) for which I seek treatment.

Patient Signature ‘ Date

Witness Signature Date




