Snyder Family Chiropractic - 1003A Egypt Rd. - Suite 2, Oaks, PA - (610) 935-5900

Welcome to our Chiropractic Office. Please take a moment to fill out this important information.

Name (F,L): Evaluation Date I
Age  Birth Date / / Gender M/ F

E-Mail:

Home Phone ( ) - Work / Mobile Phone ( ) -

Home Address

City State Zip
Emergency Contact: Phone: Relationship:

Who may we thank for referring you?

Your prior Chiropractor’'s name and address:

First and Last time you went to a Chiropractor:

General Practitioner: M.D. or D.O.
Address City Zip

Your Occupation:

Your Employer: Phone number:
Address: City Zip

Spouse’s name: Spouse’s employer:

Children’s names & ages:

Favorite hobbies or interests:

What have you heard about chiropractic care?

Do you know what a Vertebral Subluxation is? If yes, please describe

AUTHORIZATION FOR CARE OF A MINOR (UNDER 18 YEARS)
Parent’s Name Work or Cell # ( )

| hereby authorize and consent to the chiropractic evaluation and care of my child.

Parent/Guardian Signature Date

Witness Signature Date

Method of Payment for today [ ] Cash, [ ] Check, [] Credit Card,

[]11also plan to use a third party insurance benefit to cover part of my care.
(If you are using a third-party insurance plan, you will need to contact your insurance
provider, complete the Insurance Verification page and return it to our office before we

can accept your insurance as a payment method)




Present Concerns (photocopy this page if more than 2 areas of concern)

If you have no symptoms or complaints, and are here for wellness services, please check 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 effect it had on your life.

FIRST CHALLENGE: Does it radiate? Y N

e How does this challenge effect your quality of life?

¢ Does the Pain Radiate into your LEFT/RIGHT___ Arm LEFT/RIGHT____ Leg__ Does not radiate
e Do you experience Numbness or Tingling? Y N

¢ How often do you experience these symptoms? 100% 75% 50% 25% 10%
e Typeof Pain ___ Sharp Dull Ache Burn Throb _ Numb

e Symptoms Changing with Time? __ Getting Worse __ Staying the Same ___ Getting Better

PAIN INTENSITY: Circle the number best describing the intensity of your pain

No Pain 0 1 2 3 4 5 6 7 8 9 10 Unbearable Pain

e Has this interfered with work? o Notatall oAlittle bit o Moderately o Quite a bit o Extremely

¢ Has this interfered with social activities? o Not atall o Alittle bit o Moderately o Quite a bit o Extremely

e How important is it to you to find the cause of this problem: Little importance 1 2 3 4 5 6 7 8 9 10 Veryimportant

¢ Who else have you seen for this challenge?

e How long have you been suffering with this health challenge? days/weeks/months/years/too long to recall

e What makes the symptoms Increase? Decrease?

¢ Does your Father/Mother/Brother/Sister/Children have similar problems? If YES, circle.

SECOND CHALLENGE: Does it radiate? Y____N__
e How does this challenge effect your quality of life?

e Does the Pain Radiate into your LEFT/RIGHT___ Arm LEFT/RIGHT___ Leg__ Does not radiate

e Do you experience Numbness or Tingling? Y N

¢ How often do you experience these symptoms? 100% 75% 50% 25% 10%

e Typeof Pain ___ Sharp Dull Ache Burn Throb _ Numb

e Symptoms Changing with Time? __ Getting Worse Staying the Same __ Getting Better

e PAIN INTENSITY: Circle the number best describing the intensity of your pain

No Pain 0 1 2 3 4 5 6 7 8 9 10 Unbearable Pain

e Has this interfered with work? o Notatall o Alittle bit o Moderately o Quite a bit o Extremely

¢ Has this interfered with social activities? o Not atall o A little bit o Moderately o Quite a bit o Extremely

e How important is it to you to find the cause of this problem: Little importance 1 2 3 4 5 6 7 8 9 10 Veryimportant

¢ Who else have you seen for this challenge?

e How long have you been suffering with this health challenge? days/weeks/months/years/too long to recall

e What makes the symptoms Increase? Decrease?

» Does your Father/Mother/Brother/Sister/Children have similar problems? If YES, circle.

Any other health challenges, please write on the back of this page.



Personal Health Profile

Why this information is important:

As a full spectrum Chiropractic office, we focus on your ability to be healthy. Our goals are , to address the issues that
brought you to this office, and , to offer you the opportunity of improved health potential and wellness services in the
future. On a daily basis, we express physical, biochemical, and psycho emotional stresses that can accumulate and result in
serious loss of health potential. Most time the effects are gradual; not even felt until they become serious. Answering the
following questions will give us profiles of the specific stresses you have faced in your lifetime, allowing us to better assess
the challenges to your health potential.

The Beginning Years (to age 17): Research is showing that many of the health challenges that occur later in life, have
their origins during the developmental years, some starting at birth. Please answer the following questions to the best of your
ability.

Your Childhood Years YES NO UNSURE DESCRIBE
Did you have any childhood illnesses? [1 11 11
Did you have any serious falls as a child? [1 [1 Il
Did you play youth sports? [1 11 [1
Did you take / use any drugs? [1 [1 11
Did you have any surgery? [T [1 T[1
Have you fallen / jumped from a height over 3 feet? [] [] []
Were you involved in any car accidents? [1 11 11
Prolonged use of medicine (antibiotics, inhaler) [1 [1 T[]
Did you suffer any physical or emotional trauma [T [1 I[1

How important is Quality of Life to you? Little importance 1 2 3 4 5 6 7 8 9 10 Veryimportant

Indicate your current: Height ___ ft  in Weight Ibs

Please rate your overall Health. o Excellent o Very Good o Good o Fair o Poor
What level of exercise do you do? o Strenuous o Moderate o Light o© None
Please rate your dietary habits. o Excellent o Good o Poor o Needs Improvement
Indicate if you have any immediate family members with any of the following:

o Rheumatoid Arthritis o Diabetes o Lupus o Heart Problems o Cancer o ALS o Other:

List all prescription and over the counter medications you are currently taking:

List all of the nutritional supplements you are currently taking:

List all surgical procedures you have had (even as a child):

Have you ever been hospitalized? o No o Yes

if yes, why

Have you had significant past trauma? o No o Yes



OFTEN SEEMINGLY UNRELATED SYMPTOMS CAN MANIFEST AS OTHER HEALTH CONCERNS:

For each of the warning signals listed below, place a check in the "past” column if you have had the condition greater than

1 month ago. If you presently have a warning signal listed below, place a check in the "present” column.

Past/Present

O

a

O

O

o Headaches

o Neck Pain

o Upper Back Pain

o Mid Back Pain

o Low Back Pain

o Shoulder Pain

o Elbow/Upper Arm Pain
o Wrist Pain

o Hand Pain

o Upper Leg Pain

o Hip Pain

o Knee Pain

o Ankle/Foot Pain

o Jaw Pain

o Joint Pain/Stiffness

o Arthritis

o Rheumatoid Arthritis

o General Fatigue

o Muscular Incoordination

o Visual Disturbances

Past/Present

O

m]

o Dizziness

o High Blood Pressure

o Heart Attack

o Chest Pains

o Stroke

o Angina

o Kidney Stones

o Kidney Disorders

o Bladder Infection

o Painful Urination

o Loss of Bladder Control

o Prostate Problems

o Abnormal Weight Gain/Loss
o Loss of Appetite

o Abdominal Pain

o Ulcer

o Hepatitis

o Liver/Gall Bladder Disorder

o Cancer

What activities do you do at work?

Past/Present

O

]

m]

O

O

o Tumor

o Asthma

o Chronic Sinusitis

o Diabetes

o Excessive Thirst

o Frequent Urination

o Smoking/Tobacco Use

o Drug/Alcohol Dependance
o Allergies

o Depression

o Systemic Lupus

o Epilepsy

o Dermatitis/Eczema/Rash
o HIV/AIDS

For Females Only

O

O

a

O

o Birth Control Pills

o Hormonal Replacement
o Pregnancy

o Other:

o Sit:
o Stand:

o Computer work:

o Most of the day o Half the day o A little of the day
o Most of the day o Half the day o A little of the day
o Most of the day o Half the day o A little of the day
o Most of the day o Half the day o A little of the day
What physical activities do you engage in outside of work?

o On the phone:

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 challenges or concerns you may have about the people in your life.

Children

Spouse

Parent(s)

Brother or Sister
Other (friend, mate)
The above information is true and accurate to the best of my knowledge. My reason for evaluating with the Doctor is

for my physical health and the potential for improvement.

Patient or Guardian Signature: Date: / /




Patient’s Statement of Privacy Rights (Health Information Accountability and Portability Act of
1996 (HIPAA))

As a patient of this office, you have the right to privacy of your Personal Health Information, and to know that such information shall be properly
and securely maintained by this office, in accordance with our own policy and in compliance with the Health Information Accountability and
Portability Act of 1996 (HIPAA). HIPAA was enacted to give you, the patient of a health care provider and covered under a health insurance claim,
more control over your health information, to set boundaries on the use and release of health records, establish appropriate safeguards that
health care providers and others must achieve to protect the privacy of Personal Health Information, and to hold violators accountable, with
appropriate penalties for violation of a patient’s right to privacy.

AS A PATIENT OF THIS OFFICE:
1. You are entitled to an individually delivered, written notification of your Privacy Rights at the time of your first visit to this practice’s facility.
The document you are reading is this notice.

2. You are entitled to see your medical records.

3. You are entitled to receive a copy of your medical records. (Forms are available upon request.) As per allowance by HIPAA the charge can be
as much as $1.00 per page.

4. You are entitled to make an amendment to your patient health information within those records. (Forms are available upon request.)

5. While the doctor has a right to deny inclusion of amendments into a patient file, you have the right to disagree with the doctor’s refusal of such
inclusion of amendment to those records. (Forms are available upon request.) If the doctor disagrees, he shall supply you with written
notification of such disagreement.

6. The doctor has a right to a rebuttal to the patient’s disagreement. But any time a file is sent out of the office, a copy of that rebuttal must be
included in the file.

7. You have the right to specify how access to your health information is restricted and from whom.

8. You have the right to indicate the method, phone numbers and addresses to which telephonic and written communications to you shall be
forwarded.

9. All covered entities under HIPAA, such as This office or other health care providers, or business associates such as billing companies or
claims administrators, as are designated by the HIPAA Privacy Rule, and with whom this office must work on your behalf from the standpoint of
effective treatment or billing of medical services and administration of such services, shall be part of a “chain of trust” under applicable Business
Associate Agreements whenever applicable with those parties. This means those parties are bound to maintain the same privacy and security of
your health information, as are we.

10. No personal health information shall be given out to any entity not related to your treatment and billing of medical services rendered, without
your written authorization, except as covered under applicable law. You have a right to receive upon request, an accounting of any disclosure of
personal health information not made for treatment, reimbursement or administrative purposes as described above, or otherwise excepted by
law.

11. You are entitled to this practice’s best efforts to maintain the security of Personal Health Information on your behalf within and outside this
office.

12. This office shall provide Personal Health Information to required parties on the basis of the minimum necessary standard of release (releasing
only that information necessary for those parties to provide treatment, reimbursement, or administrative services on your behalf), and so as to
maintain the intent of HIPAA in establishing that standard.

13. You have the right to inquire of this office and gain correct and appropriate answers to any questions regarding your privacy rights at any
time, consistent with those rights as covered by HIPAA.

14. You have the right contact the Department of Health and Human Services, Office of Civil Rights, which administrates HIPAA, with questions or
to file a complaint at, Toll Free: 1-877-696-6775 or you may find the E-Mail address at www.hhs.gov/ocr

[ ] I hereby disapprove of this office to leave messages on voice mail or with people in my household.
[ ] I hereby disapprove of this office to have my name or photo displayed in the office in recognition of significant events involving me.

| hereby acknowledge receipt of this office’s Statement of Privacy Rights, provided on my behalf and in accordance with law, and have read and
understand my rights to privacy and security of Personal Health Information, as a patient of this office.

Affirmed,

Patient or Guardian Signature Print Name Date



