Summit Chiropractic and Massage 21400 Salamo Rd. West Linn, OR 97068 S03-050-1487

PERSONAL INJURY INTRODUCTION FORM

PATIENT INFORMATION

Today's Date:

Last Name: _MI: First Name:

| Home Address: City: Stale: Zip:

_ Date Hirth: Age: Home Telephone: 1l
Heaght: Werght: Work Telephone:

| Social Security No: Employer's Name:

[ BPrivers Licerse No: iartlal Status (Circlel: Single, Married, Divorced, Widowed

Mame., Address, Relationship, and Telephone Number of [ vour nearest adult relative (for cmfrgm'u:mm

AUTOMOBILE INSURANCE INFORMATION

[)o you or someone else have insurance coverage for O [ have, O Someone clse has coverage. Indicate name
the vehicle you were in” of person policy is under;
How 15 this person related to you O Self, O Parent, O Friend. O Other

i Name of vour Automobile Insurance Carrier:

Address of your Automobile Insurance Carrier;

| Claim Adjusters Name:

Claim Adjuster’s Telephone Number:

Claim Number:

Do you have an Insurance Deduciible? O Yex, O No Deductible s §

Do vou know vour Poliey Limits for medical bills? O ¥es. O Mo Limit is: §

Have you reported thas injury o your insurance carrier? | O Yes, O No

| Did you go to the hospilal: O Yes, O No  Were vou admitied to the hospital? O Yes, O Na
11 you went to the hospital, when? O At time of accident O Next Day
Howw did you get to hospital? O Ambulance Police Car[J Private transportation

| Mame ofhospital Antended by Dr.

Our office will provide insurance billing services for you if you so desire as a courtesy, Remember fhat
Yo are wltimately responsible for any charges incurred in this office. It is yowr responsibility to pay any
dedictible amount. co-insurance, and or any other balances not paid by your insurance carrier.  Your
sipratire oo this document indicates that yoy: 1) agree fo pay for any outsanding bills incurred in this
affice, 2} authorize the release of information necessary fo sccure ithe payment af benefits and 31 auchorize
the wve of this signature on all Insurance submissions

It is essential that if your insurance carrier sends vou forms that need to be signed for authorizetion for
records that you sign these documents and send the completed forms back 1o the carrier as soon as possible,

Do vou have an altorney rcprc‘m*nling you? Attorney Name:
Address:
| O ¥es, ONa ]f:.l:&. incdicate name and address: ]'ul_gph;;.n:;

Signature of responsible party {Patient or Parent) Date




Summit Chiropractic and Massage 21400 Salamo Rd. West Linn, OR 97068 S05-630-2487
Patlent Mame: xR

MOTOR VEHICLE CRASH FORM (Page 1)

Patient:Name: OB Date:
Date of i ;|Li_r~. : ) Fime of injury OaM OPM
City where crash occumred: _ Was the street wel or dey? O Wet O Dry

sirect {(location) where crash occurred:
Whal is the estimated damage to your vehicle? §
Who made dumage estimates on your vehicle?
Who owns the vehicle you were involved in:

'O Yes, ONo Did the police come to the accident scene?

[ Yes, 00 No Did the police make a written report?
10 Yes, O Ne Were any photographs taken of your vehicle? If yes, who ook them:

DESCRIBE HOW THE CRASH HAPPENED

COLLISION DESCRIPTION-TYPE

Check all that apply 190 vew, Indicate which tvpe of car crash were yvou invelved in

‘O | Single-car erash O [ Two-vehicle crash Ll | Three or more vehicles
O | Rear-end crash 01| Side crash O | Rollover
0 | Head-on crash [1] Hit guard rail, tree. or object | O | Ran off the rond

O Other (Describe):

INDICATE YOUR SEATING POSITION . =
| O] Driver [0 [ Front passenger | O | Left rear passenger | O | Right rear passenger

DESCRIBE THE VEHICLE YOU WERE IN:

Model, Make, and Year:

O | Small-sized car O | Mid-sized car O | Large-sized car
O | Pick-up truck O | Van O | Sport Utility Vehicle
O | 2 Door vehicle L | 4 Door vehicle O | Large truck, bus, or semi-truck
O | Sedan O | Hatchback O | Stationwagon

0O Other {Describe):

DESCRIBE THE OTHER VEHICLE (If not certain, leave blank):
Maodel, Make, and Year: O Unknown

0 | Small passenger car

e

O | Pick-up truck/sports utility

Mid-sized passenger car L | Van
Larpe-sized passenger car L | Large truck, bus, or semi-truck |

L
Cl




summit Chiropraciic and Massage 21300 Salamo Kd. West Linn, OR 97068 S03-550-2487
Patient Mame; DOE:

MOTOR VEHICLE CRASH FORM (Page 2)

AT THE TIME OF IMPACT YOUR YEHICLE WAS:

O | Slowing down O | Gaining speed

[0 | Stopped L | Moving at steady speed

ATTHE TIME OF IMPACT THE OTHER VEHICLE WAS:

O | Slowing down | O [ Gaining Speed O | Unknown speed

O | Stopped O | Moving at steady speed O | Other:

DURING AND AFTER THE CRASH, YOUR VEHICLE:

O | Kept going straight. not hitting anything O | Spun around, not hitting anything

O | Kept going straight, hitting car in front 0 | Spun around, hitting another car

0 | Was hit by another vehicle 0 | Spun around, hitting object other than car

INDICATE IF YOUR BODY HIT SOMETHING OR WAS HIT BY ANY OF THE
FOLLOWING: Please draw lines from the body regions on the lefi side and match to the right side.

RODY REGION OBJECT YOU HAD CONTACT WITH

Heed Windshield or side window
Face Sieering wheel

Shoulder Side of door

Arm/hand Dashbaard

Front chest wall Knee balster/glove compartment
Side chest wall Seatbelt (lap belt or shoulder harness)
Hip/abdomen Frame of cor near windows
Boiee Rioof or top par ol vehicle
Leg Another cecupant'animal

Fiool Cither

CHECK IF ANY OF THE FOLLOWING VEHICLE PARTS BROKE, BENT, OR
WERE DAMAGED IN YOUR CAR:

O Windshicld O Seal frame O Knee bolster
O Steering wheel OO0 Side-rear window O Other
O Dash O Mimor O Other

ALL TYPES OF COLLISIONS Indicate those relevant to your case.
YES NO

O

| O | Did any of the interior front or side structures, such as the side door, dashboard, steering wheel,
or Hloorboard of vour car dent 1vward {ll.u'ing the crash?

Did the side door touch your body during the crash?

Did your body slide under the seatbelt?

Was the dooris) of your vehicle damaged 1o point where vou could not open the door?

Did an sirhag deploy in your vehicle during the erash? If ves, circle (side air bag/front air bag)

O|ojolo
O|O|o|o




Supnlg Chiropraciic and Massaee 21200 Sslame Kd. West Linn, OR 97068 H2F-G50-2487
Piticm Mame; DHOTS:

SEATBELT USAGE AND STEERING WHEEL HAND PLACEMENT:
YES NG

O

L3 | Were you wearing a seatbelt?
I ves, does vour seatbelt have a: O Lap and Shoulder Strap,. O Lap belt only

O

O | Did vou have any portion of your seatbelt positioned behind vour chest. back or shoulder,

O

O | Were yvou holding onto the steering wheel (driver only) a1 the time of inpact?

If yes, Indicate where each hand was positioned {Use time clock face as your reference point)
Left hand: O Noton wheel, O Yes_ hand at _ o’clock, O Hand elsewhere
Right hand: O Mot on wheel, 0 Yes, hand at o’clock, OJ Hand elsewhere

REAR-END COLLISIONS ONLY Answer this section only if vou were hit from the rear

| Deseribe your vehicle's head restraint system;

O Movable/adjusiable head restraint O Fixed, non-moveable head restraint
[ No headresis in my vehicle O Bench seat in your vehicle without head restrain

PMleaise indicate how your head restraint was positioned at the time of crash (if present):

O Al the top of the back of yvour head O Midway height of the back of your head
O Lower height of the back of vour head O Located at the level of your neck
O Level of your shoulder blades

BRUISING AFTER THE CRASH
YES NO

O

O | Did vour body have any bruising (areas that were visibly black and blue) afler the crash?
I ves. indicate where:

AWARENESS AND BODY POSITION DESCRIPTIONS: Check el arees that apply Lo ver.

O | You were unaware of the impending collision. You did not see or hear brakes prior to the impact.,

O | You were gware of the impending crash and relaxed before the collision.

O | You were aware of the impending crash and braced voursell.

O | Your body, torso, and head were facing straight ahead.

O | You had vour head and/or torso turned at the time of collision: O Tumed to left, O Turned o right
Deésenbe how far you were tumed/twisted and why vou were tumedwhat were you doing?

O | You were leaning forward at the time of impact resulting i a gap between your body and the seatback
If ves, indicate how far yvou were leaning and why vou were leaning forward?

- ¥ our torso and body was positioned normal by ;:-I.H&'Inﬁl the seathack with no gaps duc to leaning/fwisting

How soen did you first notice any pain/soreness after the crash?




Summit Chiropractic & Massage2 1400 Salamo Rd. West Linn, QR 97068 503-650-2487
Patient Name: OB

POST-TRAUMATIC SYMPTOM QUESTIONNAIRE

PATIENT INSTRUCTIONS: Itis important for this section to be filled out in detail. Look at each
symptom listed in the left column and mark the appropriate columns for the specific symptomn that
applies to you. Be cerain to indicate whan you had the baginning of any of the following symptoms.
Leave the row blank if the symptom listed below does not apply to you.

+ - mild ++ - moderate +++ - severe
BEGAN IN BEGAN SIMILAR
SYMPTOM LESSTHAN | 1707 SYMPTOMS
24 HOURS DAYS SYMPTOMS ONE YEAR
LIST AFTER AFTER YOU HAVE | BEFORE THIS
(Check all that apply to you) INJURY INJURY | CURRENTLY INJURY
Headache/migraine
_Dlzzlness
Tinnitus (ear Nnging)
Blurry vision

Memory problems

Foor concentration

Irrdakilify
Balance problems

Loss of coordination

Sensitivity 1o sound

sensitivity to light

Fatigue

Anxiety

Pain/difficulty 5wa|1|:|wmg
Jaw painfsoreness

Meck pain'sorenessiaching
Meck stiffness

=haulder pain'stiffiness

Al painfngis g ufiians
Wrist/hand/finger pain/fnumbness
Weakness in armsflegs
Upperimiddle back pain/sorengss
Rib cage pain

Low back pain/sorenass/aching
-I.-I||:| pain

_LEQ pain

Leq numbnessfingling

Pain prrmarily in front of thighs
Knee pain | ,
Ankkefool pain
Cther

I
Pain shoots down back of lags |
i




summil Chiroprachic and Massage 21400 Salamo Bd. West Lina, DR 97008 S05-650-2487

BEFORE AND AFTER INJURY PAIN COMPARISON FORM

PATIENT: DATE: DOB:

For section 1 please describe on a scale of 1-10 in how intense vour pain level was 2-3 months prior to this injury ﬂl".‘l;
indicale vour currenl pain intensity, A 2ero indicates that no symptoms exist. A 1-3 pain level is a minimum level and|
indicates that vour pain is an annovance only. A 4 pain 15 a slight level or where pamn while doing activity begms to
cause some disability. A 5-7 pain is moderate in severity and has 10 restrict or limit your activity ability 1o a significant
degree. An X-10 pain level is severe and indicates that vour pain infensity s to point where you have complete imability
i perfomm some tasks, For section 2, please relate the percentage of time sou had pain 2-3 manths prior to this ingury and
indicate your current siatus in & percentage.  Pleage fill in (circle) all shaded areas that best apply to your case.

SECTION 1. PRIOR AND CURRENT PAIN INTENSITY LEVELS
First. SQUARE the box following the arca of pain that best indicates your overall average-usual pain severity before
this imury. Sccondly, CIRCLE the box that indicates vour ¢urrent usual pain intensity.

Minimum Slight-to-Moderate severe
FAIN INTENSITY Monge | [hscomiort Ache'SHtl Hurts Sore’ Bearable Sensation shamy Inlense Pan
Headache i 1 Z i 4 ] fi 7 ( & I
| Neck Pamdhoreness ik 1 4 3 4 3 i 7 i b 1]
Arm/Hand Svmptoms i | 2 3 “ 3 fr 7 ] G 1]
‘id Back Pain il 1 2 3 4 5 & 1 & i 10
Low back Fain i | f E| 4 3 i 7 b b Fik
Lep/Foot Svmploms 1] 1 ] E 4 5 3] 7 a Gy bk
(rher ] 1 2 K] 1 5 ] 7 b G Bk

SECTION 1. PRIOR AND CURRENT PAIN FREQUENCY LEVELS

SOUARE the box following the area of pain that best indicates what average percentage of time you had pain before
this imury, Sccondly, CIRCLE the box that indicates yvour CUFFEnt typical pain frequency

f_ FAIN FREQUENCY | M | Ogcasional | Intermintem | F requent | Constant [
Meck pain/soreness %y 1% 204 3% FiF%4 5004 6l T Bl b e [ 0%
ArmdHond Svmploms | 0% Hra 20% 30%0 4% 5004 6o T0%a 2% ELED] |
rid-back Pain 1% (P 2% 0% 4 (1% %% Gl T% B0%% O | 015
Livw Hack Pain %% i 215 3008 $0r% S (i %% 2% O | (%5
LepFood Svmploms (%% 10%4 20%% 0% 4% 500 60%a 70% 0% P | 0%

| (Mher 0% (B4 2% 0% 4% S Bl % B % e L] | (1%

HEADACHE AND/OR MIGRAINE FREQUENCY & DURATION

[Puring the past week or sincg the accident’injury if applicable (if less than one week} indicate how frequent you had
headsches and/or migraines. Be sure o indicate how many hours or davs long each headache tvpically lasied.

How frequent did you have headaches 2-3 months before this injury? xweek,  xmonth
How frequent do you have headaches currently? x week, x month
How many hours or davs did a typeeal headache last before this injury? Howrs, Days
How many hours or davs do vour typical headaches last currently? Hours, Davs
How many headache pills did you take prior to the aceident typically? pills per month

| How many headache pills do you take currenily since the accident? pills per monith




Summil Chiropractic & Massage FrA00 Salamo Bd, West Linn, O 97068 SO3-65024KT

Fatsent Mame: DO

PROVIDERS SEEN SINCE INJURY OR WHEN CONDITION BEGAN
Start with the first docior that vou went o after vour injury or your condition began and list afl providers (all types of doctors of
iheraprisis) wp fo your last provider seen and check all thot apply for ench, Be certain to list thess in sequence from fiest 1o last.

@ MName Emergency Room, hospital/doctor/therapist/center:

Address:

Indicate what was done:
O Examscopsaltation
1 IME exam or consult only
O X-ray of neck
O X-ray of chest/mid back
O X-rav of low back
U Other X-rays

O Behabilimation

O thirasound

O Epinal adjustments

O Muscle massage/myvotherapy
O Mische stirmulation

L Physical therapy

O MRI'CT scan O Anti-inflammatory medications
O EMG Merve comduct o study 0 Pain medications
[ Caher tests [ Muscle relaxants

Imchicate iT reatment with this provider: [ Helped, O Did o ek,

[Date

O Exercises

O Acupunciure

a ||1_;EL'L||.H|.I:L]

O Wrist brace-splmi
O Meck collar {brace)
O Low back bemce

O Heat packs

O tee packs

I Cnher

O Made condition worse

@ MName hospital/doctor/therapist/center seen:

Address:

Indicate what was done:
O Exam-consultation
O IME exqm or comnsuli -eml:.-
| :‘{-l‘.t_‘.' of neck
O X-rwy of chest'mid hack
O X-ray of low hack

O Rehabilitation

O 1 ierasownd

O Spinal adjustments

O slusele massam= ot herapy
O Muszcle stimulation

O Oither X-rays O Phvsical therapy
O MRVCT scan O Ami-inflammatory medications
O EMGMerve conduction study 3 Pain medications
O Cither tests O Muscle relaxants

Indicate if weatrment with this provider: [ Helped, O Did not help,

|RELTS

O Exercises

O Aciplciuee

O Imjection(s)

¥ Wrist brace-=pling
O Neck coltar (hrace)
O Low hack brace

O Heat packs

O Ice packs

O Crher

O Made condition worss

@?‘Jﬂmu of hospital/docior/therapisi‘center:
Address:

Indicate wh:it was done:

O Exam-consultation

O 1ME examn or consull Lr:ll.|}'

O X-ray of neck

O X-ray of chestmid back

O Xemay of low back
O Oiher X-rays
O MRICT sean

O EMGMerve conduction study

O Ckher tesiz

Inclicaie if treatment with this provider

¢ O Helped.,

O Rehabilitation

O lrasound

O Spinal adjustments

O Musche massage/myotherapy
O Muscle stirmulation

O Physical therapy

O Anti-inflammatory medications
1 Pam medications

O Muscle relaxants

O] Didl niowt help,

Dratie

O Exercises

O Acupunciure

O [njections)

1 Wrist brace-splint
O meck collar {hrce)
O Low back brace

O Hisat packs

O Ice packs

O Other

O Made condition worse




Neck Disability Index

Fatient Name

Date

This questioanaire will give your provider information about how your neck condition affects your everyday life.
Plaase answar avery section by marking the one statement that applies fa you, If two or more statements in ong
sgction apply, please mark the one statement that most closely describes your problem.

Pain Intensity

0 | v nd pain at the momal.

(10 Thi pain i werg mikd 2l fhe swomenl

(F Tha pan comes and goes and 5 sodests,

() Tha pan is iy severe gt the mamen,

@ The pain is very seve a1 the momant.

(B} The pain i the weorgd imseralle @ 2 momen.

Sleaping

@ | have no ochls seapig

) Wy slnap = shyghlly detuibed dees man 1 hour skopless]
i# Wy sieap & madly dishobed | -2 hours sleples),

@ My sieap i medamtol dikmbed (2-1 hows sieenkss)
G My akeap i graty dsturkad (35 boors Seapleash

(& My skeep s oomplsialy disurbad {5-1 hours Seephess).

Reading

& 1can rmad as much ag | s witls o rech pain,

(@ | fan read & much a3 | wanl sk glight reck pai.

0 | can read &g much o3 | wanl with modorals neck pain.

& | cannal mad s mich g8 | wan becauso of modérade reck pan
& | eae andy read o o barouse o Sevene Pede pan

H et raad A o hacase of reck pain

Concaentration

0@ | can concanirabe fiily when | wang wilth o diliculy,

T 1 an oot Ly whan | wand wilh shighi dificulty.
2 | tanve a Tair cegres of dificulty conceniraling wien |wan
& | heve 8 % ol dificuly conceniraling when | mant,

&) | have a grent deal of dfeully concamiming when | W
B | corect concentraln ol &l

Work

W | cain tho 85 Fruch ek az | want

G 1 can aniy do my usal vork But g moee

i | can aniy do most of g uscal waek But no mom.
& | pannol do rmy cesuod v

&) | parhardy do any e il al

5 | earnnl do any work Al dl

Summit Chirepractic and Massage

e
Personal Care
5 | can book @har mysel nomally withoul causing eals pen
@ | can ook ser mysef nommalhy hut § coses exfra gain
G 1 s zaintt o ook afler mysell and |am slow and casalil,
& | need some help bul | manage most of myy peroral cam
@) I nesd halp every day in most aspeds o sof cam
8y { oo mwod el dewcsned. | wash with ciffculty and stay in Sed.

Lifting

@ loan IR heavy wenghls wilheul sxtem pan,

T | i 1 haseay wmrichis bul # casses el fEn

B Pain peevents ma trem Ming heawy weighis al the ooy, But | csn manags
{ they e coneeien iy posdiansd g, on A laie)

3 Pain prevents me from #8ing heasy weights olf Bhe oo, bal | can manage
bght to madum srighls if fay &% wosenimnily posilonad.

oy | an oy WA wany light weighis

{5 | canned AN o camy anyihing al al

Diriving

(B 1 cain driva my car withaul gay necl pan

(T3 1 can diven mycar a5 iong &5 | wan) walh elight nact pan

(3 | can driwe my-core as long as | wank wih moderals s pain

&) | cannal derss my car as lang a5 | wanl beesise phmodarali neck pain,

& | czan handby drrer &l all because of sevang neck par

8 | canno deee my car & 8l because of nock pain. i

Recroation

(5 | am abi bo engage o al my fechealion acthaliss witreut neck pan.

(3¢ § am abie in engage © 38 my usual moeaton adiviles wih some nack pain

(& | & able in engags inmaosl bt ot ol my il recraation soluities becaiss of neck pain.
& | am only ablo-lo eogags in & lew of my usual recraalion seiviias becauss of noo. pain
ot | can haedhy do any recealion asivlies hesause of nack pain

B | esnngd do Ay recreabon achles a all

Headaches

(@ | hawe o Feadaches at &l

(T | hpen it hoadaches which G irmguanty

(B | haww moderss haadaches which come infreguently.
B | hawn modarae headiaches which coma freguaniiy
@) | have seveen headaches which come fraquerly.

@ 1| hawa haadaches almost 4l iha lime —
NaCk

fnifes
Score

21400 Salamo Rd. West Linn, OR 97068 503-650-2487



NAME DOB DATE

Summit Chiropractic & Massage 21400 Salamo Rd. West Linn, OR 97068 503-650-2487

OSWESTRY LOW BACK PAIN SCALE

‘SCORE

coocodo

Please answer every section. Mark the ONE box in each section that most closely describes vour prohlem.
-

SECTIONN 1 = PFALN INTENSITY
The puin comes and gocs and = very mild.
I'he pain is mild and does ot vary much,
Ihe pain comes and goes and is moderate,
The pain is moderate wnd does not vary mach
The pain comes and goes and s severe,
The painis severe and does not vary much,

e —
—_—

]

O

O O O O

SECTION T - PERSONAL CARE
| e ot have to change my way of washing or dressing in order
ter avenid pain,
| e ot nermaily change my way of washing or dressing even
[Mimigh 1l Causes some pain,
Washing and dressing increase the paim but [ manage not to
change my way of dolng i,
Washing and dressing increase the pain and | find i necessary
lex change my way of doing it
Hecause of the pain Lam unable o000 some washing and
dressing withiout help.
Heecatize of the I.'lil.il"l I arm unahble o do :Bn:,.' H-'.-En.‘l'iiﬁs Lhig -:ErEss'il:lE
witheut help,

O OOdoDo

SECTIONN 6 - STAMNDINCG
1 can stand as long as | want without gain.
Have some pain on standing bt {t docs not increase with time,
| canmed stand for longer than one hour without increasing pain,
1 cammet stand for bonger than 172 hour without imcreasing pivin
| canmet stand for longer than 10 misutes without increasing
poin.
| avoid standing because it increases the pain immediaiely

O DOoDOO

SECTION 3 - LIFTIMNG

I can lift heawvy weights witlout exivn pain.

can lift heavy weights but i gives extra pain
Fain prevents me Niftng heavy weights olTthe Noor.
Fain prevemis me Ifting heavy welghts ofT the flocs, b 1can
mange if they wre conveniently positioned, e.g.. on a b,
Pam prevenis me from lifting heavy weights but | can manage
light v mednom weights i they ane conveniently positioned,

O 0O O OO

D00 OOO

SECTION 7 - SLEEPING
| et mo pain in bed
| get pain in bed but it does not prevent me from sleeping well.
Begause of pain my normal nights sleep is reduced by less than
4,
Because of pain my normal nights sleep is reduced by less than
fr
Recause of pain my nominal night's sbeep s redeced by hess than
4
Pain prevents me from slesping at all,

SECTION 8- S0CIAL LIFE
My secial life is normal and causes me no pain.
My social life 15 normal but increases the degree of pain
Pain has oo significont effect on my social life apar from
limiting my more energetic interests, e.g.. dancing, eie
Pain has restricted my social life and 1 de pot go o very olt2n
Pain has restricted my sacial Hie 10 my home.
I hawve hardly ary social life because of the pain.

O Ican anly 1ift very lights weights at the most. SECTION 9% - TRAVELING
L 1 get no pam when traveling,
: % | =, ; i f my wsual forms
SECTION 4 - WALKING L 1 pet some parn.'-'r'hrn traveling but rone of my usual f
1 have ne pain on walking. of travel m:ﬂ'.: ;. ar_l".l mrﬂ'. -
- : . i . L1 1 get exira pain while traveling but it docs not compel me o seek
1 have some pain on walking bit it docs ol increase with it Forms b il
distance. . 7 14
r ; e : ; ; i ; . L 1get extra pain while traveling which compels me 1o seek
J 1 cannot walk more than one mile withoul incressing pain, et foens af el
1 cannot walk more than 1/2 mile with mcreasing pain. ] it et eie st b ahiort T:ll:‘l."t".i'-i'r'l'_'r' oumeys under
U1 cannot walk mose than 14 mile withoat increasing pain rniruﬂt';: ’ T
U 1 cannot walk at all without increasing pain C] Pin resteivts. sll firoms of fravel
SECTION 5- SITTING SECTION 1l - CHANGING DEGREE OF PAIN
= 1 cam sit inany chair 55 long as [ like. L My pain is rapidly getiing befter,
<1 | can sit only in my Tavarite chair as long as 1 lke. L My pain flucteates but overall is definitely geiting better.
O Pain prevents me from sifting more than 1 hour. O My patin seems 1o be petting better but improvement is show,
U Pain prevents me from sitting more than 112 hour, O My pain is neither geming better nor worse.
] Pain prevents me from sitting for more than 10 minutes O My pam is gradually worsening
| 1 aveid sitting because Bt imcrenses paim immedistaly, ] My pain is rapidly worsening




Summmit Chiroprachic and M.H!'Hii_l.ﬂl: 21400 Salarme Rd. West Linn, OR 97048 SOA-050- 2487
Patient Mame: DOA:

MULTIPLE REGION FUNCTIONAL CAPACITY QUESTIONNAIRE

| Patient: Fill cut Sections 1 to 10, In each section, check one box that best applies to your current gondition. |

1. CURRENT WORK ABILITY FUNCTION (Check One Box That Best Applies Currently)

] I‘-1} pain couscs significant difflouhy o ligha phosieal activity, Unable o do overago wark. Hawe sltulhl.-l]ﬁl dificulty sleeping.

I. CURRENT PAIN INTENSITY (Check One Box That Best Applies Currenily)

__El |1 surrenily bave oo pain o sormes. R |
] Wy moreness pain ampeys me al work and'or at home | aim able o do all plivsical al.‘tl'lu'lli'r Thas poin dogs nob shve me down. :
O [ My painis now beginning Eo restricl my nxwe sirenues physical aciivilies, m:haihtuw Jiftimg. Abde W perlofit MosL $CUVITES, =
0o iy pain causes some difficalty with the performance of moderae level phvsienl act vithes, Unshbe to do i SEremis asdiviticy ]
O | My pain mekes it T 1o g average physicl activity. Unablg i do alf vy physical activitles and somne averaps level potivities

I m cmenly abde wrwork full tiene and function cormally ooall b r\-:q'umrmrnbﬂnlh 110 iy oF odbser svmpioms

| wark Eall tirme and have nrmoying poin er ciher sympboms that do not shw me down of larmsie iy ahality to do all ﬂ-E!i"-'iliEE.

[ work fall time. 8y work owipud qualily shdfor guontity baveas o redoeed DI-20%% due to poin. The pain or other syaspoims cacsed
by wiarking results in may ascasionally halting serk o sbowing down, 1 requirs iseedance 24 wink occasionally

I am abde to work presently. [ am not able 4o work at a normal pace beyond 2 boord and at o skower pace heyond 4 hours. My |'ILr|'I'I'I1'I'I-J-I!rLL
caitput guakity amd'os quentity is reduced by 30-60%,

pace wilh less physical pelivily bayond 2 bowrs. Wy ahility to perfonn job requirements has been recendly reduced by Gl-90%.

|
El
]
|
BT | e able to work on o bmized basis. 1 am not shle to work al a hormal pace Tor move thas 3i-60 minutes it a time. 1 can work 3t s slower
0

-
o
P

1 wm nol whle o work of o nosmal or 8 slower pace. Jolb quealiny and quantity cuspul are reduced by mone than @0%, | am anahle 1o work on
i pan-tine slaws even with @ flexible work schedule or job medification.

ORTS, HOBBIES, AND SOCIAL ACTIVITIES {Check One Box That Best Applics Currently)

1 can perfonn normiald sponts, oblics, and socinl activilies with my (ricnds, fumaily, o basiness acquainsances at this time.

1 can perform norma sporis, hvabbies, and social sclivilbes, bt my svmpioms do nocasionally slow me doswn.

My sympboms limit my mone energetic ar competitive sports, hobhdes, or socinl sclivities sach as duscing or runnmng

My swrmpbims limit my performance ol moderate spone. hobbiss, or socipl solivities. | disnol go gal as often.
My swimplerms Himid me iooonky minimal spons, hobhées, md social activilics

I:Fljili'll'_‘ll‘_'ll:l

| am urahle to perform in any sports, hohbies, or sociad activities due to the pain o edher sympioms, i

4. HOME ﬁCTI‘r‘I'l’I[S (Check ﬂ'll: Hnl That B-I!"il: A.]:lp]ir.! Currrnli_ﬂ

| am able Lo |1L"r|HITrL.|]|. normal hame ELI|\'|l|E'3-|:Iu1 iy u’_fmnlnrn; r-;c-mmn-al!;-' slow mie doan

Symptomes prohibil vy srenuows bome activities. | am able 1o do light to moderately srenisoss home selivitizs.

Svmptoms Hmit moderate boine activities. | am abbe o do light heme activities. 1 sometimes need help doing activites.

I ameqly able o do Hehi ome octivities. | am anable 1o yecuem, mow i, secop, mep, and do laundry,

Oo|ooonno

-
o

SLEEPING ABILITY {Check One Box That Best Applies Currently)

| 1 e wnable g dooany bame activitios due o pain cr ather sympioges. | need help pusting on oy dlothos

I havvg vl 1l-|:r]'ran_EI|:rn|.:| reeemiby.

| 1 have occasional dilficuhy slesping due o poin or piber symptoms. | wake up b oight, resulung in less than 5 minuies of sleep digurbasee.

I bsave dntermine difficialty sleeping due to symploms. | wake up at sgpehi. resulting in 30 minotes 1o §hour of sleep disturharce
1 bave frequen difMicalty slecping due to symptoms. | wike up at night, resulting in 1-3 hours of sleep disturbance. Medications help sleep.

ojojoiojo

O

My sleeping pariern is very restless with bl 50% hess sdeep houre. 1necd medications to sleep, | frequently fee futigued.
I haave no normal sleeping howrs, | o mevies able 1o slecp more than 2-3 hours withoud hesey medication. | never feel nesied

b

SITTING ACTIVITIES PRESENTLY (Check One Box That Best Applies Currently)

d

| 1cas sit a1 my desk, rerminal, chain'couch, or in my car nornslly with no difficulty for normal periods of tinse presently.

Vrolenged siting [mese than 4-6 bowis} will cause annoyving or mild discomiort or olher shmploms

Prolonged sitting {2=4 hours) will casie pain 6 increase i levels thal require me 1o change my pasition

| cam wit or drive for -2 hours but | seed frequent breaks oo chaspe my body position. | am umable 1o sit consmnaly fir over | hour,

o Di':j_r:l

| gt sl o drive Sor ieHE Than J0-600 mines ai o fime due i pain severly.

o

| wanis =il @1 my desk, o7 in my chair @ bome, or drave sy cor ot iy Hme for more than 5- 10 mimubes due 10 riin seveniy,
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Faticm Mame: DhDE:

T. UPI" ER BODY FUNCTION (NECK, SHOULDER, ARMS, HANDS, AND UPPER BACK) (Check One Baox)

l,_.l 1 am able to use my neck, upper back, shoulders, arms, and hands in all activities with no pain or other svmpltoms recently,

O | Useol my neck. upper back, shoulders, arms, and hands canse me snnoving symptoms. S0l able to do all activities.

O | am able to move my neck, lift with my arma, réach over my head, carry objects, and grip objects with my hands. | have
some difficulty with heavier lifting, or reaching objects over the level of my head. | have ocrasional weakness with hands, 1
am unable to bype or use 3 computer Eeyvboard for more than 3-4 hours a day,

O | 1am able 1o lift my arms up 1o the height of my shoulder or head for short periods and carry light 10 moderate weight objects
in kands. | am unable to typse more than 1-2 Gours due o pain, numbness, or dngling. 1 drop objecis eocasionally, 1 have o
st bwo harads to dir sonec 1asks where Fwould normal v wse ome hand, Unsable o 1l or carry beavy objects,

O | lam able to cary and grip only light chjects. 1 pet severe neck, wpper back, or arm pain/symptoms when liffing any ohject

| ever | pound over the height of my shoulder. 1 an unable to it arms with any objects in my hands over the height of my
head, | have dilficulty gripping and grasping objecis, 1 drop objects daily unless 1 am very careful, | have to use two hands
for most aetivities that | could do with one hand before. | am unable to type for more than 5- 10 minutes at a time.

||

I mm able 1o lift my arms to the level of my shoulders, Lifting iy asms over the height of my head causes severe pain. Every
| time | ift mv arms or iwist my upper back or neck 1 pet severe pain and have to lower my amms of siraizhien my body.

8. LOWER BODY FUNCTION (LOW BACK, HIP, KNEE, LEGS AND FEET) (Check One Box)

[}

| | can sit, drive, stand, squat, stoop, walk, bend, wse my Feel, ancd [0 with my low back |, bip, and legs with no pain present |y,

1 get annoving discomfor if doing prolonged {msore than 6 houwrsy sioing, deiving, walking of standing or very sirenuoks
physical activitics such as lifting, squattimg, stooping, and bensding.,

Heavy lifting (more than 60 pownsds) causes sovere bow back or leg pain, Ablke to LN light to moderate weight with linle pain,
Sitting, driving, walking. standing, or bending for more than 2-3 hours a dav couses pain levels to increase to peint where |
have 1o stap and take a bregk.

I am unable o liff more than 30 pownds. due o severe pain, | om able o lift 25-45 pounds with some moderate pain. Slight
discomfort lifting less than 23 pounds. Siing, driving, walking, standing, or bending for more than 1-2 hours a dey causes
pabn levels 1o inerease to point where 1 have to stap and take a break,

| am wnable w Iift more than 25 pounds due 1o severe pain. | om able to I 10-20 pounds with some moderate pain. Slight
discomiion lifting less than § pounds.  Siming, driving, walking, standing, o bending for more than 30 minutes & dav canses
pain levels 1o increase to point where [ have 10 stop and take a break.

I experience severe low back or leg pain when doing asy lifting or by simply bending my back of hips, [ am able w walk oaly
with the use of a cane, crutches, back brace, or by supporting myself. | need to he down frequently to relieve pain. 1 am
pnakle to il any object | have severe difficulty s the bathraom. | am unable to stend or walk for more than 5 mmutes.

Y. HEADACHES ANIVOR MIGRAINE HEAD PAIN RECENTLY (Check One Box That Best Applies Currenthy)

| I have no hendaches or mipraine pain recenthy or todny

| My headache pain annoys me. | am able to work and perform all normal werk-home'sport activities with the head pain.

My headoches cause me 10 lose up o 30 mmutes of productive time ot work'home each doy recanthy.

— e e S R AT ] e R e e

h‘l_'g. headaches cause me 1o lose 30 minutes 1o 2 h::nn-. af’ pr::ﬂu::m-r_ L al wmk.'h-u:m each iy,

'D.EIEEIEI 0|0

LR ey 213 L e e

]'l.i'g. headache migraing pain ma]u:-; it i sibbe o work to scheol, do home n.':tmlj aor do rc-:m:itmnal m::tmtu:s.

MENTAL ABILITY FUNCTION (Cheek One Box That Best Applies Currently)

|'ul_':.l mem-m'} v atid mental funetion are normal. | have no difficalny with work o hopne mental-intellectual demands recently.

[ am able 10 perform most mental activities and am able to function & work, at home, snd in gociety. | have occasionnl slipht
difficulty with complex tasks, memory, remembering appointments, balancing checkbook, and doing math.

| am able w function a1 work and bhome and sociery. 1 have difficulty with complex tasks, multiple tasks, and intense
concentration projects. T have noticed about 10-25% memory less and job performance decline recently.

ol ol oo

[ am mnd @ble to handle complex or multiple tasks. 1 have notable memory boss and difficulty makeng decisions. My Fiends
and Tamily have noticed recent personaliny chanpes. I takes much longer 10 do work and home 1azks. 1 can handle one task at

a time. 1 use a day timer 1o help me remember things 1 need to do. 1 have abowt 23-50% loss of job performance recently.

O

[ mm akle o handle only one simple mental fask &t a time. | am unable to keep my job becawse of performance ratings. | have
noticed S0-7 5% loss of memory skills and ability to perform mental skills,

(]

| am unable 1o hold any jok at all. 1 am unable to balance a checkbook 2nd need help. 1 am umtm;ﬁt_mp at & grocery stere
without a shoppmg hist. | am unable to remember instructions.

SCORE _ Patient Dite
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Patient Acknowledgement/
Receipt of Privacy Notice

[, hereby affirm that | have received a copy of the Nofice of
Privacy Praclices from Summit Chiropractic and Massage. Under federal law 104-191, also
known as HIPAS, | am entitled to receive a cog} of this Natice from my healthcare provider.

| understand that my signature on this Acknowledgement only signifies that | have received a
copy of the Notice, and does not legally bind or obligate me in any way.

| understand that | am enfitled to receive a copy of the Nolice of Privacy Praciices from my
healthcare provder, whether | sign this Acknowledgement or not.

Fatient Name: DOB:

| authorize the following people accass to my treatment and financial information and | authorize
SCM to discuss treatment and finances with them:

Mame: Relationship:
MName: Relationghip:
Mame: Felationship:
MName; Relationship;

| authorize Summit Chiropractic and Massage to leave detailed voice messages for me

signature of Patient or Personal Representatve

Name of Patient or Personal Representative &Description of Personal Representative's
Authority (if appiicable)

Data
T¥YY FOROFFICEUSEOMLY Y¥ ¥
Rocoived by:
Dats Recaivaed: Tirre Rescaived:

Pationt Declined ]

Staff Signatura:

.




Summit Chiropractic and Massage
21400 Salamo Road

West Linn, Oregon 97068
503-650-2487

NOTICE OF PRIVACY PRACTICES
This Motice is effective March 26, 2013

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION
ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY

WE ARE REQUIRED BY LAW TO PROTECT MEDICAL INFORMATION ABOUT YOU

¥ are required by law to profect the privacy of medics information about you and that identifes youo
Thiz medical information may be information aboul healthcars we provide o you or payment for
heafhsare provided o you. |t may also be informatien about your past, present, or fuure medcal
condifion

W are aiso required by law to provide you with this Naotice of Privacy Practices explaining our legal
duties and privacy practices with respact to medical information. We are legally required to foliow the
terrms af this Notice. In other words, we are only aliowed 10 vse and disciose medical informaton in the
manner {hal we have described in this Motica,

We may change the termes of this Notize in the future. We reserse the nght ta make changes and i
make he new Nalice effective for alf madical information (hal we maislain, |7 we make changes (o the
Matce, wa will:

*  Fostthe new Motice in our waiting area.

*  Have copies of the new Notice avallable upon request. Please contact our Privacy Officer at
502-550-2487 to obtain @ copy of our current Notice).

The resl of this Motice will;

#  Digcugs how we may use and disclose madical inlormation about you.
=  Explain your rights with reapact to medical infarmation aboul yau
# Describe how and where yau may file a privacy-relaied complaint,

H, & any time. you have questions aboul iInformaton inthis Nobce or abou! our preacy policies,
procecures of praclices, you can contact our Privacy Officer at 503-650-2487

WE MAY USE AND DISCLOSE MEDICAL INFORMATION
ABOUT YOU IN SEVERAL CIRCUMSTANCES

Y¥We use and dsclose medical informalion aboul patients every day. This secton of our Notice explang in

some detail how we may wse and disclose medical information about you in order to provide healthcane,
oblain paymant for that haalthcare, and operade our business afficiently, This seclan (hen brsfiy

mentions several ather cireumstances in which wa may use or disclose medical information about you,




Summit Chiropractic and Massage

21400 Salamo Road
West Linn, Oregon 97068

503-650-2487

For mare information about any of thess uses o discloswres, or about any of our privacy policies,
procedures or praclices, contast our Privacy Oficer al 503-850-2487T .

1. Treatmeni

Vi may use and disclose medical infarmation aboul you 1o provide healthcare treatment 1o you  In olhes
words, we may use and desclose medicad infermation about You 1o provide, coordinale or Manage your
healtnCare and related services. This may include communicating with oiher healtincare providers
regarding your freatmeant and EWHH'IEIIII'IQ and MaAn3JIng your nealthcare with others

Example: Jane is a patizn! at the heath depadimeant The receptionist may use medical information
about Jane when selling up an appoimiment. The nurse prachlioner will likely use medical information
about Jane when reviewing Jane's condition and ordering a blood fest  The laboratory technician will
Iilmlr wse medical infermation about Jane whan pn;k:nai.ing o rqu-inwil'bg her bhsod sl resutts, |F after
reviewing the resulls of the blood test, the nurse practifioner concludes that Jane shoukd be referred to a
specalisl (e nurse may disclose medical information aboul Jane to the specialist 1o assist the specialist
in providing approgriale care to Jane.

2. Payment

Wi may use and disclosa medical information about you 19 obtain payment for healthcare services that
you recaivad. This means that, within the health department, we may Use medical information aboul you
to arrange for payment {such as preparing bills and managing accounis), We alss may discinze medical
irfermalion about you bo others (such as insurers, collection agencies, and consumer reparting agandias)
In some nstances, we may disclose medical infermabon about you to an insurance plan before you
recaive cerlain hesithcamne services because, for example, we may need 1o know whather the insurance
plan will pay for 3 paricular service,

Example: Jane is a patent at the health depariment and she has private insurance. Duning an
appointment with a nurse practitioner, the nurse pactitioner ordered a bleod lest The health department
billing elerk will use medical information about Jane when he prepares a bill for the services provided at
ihe appoinimant ard the blocd test. Madical informafion about Jane will be giscloged 1o har insurance
company when the Gilling derk sends in the bil

Example: The nuree practtioner refemed Jane to a specialisl.  The specialist recommanded several
complicated and expensive tests  The specialist's biling clerk may contact Jane's insurance company
bafore the specialist runs the tests to determine whether the plan will pay for the lest.

3. Healthcare Operations

We may use and discloss medical information aboul you in performing & variety of business aclivibes thal
we Call “heglihcare oparations.” These “healthcamn cparations” activities allow us to, for ezample, mpaoye
the quslty of care we provide and reduce healthcare costs, For example, we may use or discloss
medheal informatian abaut you In pedarming the following actvities:

»  Reviewng ard evaluating the skills, qualifications, and performances of healthcare providens
taking care of you,

«  Providing training programs for studenis, rainees, healthcare providers or non-healthcare
professionals to help them practice or improve their skills

» Cooperating with outside organizations that evaluate, certify or license healthcare providers,
staff or facilites in a particular field or spacialty

* Reviewing and improving the quality, efficency and cosl of care that we provide io you and our
other patients

+  Improving healthcare and lowering costs for groups of people who have similar heallh
problems and helping manage and coordinate the care for thése groups of people.

* Cooperating with oulside organizations hal assess the guality of the care oihers and we
provase, including government agencies and privale organizanons.
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Planning for our organization’s future cparalions.
Resolving griewvances within oul organ zaton.
Reviewing our activities and using o dizciosing medical informaton in the avent that control of
gur organization signiicantly changes.

= Werking with others (such a8 wyers, accountants and other providers) who assist us 1o
camply with this Notice and other applicable laws.

Example: Jane was disgnosed with diabetes. The health department used Jane's medical information -
as well as medical information from all of the other health depariment patients diagnosad with dwabetes -

to davelop an educational program to help patients recagnize the early symptoms of diabetes. (Nole: The
pducational program would not identify any specific patients without their permission),

Exampie; Jane complsined that sha did not receive appropriate haatthcare. The haaith depanment
reviewsd Jane's record (o evaluate the qualty of the care provided fo Jane, The healln department also
discussed Jang's car with an ailomey

4, Persons Invalved in Your Care

Wa may disclose medical infermation about you te a relalive, close personal friend or any ather persan
you identify if that persen is invalved in your care and the information is relevant to your care. If the
patient is a minat, we may disclose medical informaton about the minoe to 8 parent, guardian of other
person responsible for the minor excapt in limited ciicumsiances. For more infarmaton on the privacy of
minars’ information, contact our Privacy Officer al 503-650-2487,

We may also usa or disclose medical Information about you 1o a relative, another parson invelved in your
care of possibly a disaster rekef organizaticn (such as the Red Cross) If we need Lo notify someone abaul
your lecation or condition,

You may sk us al any tme not 1o disclose medical infarmation about you 1o persons invalved in your
eare. We wil agres 1o your request and not disclose the information sxeept in cartain limited
ewcumstances (such as emargencies] of if the patient is a minor. If the patient is a mMinos, wé may or may
not be able o agrese [o your regueest.

Example. Jane's husband regularly comes 1o the healh deparimant with Jane lor her appoiniments and
he helps her with ner medication, When the nurse practitioner is discussing a new medication with Jane,
Jare invites her husband %o come nlo the private room. The nursa practitioner discusses the now
medicaton with Jane and Jane's hiusband,

&. Roguircd by Law

We will use and disclose medical information about you whenever we are required by law 10 do 5. Thare
are many state and federal laws that require us to use and disclose medical information. For examphe,
stale law requires us to repor gunshol wounds and other injuries 10 the polsce and to repon knowrn or
suspected child abuse or negiect 1o the Depanment of Soclal Services. We will comply with those state
laws and with all other applicable laws.

§. Wational Priasity Uses and Disclosures

When permilied by law, we may use or disclose medical nformation about you withoul your permission
for vaious activities that are recognized as "national paorities.” In other wonds, the governmant has
determined that under ceran crcumstances (descrbad below), it is so important 1o disclose medscal
imfarmation that il is accepltable 1o disclose medical information without the individual's parmission. Wae
will anly disciose medical infarmation about you in the foliowing clrcumsiances when we are parmithed bo
do soby law. Below are brief gescriptions of the “naticnal priority” activities recognized by law. For more
information on these types of dsciosures, contact our Privacy Officer at 503-650-248T.
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= Threat to health or safety: We may use or discloae medical mformation about you If we
bedleve It ic necassary to pravent or lessen a serious threat to health or safety.

* Public health activithes: We may use or disclose medical infermation about you for public
health activities. Public heaith acfivities require the use of medical information for various
activiies, including, bul not limited to, activibes refated to investigating diseases, reporting chid
abuse and neglact, menitoring drugs or devices regulated by the Food and Drug
Administration, and manitoring work-related iinesses or injuries. For example, if you have
ba#n exposed 10 a communicable disesse (swch as tuberculosia), we may report it 1o the Stats
and 1xké alber actions io prevent the spread of the diseass.

® Abuse, noglect or domestic viclonce: We may disclose medical information about you te a
government authority (such as the Depariment of Social Services) if you are an adull and we
reasonably bebeve that you may be a victim of abuse. neglect or domestic violence.

* Heailth oversight activities: YWe may disclose medical nformation abolg you bo a health
oversight agency — which is basically an agency responsible for overseeing the healthcare
syslem or cerlain government programs. For example, 3 government agency may request
information fram us while they are investigating possibie insurance fraud,

# Court proceedings: We may disclose medizal infarmabion about you to a court or an officer
of the court (such as an attormey), For example, we would disclose medical informaton aboul
you te a courl if a judge orders us to do s0.

*= Law enforcement: We may disclosa medical information about you to a law enforcement
otficial for specific law enforcement purposes  For example, we may disclose imiled medical
infarmation about you to a police officer if the officer needs the Information to help find or
identify a missing person,

* Coeroners and cthers: We may disclose medical information about you o & coroner, medical
examiner, or funaral director or to organizations that help with organ, eye and tissue
franeplants

*  Workors' compensation: We may disclose medical information abaut yau in arder b comply
with workers' compensation laws.

* Research organizations: We may use o discinse medical information about you to research
organizations if tho arganization has salisfied certain conditions ebout protecting the privacy of
medical infarmation,

» Certaln governmant functions: \We may use or disclose medical information aboul you for
cerain povernment functions, incleding but not limied to military and veterans' activities and
nabianal security and intelligence actvities. We may also use or disclose medical information
aboul you 10 a correctional msttulion in some circumstances.

T. Authorizations

Cvher than the uses and disclosures described above (#1-8), we will not use or disclose medical
informaton aboul you without the “authorization” - or signed permission — of you or your personal
representalive. In some instances, we may wish [o use of distlose medical informabon about you and we
may contact You 10 ask Youw to sign an authonzation form. I other instances, you may contact us o ask
us 0 disclose medical information and we will ask you to 5ign an authorizatien form,

If you sign a written authorization allowing us o disclose medical information about you, you may later
revohe (or cancef) your authonzation in writing (except in very limited circumstances related fo obtaining
insurance coverage), If you would lxe to revoke your authorization, you may wrile us a letter revoking
your authorization or fill out an Authodzation Revocation Form. Authonzation Revocation Forms are
dncailabde trom our Privacy Officer. 1 you revoke your authesization, we sill $alles your msliructlions axeep|
fo the extent hal we have already rebed upon vour authonzation and taken some aclion.

The follawing uses and disclosures of medical informalion aboul you will anly be made with your
autharization (Signed permisssn)

3 Uses and disclosures for marketing purposes.
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O Uses snd digcbosures fhat constdule the eales of madeal infarmation aboul you
L Kost uzes and disclosures of peychotherapy notes, ifwe maintain peychotherapy nobes
U Any othier uses and disclatures not descrbed in this Modice.

¥OU HAVE RIGHTS WITH RESPECT
TO MEDICAL INFORMATION ABOUT YOU

Wau have several nghis with respeet to medical information about you. This saction of the Motice will

briefly mention each of these rights. If you would like 1o know more about your rights, please confact our
Privacy Oficer at 503-650-2487.

1. Right 1o a Copy of This MNotice
Tou have a rght o have a paper copy of our Matice of Privacy Prachoes af any fime, Im addifich, a copy

af this Kofice will always be posiad in our wailing area, I you would like 1o have a copy of our Botics, ask
tha receptionist for a copy or contact our Privacy Officer of BO3-650-2487,

2, Right of Access to Inspect and Copy

¥ou have the right fo inspect (which means see or review) and receive a copy of medical mformation
a&bout you that we mainiam n certain groups of recarda. IF we maintain your medical reconds inan
Elecironic Health Record (EHR) aystem, yvou may obtain an elactranic copy of your medical reconds. You
may also instruct us in wriling to send an electronic copy of your medical records to 8 third party. If you
would like o inspect or receive a copy of medical infermation aboud you, you must provide us with a

reques! n wnting. You may write us a letter requesting access of fill out an Aecoss Request Form,
Aocess Reques: Forma are available from our Privacy Officer,

Wie may dany your request in certain circumstances. IFwe deny your request, we will explain our reason
fer deing o in writing We will alas inform you in wriling if yvou have the right 1o have our decision
revigwed by ancther person.

If you would like a copy of the medical infarmation abou vou, we will charge you a fee to cover the cosls
af the copy. Qur fees for electronic copies of your medical records will be limited to the direct tabor costs
associated with fulfilling your reguest

Wi may be able to provide you with o surmmary or explanation of the infermalon  Conlact aur Privacy
Ciffucar for mone information on [hees sarvicss and any pogoible saditional faas,

3. Right to Have Medigal Information Amendad

You have the right 1o have us amend (which means corect o supplement) medical informaton about you
thal wa mainiain n cerain groups of records, I-f':"ﬂu bekeve thal we have nformation thal is either
inaccurate of InComMpete, we may amend the Information 1o indicate the problem and nntrh.r others who
have copies of 1he maccurate of incompiede informaton. If you would like us to amend information, you
must provide us with a request in writing and explain why you would lke us to amend the infermation,
You may either wrile us a letler requesting an amendment or fill out an Amendment Request Form
Amendment Request Forms are available from our Privacy Oficer

We may deny your requas! in cerfain circumsiances. fwe deny your reguest, we will explain our reason
for doing $a in writing.  You will have the opporunity to send us a statement explaining why you disagree
with our decigion o deny your amendment request and we will share your slatermnent whaenever we
disclose the information in the fulure,
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4. Right 1o an Accounting of Disclosures We Have Made

You hawe (he reghl (o receive an acoounting (which means a geladsed listing) of disclosures that we have
madi for lhe pravious sk (&) years. If you would iike o receive an accouniing, you may send us & latior
requesiing an accounting, fill out an Accounting Request Form, o contact our Privacy Offizer
Accounting Request Forms ane gvailable from our Prvacy Officer

The aceounting will not include several ypes of disclosures, includng disclosuras for reaimant, payment
or haalthcare operations. If we maintan your madical records in an Electronic Health Record (EHR)
sysiem, you may request that include disclosunes for treatment. payment or heallhcare operatons. The
accounting will also not inciude disclosures made prior o Apnl 14, 2003,

It you request an accounting more than once every twelva (12) months, we may charge you & fee to
COvEr the COsts of prepanng the accounting,

5. Right io Reguest Restrictions on Uses and Diselonures
You have the right ko request that we limit the use and disclosura of medical infermation abawt you far
treatment, paymeant and healtheare operations. Under federal law, we must agres to your reques! and
comply with your requested resiriction]s) if
1. Except as otherwise raquired by law, the disclosure is bo a health plan for purpose of carmying
out payment of heallhcare operations (and & not for purpeses of camying out treatment); and
£, The medical information periaing solely 1o @ heakhcare item or service for which the
healthcare provided involved has been paid out-of-pocket n full,

Once we agree 10 your request, we must follow your restrictions (except if the Information is necessary lor
emergency reabment). You may cancel the restrictions al any lime, |n adgilion, we may cancel a
rastriction at any lime as long s we notify you of the cencellation and continue 1o apply the restriclion o
information collected betora fhe cancellation.

You also have the right 1o request that wa restict disclosures of your medical informaton and healthcare
treatment(s) to a health plan (health insurer) or other party, when that information relates salely o a
healthcare itern or service forwhich you, or another person on your bahalf [other than & heallh plan). has
paid us for in full. Once you have requesied such restriction(s), and your payment in full has been
recened, we musi follow your restriction(s).

£. Right ta Reguest an Alternative Mothod of Coantact

Yau have the right to regueest to be eantacted at & diferent location or by a different method. For
examphe, you may prefer 1o have all written informaton mailed to your work address rather than bo your
harne address.

Wewil agrea o any reasonatie request for alernative melhods of contacl. |7 you woukd Iike 1o request
an alternative mehod of contact, you must provide s with a request in writing. You may wrile us a letter
or fil gl an Alternative Contact Request Form. Altemalive Contact Request Forms are svailable from
our Privacy Officer.

7. Right to Matification if a Breach of Your Medical Information Occurs
You alse have the right to ba netified in the event of a breach of medical information about you. Ifa
breach of your medical information occurs, and if that information is unsecured (not encrypted], we will
netify you promplly with the following information;

O A brief descrption of what happaned;

O A description of the health nformation thal was involved,

O Recommended steps you can take o protect yourself from harm,

U What sieps we are taking in response to the breach, and,

O Contact procedures so you can obtaln further information.
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. n.ighl [ 15] ﬂpl:—ﬂul af Fundmhinu Communications

If wea conduct fundraising and we use communications bka the U.S. Postal Service or alecironic emadl for
fundraising, you have the right to opt-out of receiving such communications from us. Please contact our
Privacy Officer to opt-out of fundraiging communications if you chose to do so.

YOU MAY FILE A COMPLAINT
ABOUT OUR PRIVACY PRACTICES

if you beleve that your privacy righis have been viclated or if you are dissatisfied with our privacy policies
or procedures, you may file a wrilten complaint either with us or with the federal government

We will not take any action againgt you or change our treatment of you in any way if you file a
complaint,

To file a writlen complaint with us, you may bring your complaint deectly to cur Privacy Officer, or you
may mail it o the following sddress;
Summit Chiropractic and Massage
Aftention Privacy Officer
21400 Salamo Road
Wast Linn, Oregon 87068

To fie a writtan comptaint with the fedaral governmen), please usa the following contact mformaton:

Cifice for Givil Rights

L8, Department of Health and Human Services
200 Independence Avenue 5 W

Room S0%F, HHH Building

Washington, D.C, 20201

Toli-Freg Phong: 1-(8F7) G96-8775
Wabsite: hitp-iiwwe hhe govioeriprivacy hipaaicomplainisindex htmi

Email QERComplaint@nhs ooy




