Initial Intake Form
Columbia Pacific Chiropractic

Patient Name: Date: Sex: M/F
Describe your major complaint:

When did your symptoms begin? Have you had similar symptoms in the past? oYes oNo
How did your symptoms begin? o Work Injury o Auto Accident o Other (describe):
Progression (circle): Improving Not-Improving Worsening What makes it worse?
Describe: Sharp Shooting Achy Burning Numb Tingling What makes it better?
How severe are the symptoms on a scale of 1-10 (circle) NONE-1 2 3 4 5 6 7 8 9 10-WORST
Timing: 0-25% 26-50% 51-75% 76-100%

Have you had any recent imaging X-ray’s MRI’s or CT scans? Y N

If yes, when and where?

HEALTH HISTORY - Please read through the list and check the box next to each condition that applies to you past or
present.

____Heart Attack ___ Heart Surgery __ Heart Murmur
___ Stroke __ Pacemaker ___Avrtificial Valves
___Congenital Heart Defect ___Mitral Valve Prolapse ___ Hepatitis
____Alcohol/Drug Abuse ___STD ___ Cancer

__ HIV+/AIDS ____Shingles ____Anemia

___ Frequent Neck Pain ___ Emphysema ___ Rheumatic Fever
____Hi/Lo Blood Pressure ____ Glaucoma ___Ulcers/Colitis
____Severe/Frequent Headaches ___ Psychiatric Problems __ Asthma

___ Fainting/Seizures/Epilepsy ____ Kidney Problems ____ Chemotherapy
___Diabetes ____Sinus Problems ____Arthritis

__ Tuberculosis ____ Difficulty Breathing __ Prostate
____Lower Back Problems ____ Artificial Bones/Joints ___ Endometriosis

OTHER HEALTH PROBLEM NOT LISTED:
FAMILY HISTORY:
{circle any that apply)

Back problems - Back/neck surgery - Heart problems — Diabetes -Rheumatoid arthritis - High Blood Pressure - Cancer
Other:

LIST ALL SURGERIES AND PROCEDURES YOU HAVE HAD:

LIST ALL MEDICATIONS:

| certify that the above information is complete and accurate. If the health plan information is not accurate, or if  am not
eligible to receive a health care benefit through this provider, | understand that | am liable for all charges for services rendered

and | agree to notify this doctor immediately whenever | have changes in my health condition or health plan coverage in the
future.

Patient Signature: Date:

Columbia Pacific Chiropractic, Dr. Jesse Brockey. 679 E Harbor Dr. #140 Warrenton, OR 97146
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Informed Consent for Chiropractic Treatment
Columbia Pacific Chiropractic

I'hereby request and consent to the performance of chiropractic procedures, including various modes of physio
therapy and any supportive therapies on me {or on the patient named below, for whom | am legally responsible)
by the doctor of chiropractic indicated below and/or other licensed doctors of chiropractic and support staff who
now or in the future treat me while employed by, working or associated with or serving as back-up for the docior
of chiropractic named below, including those working at the clinic or office listed below or any other office or
clinic, whether signatories to this form or not,

thave had an opportunity to discuss with the docior of chiropractic named below and/or with other office or dlinic
personnel the nature and purpose of chiropractic adjustments and procedures.

funderstand and | am informed that, as is with all Healthcare freatments, results are not guaranteed and there is
no promise to cure. { further understand and | am informed that, as is with all Healthcare treatments, in the
praciice of chiropractic there are some risks to treatment, including, but not limited to, muscie spasms for short
periods of time, aggravating and/or temporary increase in symptoms, lack in improvement of symptorms, fraciures,
disc injuries, strokes, dislocations and sprains. | do not expect the doctor to be able to anticipate and explain all
risks and complications, and | wish to rely on the doctor to exercise judgment during the course of the procedure

which the doctor feels at the time, based upon the facis then known, is in my best interests.

i further understand that Chiropractic adjustments and supportive treatment is designed to reduce and/or correct
joint restrictions allowing the body to return to improved health. It can also alleviate certain symptoms through a
conservative approach with hopes to avoid more invasive procedures. However, like all other health modalities,
results are not guaranteed and there is no promise to cure. Accordingly, | understand that all payment(s} for
treatment(s) are final and no refunds will be issued. However, prorated fees for unused, prepaid treatments will be
refunded if | wish to cancel the treatment.

Hurther understand that there are treatment options available for my condition other than chiropraciic
procedures. These treatment options include, but not limited self-administered, over the counter anaigesics and
rest; medical care with prescription drugs such as anti-inflammatories, muscle relaxants and painkillers; physical
therapy; steroid injections; bracing; and surgery. | understand and have been informed that | have the rightto a
second opinion and secure other opinions if | have concerns as to the nature of my symptoms and treatment
options.

lhave read, or have had read to me, the above consent. | have also had an opportunity to ask guestions about its

content, and by signing below | agree to the above-named procedures. |intend this consent to cover the entire

course of treatment for my present condition and for any future condition(s) for which | seek treatment.

ient (Print): Date:
n

Signature o
Doctor of Chiropractic: Jesse Brockey, DC Date:
Signature of Doctor of Chiropractic: PARC:

v




PATIENT FINANCIAL RESPONSIBILITY FORM
Columbia Pacific Chiropractic

Thank you for choosing Columbia Pacific Chiropractic as your healthcare provider. We are
committed to providing you with the highest quality healthcare. We ask that you read and sign
this form to acknowledge your understanding of our patient financial policies.

Patient Financial Responsibilities:

The patient (or patient's guardian, if minor) is ultimately responsible for the payment for
treatment and care. As a courtesy to you we will bill your insurance for you, however the
patient is required to provide the most correct and updated information regarding insurance.
We DO NOT verify your insurance benefits, so please make sure you have coverage before you
have us bill your insurance company. Patients are responsible for payment of copays,
coinsurance, deductibles and all other procedures or treatment not covered or approved by their
insurance plan. Copays are due at the time of service. Coinsurance, deductibles and non-covered
items are due 30 days from receipt of billing.

Please sign and return this form to the receptionist.

I acknowledge that | am financially responsible for all charges whether or not they are covered by
insurance. If | am using my health insurance benefits, | hereby assign my insurance benefits to Columbia
Pacific Chiropractic and | authorize the staff to provide to my insurance company any information
regarding myself or my minor child that is required or necessary for the submission of a claim for services
provided. | understand that | have access to any and all information provided. | agree to the above terms
and conditions and | acknowledge that | have received a copy of these office policies and financial
agreement upon request.

PRINT PATIENT NAME:

PATIENT SIGNATURE: DATE:

PARENT OR GUARDIAN must sign if patient is under 18 years of age
SIGNATURE: DATE:

Columbia Pacific Chiropractic, Dr. Jesse Brockey. 679 E Harbor Dr. #140, PO Box 576 Warrenton, OR 97146




ASSIGNMENT OF BENEFITS / ERISA AUTHORIZED REPRESENTATIVE FORM
— T OErIIo/ERA AUVIRURIZED REPRESENTATIVE FORM

Financial Responsibility

I have requested professional services from Columbia Pacific Chiropractic 679 E Harbor Dr. #140 PO
Box 576 Warrenton, OR 97146 (“Provider’) on behalf of myself and/or my dependents, and understand
that by making this request, | am responsible for all charges incurred during the course of said services. |
understand that all fees for said services are due and payable on the date services are rendered and
agree to pay all such charges incurred in full immediately upon presentation of the appropriate statement
unless other arrangements have been made in advance.

Assignment of Insurance Benefits

I hereby assign all applicable health insurance benefits to which | and/or my dependents are entitled to
Provider. | certify that the health insurance information that | provided to Provider is accurate as of the
date set forth below and that | am responsible for keeping it updated.

| hereby authorize Provider to submit claims, on my and/or my dependent’s behalf, to the benefit plan (or
its administrator) listed on the current insurance card | provided to Provider, in good faith. | also hereby
instruct my benefit plan (or its administrator) to pay Provider directly for services rendered to me or my
dependents. To the extent that my current policy prohibits direct payment to Provider, | hereby instruct
and direct my benefit plan (or its administrator) to provide documentation stating such non-assignment to
myself and Provider upon request. Upon proof of such non-assignment, | instruct my benefit plan (or its
administrator) to make out the check to me and mail it directly to Provider.

I'am fully aware that having health insurance does not absolve me of my responsibility to ensure that my
bills for professional services from Provider are paid in full. | also understand that | am responsible for all
amounts not covered by my health insurance, including co-payments, co-insurance, and deductibles.

Authorization to Release Information

| hereby authorize Provider to: (1) release any information necessary to my health benefit plan (or its
administrator) regarding my iliness and treatments; (2) process insurance claims generated in the course
of examination or treatment; and (3) allow a photocopy of my signature to be used to process insurance
claims. This order will remain in effect until revoked by me in writing.

ERISA Authorization

I hereby designate, authorize, and convey to Provider to the full extent permissible under law and under
any applicable insurance policy and/or employee health care benefit plan, as my Authorized
Representative: (1) the right and ability to act on my behalf in connection with any claim, right, or cause in
action that | may have under such insurance policy and/or benefit plan; and (2) the right and ability to act
on my behalf to pursue such claim, right, or cause of action in connection with said insurance policy
and/or benefit plan (including but not limited to, the right to act on my behalf in respect to a benefit plan
governed by the provisions of ERISA as provided in 29 C.F.R. §2560.5031(b)(4)) with respect to any
healthcare expense incurred as a result of the services | received from Provider and, to the extent
permissible under the law, to claim on my behalf, such benefits, claims, or reimbursement, and any other
applicable remedy, including fines.

A photocopy of this Assignment/Authorization shall be as effective and valid as the original.

Patient Date

Policyholder/Insured Date

Columbia Pacific Chiropractic, Dr. Jesse Brockey. 679 E Harbor Dr. #140, PO Box 576 Warrenton. OR 97146




Columbia Pacific Chiropractic

Notice of Privacy Practices

Purpose: This form, Notice of Privacy Practices, presents the information that federal law requires us to
give our patients regarding our privacy practices. {Note: this form may need to be changed to reflect the
chiropractic practice's particular privacy policies and/or stricter state laws.
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes
are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new
terms of our Notice effective for all health information that we maintain, including health information we created or
received before we made the changes. Before we make a significant change in our privacy practices, we will change
this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for
additional copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and healthcare operations. For example:
Treatment: We may use or disclose your health information to a physician or other healthcare provider providing
treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.
Healthcare Operations: We may use and disclose your health information in connection with our healthcare
operations. Healthcare operations include quality assessment and improvement activities, reviewing the
competence or qualifications of healthcare professionals, evaluating practitioner and provider performance,
conducting training programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone for any
purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any
use or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization,
we cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights
section of this Notice. We may disclose your health information to a family member, friend or other person to the
extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may
do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of
your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of
your incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person's involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-
rays, or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.
Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe
that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes.
We may disclose your health information to the extent necessary to avert a serious threat to your health or
safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel
under certain circumstances. We may disclose to authorized federal officials health information required for
lawful intelligence, counterintelligence, and other national security activities. We may disclose to correctional
institution or law enforcement official having lawful custody of protected health information of inmate or patient
under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with
appointment reminders (such as voicemail messages, postcards, or letters).




PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You
may request that we provide copies in a format other than photocopies. We will use the format you request
unless we cannot practicably do so. (You must make a request in writing to obtain access to your health
information. You may obtain a form to request access by using the contact information listed at the end of
this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time.
You may also request access by sending us a letter to the address at the end of this Notice. /f you request
copies, we will charge you $2.50 per digital x-ray or $5.00 per film x-ray and $1.00 per each page, $20.00
administration fee for staff time to locate and copy your heaith information, and postage if you want the copies
mailed to you. If you request an alternative format, we will charge a cost-based fee for providing your health
information in that format. If you prefer, we will prepare a summary or an explanation of your health information
for a fee. Contact us using the information listed at the end of this Notice for a full explanation of our fee
structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business
associates disclosed your health information for purposes, other than treatment, payment, healthcare
operations and certain other activities, for the last 6 years, but not before April 14, 2003. If you request this
accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for
responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of
your health information. We are not required to agree to these additional restrictions, but if we do, we will abide
by our agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your
health information by alternative means or to alternative locations. (You must make your request in
writing.) Your request must specify the alternative means or location, and provide satisfactory explanation
how payments will be handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must
be in writing, and it must explain why the information shouid be amended.) We may deny your request under
certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made
about access to your health information or in response to a request you made to amend or restrict the use or
disclosure of your health information or to have us communicate with you by alternative means or at alternative
locations, you may complain to us using the contact information listed at the end of this Notice. You also
may submit a written complaint to the U.S. Department of Health and Human Services. We will provide you
with the address to file your complaint with the U.S. Department of Health and Human Services upon request.
We support your right to the privacy of your health information. We will not retaliate in any way if you choose to
file a complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer: Jesse Brockey, DC

Telephone: (503) 861-1661 Fax: (503) 861-0254
Email: dr.brockey@hotmail.com

Address: 679 E Harbor Dr. PO Box 576 Warrenton, OR 97146

Acknowledgement Form:

I acknowledge that | have reviewed, understand and agree to the notice of privacy practices of
Columbia Pacific Chiropractic.

Printed Name:

Signature: Date:
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Oswestry Low Back Pain Disability Questionnaire

SECTION 6: Standing

¢~ I'have no pain at the moment, ¢ Icanstand as long as I want without extra pain.

¢~ The pain is very mild at the moment, ¢« Tcan stand as long as Twant but it gives me extra pa‘m,

r The pain is moderate at the moment. ¢~ Pain prevents me from standing more than 1 hou

¢~ The pain is fairly severe at the ¢ Pain prevents me from standing for more than 30 minutes,
~ The pain is very severe at the moment. ¢« Pain prevents me from standing for more than 10 minutes,
¢ The pain is the worst imaginable at the moment. ¢~ Pain prevents me from standing at all,

SECTION 2: Personal Care (e.g. washing, dressing)
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most of my personal care,
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SECTION 8: Sex Life (if applicable)

My sex life is normal and causes no ext patn.
]

if]
My sex life is normal but causes some exira pain.

My sex fife is nearly normal but is very painful,

My sex life is severely restricted by pain,
My sex life is nearly absent because of pain.

sex life at all.
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SECTION 4: Walking

¢~ Pain does not prevent me walking any distance.

¢ Pain prevents me from walking more than 1 mile.

¢ Pain prevents me from walking more than 1/2 mile.
¢~ Pain prevents me from walking more than 100 vards,
¢~ Icanonly walk using a stick or crutches,

¢ 1am in bed most of the time,

SECTION 9: Social Life

¢ My social life is normal and gives me no exira pain.

¢ My sodial life Is normal but increases the degree of pain.

¢~ Pain has no significant effect on my sodial life apart from limiting my more
energetic interests, e.q. sport.

¢ Pain has restricted my social life and

do not go out as ofte

¢ Pain has restricted my social life to my home.

¢~ Thave no sodial life because of pain.

SECTION 5: Sitting

Ican sitin any chair as long as 1 like,

SECTION 10: Traveling

¢ Ican travel anywhere without pain.

¢ Ican only sit in my favorite chair as long as 1 like. ¢~ 1can travel anywhere but it gives me extra pain.

¢ Pain prevenis e sitiing more than 1 hour. ¢~ Painis bad but I manage journeys over 2 hours.

¢~ Pain prevents me from sitting more than 30 minutes. ¢ Pain restricts me to journeys of less than 1 hour.

¢ Pain prevents me from siting more then 10 minutes, ¢~ Painresiricts me o short necessary journeys under 30 minutes.
¢ Pain prevents me from sitting at all, ¢~ Pain prevents me from traveling except to receive reatment.
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