APPLICATION FOR CARE AT CTC CHIROPRACTIC, INC.

Today's Date: . : HR#:

Name: ' Birthdate: - - Age: O Male O Female
Address: _ City: State: Zip:

Homé Phone: , Work Phone: - Mobile If’_ho"ﬁ.e:

E-mail Address: Marital Status: O Single O Married” .Do you have insurance? O Yes O No °
Sociz_il Security #:. Driver’s License #:

Employer: ' . Cccupation:

Spouse’s Name Spouse’s Employér

Number of children and ages:

Name & Number of Emergency Contact: - - Relationship:

Please identify the condition{s) that brought you to this office: Primary:

Secondary: Third: Fourth:

On a scale of 0 to 10 with 10 being the worst pain and zero being no pain, rate your above complaints by circling the number:

Primary or chief complaint is: 0-1~2-3~4-5=-6-7—~8+-9 -~ 10
Second complaint is: 06-1-2-3~-4~5-6-7-8-29-10
Third complaint is: 0-1-2-3-4-5-6-7-8-9 -10
Fourth complaint is: 0-1-2-3-4-5-6-7-8-9-10
When did the problem{s) begin? When is the problem at its worst? O AM O PM Omid—'day_ O late PM

How long does it [ast? O Itis constant OR O | experience it on and off during the day OR O It comes and goes throughout the week

How did the injury happen? _

Condition(s) ever been treated by anyone in the past? O No O Yes If yes, when? by whom?
How long were you under care? _- What were the results?
Name of previous chiropractor: : OnN/a

PLEASE MARK the areas bn the body diagram with the following letters to describe your symptoms:
R=Radiating B=Burning D=Dull A=Aching N=MNumbness §=Sharp/Stabbing T = Tingling

What relieves your symptoms?

What makes your symptoms feel worse?
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PATIENT'S NAME: . PR#: DATE:

Is your problem the result of ANY type of accident? O Yes O No

[dentify any other injury{s) to your spine, minor or major, that the doctor should know about:

U PASTHISTORY Lo s s
Have you suffered with any of this or a similar problem in the past? O No O Yes If yes, how many times? When was the last
episode? How did the injury happen?
Other forms of treatment tried: O No O Yes H yes, please state what type of treatment: , and
who provided it? How long ago? What were the results. O Favorable O Unfavorable

Please explain:

Please identify any and all types of jobs you have had in the past that have imposed any physical stress on you or your hody:

If you have ever been diagnosed with any of the following conditions, please indicate with:

P for in the Past C for Currently have N for Never have had
__ BrokenBone __ Dislocations - __ Tumors __ Rheumatoid Arthritis ___ Fracture __ Disability __ Cancer
_ HeartAttack _ Osteo Arthritis __ Dlabetes __ Cerebral Vascular __ Other serious conditions:

PLEASE IDENTIFY ALL PAST and any CURRENT conditions you feel may be contributing to your present problem:
HOW LONG AGO | TYPE OF CARE PROVIDED BY WHOM

INJURIES

SURGERIES
CHIEDHOOD DISEASES
ADULT DISEASES

. FAMILY HISTORY.

1. Does anyone in your family suffer with the same condition{s)? O No O Yes If yes, whom?
O grandmother O grandfather O mother O father Ossister(s) O brother(s) O son{s) O daughter(s)
Have they ever been treated for their condition? O No OYes  Oldon't know

2. Any other hereditary conditions the doctor should be aware of? O No O Yes:

1. Smoking: O cigars O pipe O cigarettes How often? O Daily O Weekends O Occasionally O Never

2. Alcoholic Beverage: consumption occurs O Daily O Weekends O Occasionally O Never
3. Recreational Drug use: O Daily O Weekends O Occasionally O Never

4. Hobbies - Recreattonal Activities - Exercise Regime: How does your present problem affect? {See ADL form}

| hereby authorize payment to be made directly to CTC Chiropractic, Inc. and/or Dr. Cornell Cornish, sr. D.C. for all benefits which may be
payable under a healthcare plan or from any other collateral sources. | authorize utilization of this application, or coples thereof, for the
purpose of processing claims and effecting payments, and further acknowledge that this assignment of benefits does not in any way
relieve me of payment liability and that | wilt remain financially responsible to CTC Chiropractic, Inc. for any and all services | receive at this
office.

Patient or Authorized Person’s Signature Date Completed

Doctor’s Sighature Date Form Reviewed
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PATIENT'S NAME:

HR#:

DATE:

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

ACTIVITIES:

Carry Children/Groceries

Sit to Stand
Climb Stairs
Pet Care

Extended Computer Use

Lift Children/Groceries

Read/Concentrate
Getting Dressed
Shaving

Sexual Activitles
Sleep

Static Sitting
Static Standing
Yard work
Walking
Washing/Bathing

Sweeping/Vacuuming

Dishes
Laundry
Garbage
Driving

Other:

List Prescription & Non-Prescription drugs you take:

O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
C 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

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 (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)
QO 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)
C 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)

C Unable to Perform
C Unable to Perform
O Unable to Perform
QO Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
C Unabte 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

Patient or Authorized Person’s Signature

Doctor’s Signature

Date Completed

Date Form Reviewéd

Continued on next page/reverse side
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PATIENT’S NAME: HR#: DATE:

Please mark: P forin the Past C for Currently have N for Never

__Headache ___Pregnant (Now) __ Dizziness _ Prostate Problems ___ Ulcers
__ Neck Pain __ Frequent Colds/Flu _ lossofBalance _  Impotence/Sexual Dystun. __ Heartburn
_JawPain, TM1  __ Convulsions/Epilepsy ___ Fainting ____Digestive Problems _ Heart Problem
____Shoulder Pain Tremors' __ Doublevision _ Colon Trouble ____High Blood Pressure

Upper Back Pain __ Chest Pain __ Blurred Vision  ___ Diarrhea/Constipation ___Low Blood Pressure
__ MidBackPain ___Painw/Cough/Sneeze _ RinginginEars __ Menopausal Problems __Asthma
_ lowBackPain __ Footor Knee Problems _ Hearing Loss ___ Menstrual Problem __ Difficulty Breathing
___Hip Pain ___ Sinus/Drainage Problem ___ Depression _ PMS __ Lung Problems
__ BackCurvature __ Swollen/Painful Joints __ Irritable ‘ __ Bed Wetting ___ Kidney Trouble
__ Scoliosis __ Skin Problems ____Mood Changes __ Llearning Disabilty __ Gall Bladder Trouble
__ Numb/Tingling arms, hands, fingers ___ADD/ADHD ____ Eating Disorder _ liver Trouble
___ Numb/Tingling legs, feet, toes _ Allergles ____Trouble Sleeping ___ Hepatitis (A,B,C)
Patient or Authorized Person’s Signature Date C;)mplete_d
Doctor's Signature Date Ft;rm Rev—iewed

CCS7.3



Administrative Policies & Notices * Notice of Privacy Practice

This office is required to notify you in writing, that by law, we must maintain the privacy and confidentiality of your
Personal Health Information. In addition we must provide you with written notice concerning your rights to gain access
to your health information, and the potential circumstances under which, by law, or as dictated by our office policy, we
are permitted to disclose information about you to a third party without your authorization. Below is a brief summary of
these circumstances. If you would like a more detailed explanation, one will be provided to you. In addition, you will find
we have placed several copies in report folders labeled ‘HIPAA’ on tables in the reception. Once you have read this

" notice, please sign the last page, and return only the signature page (page 2) to our front desk receptionist. Keep this
page for your records.

PERMITTED DISCLOSURES:

1. Treatment purposes - discussion with other health care providers involved in your care.

2. Inadvertent disclosures - open treating area mean open discussion. If you need to speak privately to the doctor,

please let our staff know so we can place you in a private consultation room,

For payment purposes - to obtain payment from your insurance company or any other collateral source.

For workers compensation purposes - to process a claim or aid in investigation.

Emergency - in the event of a medical emergency we may notify a family member.

For Public health and safety - in order to prevent or lessen a serious or eminent threat to the health or safety of a

person or general public.

7. To Government agencies or Law enforcement - to identify or locate a suspect, fugitive, material witness or missing
person.

8. For military, national security, prisoner and government benefits purposes.

9. Deceased persons - discussion with coroners and medical examiners in the event of a patient’s death.

10. Telephone calls or emails and appointment reminders - we may call your home and leave messages regarding a
missed appointment or apprize you of changes in practice hours or upcoming events.

11. Change of ownership- in.the event this practice is sold, the new owners would have access to your PHI.

o a W

YOUR RIGHTS:

1. To receive an accounting of disclosures,

2. To receive a paper copy of the comprehensive “Detail” Privacy Notice.

3. To request mailings to an address different than residence.

4. To request Restrictions on certain uses and disclosures and with whom we release information to, although we are

not required to comply. If, however, we agree, the restriction will be in place until written notice of your intent to

remove the restriction.

To inspect your records and receive one copy of your records at no charge, with notice in advance.

To request amendments to information. However, like restrictions, we are not required to agree to them.

7. To obtain one copy of your records at no charge, when timely notice is provided {72 hours). X-rays are original
records and you are therefore not entitled to them. If you would like us to cutsource them to an imaging center, to
have copies made, we will be happy to accommodate you. However, you will be responsible for this cost.

o

COMPLAINTS:
If you wish to make a formal complaint about how we handle your health information, please calt Drs. Corpell & Teandra Cornish, D.C. at {_972)

807 -2310 If she/he is unavailable, you may make an appointment with our front desk to see them within 72 hours or 3 working days. If you are
still not satisfied with the manner in which this office handles your complaint, you can submit a formal complaint to:

DHHS, Office of Civil Rights
200 independence Ave. SW
Room 508F HHH Building
Washington DC 20201

Page1of2 CCs7.2




Administrative Policies & Notices * Notice of Privacy Practice

Patient initials: -retaining page 1 of 2

CTC Chiropractic. Inc. NOTICE REGARDING YOUR RIGHT TO PRIVACY continued...

I have received a copy of CTC Chiropractic, Inc. Patient Privacy Notice. | understand my rights as well as the practice’s
duty to protect my health information, and have conveyed my understanding of these rights and duties to the doctor. !
further understand that this office reserves the right to amend this “Notice of Privacy Practice” at a time in the future
and will make the new provisions effective for all information that it maintains past and present.

I am aware that a more comprehensive version of this “Notice” is available to me and several copies kept in the
reception area. At this time, | do not have any questions regarding my rights or any of the information | have received.

Patient’s Name DOB HR#
Patient’s Signature _ Date
Withess Date

Page 2 of 2 CCs7.2



INFORMED CONSENT

CHIROPRACTIC CARE, LIKE ALL FORMS OF HEALTH CARE WHILE OFFERING CONSIDERABLE BENEFITS MAY ALSO PROVIDE SOME LEVEL OF RISK. THIS
LEVEL OF RISK IS MOST OFTEN VERY MINIMAL, YET [N RARE CASES, INJURY HAS BEEN ASSQOCIATED WITH CHIROPRACTIC CARE. THE TYPES OF
COMPLICATIONS THAT HAVE BEEN REPORTED SECONDARY TG CHIROPRACTIC CARE INCLUDE: SPRAIN/STRAIN INJURIES, IRRITATION OF A DISC
CONDITION, AND RARELY, FRACTURES. ONE OF THE RAREST COMPLICATIONS ASSOCIATED WITH CHIROPRACTIC CARE OCCURING AT A RATE
BETWEEN OME INSTANCE PER ONE MILLION TO ONE PER TWO MILLION CERVICAL SPINE (NECK) ADJUSTMENTS MAY BE VERTEBRAL INJURY THAT
COULD LEAD TQ A STROKE. PRIOR TQ RECEIVING CHIROPRACTIC CARE iN THIS CHIROPRACTIC OFFICE, A HEALTH HISTORY AND PHYSICAL
EXAMINATION WILL BE COMPLETED. THESE PROCEDURES ARE PERFORMED TO ASSESS YOUR SPECIEIC CONDITIONS, YOUR OVERALL HEALTH AND
[N PARTICULAR YOUR SPINAL HEALTH. THESE PROCEDURES WILL ASSIST US IN DETERMINING IF CHIROPRACTIC CARE IS NEEDED, OR IF ANY
FURTHER EXAMINATIONS OR STUDIES ARE NEEDED. IN ADDITION, THEY WILL HELP US DETERMINE IF THERE IS ANY REASON TO MQDIFIY YOUR
CARE OR PROVIDE YOU WITH A REFERRAL TO ANOTHER HEALTHCARE PROVIDER. ALL RELEVANT FINDINGS WILL BE REPORTED TO YOU ALONG
WITH A CARE PLAN PRIOR TO BEGINNING CARE. WE DO NOT OFFER TO DIAGMOSE OR TREAT ANY DISEASE. QUR FOCUS IN THIS OFFICE IS THE
VERTEBRAL SUBLUXATION, HOWEVER, IF WE ENCOUNTER NON-CHIROPRACTIC OR UNUSUAL FINDINGS WE WiLL ADVISE YOU. IF YOU DESIRE
ADVICE, DIAGNOSES, OR TREATMENT FOR THOSE FINDINGS WE RECOMMEND THAT YOU SEEK ANOTHER HEALTHCARE PROVIDER. REGARDLESS
OF WHAT THE DISEASE IS CALLED, WE DO NOT OFFER TO TREAT IT. NOR DO WE OFFER ADVICE REGARDING TREATMENT PRESCRIBED BY
OTHERS. QUR ONLY PRACTICE OBIECTIVE IS TO LOCATE, ANALYZE AND CORRECT VERTEBRAL SUBLUXATION BY SPECIFIC NEUROLOGICAL BASED
CHIROPRACTIC ADJUSTMENTS, CHIROPRACTIC IS A VERY SPECIFIC SCIENCE, AUTHORIZED BY LAW TO ADDRESS SPINAL HEALTH CONCERNS AND
MEEDS, CHIROPRACTIC IS A SEPARATE AND DISTINCT SCIENCE, ART AND PRACTICE, T IS NOT THE PRACTICE OF MEDICINE. THE CHIROPRACTIC
ADJUSTMENT PROCESS, AS DEFINED N THE LAW OF THIS JURISIDICTION, INVOVLES THE APPLICATION OF A SPECIFIC DIRECTIONAL THRUST TO A
REGION OR REGIONS OF THE SPINE WITH THE SPECIFIC INTENT OF RE-POSITIONING MISALIGNED SPINAL SEGMENTS. THIS IS A SAFE, EFFECTIVE

PROCEDURE APPLIED OVER ONE MILLION TiMES EACH DAY BY DOCTORS OF CHIROPRACTIC IN THE UNITED STATES ALONE. YOUR COMPLIANCE .

WITH CARE PLANS, HOME AND SELF-CARE, ETC. IS ESSENTIAL TO MAXIMUM HEALING AND OPTIMAL HEALTH. WE INVITE YOU TO SPEAK

FRANKLY TO THE DOCTORS ON ANY MATTER RELATED 7O YOU CARE AT THIS FACILITY.

NOTICE OF PRIVACY PRACTICES ACKNOWILERGEMENT

| understand that 1 have certain rights of privacy regarding my protected health information, under the Health Insurance Portability
& Accountabitity Act of 1996 (HIPPAL. | understand that this infarmation 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. Obtaln payment from third-party payers.
3. Conduct normal healthcare operatlons, such as quality assessments and physicians certifications.

| thderstand that | may request, in writing, that you restrict how my private information s disclosed to carry out treatment,
payment, or heaithcare 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.

All questions regarding the chiropractors’ objectives te my care in this office have heen answered to my complete satisfaction. |
therefare accept care on this basis. | have read and fully understand the above statements.

Printed Name Signature Date

CTC CHIROPRACTIC 1120 E PLEASANT RUN RD STE. 400 DESOTQ, TX 75115




Medical Information Release Form
(HIPAA Release Form}

Name: Date of Birth:

Release of Information:

[ ]1authorize the release of information including the diagnosis, records; examination

rendered to me and claims information. This information may be released to:

[ ]Spouse

[ ]Child{ren)

[ ]Other

[ ]information is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Messages:
Please call{ ]myhome[ }mywork]| [mymobile number:

If unable to reach me:
[ ]you may leave a detailed message

[ ]please leave a message asking me to return your call

[ ]

The best time to reach me is (day) between (time)
Signed: Date:
Witness: Date:

CCSs7.2



QUADRUPLE VISUAL ANALOGUE SCALE

Patient Name Date

Please read carefully:

Instructions: Please circle the number that best describes the question being asked.

Note:  Ifyou have more than one complaint, please answer each question for each individual complaint and indiecate the score for each
complaint. Please indicate vour pain level right now, average pain, and pain at its best and worst.

Example:

Headache Neck Low Back

No pain worst possible pain
0 1 (2 3 4 (3 6 7 (8 9 10
1 — What is your pain RIGHT NOW?

No pain worst possible pain
0 1 p 3 4 5 6 7 8 9 10
2 — What is your TYPICAL or AVERAGE pain?

No pain : worst possible pain

. 0 1 2 3 4 5 G 7 8 9 16

3 —What is your pain level AT ITS BEST (How close to “0% does your pain get at its bes{)?

No pain worst possible pain
0 1 2 3 4 5 é T 8 9 10
4 —What is your pain level AT ITS WORST (How close to “10% does your pain get at its worst}?

No pain ] worst possible pain
0 1 2 3 4 5 G 7 8 9 10

OTHER COMMENTS:

Examiner

Reprinted froim Spine, 18, Von Korff M, Deyo RA, Cherkin D, Barlow SF, Back pain in primaty care: Outcomes at | year, 835-862, 1993, with pexmission from Elsevier

Science.







