 TREEHIVE

CHIROPRACTIC

NEW PRACTICE MEMBER APPLICATION

Name Date of Birth / / Age Male/Female
Address City State Zip
Phone: Cell Home

Social Security #: Email:

Occupation Employer’'s Name
Status: Single / Married / Divorced / Widowed ~ Spouse’s Name

Number of Children

Names, Ages, & Gender.

Who may we thank for referring you?

List The Health Concerns That Brought You Into This Office

=

Health Concern(s): Rate of Severity ~ When did Have you had the Did the Are symptoms
List according 0 =no pain this problem problem before?  problem begin constant (C) or
to severity. 10 = unbearable start? If so, when? with an injury? intermittent (1)?
Primary:
Second:
Thlrd
Fourth:
Have you ever seen other doctors for these conditions? o0 Yes © No
If Yes: o Chiropractor o Medical doctor g Other
Who? When? Results?
Please Mark “P” For In The Past OR Mark “C” For Currently Have:

___Headaches ___EarlInfections ___Sinus Issues ___Kidney Problems ___Sexual Dysfunction
___Migraines ___Hearing Loss ___Frequent Colds ___ Bladder Problems ___Sleep Problems
___Jaw/TMJ Pain ___Ringingin the Ears ___Thyroid Issues ___Menstrual Problems ___Tight/Sore Muscles
__ Neck Pain ___ Dizziness ___Asthma ___ Prostate Problems ___Sports Injury
___Shoulder Pain ___Loss of Energy ___ Chest Pain ___Infertility ___Sciatica
___ArmPain __ Nervousness ___Heart Problems ___Fibromyalgia ___Arthritis/Joint Pain
___UpperBackPain ___ Double/Blurry Vision ___Nausea ___ Epilepsy/Convulsions ___ GERD/Gastric Reflux
___Mid Back Pain ___Anxiety __ Ulcers ___Tremors ___Numb/Tingling in Arms/Hands
_ LowerBackPain ___ ADD/ADHD ___Digestive Issues ___ Disc Problems ___Numb/Tingling in Legs/Feet
___Hip/Leg Pain ___Loss of Balance ___Diarrhea ___Scoliosis ___Stomach Problems
___KneePain ___Depression ___Constipation ___PoorPosture ___High/Low Blood Pressure
___FootPain ___Allergies ___Bed Wetting ___Skin Problems ___Difficulty Breathing

___Pregnant: Due Date?: ___Stroke ___Cancer ___Heart Attack ___Spinal Surgery
___Spinal Bone Fracture ___Scoliosis ___Diabetes ___Arthritis ___Seizures Other:

1



PLEASE MARK the areas on the Diagram with the following letters to describe your symptoms:

R = Radiating B =Burning D =Dull A=Aching
N = Numbness S = Sharp/Stabbing T =Tingling

What relieves your symptoms?

What makes your symptoms feel worse?

When is the problem(s) at its worst? > AM PM Mid-Day Late PM

List all surgical operations & years:

List any other injuries to your spine, minor or major, that the doctor should know about:

List all over the counter & prescription medications you are on, & the reason for each:

Have you ever been in an auto accident? List all:

Have you ever been knocked unconscious? ©Yes o No Fractured ABone? o0Yes oNo

If yes to either of the above, please describe:

Other trauma:

SOCIAL HISTORY

1. Smoking: How often? o Daily o0 Weekends & Occasionally o Never
2. Alcohol:  How often? o Daily oWeekends o Occasionally o Never
3. Exercise:  How often? o Daily o0 Weekends & Occasionally o Never
4. Have you consumed any caffeine or products with caffeine in the past 48 hours? o Yes oNo

QUADRUPLE VISUAL ANALOGUE SCALE

Please circle the number that best describes the question asked. If you have more than one complaint, please answer each question
for each individual complaint and indicate the score of each complaint.

i Headach
EXAMPLE: No pain Back pain eadaches

o~ N
o 1.2 3(4)s5 6 7(8)9 10
1.  How would you rate your pain RIGHT NOW? U U

o} 1 2 3 4 5 6 7 8 9 10
2. What is your typical or AVERAGE pain?

Worst possible pain

o} 1 2 3 4 5 6 7 8 9 10

3. What is your pain level at its BEST? (How close to o does your pain get at its best?)
o} 1 2 3 4 5 6 7 8 9 10
What percentage of you're awake hours is your pain at its best? %

4. What is your pain level at its WORST? (How close to 10 does your pain get at its worst?)

o} 1 2 3 4 5 6 7 8 9 10
What percentage of your awake hours is your pain at its worst? %



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

ACTIVITY:
Sit to Stand
Climbing Stairs

Driving

Extended Computer Use

Household Chores
Lifting Children
Dressing

Shaving

Sexual Activities
Sleep

Static Sitting
Static Standing
Walking
Washing/Bathing
Sweeping/Vacuuming
Yard work

Garbage

O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect

O No Effect

ACTIVITIES OF LIFE

EFFECT:

O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)

O Painful (can do)

O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)

O Painful (limits)

O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform

O Unable to Perform

Concentration (Reading) O No Effect [ Painful (can do) [ Painful (limits) [ Unable to Perform

LIST RESTRICTED ACTIVITY

Example: Climbing stairs

CURRENT ACTIVITY LEVEL
| can climb 2 flights before it hurts

USUAL ACTIVITY LEVEL

| used to climb 10+ fights without pain




FAMILY HEALTH HISTORY

This form is to assist the doctors by providing past health history information for their review.

CONDITION

SPOUSE

SON

DAUGHTER

MOTHER

FATHER

Headaches

Neck Pain

Jaw/TMJ Pain

Shoulder Pain

Back Pain

Hip/Leg Pain

Arthritis/Joint Pain

Ear Infections

Hearing Loss

Dizziness

Loss Of Energy

Nervousness

Blurred/Double Vision

Anxiety

ADD/ADHD

Depression

Allergies

Sinus Issues

Thyroid Problems

Asthma

Breathing Problems

Heart Problems

High/Low Blood Pressure

Stomach Problems

Bed Wetting

Infertility

Sciatica

Fibromyalgia

Poor Posture

Sleep Problems

Stroke

Cancer

Heart Disease

Diabetes

Arthritis

Alzheimer’s




INFORMED CONSENT FOR CHIROPRACTIC CARE

You are the decision maker for your health care. Part of our role is to provide you with information to assist you in making informed
choices. This process is often referred to as “informed consent” and involves your understanding and agreement regarding the care
we recommend, the benefits and risks associated with the care, alternatives, and the potential effect on your health if you choose not
to receive the care.

We may conduct some diagnostic or examination procedures if indicated. Any examinations or tests conducted will be carefully
performed but may be uncomfortable.

Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive procedures or
recommendations as well. When providing an adjustment, we use our hands or an instrument to reposition anatomical structures,
such as vertebrae. Potential benefits of an adjustment include restoring normal joint motion, reducing swelling and inflammation in a
joint, reducing pain in the joint, and improving neurological functioning and overall well-being.

It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no promise to cure. As
with all types of health care interventions, there are some risks to care, including, but not limited to: muscle spasms, aggravating
and/or temporary increase in symptoms, lack of improvement of symptoms, burns and/or scarring from electrical stimulation and
from hot or cold therapies, including but not limited to hot packs and ice, fractures (broken bones), disc injuries, strokes, dislocations,
strains, and sprains. With respect to strokes, there is a rare but serious condition known as a cervical arterial dissection that involves
an abnormal change in the wall of an artery that may cause the development of a thrombus (clot) with the potential to lead to a
stroke. This occurs in 3-4 of every 100,000 people whether they are receiving health care or not. Patients who experience this
condition often, but not always, present to their medical doctor or chiropractor with neck pain and headache. Unfortunately a
percentage of these patients will experience a stroke. As chiropractic can involve manually and/or mechanically adjusting the cervical
spine, it has been reported that chiropractic care may be a risk for developing this type of stroke. The association with stroke is
exceedingly rare and is estimated to be related in one in one million to one in two million cervical adjustments.

It is also important that you understand there are treatment options available for your condition other than chiropractic procedures.
Likely, you have tried many of these approaches already. These options may include, but are not limited to: self-administered care,
over-the-counter pain relievers, physical measures and rest, medical care with prescription drugs, physical therapy, bracing,
injections, and surgery. Lastly, you have the right to a second opinion and to secure other opinions about your circumstances and
health care as you see fit.

I have read, or have had read to me, the above consent. | appreciate that it is not possible to consider every possible complication to care. |
have also had an opportunity to ask questions about its content, and by signing below, | agree with the current or future recommendation
to receive chiropractic care as is deemed appropriate for my circumstance. | intend this consent to cover the entire course of care from all
providers in this office for my present condition and for any future condition(s) for which | seek chiropractic care from this office.

Print Name:

Signature: Date:

If This Health Profile Is For A Minor/Child, Please Fill Out And Sign Below
Written Consent For A Child

Name of practice member who is a minor/child:

| authorize Dr. Tim Zittle and any and all Treehive Chiropractic staff to perform diagnostic procedures,
radiographic evaluations, render chiropractic care and perform chiropractic adjustments to my minor/child. As
of this date, | have the legal right to select and authorize health care services for my minor/child. If my
authority to select and authorize care is revoked or altered, | willimmediately notify Treehive Chiropractic.

Guardian Signature: Date:

Relationship To Minor/Child:




Notice of Privacy Practices Acknowledgement

| understand that | have certain rights of privacy regarding my protected health information, under the Health
Insurance Portability & Accountability Act of 1996 (HIPPA). | understand that this information can and will be
used to:

1. Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be
involved in that treatment directly and indirectly.

2. Obtain payment from third-party payers.

3. Conduct normal healthcare operations, such as quality assessments and physicians certifications.

| acknowledge that | may request your NOTICE OF PRIVACY PRACTICES containing a more complete
description of the uses and disclosures of my health information. | also understand that | may request, in
writing, that you restrict how my private information is used to disclose to carry out treatment, payment, or
healthcare operation. | also understand you are not required to agree to my requested restrictions, but if you
agree, then you are bound to abide by such restrictions.

Signature: Date:

X-Ray Authorization

As your healthcare provider, we are legally responsible for your chiropractic records. We must maintain a
record of your x-rays in our files. At your request, we will provide you with a copy of your x-rays in our files.
Digital x-rays on a CD will be available within 72 hours of request on any regular practice hours day. Please
note: X-rays are utilized in this office to help locate and analyze vertebral subluxations. The doctor of Treehive
Chiropractic does not diagnose or treat medical conditions; however, if any abnormalities are found, we will
bring it to your attention so that you can seek proper medical advice.

By signing below you are agreeing to the above terms and conditions.

Print Name: Date of Birth:

Signature: Date:

FEMALES ONLY: To the best of my knowledge, | BELIEVE | AM NOT PREGNANT at the time the x-rays are
taken at Treehive Chiropractic.

Signature: Date:



il | PATIENT CONSENT FOR USE & DISCLOSURE OF

// PROTECTED HEALTH INFORMATION

With my consent, Treehive Chiropractic may use and disclose protected health information (PHI) to carry out treatment,
payment and healthcare options (TPO). Please refer to Treehive Chiropractic’s Notice of Privacy for a more complete
description of such uses and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent. Treehive Chiropractic reserves the
right to revise its Notice of Privacy Rights at any time. A revised Notice of Privacy Practices may be obtained by
forwarding a written request to Treehive Chiropractic.

With my consent, Treehive Chiropractic may call my home or other designated location and leave a message on voice
mail or in person in reference to any item that assist the practice in carrying out TPO, such as appointment reminders,

insurance items and any call pertaining to my chiropractic care.

With my consent, Treehive Chiropractic may mail to my home or other designated location any items that assist the
practice in carrying out TPO, such as appointment reminder cards and patient statements.

By signing this form, | am consenting to Treehive Chiropractic’s use and disclosure of my PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon
my prior consent. If | do not sign this consent, Treehive Chiropractic may decline to provide treatment to me.

Signature Print Name

Authorization To Pay Doctor/Clinic

| hereby authorize and direct payment of any medical expense benefits allowable to the doctor/clinic named below as
payment toward the total charges for professional services rendered. This payment will not exceed my indebtedness to
the doctor/clinic. | agree that a photo static copy of this agreement shall serve as the original.

Signature Date

Authorization to Pay/Release Is Granted to: Treehive Chiropractic



*/ FINANCIAL OFFICE POLICY

1. All patients are on a cash basis until their respective insurance coverage and deductible are verified by our staff.

2. The Doctor will give you an estimate of the fees for service before they are performed or rendered.

3. If the deductible has not been met, you will be on a cash basis until such time that the deductible has been met.

4 Any refunds will be processed within 7-14 business days.

5. Waiting for insurance payment is a courtesy and it may be withdrawn under certain circumstances.

6. As a patient, it is your responsibility to take care of the co-payment and any non-covered services on a

weekly basis. This office may make payment arrangements on an individual basis. Any such plan or
arrangement will be discussed during your report of findings. If you feel you need some assistance from a
family member or parent with making a decision about your care, it is advisable that you bring them with you
when the Doctor talks with you about your care.

7. This office does not warrant or guarantee that your insurance will pay. Nor does this office promise that an
insurance company will or should pay the fees charged. Insurance policies are an arrangement between an
insurance carrier and a patient or insured.

8. Any services not covered or coverage reduction by your insurance will be the patient’s responsibility.

9. This office will resubmit a claim one time. We will not enter into any dispute with your insurance company.

If coverage problems arise, you will be expected to assist directly in dealing with your insurance company,
adjuster, or agent. Any denied or disputed claims will be treated as uncovered services and you will be expected

to pay such charges on a timely basis.

10. If you receive any correspondence or checks from your insurance company, you agree to bring these into our
office so that we may determine if any action needs to be taken or if the check is an assignment to this office.

11. If the patient is referred to another specialist or discontinues care for any reason other than discharge by the
doctor, the bill is due and payable in fullimmediately, regardless of any claims submitted.

12. If you change insurance companies or employers, you agree to provide this office with current information
immediately.

13. This office accepts, MasterCard, Discover, Visa, Cash and Personal Checks.

14. Client understands that if they wish to stop care prior to utilizing all credits, clients account balance will be prorated
based upon the full rate cash fee per visit.

15. Clients participating in any corrective care plan or lifestyle care plan who decide to terminate before their care has been
completed understand that a balance/credit check will be assessed to their account and any remaining balance will be

withdrawn at or before time of termination.

I have read and understand the Financial Office Policy and agree to abide by these terms.

Patient Signature Date



SHARE YOUR STORY RELEASE FORM

l, , grant permission to Treehive Chiropractic, hereinafter known as “Treehive” to
use my image (photographs and/or video) for the following uses including:

(Check All That Apply)

(- Videos [- Social Media (- Educational Brochures [1- Newsletters [1- General Publications [1- Website
and/or Office Displays [- Other:

| hereby waive any right to inspect or approve the finished photographs or electronic matter that may be
used in conjunction with them now or in the future, whether that use is known to me or unknown, and |
waive any right to royalties or other compensation arising from or related to the use of the image.

Please initial the paragraph below which is applicable to your present situation:

-1 am 20 years of age or older and | am competent to contract in my own name. | have read this release
before signing below, and | fully understand the contents, meaning and impact of this release. | understand
that | am free to address any specific questions regarding this release by submitting those questions in
writing prior to signing, and | agree that my failure to do so will be interpreted as a free and knowledgeable
acceptance of the terms of this release.

- 1 am the parent or legal guardian of the below named child. | have read thisrelease before signing
below, and | fully understand the contents, meaning and impact of this release. | understand that | am free to
address any specific questions regarding this release by submitting those questions in writing prior to
signing, and | agree that my failure to do so will be interpreted as a free and knowledgeable acceptance of
the terms of this release.

Signature: Date:

Name (please print):

Address:

Signature of parent or legal guardian:

(if under 20 years of age)



