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New Patient Intake Form

First Name Middle Initial __ Last Name
Address

City State Zip Code
Home Phone ( ) - Cell Phone ( ) -
Email SS#

Date of Birth / / Sex: [ Male [] Female

Marital Status: [] Single [] Married [] Other

How did you hear about our office?

Employer Occupation

Spouse and/or Emergency Contact

First Name Middle Initial Last Name
Home Phone ( ) - Cell Phone ( ) -
Spouse Date of Birth / /

Insurance info

Insurance Company ID #

Name of Insured DOB Relationship to patient

Address of Insured City, State, Zip

Medical Conditions: (Circle all that apply to you)

"1 Arthritis 1 Cancer "1 Diabetes (1 Heart Disease
"1 Hypertension "1 Psychiatric Iliness 71 Skin Disorder (1 Stroke

(1 Other Fibromyalgia Asthma Osteoporosis

Are you pregnant? Yes No If yes, how far along?

Surgeries:

Allergies:

Medications:
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Social History: (Circle all that apply to you) Family History: (Circle all that apply)
Caffeine use: occasional/often/never Arthritis [l Parent [ Sibling
Drink Alcohol: occasional/often/never Cancer [ Parent [0 Sibling
Exercise: occasional/often/never Diabetes {1 Parent (1 Sibling
Drink Water: [<64 oz/day] [>64 oz/day] [never] Heart Disease [1 Parent (1 Sibling
Cigarettes: [<1 pack/day] [>1 pack/day] [never] Hypertension [ Parent [1 Sibling
Sleep: [<8 hours] [ >=8 hours] [Insomnia] Stroke [ Parent (1 Sibling
Thyroid {1 Parent (1 Sibling

“X” where you are having any pain, numbness, tingling, or burning.

Average Pain Intensity:

Last 24 hours:
nopain 012345678910 worst pain

Past week:
Nopain 012345678910 worst pain

When did the pain start:

What improves your pain? :

Is this injury a result of an [] Auto Accident  [] Work related  [] Other

How often do you experience your symptoms?
1 Constantly [ Frequently [0 Occasionally [0 Intermittently
(76-100% of the day) (51-75% of the day) (26-50% of the day) (0-25% of the day)

Please describe previous treatment and/or imaging for current injury.
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PAYMENT POLICY

Thank you for choosing Back to Balance Chiropractic as your Chiropractic provider. We are committed to providing you with quality
and affordable health care. Due to some of the questions our patients have regarding patient and insurance responsibility for services
rendered, we have been advised to develop this payment policy. Please read it, ask any questions you may have, and sign in the space
provided below. A copy will be provided to you upon request.

1.

INSURANCE. We participate in most insurance plans, including Medicare. If you are not insured by a plan we participate with,
payment in full is expected at each visit. If you are insured by a plan we do participate with, but do not have an up-to-date
insurance card, payment in full for each visit is required until we can verify your coverage. Knowing your insurance benefits is
your responsibility, please contact your insurance company with any questions you may have regarding your coverage. If your
insurance company requires a referral, it is your responsibility to provide us with a referral dated the day of your first visit from
your primary care physician prior to your first visit. We are only able to provide a summary of your chiropractic benefits.
CO-PAYMENT AND DEDUCTIBLES. All co-payments and deductibles must be paid at the time of service. This arrangement
is part of your contract with your insurance company. Failure on our part to collect co-payments and deductibles from patients
can be considered fraud. Please help is in upholding the law by paying your co-payment at each visit.

PROOF OF INSURANCE. All patients must complete out patient information form before seeing the provider. We must obtain
a copy of your most current insurance card to provide proof of insurance. If you fail to provide us with the correct insurance
information in a timely manner, you may be responsible for the balance of a claim.

CLAIM SUBMISSION. We will submit your claims and assist you in any way we reasonably can to help get your claim paid.
Your insurance company may need you to supply certain information directly. It is your responsibility to comply with their
request. Please be aware that the balance of your claim is your responsibility whether or not your insurance pays your claim. Your
insurance benefits are a contract between you and your insurance company; we are not party to that contract.

CONVERAGE CHANGES. If your insurance coverage changes, please notify us before your next visit so we can make the
appropriate changes to help you receive your maximum benefits. If your insurance company does not pay your claim in 90 days,
the balance will automatically be billed to you.

CASH DISCOUNT. We offer discounts for cash at time of service.

NO SHOW. | understand that insurance does not cover missed appointments. | agree to pay the current fees and authorize Back to
Balance to charge my credit card in the event | do not inform Back to Balance Chiropractic of missed appointment as follows. 1)
50% of cash fee within 24 hours of appointment time. 2) 100% of cash fee with no notification.

Our practice is committed to providing the best treatment to our patients. Our prices are representative of the usual and customary
charges for our area.
I have read and understood the payment policy and agree to abide by its guidelines.

Signature Date
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CONSENT TO TREATMENT

Health care providers are required to advise patients of the nature of the treatment to be provided, the risks and benefits of the
treatment, and any alternatives to the treatment.
There are some risks that may be associated with treatment, in particular you should note:

A. While rare, some patients have experienced rib fractures or muscle and ligament sprains or strains following
manipulation.

B. There have been rare reported cases of disc injuries following cervical and lumbar spinal adjustment although no
scientific study has ever demonstrated such injuries are caused, or may be caused, by spinal or soft tissue manipulation
or treatment.

C. There have been reported cases of injury to a vertebral artery following osseous spinal manipulation. Vertebral artery
injuries have been known to cause a stroke, sometimes with serious neurological impairment and may, on rare occasion,
result in paralysis or death. The possibility of such injuries resulting from cervical spine manipulation is extremely
remote. This is especially true when the care is given by a licensed chiropractor.

Osseous and soft tissue manipulation has been the subject of government reports and multi-disciplinary studies conducted over many
years and have demonstrated it to be highly effective treatment of spinal conditions including general pain and loss of mobility,
headaches and other related symptoms. Musculoskeletal care contributes to your overall wellbeing. The risk of injuries or
complications from treatment is substantially lower than that associated with many medical or other treatments, medications, and
procedures given for the same symptoms.

I acknowledge I have discussed the following with my healthcare provider:

A. The condition that the treatment is to address

B. The nature of the treatment

C. The risks and benefits of that treatment

D. Any alternatives to that treatment

| have had the opportunity to ask questions and receive answers regarding the treatment.
| consent to the treatments offered or recommended to me by my healthcare provider, including osseous and soft tissue manipulation. |
intend this consent to apply to all my present and future care with Dr. Nate Roberts, DC, Andres Garcia, LMT or Lynn Nicholes,LMT.

Signature ot

Print Name



Back to Balance Chiropractic and Wellness

HIPAA PRIVACY NOTICE

Our Obligations

We are required by law to:

« Maintain the privacy of protected health information

« Give you the notice of your legal duties and privacy practices regarding health information about you

« Follow the terms of our notice that is currently in effect

How We May Use and Disclose Health Information

These are the ways we use your health information, unless you disclose you would not like us to. (Health Information)

Treatment. We may use and disclose Health Information for your treatment and to provide you with treatment-related health care services. Payment. We may
use and disclose Health Information so that we or others may bill and receive payment from you, an insurance company, or a third party for treatment and
services you receive. Health Care Operations. We may use and disclose Health Information for health care operation purposes. These uses and disclosures
are necessary to make sure that all of our patients receive quality care to operate and manage our office. Appointment Reminders, Treatment Alternatives,
and Health Related Benefits and Services. We may use and disclose Health Information to contact you and remind you that you have an appointment with us.
We also may use and disclose Health Information to tell you about treatment alternatives or health related benefits and services that may be of interest to you.
Individuals Involved in Your Care or Payment for Your Care. When appropriate, we may share Health Information

with a person who is involved in your medical care or payment for your care, such as your family or a close friend. We also may notify your family about your
location or general condition or disclose such information to an entity assisting in a disaster relief effort.

Research. Under certain circumstances, we may use and disclose Health Information for research. As required by law. We will disclose Health Information
when required to do so by international, federal, state, or local law.

To Avert a Serious Threat to Health of Safety. We will disclose Health Information when necessary to prevent a serious threat to your health and
safety or the public, or another person. Disclosure, however, will be made only to someone who may be able to help provide treatment.

Business Associates. We may disclose Health Information to our business associates that perform functions on our

behalf or to provide us with services if the information is necessary for such functions or services. Organ and Tissue Donation. If you are an organ donor, we
may use or release Health Information to organizations that handle organ procurement or other entities engaged in procurement; banking or transportation of
organs, eyes, or tissues to facilitate organ, eye, or tissue donation, and transplantation. Military and Veterans. If you are a member of the army forces, we may
use or release Health Information as

required by military command authorities. We also may release Health Information to the appropriate foreign military authority if you are a member of a foreign
military. Worker’'s Compensation. We may release Health Information for worker’'s compensation or similar programs. These programs provide benefits for
work-related injuries or iliness. Public Health Risks. We may disclose Health Information for public health activities. These activities generally include disclosure
to prevent or control disease, injury, or disability; report child abuse or neglect; report reactions to medications or problems with products; notify people of recalls
of products they may be using; inform a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition;
and report to the appropriate government authority if we believe a patient has been a victim of abuse, neglect, or domestic

violence. We will only make this disclosure if you agree or when required by law. Health Oversight Activities. We may disclose Health Information to a health
oversight agency for activities authorized by law. These oversight activities include, for example, audits, investigations, inspections, and licensure. These
activities are necessary for the government to monitor the health care system, government programs, and compliance with civil rights laws. Lawsuits and
Disputes. If you are involved in a lawsuit of a dispute, we may disclose Health Information in response to a court or a court administrator order. We also may
disclose Health Information in response to a subpoena, discovery request, or other lawful process by someone else involved in the dispute, but only if efforts
have been made to tell you about the request or to obtain an order protecting the information requested. Law Enforcement. We may release Health Information
if asked by a law enforcement official if the information is: 1) in response to a court order, subpoena, warrant, summons, or similar process; 2) limited information
to identify or locate a suspect, fugitive, material witness, or missing person; 3) about the victim of crime even if, under certain circumstances, we are unable to
obtain the person’s agreement; 4) about a death we believe may be the result of criminal conduct; 5) about criminal conduct on our premises and; 6)in an
emergency to report a crime to the location of the crime if victims, or the identity, description, or location of the person who committed the crime. Coroners,
Medical Examiners, Funeral Directors. We may release Health Information to a coroner or medical examiner. This may be necessary, for example, to identify
a deceased person or determine the cause of death. We may also release Health Information to funeral directors as necessary for their duties. National
Security and Intelligence Activities. We may release Health Information to authorized federal officials so they may provide protection to the President, other
authorized persons, or foreign heads of state, or to conduct special investigations. Protective Services and Intelligence Activities. We may release Health
Information to authorized federal officials

so they may provide protection to the President, other authorized persons, or foreign heads of state, or to conduct special investigations. Inmates or Individuals
in Custody. If you are an inmate of a correctional institution or other custody of a law

enforcement official, we may release Health Information to the correctional institution or law enforcement official. This release would be made if necessary 1) for
the institution to provide you with health care; 2) to protect your health and safety or the health and safety of others, or; 3) for the safety and security of the
correctional institution. Your Rights You have the following rights regarding Health Information we have about you: Right to Inspect and Copy. You have the
right to inspect and copy Health Information that we may used to make decisions about your care or payment for your care. This includes medical and billing
records, other than psychotherapy notes. To inspect and copy this information, you must make your request in writing, to our Privacy Officer. Right to Amend. If
you feel that Health Information we have is incorrect or incomplete, you may ask us to amend the information. You have the right to request an amendment for
as long as the information is kept by or for our office. To request an amendment, you must make your request, in writing, to our Privacy Officer. Right to an
Accounting of Disclosures. You have the right to request a list of certain disclosures we made of Health Information for purposes other than treatment,
payment, and health care operations or for which you provided written authorization. To request an accounting of disclosures, you must make your request, in
writing, to our Privacy Officer. Right to Request Restrictions. You have the right to request a restriction or limitation on the Health Information we use or
disclose for treatment, payment, or health care operation. You also have a right to request a limit on the Health

Information we disclose to someone involved in your care or the payment for your care, like a family member or

friend. We are not required to agree with your request. If we agree, we will comply with your request unless the information is needed to provide you with
emergency treatment. Right to Request Confidential Communication. You have the right to request that we communicate with you about your medical
matters in a certain way or at a certain location Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You must ask us to
give you a copy of this notice at any time. Even if you have agreed to receive this notice electronically, you are still entitled to a paper copy of this notice. You
may obtain a copy of this notice by contacting our office. Changes to This Notice We reserve the right to change this notice and make the new notice apply to
Health Information we already have as well as any information we receive in the future. We will post a current copy of our notice at our office. The notice will
contain the effective date on the first page, in the top right hand corner. Complaints If you believe your privacy has been violated, you may file a complaint with
our office or with the Secretary of the Department of Health and Human Services. To file a complaint with our office, contact our Privacy Officer. All complaints
must be made in writing. You will not be penalized for filing a complaint. By subscribing my name below, | acknowledge receipt of a copy of this notice, and
my understanding and my agreement to its terms.

Signature Date




