CHIROFIT SOAP NOTE
PATIENT NAME: Jb—AA/ 0E” DATE: ?ﬁj— /] Z VISIT# ?
~ ULTRASOUND ~ INTERFERENTIAL / PREMOD REHAB EXERCISES / TPT TRACTION
Area 15/ /-© A_L_é Time Intensity a Area Type Time
w/cm?2 c MT o Patient UT MT  Floor  Propio .@
OUT St " min @ S min ;"’z’;"cet SH @ N Fitball pTubing I 30 min @ St
OTHER: 'XlCE/HEAT Time (min):_/8 (g)ur__m_g St INPNF Time (min): _/O___ ¢ ur MT L SI EXT
Spine o SUBJECTIVE
p c1 )(', 5, T Patient comments: About the Same / Better / Worse // Slightly Worse
TECHNIQUE ~ ©2 Quality of Life: JZ Az it States Ao inse 7 Slaht abtscinble
(choose one) EZ 7, ) WA e n Ja/ .
cs| «7s  OBJECTIVE
Gonstead C6 ’ . Myospasms (use the folllowing number ranges: 1-mild 2-moderate 3-severe)
Activator ?Z Suboccipital w SCM (irazzins) Rhomboids  Parathoracic Piriformis

Thompson Drop T2

Flexion Distraction T3

T4
Other 15 X%
T6| X |
L |®)Shoulder  T7 |
LIRRib T8
' T9

LIREbow  T10
L | R Wrist Tl;

T1

L IR Knee L2| 5, 7P

Tenderness (use the folllowing number ranges: 1-mild 2-moderate 3-severe)
Suboccipital Paracervical SCM Trapezins Rhomboids Parathoracic  Paralumbar  Piriformis

B4
ROM: éCervical : Thoracic éLumbar : Extremeties

ASSESSMENT
Per DX /(AsExpected)/ Exacerbation / Adt':

PLAN

PER TX PLAN (See Current A&P Form) / EX-lInstruction / EX-Il Instruction /

Visits@ T @ Th @ S Daily @ 2xwk  1xwk  Visits / Other below:

Additional Notes: Canoa & wr?% 4/ HLom & Caee ;9/4/&/ or 5//15/5/11/\//0

LIR Ake =2 St cwgif en/in Lk anp Lo .
Other L4 Work Restrictions/Comments: No Work /describe below)
LSs| 5T e > 4 . Libnw ) 7
/ s 7. 7t Ao wEEKS
Billing Codes (cPT) ~ Therapy Codes (icoi0) X New DX Codes (siateo
1-2 Regions 98940 97140 s 97010 _ /s
= — 15757
3-4 Regions 97110 __/ s 97012 o? . MAS- 52/
EXT / Modifier 51 (2894 97112 s 97014 _ /[ pniss
97035 é /units

SEE DIAGNOSIS PAGE

‘*gsgﬁif’hhs F‘;’L xf’E/A/ o NEW C/o/é} # CHIROP&CTOR NAME %PRACTORSIGNATURE

DATE

623.773.2000 ] WWW.CHIROFITGROUP.COM




CHIROFIT

PHYSICAL, NEUROLOGICAL,

& ORTHOPRPEDIC EXAM

623.773.2000 PATIENTNAME: _ Jeh v Do E wE S-4-/7
HEGHT: S /[ -
™ NECK exam WEGHT: 2/9
ROM NORMAL  EXAM  NOTES: , AGE: 7 é
Flexion so (35 | s Occ 77 5 v/ Zpa5ms -R
Extension | 60 |4 S| 7> S ‘e C1_Xx,S5 E v BLOOD />4 9
L. Rot. 80 |70 | 2P - C2 PRESSURE: /¥ 7
R Rot, 80 LS | 2T g 3 X, 52, T SE (F
LlatFlex | 45 |30 | 2.7, 5 &, C4 ‘
RlatFlex| 45 |29 ?/ Z' S - < %56 (PINWHEEL/COTTON):
e
NECK ORTHOPEDIC TESTS Notes: O
Valsalva =R=T hog™ C7 UPPER: LJA/L
Soto Hall L R DA ot 0o T1 -
Cerv Compress L4+ IR+ |[P®Cz-3 -
Cerv Distraction L — |R|— iy 2 T2 LOWER: i@
Max Cerv Comp L+ R+ |PCCz-3 5 i% T3 )C'. T~ —_—
Shoulder Depress L | + |R| — |@ ¢l b, 5,/'75'_1__ . T4 X
George's LL—/IRL— sl : #
— T5 REFLEXES
-y b T6 2eNormal 1-Dimirished Oesbuant
Bi 6 LRI R
ROM NORMAL  EXAM  NOTES: o T7 T:ic:e[;)ss 23 L[] R(3T
Flesion | 60wl ptg Potsas O R s o o
Extension 25 N 7‘1', 5' e T9 Achilles 15512 LG REZ
L. Rot. 20 \wWNL| e e -
R Rot D NG Faps g o | MUSCLE TESTING |
Ltre | 25 | | TS bt I
R. Lat. Flex 25 \[/ ?'l = '\S ~ T12 1=Trace 0=No Contraction
LOW BACK ORTHOPEDIC TESTS Noes: - Quad L s
Elys L[= JR[= & p N Wrist Ext L3 REZD
Kemp's Ll + IR £ [P@ sT52's S s |2 Wrist Flex L RIET
Nachlas Ll — |R| — g 5 Hamstring L[S R(ET]
Yeomans L R DNp DVE o ghnl “ - L3 Ext Hal Lon LCSTI R
Braggard'’s L[—rR[— " i f & L4 %{Sﬂl& w/ sziélé ?MM/7
Minors Sign L| — |[R| —
Faber Patrick L| — |R|— @ N W L5 X: S/’ ? PCS
BL Leg Raise L+ |R|+ |PC Ly-5 S/Ps . ——
Single Leg Raise Lt |IRI— |PCLY-S C/OCCYX ziAt't _— COA':EygD :
Bechterew'sTest L|—— |R| — el a
p— e 1@ ."atigue
:-':: mﬁ:k :: — g — Anxiousnhess Insomnia o0
Dejerine Triad Ll —Irl — Change in Personality
MISC FINDINGS INITIAL DIAGNOSIS e T
213 Y '4/ W99 0/ ﬂlmtlal Exam 99203 ELa:gsbuarcek;istresr:ightmares "
2 f‘z e . . (] Re-Eval 99213 Avoidance Behavior 1
“OK V(8 Hypervigilance |Irritability |2/

m/ SEE DIAGNOSIS PAGE

5/?/47//2’ Lyclor D

I 2eZor .

CHIROPRACTOR NAME
8417
DATE

CHIROPRACTOR SIGNATURE



CHIROFIT

PHYSICAL, NEUROLOGICAL,
& ORTHOPRPEDIC EXAM

623.773.2000 PATIENTNAME. _phn_ oo ONE _F-4-)7
M SEE NECK/LOW BACK PNO
(> SHOULDER ExAM () HIP Exam HEIGHT:
ROM NORMAL L R NOTES: ROM NORMAL L R NOTES: WEIGHT: lbs
Elexion' 180 g [wml Flexion 135 AGE: -
xtension 45 |t \wnls Extension 15
Abduction | 180 |/ lwwl| T, 2= 5 Abduction | 45 BLOOD
Adduction | 45 |wwlhwwt) Adduction | 25 PRESSURE: /.«
Int. Rot. 55 | w5 Int. Rot. 35
Ext.Rot. 45 Jwwwsg Ext.Rot. 45 PULSE: _ w
SHOULDER ORTHOPEDIC TESTS 4 HIP ORTHOPEDICTESTS ~ */- Notes: I§ENSURT¥W
Dugas Test Ely's Test (. .
Supraspinatus Test (] m_—_ Gaenslen's Test 1 UPPER:
Apley's Scratch Test = Hibb's Test ] '
Anterior Apprehension Test  [—] Nachla’s Test ]
Posterior Apprehension Test [ —1 Ober’s Test ] LOWER:
OK" Patrick’s Test M ’
Trendelenburg Test 3
/‘ @ ELBOW EXAM Yeoman'’s Test —

ROM NORMAL L R NOTES:

Flexion 135+ 113571/.30
Extension 0-5 3 |2

REFLEXES

5=Sustained C! 4=Cl 3=H
(/0 KNEE exam R S SR

Biceps ¢s¢ LL__JRC ]

Supinati 90 , ROM NORMAL L R NOTES: Triceps 67 LL_JRC ]
PuplnaA on % 70 | bo P @ s wl "/ﬂd Flexion 135 Radial cs7871 L1 R[]
ronation &0 |70 Exteres 0 Patellar 234 L[ 1R[]
ELBOW ORTHOPEDIC TESTS /. ol Achilles t5s12 LL__IRL__]
Mill's Test ] @@MM //F KNEE ORTHOPEDIC TESTS ~ (K seE Neckow sack PO
Cozen's Test =] Drawer Sign J
Abduction Stress Test = Mcintosh Test ] MUSCLE TESTING
Adduction Stress Test = Bounce Home Test - 5=Normal 4=Good 3-Fair 2-Paor
Apley’s Distraction Test 1 1=Trace 0=No Contraction
Apley’s Compression Test ] Quad L IRC
% WRIST ExXAM Abduction Stress (Varus) [: Deltoid LR
Abduction Stress (Valgus) 3 Wrist Ext LIIRC
ROM NORMAL L R NOTES: Patellar Grinding Test — WristFlex L[ R
Flexion 80 Patellar Ballotment Test 1 Hamstring LC_JRC
T 70 Patellar Apprehension Test ] Ext Hal Lon L IRM
Ulnar Dev. | 30 % SEE NECK/LOW BACK PNO
Radial Dev.| 20 '@ ANKLE ExaM OTHER:
WRIST ORTHOPEDIC TESTS VA
Phalen’s Test :' ROM NORMAL L R NOTES:
Tinel's Wrist Test 1 D. Flexion 20
Weight Bearing Sign (| P.Flexion 50
Inversion 5
INITIAL DIAGNOSIS Eversion 5
ANKLE ORTHOPEDIC TESTS L
AS SI2, M57.07 Tinel's Foot Sign -
Drawer’s Foot Sign —
"SR Medial Stability Test ]
= Lateral Stability Test 1
SEE DIAGNOSIS PAGE

MlnitialExam 99203 %ﬂ/é/ L e toR

-4 /7

“— ds
7] Re-Eval 99213 CHIROPRACTOR NAME

DATE

CHIROPRACTOR SIGNATURE



CHIROFIT ASSESSMENT PLAN

MINITIALEXAM ] Re-EvALUATION [ orHer

PATENTNAME: o hns Do e DNE 47 wsté ]

ASSESSMENT

Injury Date: 7",72 7’ / 7 Complaints consistent with exam finding & M.O.I. [ Possibility of delayed onset of symptoms
Presenting Stage: m Sub-Acute Strengthening Restoration of Normal Function Released
Response to care (re-evaluation): Better Than Expected Slower Than Expected
Yk TE RE-EVa) k¥
LASED LPoN s FEs /; TAE //2’&/ GAOS1S fak #Fr's /ff/&n/% /5 ool

et ///5 BEEA/ ézrﬁ//m//’

TREATMENT PLAN:
1@/ PMMTPtoC/T /@ HMP/Cold /£ Min, EMS (80-pps/tet) /& _Min. US(1.5/__ w/m2)__ Min.
INF (80-150Hz) Min. IST Min.
2. Extremity( €M) PMMTP:
Shoulder L| X |R AN SeBlux Wrist L R

Elbow L R Knee L R

Ankle L R Hip L R
3. Stretching (EX-1) / Strengthening (EX-2): EX-/ 2 pEck anp Lows BAck ” EX-2: CLoRE SR EA/?%{A///'\// 7
4. Treatment Goals: 5. Treatment Frequency: 6. Home RX:
2x/4 Weeks

Reduce Trigger Point 1x/4 Weeks Other: Heat Skip Rest

7.Work Restrictions: /ij'// D ES ‘Ne Stzenvous ,eu‘ﬁ/a;/z“ g////,;;f LOR é/'/?/,i//s‘ 4@1 éﬁﬂéngf&/éjwmaé

8.Referral / Consult: A ZmED ;61,27//%44/5/\’/7/77

Notes: T2b vt RELEIV/ED FEE 1hsstZ e Fronls 7o TEE LHE SCERS oF Kam//o%f//
Mm/t//ff 7. ,e/yq CARE fo i[5l e BARE Shin FEom Dm/ CoN P~
it S E ZzE Z/f? /o Koo Stinv Brpals.

Diagnosis Codes: 5,3, Yuxd  S23. SxxA, S33.§xxA, W25 572 W72.0] Wl 538
@K”

——

— —> M SEE DIAGNOSIS PAGE
/{ L/ pc m 427

CHIR RACTOR NAME CHIROPRACTOR SIGNATURE DATE

623.773.2000 I WWW.CHIROFITGROUP.COM




CHIROFIT SOAP NOTE

CONIT.

PATENTNAME: /)4 oo & DATE 3~¢/-)7  SI#  §7

LSE s /”/45’ Forl. Aot Front/ netss o2 Fm/c/m//q g
TF L z=prp

s Doc bt e é?ééM_pc
C O@ACT%R NAME /CHIRO RACTOR SIGNATURE
% =Sf=

DATE

623.773.2000 | WWW.CHIROFITGROUP.COM




CHIROFIT AZVMEDINJURY

REFERRAL FORM
PATENTNAME. ~ ohao TooE WE F-4— )7
PATIENT PHONE #: (/,’13)— Helb-789/ PATIENTEMAL: ODo& eCyMﬁ'/./— cor
DATE OF BIRTH: 5: ‘/’ 8/ o ! ATTORNEY: é el ER + Kow) DATEOFINJURY:  /-27-/ i
SERVICES
M Initial Medical Evaluation / Consultation M Motor Vehicle Accident O Worker’'s Comp
O Spinal Injection / Procedure Evaluation O Trigger Point Injections [ Narcotic Management
O Topical Pain Creams O Joint Injection O Gabapentin/ Lyrica
O Medication TX O NSAIDS 0 Muscle Relaxers

O Opiods

CHIEF COMPLAINT / COMMENTS

@SAau/Jéé Frn low izt Back. Y 2
%ﬁﬁg} IF NEED foe Ezteceral 4o §,/PEC/;4//LS7L * XX

LPeteeea! 1o octho ,m?.;/ 1c. Foe (LDShol e /M/‘://L/v. MRI- dpken
on” 8—2-17 witb Simoatlepr

REFERRING PROVIDER CONTACT

PROVIDERNAME: 7,17 0.7 T3 /o 7oc PROVIDERSIGNATURE (REQUIRED): W W o
7 — /

EMAIL: Yl % 0 com OFFCENME: /) e/ ~ Hhoeny s

**EMAIL REFERRAL TO SCHEDULING@CHIROFITGROUP.COM ONLY**

623.773.2000 I WWW.CHIROFITGROUP.COM




CHIROFIT ICD-10 DIAGNOSIS CODES

w INITIAL EXAM 3 Re-EVALUATION

PATIENTNAME. T hny Do & DOk 7-27-(7 Pkovmfk:éqf/(; Twchtpe  ONE §oH-7

CERVICAL ELBOW
1 FO7.81 Post Concussional Syndrome © M25.521 Pain Right Elbow
2 G44.1 Vascular headache, not elsewhere classified £ M25.522 Pain Left Elbow
1 G44.209 Tension-type headache, unspecified, not intractable 3 S50.11XA Contusionof Right Forearm, Initial encounter
) G44.311 Acute post-traumatic headache, intractable 1 §50.12XA Contusion of Left Forearm, Initial encounter
1 G44.319 Acute post-traumatic headache, not intractable
1 M24.20 Disorder of Ligament WRIST
2 M50.20 Displacement of cervical intervertebral disc without myelopathy

: 0 M25.531 Pain Right Wrist

(disorder)
0 M25.532 Pain Left Wrist

1 M54.12 Radiculopathy, cervical region

M99.01 Cervical Segmental and Somatic Dysfunction S B M79.641 Pain in Right Hand

&S 13.4xxA Sprain of Ligaments of The Cervical Spine, Initial Encounter & B M79.642 Pain in Left Hand
3 M79.644 Pain in Right Finger
0 M79.645 Pain in Left Finger
LUMBAR 0 5$51.811A Laceration without foreign body of right forearm, initial encounter
£ M24.20 Disorder of Ligament 3 $51.812A Laceration without foreign body of left forearm, initial encounter
© M51.26 Displacement of lumbar intervertebral disc without myelopathy 0 563.501A Unspecified sprain of Right Wrist, Initial encounter
(disorder) 00 $63.502A Unspecified sprain of Left Wrist, Initial encounter
2 M54.16 Radiculopathy, lumbar region
© M54.41 Lumbar Pain with Right sided Sciatica Pain PELVIS
1 M54.42 Lumbar Pain with Left sided Sciatica Pain
© M54.5 Lumbar Pain 1 M99.04 Sacral Segmental and Somatic Dysfunction
M99.03 Lumbar Segmental and Somatic Dysfunction e 0 M99.05 Pelvic Segmental and Somatic Dysfunction
$33.5xxA Sprain of Ligaments of the Lumbar Spine, initial encounter 1

HIP

THORACIC
0 M25.551 Pain in Right Hip

1 M24.20 Disorder of Ligament 1 M25.552 Pain in Left Hip
1 M51.24 Displacement of thoracic intervertebral disc without myelopathy 0 M25.651 Stiffness of Right Hip

{disorder) 0 M25.652 Stiffness of Left Hip
= M54.14 Radiculopathy, thoracic region 1 M99.06 Lower Extremity Segmental and Somatic Dysfunction
& M54.6 Thoracic Pain 1 $70.01XA Contusion of right hip, initial encounter
o M99.02 Thoracic Segmental and Somatic Dysfunction 01 S70.02XA Contusion of left hip, initial encounter

M99.08 Rib Segmental and Somatic Dysfunction 7 03 $70.11XA Contusion of right thigh, initial encounter

$23.3xxA Sprain of Ligaments of the Thoracic Spine, initial encounter 3 01 §70.12XA Contusion of left thigh, initial encounter
= $23.41XA Rib Sprain
SHOULDER e

M25.511 Right Shoulder Pain 0 M25.571 Pain Right Ankde
© M25.512 Left Shoulder Pain BYM25.372 PainLeft Ankle
© M99.07 Upper Extremity Segmental and Somatic Dysfunction 0 §93.401A Sprain of unspecified ligament right ankle, initial encounter
0 $40.021A Contusion of right upper arm, initial encounter 0 §93.402A Sprain of unspecified ligament left ankle, initial encounter
o $40.022A Contusion of left upper arm, initial encounter
1 S43.421A Sprain of rotator cuff on right, initial encounter MISC
01 $43.422A Sprain of rotator cuff on left, initial encounter
& $43.51XA Sprain of right acromioclavicular joint, initial encounter O F07.81 Post Concussional Syndrome
© $43.52XA Sprain of left acromioclavicular joint, initial encounter 1 M26.62 Bilateral TMJ pain
1 $46.011A Strain of rotator cuff muscles on right, initial encounter 0 M99.00 Occipito-Atlantal Segmental and Somatic Dysfunction
1 $46.012A Strain of rotator cuff muscles on left, initial encounter £ S00.83XA Contusion of other part of head, initial encounter

3 S03.4XXA TMJ Sprain, initial encounter

KNEE 0 520.219A Contusion of chest wall, initial encounter

21 530.1XXA Contusion of abdominal wall

= ! .
MZ5:561 PainRIghtKnee $39.011A Strain of muscle, fascia and tendon of abdomen, initial encounter

o
0 M25.562 Pain Left Knee
0 S80.02XA Contusion of left knee xM62.838 Muscle Spasm 8

A -
0 $80.01 XA Contusion of right knee p73:4 Eﬂ/yalgla _ _
T $83.511A Sprain of anterior cruciate ligament right knee, initial encounter = SE S A €S (A
© $83.512A Sprain of anterior cruciate ligament left knee, initial encounter =
1 $83.91 XA Sprain of unspecified site of right knee, initial encounter o
0 $83.92XA Sprain of unspecified site of left knee, initial encounter o
o
FOOT o
£ M79.671 Pain Right Foot
© M79.672 Pain Left Foot M Initial Exam 99203 [J Re-Eval 99213

623.773.2000 1 WWW.CHIROFITGROUP.COM




- NEW PATIENT
CHIROFIT COVER SHEET

INFORMATION:

PATIENTNAME: |, 0, I DATE: 77 |21 1

OFFICELOCATION: <, vrie. Aol
ol

L1 AZMEDINJURY [X] CHIROPRACTIC

CHECKLIST:

DATE OF INJURY _7]2, [0

PATIENT ZIP CODE 12245

PATIENT PHONE _Looa- 111 - 2245

PATIENT EMAIL _Janedioe b Server.bom
ATTORNEY INFO / 3RD PARTY INFO 1td law fiem
ALREADY SEEN WITH/WHERE B2 el 4 Touury

WORKERS COMP CASE = YES  NO

IF YES, PROVIDE THE FOLLOWING INFORMATION
CLAIM NUMBER: D\ 1%
INSURANCE: _\MWorhexs Tns,
ADJUSTERSNAME: __ Jamiess D0E

O o0ooodod

623.773.2000 | WWW.CHIROFITGROUP.COM




HKEXAmplE X
CHIROFIT PATIENT INTAKE FORM
Office Location Y\ DQuUu#I)

Name: _ LOE. q.\(l[\@ \ﬁ Age: aa Date of birth: QD Date: Il ] \\j

Nombre LAST FIRST MIDDLE Edad Fecha de Nacimient Fecha

Address: 1 QA4 B\Q)( Co_ \n Social Security # 11|~ OO~ \\ 1\ O Male B’énale
Domicilio Nuamero de Seguro Social Sexo

City, State, Zip: ij)ﬁ] XD GLAY. Sﬂ}LCl Marital Status: O M lZ/S OW OD #of Children .
Ciudad, Estado, Codigo Postal Estado Civil # de Ninos

Cell Phone (&55) 124~ 450 Work Phone ( ) Email address:

Numero de Teléfono Movil Numero de Teléfono Trabajo Correo Electrénico

Employer: N \ pf Spouse’s Name:

Empleadores ' Esposa/o

Occupation: Spouse’s Employer:

Ocupacion Empleador del conyuge

In case of emergency, notify ' Relationship: gcﬁ[ftj Phone () \2A- 4% b7
)MD%_DSOL@W >

Contacto de Emergencia Relacion @ Telefono
Current Symptoms: 1. \Ouoex'ooc-", L \\\D D(',(_n"\ 4.
Sintomas VO

5. 6. 7. 8.

For each symptom above, rate on a pain scale (1-10)/ Scala de Dolor (1-10) Example: neck pain/ 8

Pain Management is OUR Goal' .El Conlrol Del Dolor Es Nuestra Mem'\ m,k-@w n l q

(D CJ ( &) @ ( Wip peun (Q

When did your symptoms begin? Y\O"\’\' afder 0o Q((\,\{\Qﬂ’\'

¢ Cudndo comenzé sus sintomas?

In general, what makes your symptoms better? Ce 6’\’

¢Engeneral lo que hace que los sintomas mejor?
In general, what makes your symptoms worse? adkn S Cuﬂd W R)r 100 \ ()‘”8
En general ¢ Qué hace que sus sintomas empeoren? J

In general, how would you describe your pain? (ache, bum, dull, sharp, throbbing): S b(g {42 | .
En general ;cémo describiria el dolor? (dolor, quemadura, embotado, agudo, pulsatil)

Are your symptoms local or do they travel to another area? (If they travel, to where?) Q OO, \W bC\&
éSon los sintomas locales o viajan a otra zona? (Sillegan, a donde?) )(b i \%\(\,\, ‘,(\.,\ p

Are symptoms; [COConstant >76% I]éequent 51-75% [OOccasional 26-50% Olintermittent <25% of your waking hours
Son sintomas; ClConstante > 76% [Frecuencia 51-75% [Ocasional 26-50% Ulintermitente < 25% de sus horas de vigilia

623.773.2000 | WWW.CHIROFITGROUP.COM
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CHIROFIT

Chief Complaints/Symptoms:

PATIENT INTAKE FORM

Office Location

**Since the accident/injury, tell me ALL symptoms or injuries you have experienced and specifically when each began

(write date next to symptom):

“*Desde el accidente, digame TODOS los sintomas o lesiones que usted ha experimentado y, especificamente cuando comenzaron

(Escrib a el dia de la fecha junto al sintoma):

[0 Headache (2] Middle Back Pain/Stiffness
Dolor de Cabeza Dolor en medio de la espalda
O Neck Pain/ Stiffness [ Chest/Chest w all Pain
Dolor enel cuello/Rigidez Dolor en el pecho
O Dizziness [0 Any Cuts/stitches
Mareo Cortadas/Puntadas
Béleeping Problems O Bruising Anywhere
Problemas para dormir Hematoma en cualquier lugar
O Blurred Vision O Tingling in Arms
Visién Borrosa Cosquilleoen brazos
Low er Back Pain/ Stiffness [ Sensitivity to Light

Dolor en laparte baja de la espalda/Rigidez Sensibilidad a la luz

OJ Other Symptoms / Outros Sin Tomas:

O Ears Ring O Any Burns
Oidos sonando Quemaduras

0O Buzzing in Ears [ Fainting
Zumbido en los oidos Desfallecimiento

[0 Muscle Spasms O Anxiety
Engarrota miento Muscular Hacienda

O Tingling in Legs [0 Depression
Hormigueo en las piernas Depresién

2Upper/ Low er Leg
Dolor en la pierna superior/ parte bajade la pierna)

O Jaw Pain O Upper/ Low er ArmPain

Dolor de mandibula Dolor de brazo superior/ el brazo inferior

Pain/Symptoms: On the Body Diagram below, indicate your region of pain using the symbols below:

(X) Sharp — Agudo

(+) Numb/Tingling — Entumecido/Hormigueo
(#) Dull/ Aching — Dolorido

(B) Burning — Ardor

623.773.2000 | WWW.CHIROFITGROUPRP.COM




¥ EXAm

CHIROFIT

Ple ¥

Office Location

DO YOU HAVE A HISTORY OF ANY OF THE FOLLOWING DISEASES?:
¢TIENES UNA HISTORIADE CUALQUIERADE LAS SIGUIENTES ENFERMEDADES?

Tuberculosis OYes
Tuberculosis

KidneyDisease O Yes

Enfermedad del rifién
Sciatica O Yes
Ciatica

ColonDisease [ Yes
Enfermedad de colon

Paralysis O Yes
Parélisis

Anemia O Yes
Anemia

LungDisease O Yes
la enfermedad pulmonar

Stomach/Ulcer OYes
Si la tlcera de estémago

Blood Pressure [ Yes
Lapresion arterial

Stroke O Yes
Movimiento
Seizures O Yes

Lasconvulsiones

Thyroid Disease O Yes
Laenfermedad de tiroides

Gout OYes
Gota

HeartDisease [ Yes
La enfermedad cardiaca

Transfusion O Yes
Latransfusion

Cancer O Yes
El cancer
Arthritis O Yes
Laartritis
Drug Dependencel Yes

La droga dependencia

PATIENT INTAKE FORM

Diabetes OYes
Diabetes

Hepatits O Yes
Hepatitis

Polio/MS O Yes
Lapoliomielitis /MS

Bleeding O Yes
Sangrado

Asthma %(es
Asma

AIDS O Yes
SIDA

Were there any symptoms which you had after the accident/injury that have now resolved? (please list)

¢Donde hay algtin sintoma que habia tras el accidente que ahora ha resuelto? (por favor, lista)
D)

Please list all medications and dosage:

Frequency?

For What lliness?
Por favor una lista de todos los medicamentos y dosis: Frecuencia para qué enfermedad?

A

List any allergies to medications, foods or other: D\‘S\_Y\\(\ \ \\ LN
Lista de alergias a medicamentos, alimentos u otro i o

Are you pregnant? O Yes E’Klo First day of last menstrual cycle:

Esta embarazada

Primerdia del altimo ciclo menstrual

Do you smoke? O Yes @o; How much?

¢Usted fuma?

Please list all serious illness:

Por favor una lista de todas las enfermedades graves

Month and Year (Mes y afio)

Do you drink alcohol? O Yes #No; How much?

¢cUsted bebe alcohol? ¢;Cuéanto?

Please list any recent x-rays, lab or other tests:

Date

Por favor indique cualquierradiografias recientes, lab oratorio u otros examenes  Fecha

Facility/Doctor

Servicio/médico

V'rmj dwj after acudent. 121\4

* Exhm

ey

623.773.2000 |

olE ¥

WWW.CHIROFITGROUP.COM
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CHIROFIT PATIENT INTAKE FORM

Office Location

Date of current accident/injury (Fecha de accidente actual): | ! ] ! 11 Hour: (8 . (O(> AM |/ PM

Specific Location of accident (Ubicacién especifica del accidente): \Q ?)L‘ \Qﬁ\ LOW) Y Lﬂd

City (Ciudad) ph()e,(\ VX County (Condadode)

Describe in detail, in your own words, how the accident/injury happened: =L coas v "\C\
Describiren detalle, E@SIS propias palabras, coémo sucedié el accidente

OVEY OO nma Laune qu QY ir diver Sperved \(H’O

Q_wd_x&_m%_@m%r_ ¢ dorated Oy Rt

Oy Clur

A OBILEIMOTORCYCLE ONLY
In the accident: Were you the @l Driver [0 Passenger [0 Pedestrian O Other?

En el accidente: Eras el [ Controlador O Pasajeros [l Peatonal

Did your vehicle strike the other vehicle? [ Yes lZ%\lo Did the other vehicle strike your car? [ZKYes O No
¢ Su vehiculo huelga el otro vehiculo? 0OSi  ONo ¢Hizoel otro vehiculo golpear sucoche? [0OSi O No

Were you struck from? O Behind O Front O Driver Side Eﬁ;assenger Side Motorcycle Only: O Left Side O Right Side
Pulsaronde? [ Detréas de [1 Delantero (1 Del lado del conductor [ Lado del pasajero [0 Lado izquierdo [0 Lado derecho

Did airbags deploy? D/Yes O No
Se abriolabolsade seguridadeaire? 0O Si O No

Were traffic citations issued to? [0 You [ Driver of Your Vehicle Eériver of the Other Vehicle O No Citations Given
Se expidieron citaciones de tréficoa? [ Se [0 Conductor de su vehiculo [0 Conductor del otro vehiculo 1 No hay citaciones dado

Was your vehicle heading? O North JZ/ South [0 East [0 West on \—\\M\(\\LSD.M (Street’/Highway)
Fue el rumbo del vehiculo? J

Was the other heading? O North lzéouth [0 East [0 West on Hith\)C)\L\ (Street/Highway)
Fue el otro epigrafe? J

Hawve you lost time from work? ?/Yes O No: If Yes, Dates: "7! 2 ' 171 to 11 | 7]

Han perdido tiempo de trabajo? [ Si O No: En Caso Afirmativo, Fechas: a

Where did you go after the accident? I{Hospital OUrgent Care O Home [ Work O Other
Donde ir después del accidente? (1 Hospital [ Urgencias [ Inicio [ Trabajo [ Otros

Were you taken by ambulance? & Yes O No To which hospital? M0y al

Fue tomado porambulancia? A qué hospital?
Address: _ \ 242 & WAL ON O J Dy Date of Hospitalization: ___| | | | 1]
Direccién — N i Fecha de hospitalizacién Y N N

%é@r%!e’%
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* Example X

CHIROFIT PATIENT INTAKE FORM

Office Location

PLEASE PROVIDE US WITH THE APPROPRIATE INSURANCE INFORMATION:

1) YOUR AUTOMOBILE INSURANCE CARRIER: (n_QA )

SU COMPARIIA DE SEGUROS DE AUTOMOVIL
Address: 4ol S unt 10 Telephone: (S22~ L S(sfax: ( )

Domicilio Nuamero de Teléfono

Claim # \2AHD(TXA Policy # 4% 1 Les<) 22 | Claim Rep: Qam

Numero de Reclamo Numero de Péliza Representante de

Med-Pay Benefits: Uninsured (UM) Benefits: Underinsured (UIM) Benefits:

Have you signed a selection waiver of benefits? O Yes O No O Unsure
Ha firmado una renuncia de la seleccién de beneficios? [0 Si0No [ No esta seguro

Are you a full time Student? [;I(Yes O No Do you reside with a relative? [ Yes ;Z’No
Eres un estudiante a tiempo completo? [0 Si 0 No no vive con un pariente? 0 Si01 No

2) YOUR HEALTH INSURANCE COMPANY: N IP\'

SU COMPANIA DE SEGUROS DE SALUD

Address: Insured:

Domicilio Asegurado

Date of Birth: Policy #: SS#:

Fecha de Nacimiento Numero de Pdliza Numero de Seguro Social
Telephone: ( ) Fax: ( )

Numero de Teléfono

3) ADVERSE OR THIRD PARTY AUTOMOBILE INSURANCE CARRIER: Ste, QCLX‘(\(\

. '

Address: KKK ?3();} . Telephone: (XXM AL 1-2222 Fax: ( )
Domicilio . Numero de Teléfono
Claim # (L0 \ OLOO Policy # \\1OVL\D Claim Rep: Cax
Numero de Reclamo Numero de Pdéliza Representante de Reclamaciones
4) ATTORNEY: __| & ¥ Legal Assistant: )i {Y)

Abogado Asistente Legal i
Address: o220 Caycle CxA.
Domicilio

Telephone: LX) SAOS-AKEXKRK Fax: ( )

Numero de Teléfono

A EXamplE
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CHIROFIT PATIENT INTAKE FORM

Office Location

FOR AUTO INJURY PATIENTS ONLY AND DOCTOR’S LIEN

Dear Patient:

It has become standard practice in the Health Care Industry and a requirement of the State of Arizona per Statute 33-931
and 33-932 to file what is known as “Notice and Claim of Health Care Provider Lien”. These liens must be recorded with the
County Recorder's Office, by law. A copy will be sent to you by certified mail for your records, and will be released when we
receive payment in full. A copy of the release will also be sent to you via first class mail.

Please be assured that this is not a lien against you, or your property. This is not a reflection on your integrity and will not

be picked up by credit reporting agencies for any reason, as this lien is not against you the patient, but merely a lien for
payment from the responsible insurance company for your medical care costs.

At the time of settlement of your case you will receive a check/draft made out jointly to you and the Doctor, at which time
you are required to promptly bring the check/draft to our office for disbursement of funds.

If you have an attorney, the check will be made out to you and your attorney. Your attorney must sign an indemnifying
agreement with the insurance company to pay any and all liens in full (we do not negotiate to reduce our fees). If for some
reason your settlement does not cover the cost of your care, you are personally responsible and agree to pay the balance
of the bill in full.

By signing this notice you understand and agree to the above terms.
Patient Name: d(lj’\@/ Dol
Attorney: \ a \2

Date of Injury: 10/ 0

| hereby authorize and irrevocably direct my attorney, Q(LXY\ , topay promptly to CHIROFIT
Chiropractic and Physical Therapy and Arizona Medical & Injury, PLLC, from my portion of any proceeds out of
any recovery relevant to the action in which he represents me.

Dated: ~1 /71 /\7) Signature: A /\ /

Patient/Debtor

The undersigned being the attorney of record for
Does hereby agree to observe all the terms of the above and agrees to withhold such sums from settlement,
judgement, or verdict as may be necessary to adequately protect CHIROFIT Chiropractic and Physical Therapy
and Arizona Medical & Injury, PLLC, and/or their assignor.

Dated: / / Signature:

Attorney

AL pm Pl E7E
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CHIROFIT PATIENT INTAKE FORM

Office Location

AUTHORIZATION TO REQUEST (AND RELEASE WHEN NECESSARY) MEDICAL RECORDS

Fax#

Patient Name_ Youne. DG
pos_1 1 | \a95
Date of Injury 1 l \ l\j

| hereby authorize to release any information including the
intake sheets, diagnosis, labs, x-rays, and records of any treatment rendered to me at this facility.

| also hereby authorize the release TO any appropriate attorney's office and/or healthcare provider to which |
may need to be referred to for treatment as a result of this accident.

This consent expires 24 months after the signed date below. | have given my consent freely, voluntarily and
without coercion. | may revoke this authorization at any time providing | notify ARIZONA MEDICAL & INJURY/
CHIROFIT in writing to that effect. | understand that any release, which was made prior to my revocation in
compliance with this authorization, shall not constitute a breach of my rights to confidentiality. | understand that
a photocopy of thig“authorization is considered acceptable in lieu of the original.

_ ]
PATIENT SIGNATURE Date:

PLEASE FAX REQUEST TO 623-776-2813 ASAP

EXBMPICE
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CHIROFIT PATIENT INTAKE FORM

Office Location

ACKNOWLEDGEMENT OF OWNERSHIP/
ASSIGNMENT OF BENEFITS/ AUTHORIZATION TO RELEASE INFORMATION

| hereby acknowledge that by signing this Acknowledgement of Ownership | fully understand that Dr. Scott
Stamp DC has ownership interest in CHIROFIT and Arizona Medical & Injury, PLLC and will financially benefit
from the procedures being performed on this date.

Should | elect not to accept a referral from one entity to the other, | am hereby informed and understand that |
may choose another facility within which | can receive medical services.

| authorize all insurance benefits, unless previously paid by myself, to be paid directly to CHIROFIT and
Arizona Medical & Injury, also authorize the release of all information required in the processing of the
insurance claim submitted on my behalf. | further authorize the release of any and all medical information
deemed necessary for my health care to my referring physician, primary care physician, spouse, children,
parents, physician and attorney deemed necessary.

NOTE: If you do not understand any part of this document, please speak to a staff member before signing.

ﬂ =10

- —
PATIENT SIGNATURE (or Parent of Minor) Date:

%’EXMVI“P)E L
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CHIROFIT PATIENT INTAKE FORM

Office Location

Informed Consent to Chiropractic/Medical Treatment/HIPPA/Assignment of Benefits

This form contains how your Patient Health Information (PHI) will be used in our office. By signing at the end of these
policies, you agree to all stipulations.
Initial

1. The patientunderstands and agrees to allow CHIROFIT Chiropracticand Physical Therapy (CHIROFIT) and Arizona Medical
& Injury (AZ Med) to use their PHI for the purpose oftreatment, payment, health care operations and coordination ofcare.

2. The patienthas the right to exam and obtain a copy of his/her own health records atany time and requestcorrections. The
patientmay requestto know what disclosures have been made and submitin writing any further restrictions on the use of their
PHI. Our office is not obligated to agree to those restrictions.

3. Apatient's written consentneed only be obtained on time for all subsequentcare given to the patientin this office.

4. The patientmay provide a written requestto revoke consentat any time during care. This would not affect the use of those
records for the care given prior to the written requestto revoke consentbutwould apply to any care given after the requesthas
been presented.

5. Foryour security and right to privacy, all staff has been trained in the area of patient record privacy and a privacy official has
been designated to enforce those procedures in ouroffice. We have taken all precautions thatare known by CHIROFIT to
assure thatyour records are not readilyavailable to those who do not need them.

6. Patients have the right to file a formal complaintwith our privacy official about any possible violations ofthese policies and
procedures.

7. If the patientrefuses to sign this consentfor the purpose oftreatment, paymentand health care operations, the chiropractic
physician has the right to refuse care.

Authorization, Assignments of Benefits and Consent to Treat

To: CHROFIT and AZ Med Doctors, hereafter refer to as OFFICE:

1. lauthorize, assign and direct my insurance carrier, to pay directly to said OFFICE such sums as maybe due and ow ing the OFFICE,
of services rendered me, now or hereafter, w hich are payable under my insurance contract, or contractual agreement.

2. Patient agrees, that in the event patient receives any checks, drafts or other payment subject to this agreement, patient agrees to act
as fiduciary agent to the OFFICE. The OFFICE agrees to apply any proceeds to the patient’s debt for services rendered.

3. Ifully understand and agree insurance policies are an arrangement betw een the insurance carrier and myself. | will be responsible for
expenses not paid by insurance. | understand and agree that either health insurance or automobile insurance may not pay all of the
charges of the OFFICE formy treatment. | understand and agree to pay the customary charges of the OFFICE and agree that if my
health insurance or automobile does not pay for my treatment in full, | will be responsible forthe remaining balance. | understand and
agree that | willbe charged for missed appointments and it may be necessary forthe OFFICE to record a lien on my case to ensure
payment. | agree to pay the charges associated w ith filing of the lien.

4. lunderstand that if necessary the OFFICE may employ collection counsel and/or an attorney on my bil, | the patient will be
responsible for any said collection and/or attorney fees.

5. lunderstand that if | do not cancel a massage appointment 24 hours in advance of the appointment | may be charged a $25.00
cancellation fee.

6. |agree the OFFICE has the right to call my home or place of employment regarding appointment and/or insurance issues.

7. lgive permission to the officeto send me birthday cards, holiday-related cards, thank you cards and gifts. Call me and/or leave me
messages forme on an answeringmachine. Provide me information on treatment and other health related information. Allow staff
and other patients to view my name on the sign in register. Treat me in a semi-open room w here others may see me if passing by in
the hall.

8. I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various
modes of physical therapy, nutritional assessment and diagnosis x-rays,on me (or on the patient named below, forwhom| am legally
responsible) by the doctor of chiropractic and/or licensed doctors of chiropractic whoknow or in the future treat me w hile employed
by, or are associated with or serving as back-up for the doctor of chiropractic, including those working at the clinic or office or any
other office or clinic.

9. lunderstand 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, disk injuries, strokes, dislocations and sprains. |do wishto rely on the doctor to exercise
judgment during the course of the procedures w hichthe doctor feels at the time, based upon the facts then known, as in my best
interest.

10. | have read, or have had read to me the above consent. | have also had an opportunity to ask questions about it, and by signing
below | agree to the above-named procedures. | intend this consent form to cover the entire course of treatment formy present
condition and for any future conditions(s) | seek treatment.

11. A photocopy of this form shall be valid as qriginal.

I have read and understand how my Patient Health Information will be used and | agree to these policies and procedures.
: A alniin

Signature/ of Patientt@Uardian if Patient Minor Date
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