Surnmit Chirepractic and Massage 21400 5alamo Rd 503-650-2487
West Linn, OR 57068

Summit Chiropractic and Massage
Cancellation Policy
Effective

10-01-2010

We do require a 24 hour cancellation notice for Chiropractic & Massage
Appointments. If cancelling, it must be done prior to 24 hours of your
appointment to avoid being charged. Appointments that are cancelled within the
24 hour period will be billed 555.00 for Chiropractic and 585.00 for Massage if we
are unable to fill the appointment,

Thank You for your cooperation

Patient Name (please print) DOB

Patient Signature Date

Office Staff Signature Date




Summit Chirogractic and Massage 21400 Sakame D, West Linn, O# 970838

Informed Consent to Chiropractic Treatment

The Nature of Chiropractic Examination and Treatment: The doctor will perform a physical examination. The
examination will consist of range of motion, orthopedic testing, palpation, and basic neurological testing,
During treatrrent the doctor will use his/her hands or 3 mechanical device in order to move your joints. This
action may create an audible "pop™ or "click”, much like the sound when you crack your knuckis. Along with
the sound you may also experience & sense of movermentin the joint. The dector may alse recommend
proceduras such as hot or cold packs, electrical muscle stim, traction, or exercise 1o enhance your response 1o
treatment.

Anticipated Benefits of Chiropractic Treatment: Many or most patients will feal improvements in mation,
decreased muscle and joint pain and improved well-being after a series of chiropractic adjustments,

Possible Risks of Chiropractic Treatment: As with any health care procedures, there are some complications
that may arise following @ chiropractic manipulation andfor therapy, A small number of patents may
experience stiffness, soreness, or bruising following the first few treatments. Lass likely complications coukd
include muscle strain, figament sprain, fracture, joint dislocation, disc, nerve, or spinal cord damage. There has
been much debate and research over the assoclation of chiropractic care and occurrence of stroke and arterial
dissection. The latest scientific evidence does not establish a causal relationship but rather an agsaciation. An
extremely small percentage of patients presenting to either a medical or chiropractic physician with head and
neck pain, may be in early stages of a stroke. Unfortunately, there is no recognized screening procedure 1o
identify these patients.

Other Treatment Options for the Musculo-skeletal conditions:

1. Owver-the-counter medication. Risks of these medications could include irritation of the stomach,
kidneys, and lver,

2. Medical care anti-inflammatory drugs, pain killers, muscle relaxers, and sterpids, The uses of these
prescription drugs include all above side effects plus the dependence of the prescription drugs.

3, Hospitalization used with medical care includes all of the above risks, but also the additional nsk of
medical error, infection, or other complications,

4, Surgery with medical care includes all above risks, with the added risk of adverse reaction to
anesthesia.

| have read the above explanation of chiropractic treatment. | have had the opportunity to have any questlons
answered to my satisfaction, | have fully evaluated the risks and benefits of undergoing treatment. | have
freely decided to underge the recommended treatment, and hereby give my full consent to treatment. This

informed consent will remain in effect unless there are significant changes in my diagnosis. | have the right to
wit hdraw my consent at any time, upon written notice. | have the right to refuse treatment at any time.

f__{

Printed namea Date of birth Signature Datex

Doctor Printed Mame Doctor Signature Date



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

PATIENT INTRODUCTION FORM

Today's Date:

Last Name: MI: First Name:

Home Address: City: State: Zip:

Date Birth; Age: Home Telephone:

Height: Weightt | Work Telephone:

Social Security #: Employer’s Name:

How did vou hear about us? Who can we thank for the referral?

E-Mail address: Can we send you our monthly e-newsletter? |
| Do you have insurance that you would like us to bill? 'r'ESEINDD '
| (Please provide a copy of your card.) Name of Company:
| Emergency Contact: Name: Relationship:

_ Address: Phone:

IS THIS VISIT RELATED TO A: :
Work Related Injury Car Crash Injury H[;Inm: Injury
Sparts or Recreational Injury Mon-Injury Symptoms heck-up Only
Other (Describe):

The [paticnt nnderstands and aprees to alloaw thes chimpﬂﬁ.l:lic olTree o use therr Patient Health Tnformatien for the puTpOse
of tregiment, payment, bealthcars operations, and cosrdination of care, 'We want you to know bow vou would like o have
a more detailed aceount of our policies and procedures conceming the privacy of your Patient Health Information we
encoograge you to read the HIPAA MOTICE that iz available to you at the froat desk before signing this consant.  [F there
LIs anyone you do nol want o receive your medical records, please inform our office.

Dur office will provide insurance hilling services for youo if vou so desire as a conrtesy,

Remenber it you are wlilmately responsible Br ony chargey incarred fn this offfee, T iz yowr responsiBility fo
ST iy dodiefibio CRFE R, ;.'th-fn':l'.'.!ir.l"ﬂl'r.-;"#. arred aF d.u}ar.rrb.r!.r halamoes r:hr.l]_l!':l.ﬂ-id .b:p_].-aur f::.'.'umm':c :.'.'J.rﬂ'c.r.
Your signature on this document indicates that you:

b Adgree fo pay for any owtstanding bills imcurred in this office.

2} Authorize the release of information necessary to secure e payment of benefis

b Authorize insurance paymiems o be made directly o Summit Chiropractic & Maossage,

4) Aurhorize the use of this signature on alf inmrance submissions,

I ORDER T KEEP OUR OFFICE OVERHEAD DOWN AND KEEEP OUR PATIENT FEES REASDMABLE, WE
EXPECT PAYMENT AT THE COMCLUSION OF EACH TREATMENT FOR TIME OF SERVICE PATIENTS AMD
THE CO-PAYMENT, DEDUCTIBLE QR CO-INSURANCE FOR REGULAR INSURANCE PATIENTS. |

Signature of responsible party {Patient or Parent): Date:




Summit Chiropractic and Massage 21400 Salamo Rd. West Linn, OR 97068
CHIROPRACTIC HISTORY

NAME: - DOB DATE:
MAIN COMPLAINT:

Do you have any prior history of problems with your neck, midback or low back?
If Yes, explain i
When it began and how:
Have you szen any other doctors for vour complaint?
What makes this complaint worse
What makes this complaint better?
ALLERGIES

Date of your last physical exam

Have you experienced headaches?
Family Health History:

Health problems of relatives:
Cardiovascular Health History: i.e. stroke, TIA's, heart attack

Social & Occupational History:

Jab Description:
Have you been able to work?

Work Schedule

Recreational

Activities:

Lifestyle (hobbies, alcohol, tobacco & use of drug use, diet

Doctors Use Only




Summit Chirepractic and Mmssage 21400 Salamo Rd. West Linn, OR 97068 A3-AS0-2487
Paticnt Mame DCH

GENERAL HEALTH HISTORY
Check only those conditions that apply o vou snd indicate if vou have had in the past or presently have:

| VES | GENERAL QUESTIONS PAST  PRESENT
I bruise easily

I heal slomwly N

My body temperature 1s normally low {feel cold*
Smoke 'L'il_?"_-iu_'tlh.':i ur use tohacco prodscty
Diiabetic-Hypoglveemic or need to have diabysis

Do vou have a hearl pacemaker or neck or chest shunr?
Hear Altack

[0 you have difficultics or intolerance to heat packs or ice packs on your skin?
[Yizziness, blacked out, or fainting spell history

Epilepsy-Seizure-Convulsion history

History of gout, lupus, psoriasis, temporary paralysis, or spinal meningitis
Cancer history or treatment of any tvpe
Stroke history § Indicate any suspected strokes or transient ischamic attacks)

Told that your have sealiosis, spondylclisthesis. disc degeneration, or herninted disc
Fold that you have spina bifida, abdominal ancurysm, or vascular conditions

Have vou ever been hospitalized? Wiy
Thyroid disorders

Coma from head injury or other problem L
Lold you have ostenporasis of your spine or osteopenia (weak bones)
l'old vou have ostecarthritis or rheumatoid arthritis of vour spine or joints
Wamen only: Check this box if vou current Iy have any type of breast implants

0|0|0j0|0j|0|0|o|o|o|o|o|o|o|o|o|o|o|o|o|o
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lII""-UI!“.'I'.I [I'III':I.' Check this box r|.1|'||_"|'|_" amy chancs thai Wi dre currently |'||-|_.:_.-!-|:-“|

FRIOR INJURY OR MUSCULOSKELETAL PAIN HISTORY

(D11 have no history of previows painful injury or pain) If vou have had prior injuries or pain, please check below:

O Work Injury O Fall [ Sports Injury O Lifting Injury O Car accident
O Mosorcyche Injury O Bicyele Injury O Pedestrian Injury LI Military Injury O Other Injury
O Headaches/Migraines O Neck Fain or Arm Pamn O Middle Back Pain O Livw Back/Leg Pain O Cilser Pam

FRACTURES'BROKEN BONES

{C1 1 have never had any broken bones), If you have broken any bomes. indicate where and when:

Region Yemr = Regian Year
O} Spinal Vertebra L1 Skull
O Collar_bone [clavicle) O Ribk hoae
O Arm or hand bone O Leg or foot bane

-

0 Pelvis bone O Oither

PREVIOUS SURGERIES

{01 have never had any surgical procedurel If vou have had anv previous surgery, indicate type and when:

e Surgery Year Surgery Year
._IT—I =i Surgery (neck or back) O Appendix

L] Dise surgery in neck or back O Gallbladder Stomasch/ K idney

[ Hean O Cancer (imy typed

L Tonzillectomy O Fib/Collar bone

3 Head/'Brain O Hernia
O Shoulder/ ArmiLeg | O Cther

v comimon CECSIHIN BRSWETS.



SUmTL Charepractic and Massage 21400 Salamo Bd. West Linn, OF 97068 S03-650-2457
Padient Mame DB

Fosram 1501

GENERAL HEALTH HISTORY ( Page 2)
LIST ALL SYMPTOM REGIONS AND HOW LONG YOU HAVE HAD THEM

CHECK ALL SYMPTOM AREAS HOW LONCG CHECK ALL SYMPTOM AREAS HOW LONG
[ Headaches Migriines O Upper Back Pain, Sorcness, or Stiffiics
[ MNeck Pain, Soreness, or Stiffnesy ] Hip Pain
Ll Low Back Pain, Sereness, Stiffness O Leg or Foot Pain, Numbness, or Tingling
L Arm/Hand Pain, Mumbness, or Tingling O Orthe

Did your symptoms come on? O Suddenly, O Gradually

SYMPTOM/PAIN DESCRIPTION

Plesse circle any word or words below that best describes how yuur svmptoms currently feel e yvou.

i Pmching Spreading Vicious Unbearablz
Ak F"riuk'inu Shooting Sickening SOTene s
Cuiting Tingling Stubbang Miscrable Pins and Meedles
l'earing Onawing Crull Trovblesome Radzting
Crushing Mapaiing Bony Presamg Wedknesy
Puilbimg Boring Ferrifving Deep pain Falls asleep
Irritating Buming-Hal Direadful Buperficial pam Suffircating
Annoying Uknll ke Fearful Etinging, Punishing
SULT o tight Heawvy Linbinpp, Throbbing Crawling
Exhausting Murnbiness Forturing Sharp Tender

Have you ever been to a Chiropractor before for any condition?
O Ne, O Yes If ves, Chiropractors Name : Year:
Problem seen for:

L Ne, O Yes Do vou have any problems laying face down on an examination table? If ves, why:

ARE YOU TAKING ANY MEDICATIONS?

O 1 am not taking any medications currently. Check any of the following that vou are taking currently.

O Musgle Relaxants O Blood pressure/Siroke prevention medications | O Cortisone mjectinns
O Fain Amti-in Dammatory meds O Dsteoporosis (bone strengthenine medicotions | O ther,

WHAT ACTIVITIES INCREASE YOUR PAIN LEVELS?

| O Moming 00  Bending vour hack O  Walking ]
O Afternoon or evening O Lying down flat O Sanding
O During sleep hours O Siting O  Exercise/Stretching |
U Stending up from sitting O Poor posture 0 Other:
HAS YOUR PAIN BEEN ASSOCIATED WITH:
] O Excessive fnfigue-malaise O  Bowel or bladder disorders O  Wight pain or night time sweals
Wi loss O Ovarian pain U Abdominal pain
| O Lo grade fieves O Kidney pain'pamful urination 0 Balance problems

DO YOU EXERCISE?
1 exercise 1-2 times a week
I do weight lifting of pvm/home
[ s5mm et willing to dao E":.EFE":-:EE

| exercise 3-5 thnes a week
| der cardiovascular work ouls
| do regulsr spors sotivities

O  Idonoregular exercise
O | stretch regularly
‘O Lam willing 1o do exercise

oao
oog




Patient:

Drate:

SYMPTOM QUESTIONNAIRE

Please fill out only the sections that apply 10 you. Skip sections that do not relate to your condition,

-

L

NECK REGION

Dows neck and head movement cause vour neck pain to intensify?

g e

| Do voun pet dizey when vou look up or twist vour head? If ves, how often:

Do vou black out or lose vour balance when you look up or twist your head? If ves. how often:

olojo|o

O|Ojo|0Of=

Mo von have to support your head with your hand or grazp vour mouth or hair to be able to it your head
up when vou are Iving down and attempting to sit up? IF your difficuliy/inabifitv to lift vour head
without support is injury related, indicate how soon this occurred after injury? | Min‘hrs}

[} vou feel your neck pain sends pain dowmwwards between your shoulders?
Mo von feel your neck pain sending pain downwards o the front of your chest?

Hive vou noticed your hend leanmg or tiliing to ome side recently?

ojojoio|

Ojojoyo

Huve vou ever been diagnosed as having a dise bulge or hemiation in vour neck?

-
N

k=

ARM, HAND, OR FINGER REGION

L

Do vou have pain, numbness, or tngling in your shoulder, upper arm, lower arm, or hand? Circle areas

Do vou have pamn, numbness, or tingling in yvour fingers? I Yes, circle Angens) that are invelved:
[Mumb, Index finger, Middle finger, Ring linger, Liltle finger

= =

Do von et incrensed arm numbness when Iving flat on vour back or sleeping on your side recently?

Dhoes changing your siting posture increase your armdhand syimpiom intensity?

I wou sit and slouch forward for several minutes, do vour orm svmpioms intensifs?

Il vou havve arm symptoms, do they imiprove when vou Ll your arms over vour head?

If vou have arm symptoms, do they worsen when vou Ll vour arms over your head?

It vou have nightiime hand or arm pain, does it help 1o shake and massage them?

000 0o 010

ololo|lolo|olo|o|ol ololz

Da your hands feel tender when you grasp objects recently?

D you drop ohjects in your hand recently?

Do yon have dilTicolty writing or doing small motions with yvour lnpers recently?

| o o o

|J'-c'l_l,-'|.’!-hl‘ hand(s) oF wrist get swollen recently?

o yoir hands buirm recent]ly?

Are vour fingers frequently ¢old?

0| 0|

Olololo|o

Have you been diagnosed as having Rayvnaud’s syndrome in your past?

-

rES

MID BACK AND CHEST WALL REGION

Do vou have pain that shoots or radiaies cutward along vour rib cage?

Does vour mid back or chest wall pain intensify when you take a deep breath in or cough recently?

Does vour mid back or chest wall pain intensify when you twist vour orse, bend, or stoop Forward?

When vou bend yvour mid back o the left or right side, does vour mid back pain or chest pain incniase?

At S i e St

Do vou have a tight band-like chest feeling recently?

Do you recently have any assaciated unusual indigestion, chest pressure, or pain down your left anm?

Does vour mid back pain mostly bother vou during slecp’?

n|aloio|o|ojo|o|o

O O OO0 Oy O O O} £

Does vour upper-middic back pain radiate inwards or upwards into vour neck?




Faticni [erie

SYMPTOM QUESTIONNAIRE

Please G ot only the sections thal appdy fo you Skip sectioms thal do not relate fo your

LOW BACK, HIP AND LEG/FOOT REGION

Check any of the following body movemenis that intensify vour low back pain or leg symptoms:

| L | Sitting U | Bending forwards O | Standing up O | Walking
L | Standing still U | Bending backwards O | Lying on your back 0 F"LI11r|‘|E on shoes
Check all loeations of any current leg pain, numbness, or tingling:
O | Hip | Butiock O Iﬁi:u.,i-. of thigh 0 | Calf
] | Ciroin arca O | knee [ | Front of thigh O | Footioes
VES  NO (Check all arcas with a ves or no please
| O | When you cough, sneeze, or bear down to have a bowel movement, does your low back pain or leg pain get
wirse recently?
O | Da wou have a consistent patiern of geifing severe leg pain after walking for similar distances that is
religved by resting or sitting down? This pain resumes after wolking for same dislange again
O | Do you get leg cramping while walking that is relieved by resting. leaning against an object, or sitting.
L This pain 15 worse at nighttime and 15 relicved by walking around for a conple of minutes.
O O | Do wou get leg pain or hip pain while walking that is consistently relieved by sitting down or lying down
|| Thrs pan doesn | bother vou at nighttime or while sitting.
0 O | Docs vour leg or foot drag en the Noor recently?
|l O | I} vou get a I of leg cramps at nighttime recently!
O | O | Have you had any urinary or bowel incontinence recently or had difficulty urinating or having bowel
movements during the same fime as vour having low back pain or leg pain®
| O | Have vou had abdominal pain, indigestion, and colicky svmptoms with vour low back pain?
0O O | Have vou observed that any tvpe of postural change does nol relieve vour low back pain?
=) 0 | Do your fect fecl cold recently? 1f yes, indicate which foot er if both feet:
L [ O | Have you ever been dingnosed as having a herniated or bulging disc in your low back in the past?
0| O | Have you ever had an injection of a steroid into your discs (Spine} in yvour back or neck?
O O | Have vou recently noticed that either of vour legs nccasionally give out on vou when vou walk?
O [ O | Does one or both of vour legs leel weak 1 regently?
L | O | Have vou ever been diagnosed as having a gm*ml'- L‘*Ilw[h-ﬁhm m your low back regeon?
O [ O | Have vou or either of your parents ever been g_u_:h_i__u_&‘ﬂ__i_l_@ Fgﬁ_'._:_l_]L in abdominal ancurysm?
O O | If vour have radiating I*L or foot pain did von notice low back pain or soreness before your leg symptoms?
L[ O | If youhave leg pain, is your leg pain primarnly focused in front of your thigh{s¥?
L B | Has your anal-rectal region been completely numb recenthy?
O (NI Nen Only. Do you have any recent prostate or urinary problems?
[l Ll Women Onlv. Do von have any recent ovarian, utering, or bladder problems?
SLEEPING PATTERNS
YES M
1 O Do vou sleep poorly at night recently?
O O Do wvou sleep on your stomach?
I O Do yvou consistently feel extremely tired when you wake up in the morning recently?

How old is ik matiress? What make

How ald 15 YT Fri||.-q,11.=."'

=



SYMPTOM INTENSITY AND FREQUENCY FORM

PATIENT DATL:

| For SECTION 1, describe on a seale of 1-10 how intense your pain or sympioms are.  This includes the amount of]
aching, soreness, hurting, pain, numbness, end'or tingling levels present currently. A zero () mdicates that no symptoms
exist. 1-3 pain level is a minimum level and indicates that your pain is an annoyance only. A 4 pain is a slight level or
where pain-doing activity begins to cause some disability. A 5-7 paln is moderate in severity and has 1o restnct or limn
vour setivity ability 10 a significant degree, A 8-10 pain level is severe and indicates that your pain inlensity 18 1o poim
where vou have complete inability to perform some fasks. For SECTION 2, describe how frequent you have symptoms
|such g puin, numbness, and tingling in the respected arcas. Please pay allention [0 the headache porion,

SECTION 1. CURRENT PAIN INTENSITY LEVELS

Circle the box fellowing the arew of pain thit best mdicates vour overall average-usual pain severity foday,

Pain Intensity Mone MINTMAL SLIGHT-TO-MODERATE SEVERE
Discomfort/ Ache/SUff | Hurts/Sore/Bearable Sensation Sharp/Intense Paim
Headache 1 | 2 | 3 4 8 fi 7 8 9 1
Neck Pain/Sorgness 1 1 i 3 4 5 f , b 9 |0
Arm/Hand Symptoms i I 2 i | 4 5 h 2 L 4 1
Mid Back Pain i 1 2 3 4 5 b 7 B 0 10
| back Pain i 1 ) E 4 5 b 7 B i 1
L/ P Svimipioms i 1 Z 3 4 5 i1 7 B o I
Lither i | 2 3 4 5 f 7 f k. Lo
SECTION 2a. CURRENT PAIN FREQUENCY LEVELS
Cirebe the box following the area of pain that best indicates the averape perceniape of lime vou have pain today.
| Pain Frequency | Mone ] Olgensional | Intermitient | Frecquent | Constant |

Mook paindsoreness | 0% | %G | 20% [ 30% [40% [ S0% |60 | 70% | 20% Jorss | 100%

- 2% % $i% S0 hil, % | BD% ] | 081

ArmiHand Symptoms | 0% 1%
2% L] F% S aiFy T | B0% i I i

e e e

wlid-back Faln (1% 10
Lavw Back Pain i 1% el | e 0% 40%a 5(Fa i 0% | 30 L] [ 041y

Leg/Foot Svmptoms | 1% 0% | 20% | 30% [40% |50fc (605 [ 70% | 80% |90% | 100%

Other D% | 10% 20% [30% [40% |S0% [60% [70% |80% [90% | 100%

SECTION 2b. CURRENT HEADACHE FREQUENCY & DURATION

Puring the past week or since the accident/injury iF applicable (iF less than one week) indicate how frequently you have
had headaches andior migraines. Be sure to ndicate how long each headache typically lasts.

A How frequently do you have 1 Mo hcadaches O once a week O 4 dmes o week
headaches migraines currently? O once a month O rwice a week O 5 times a week
O twice a month O 3 times 1 week O Almost daily

3. How many hours docs your

tvpical headache/migraine last? Hours?

Summit Chiropractic and Massage 21400 Salamo Bd. West Linn, OR 97068 SE-050-2487



Neck Disability Index

Patient Name

Thiz questionnaire wil give your provider mformakan about how your neck condifian afects your mr}-ﬂa}{ iifa
Pigase answer avery sechon by marking the one statement that applies to you. If two or mare statements in one

Date

section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

M | haveso pan 3l ine mamend

A Tha pain i var mil e momani

E Thepain comes und goes s i@ madsaE

3 Thu e is airly sevane @ B momenl

& The pan & vary severd af fie momeil

B Thepan & Te worst magirabla al the morerd

Sleaping

A1 hEed nh b Sospng

T Wy shes s slignily Uit [bess than | hour siespless|
21 My sleny s midy dstrberd (1-2 hours Slpepiecs;

| My aleeqt s midernbaly distubad (2-3 houn shepkss)
A My sloop s grealky deleehied {5 hoiem saaplies)

B Mbyakaep i compiofoly dishursed (5= hours skeapissal

Reading

@ | can negd a5 moct au | s wilh na nech paie

(37 | can repa &3 much as | wanl wth Siget neck (=

& | can nsgd as muchas | wanl mih miderae reck pan

2 | cannol fead g5 mach &% | wand iecmsn of meiemle neck pan.

() 1 pen handly read a) o becwss ol severs necs fen
& | cannol mad a all penause of neck pain

Concentration
i b oan concenrala Tully wher Lwant st i dificully,
) | pan concenirale Llly when | wart &t slghi difiody

2§ rave 3 tar degres of dfficulty comcentrang wfes | wanl
0§ have a b of difinty conosating whan | wanl

@ | Feva 3 greal doal gl difculy concerirating 'when | wanl
1 ceondt concenivg e = all

Work

B0 1 can 00 3 much Bk a5 | wan

I | can oy 2o my saai Wk Dt ng mon

& l@n only S0 mast ol iy uswast work Dul no mens.
& I'annot 3o my used work

W | can hardly do sy ek dl 8l

0B | ] gk ary work @t al

Summit Chiropracthe and Massage

Persanal Care

A | gan eck s mysel nomaty wehoul carsng aeir ik
(1 | can ook after masel nomaly bul | causas axd= pain
& 1w pain b ook e myssll Brd |am ko and cambil
{5 | pest some halp but | ranags mast of my pa sl GEne
(@) | neséen Pk ey day in mos] aspacts of sl care

(B0 1 der ol el disssesd, | washowis diffoudby and sfay i hed

Lifting

) 1 ean I reavy weighis wiboul =it pain
(0 | can [ Beravey ittt bul & fauses patra pamn

@ Pam prevents me fran [fing heawy wesghts off the: Soor byt | mn manage:
1 ihey are convatianty peetioned laig., sn = labis)

X Pain prenmnis ma frons B heasy wegiis of the Snoe but | 20 manage
gt i medum wesghts i they ank cormersently posioned.

& | gan ansy il wery liohl wights:
5 | cannod 1% or camy anything af &l

Driving

(0 | can diive My Car wiTHOLT 81y rec. fam

3 | car dmwe my o as g g | wond will 3Bght neck psin

2 | e dnve my cae 35 ong s | man with modirats ned, pan

G sl deres e e g s | vwend because of mndmale cpck gain
(&} 1 cae hardly difve 81 81 Deciee of Seden neck pen

B | carmct drive my car el bl because ol neck gain

Recreation

3 1 am gtk 0 engage mal my moeikon scinmes wilow neck pan
02 | am abke o engage v sl my usial rmonsation ackvites wif Same fac pain,

& | am ahks 1o angage v mast it aot af my usee recssin scihites becsusa of neck pan
o | 2 oty B0 10 ercage in a fow of my uecal mecrestion acivdies becsess of rech (ol

3 1 can handy ao mny reciealon sdiviles decsise ol seck pan,
& | canm dn any ecrealon scthiias al al

Headaches

0 1 ke no headaches al ail

(M | rawe slight aeadacies which come Phequently,
| pavee mdeaia rasaces which come nicousntl:
@ | beres moderale bearaches which oome Inequandy
&) | ks savers beadachng whigh come freguantly

& | s headactes atmosl s e tre,
Nipch
Inaleax

Soare

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



Revised Oswestry Questionnaire Name:
Date:

INSTRUCTIONS: This guestionnaire has been designed to enable us to understand how your back pain
has aHected your ability to manage your everyday activities. Please answer each section by marking
the ONE CHOICE that most applies to you. We realize you may feel that more than one statement may
relate to you, but PLEASE JUST MARK THE ONE CHOICE WHICH MOST CLOSELY DESCRIBES YOUR
PROBLEM RIGHT NOW.

Pain Intansity Parsonal Care (Washing, Dressing, Etc.)

| would not have to change my way of washing or
dressing in order to avoid pain.

| do not nomally change my way of washing or
dressing even though it causes some pain.
Washing and dressing increases the pain, but |
manage not to change my way of doing i.
Washing and dressing increases the pain and |
find it necessary to changs my way of doing i f
Bacausa of the pain, | am unable ta do somea |
washing and dressing withoul halp.
Because of the pain, | am unable to do any
washing or dressing without help.

. a T_hﬂ pain comes and goes and is very mild.
| 3 The pain is mild and does nol vary much.

| 4 The pain comes and goes and is moderate.

J The pain is moderate and does not vary much.

L The pain comas and goes and is severe

OG- B 6@ B O

L The pain is severe and do@s not vary much.

Lifting Walking
U Ican lift heavy weights without extra pain. -l Fain does not prevent me from walking any
U | can lift heavy weights, but it causes extra pain. cigtanis.
O Pain prevenls me from lifting heavy weights off the - z::: prevents me from walking mare than one
- floor. i %% . .
| O Pain prevents me from lifting heavy weights off the = Pain prevents me from walking mora than ¥ mile,

floor, but | can manage if they are conveniently Pain prevents me from walking more than % mila.

positianad, e.9., on a table.

| Fain prevents ma frem lifting heavy weights, but | | can only walk while using a cana or on crutches.
can manage light to medium weights if they are : . .

I convaniently positionad :}:;:;ﬁ;::d mast of the time and have lo craw! to

| 4 1can only [ift very light weights at the most.

LI
L O

EI

| Sitting Standing
3 | can sit in any chair as long as | ke without pain. | O | can stand as long as | want without pain,
- | can enly sit in my favorite chalr as long as | ke, | O | have some pain while standing, but it doss not
i i increase with time,
Ll Fain prevants me from-stfing mora than one hour. O | cannot stand for longer than one hour without
4 Pain prevenls me from siting more than ¥ hour, ncreasing pain.
O Pain prevents me from sitiing more than ten d [ cannot stand for longar than & hour without
It L increasing pain. _ _
_ O | cannot stand for longer than ten minutes without |
- Pain prevents me from sitting at all. increasing pain.
d | aveid standing because il increases the pain

straight away.

y P
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Iying down

' e DOB:
Revisad ﬂswgg{r"?auﬂeaa i 2
Sleeping Soclal Life
U1 | get no pain in bed. O My ﬁnqal I!fa is normal and gives me no pas
O | get pain in bad, but it does not prevent me from | O My social life is normal, but increases the degree
sleaping well. of my pain. o
J PBecause of pain, my normal night's sleep is @ Pain has no significant effect on my_sqclai life
reduced by less than one-guarter, apart from limiting my more anargetc interests,
O Because of pain, my normal night's sleep is e.g.. dancing, etc. e
reduced by less than cne-half. 0 Pain has restrictad my social life and | do not go
O Because of pain, my normal night's sleep is oul very offen, wr
reduced by less than threa=-quarters. O Pain has restricied my mlal life to my huma._
L Pain pravents me from sleeping at all. 21 | have hardly any social life because of the pain, |
Traveling Changing Degree of Pain
O | get no pain while traveling. O My pain is rapidly geiting better.
U | get some pain while raveling, but none of my O My pain fluctuates, but overall is definitely getting |
usual forms of travel make it any worse. better. _
L1 | get extra pan while iraveling, but i does nol O My pain seems to be getting better, but
, compel ma to seek alternative forms of travel. improvemant is slow &t present.
| O | get extra pain while traveling which compels me | D My pain is neither gelting better nor worse,
to seek alternative forms of travel. : ad g,
1 Pain restricts all forms of ravel. ? My pa!n {“ gmﬁ”ﬂjw \ ng
0 Pain prevents all forms of travel except that done | L My pain is rapidly worsaning.
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Patient Acknowledgement!
Raeceipt of Privacy Notice

I, hereby affirm that | have received a copy of the Naotice of
Prvacy Practices from Summit Chiropractic and Massage. Undar federal law 104-181, alsa
known as HIPAA, | am entitled to receive a copy of this Nolice frem miy healthcare provider.

| understand that my signature on this Acknowledgemenrt only signifies that | have recenved a
copy of the Nofice, and does not legally bind or cbligate me in any way.

| understand that | am entitled to receive a copy of the Nofice of Privacy Practices from my
healthcare provider, whether | sign this Acknowledgement or not.

Patient Mama: DOoOB:

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

Name: Relationship:
Name: Relationship:
Name: Ralationship:
Mame: Relationship:

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

Signature of Patient or Personal Representative

MName of Patient or Personal Representative &Description of Personal Representative’s
Authorty (if applicable)

Date
Y¥Y¥Y FOROFFICEUSEOQMLY v ¥ ¥
Received by:
Date Received: Tifrre Rspaived:

Patient Dwclined I

Stafl Signature:
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NOTICE OF PRIVACY PRACTICES

This Notice 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

We are required by law to protect the privacy of medical Information about you and that identifies you.
This medical information may be information about healthcare we provide o you or payment for
healthcare provided to you. It may also ba information about your past, present, or future medical
condition

We are also required by law fo provide you with this Motice of Privacy Practices explaining our legal
dutias and privacy practices with respect io medical mformation. We are legally required fo follow the
terms of this Notice. In other words, we are anly allowed to use and disclose medical information in the
manner that we have described in this Motice.

We may change the terms of this Mofice in the future We resenva the right to make changes and lo
make the new Maotice effective for al medical information that we maintain, If we make changes 10 the
Motice, we will:

#  Posithe new MNolice in our waifing area,

# Have copies of the new Notice available upeon request Please contact our Privacy Officer at
EQ3-650-248T to obtain a copy of our current Motice),

The rest of this Motice Wil

= [iscuss how we may use and disciose medical Information about you.
+  Explain your righis with respect to medical informatson aboul you,
&  Describa how and whera yoo may file a privacy-related complaint.

If, at-any tima, you hawve questions about information in this Nolice or abowl our privacy polices,
procedures or praclices, you can contact our Privacy Officer at 503-650-2487.

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

We use and disclose medical information aboud patients every day, This section of our Naotice explains in
come detail how wa may usa and disckase medical information about you in order to provide healthcare,
pbtain payment for that healthcare, and operate our business efficiently.  This section then briefly
mentions several other circumnstances in which we may use or disclose medical information about you




Summit Chiropractic and Massage
21400 Salamo Road
West Linn, Oregon 97068

503-650-2487
For mere information about any of these uses or disclosures, or about any of our privacy policies,
procedures or practices, contact our Privacy Officer at 503-650-2487

1. Treatment

We may use and disciose medical infasmation about you 1o provide healthcare treatment to you. In other
words, we may use and disciose medical information absut you to provide, coordinate o managa your
heafhcans and relaied services. This may include communicating with ofher healthcare praviders
regarding your treatment and coordinating and meanaging your heslthcarns with olhers,

Example: Jane is a patent at the health departmant. The receptionist may vse medical information
sbout Jane whan setting up an appointment. The nurse practitioner will likely use medical information
about Jane when raviewing Jane's condition and ordering a blood lest. The laboratory tachnician will
likeely use medical information about Jane when processing o reviewing her blood test rasulte. If, after
reviewing the results of the blood test, the nurse practitioner concludes thal Jane should be referred to a
specialist the nurse may disclose medical information about Jane 1o the specialist lo assist the specialist
in praviding appropriate care o Jane

2. Payment

We may use and disclose medical informaticn about you to obtain payment for healthcare senvices that
you receved. This maans that, within the health department, we may use medical information about you
o arrange for payment (such as preparing bills and managing accounts). We also may disciosa madical
imfarmation about you to others (such as insurers, collection agencies, and consumer reporting agencies).
In some instances, we may disclose medical information about you to an insurance plan before you
receive cenain healihcare services because, for example, we may need to know whether the insurance
pran will pay Tor a parlicular semvige,

Example: Jane is a patient at the health department and she has private insurance. During an
appaintment with a nurse practitioner, the nurse practilioner ordered a blood lest. The health depariment
billing cletk will wse medical infermation about Jane when he prepares a bill for the services provided at
the appointment and the blood test. Medical information aboul Jane will be disciosed to her insurance
company when the billing clerk sends n the bill

Example: The nurse practtoner referrad Jane to a specialial. The specialisl recommended several
complicated and expensive t2sis. The specialist's biling clerk may contact Jane's insurance company
before the specialist runs the tests to determine whether tha plan will pay for the tast.

1. Healthcare Operations
We may yse and disclose medical information about you in performing & variety of business activities (hal

we call “healthcare cperations.” These “heafihcare operations” activities allow us to, for example, improve
the quality of care we provide and reduce healthcare costs. For example, we may use or disciose
medical information about you in performing the following activities:

=  Reviewing and evaluating the skills, qualifications, and performance of healthcane providers
laking care of you

= Providing training programs for students, rainees, healthcare providess or non-healthcare
professionals to help them praclice or improve their skills,

=  Cooperating with oulside organizations thal evaluate, cerify or license healthcars providars,
staff or faciliies in a particular field or specialty

*  Heviewing and improving the quality, eflickency and cost of care that we provide to you and our
olher patients,

»  |mproving healthcare and lowering costs for groups of people who have similar haalth
problems and helping manage and coordinate the care for these groups of people.

& Coopearating with autsice organizations that assess the quality of the care othars and wa
provide, including government agencies and private organizatons.
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Planning for cur organization's future operatons
Resolving grievances wihin our crganizalion
Reviewing our activities and using or disclesing medical information n the event that controd of
cwr organization significantly changes.

s Working with others (such as lawyers, accountants ond other providers) whe asaist us to
comply with this Motice and other applicable laws.

Example; Jane was diagnosed with diabetes. The nealth depariment used Jane's medical information —
an well as medical information fram all of the other health department patients diagnosed with diabetes —
io develop an educational program o help patients recognize the early symptoms of diabetes. (Note' The
educational program would not identify any specific patients withoul their permissiany.

Example: Jane complained that she did not receive appropriate healthcare. The health deparment
reviewed Jane's record 1o evaluate the quality of the care provided to Jane. The heaith deparimant alsc
discussed Jane's care with an aliomey.

4. Persons Involved in Your Care

We may disclose medical information about you to a relative, close personal friend or any other persan
you identify if that person is invelved in your care and e information is relevant to your cane. If the
palient is & minar, we may disciose medical information about the minor to a parent. guardian or othar
nerson responsible for the minor except in lmiled circumstances. For maore informaton on the privacy of
miners infermatien, contact our Privacy Officer at 503-650-2487

We may also use or disclose medical information about you to a relative, another person involved in your
care or possitly 8 disaster relief organization (such as the Red Cross) if we naed o nolify someone aboul
your location or condition,

You may ask us at any time not to disclose medical information about you to persons involved n your
care. \We will agree to your request and not disclosa the information except in cerain limited
circumsatances (such as amergencies) or if the patient s a minor. If the patient is & minor, we may of may
not ba abla to agrae 1o your request,

Exampie. Jane's husband regulary comes 1o the health department with Jane for her appontments and
he hefps her with her medicaton, When the nurse practitioner is discussng a new medication wilh Jane,
Jane inviles her husband to come into the private room. The nurse practitioner discusses Whe new
redication with Jane and Jane's husband,

5. Required by Law

i will use and disclose medical information about you whenever we are required by law to do so. There
are many siate and federal laws that require us to use and disclose medical information. For exampla,
state law requires us to reporl gunshat wounds and other injureas to the police and o report KROw or
suspecicd child abusa or neglect 1o the Department of Social Services. We will comply with those state
lzws and with all other applicable laws.

6. Mational Priority Uses and Disclosures

When permitted by taw, we may use or disclose medical information about you without your permission
for various activities that are recognized as “national priorities.” In other words, the gavernmeant has
determined that under certain circumstances (described below), it s S0 important 10 disclose medcal
infarmation that it is acceptable to disclose medical information without the individual’s permission. We
will only disclose medical information about you in the foliowing circumstances when we are permitled (o
do 80 by law. Below are brief descriptions of the “national pricrily” activities recognized by law. For more
information on these types of disclosures, contact our Privacy Officer at 503-650-2487. '
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«  Threat te health or safety: We may use or disclose medical information about you § we
beliovs it is necessary io prevent or lessen a serious threal to health or safety.

=  Public haalth activities: We may use or disclose medical information about you for public
health activities  Public health activities require the use of medical information for vadous
activites, including, but not lmited to, activities retated to investigating diseases, reporting chid
abuse and neglect, monitoring drugs or devices regulated by the Food and Cirug
Administration, and monioring work-related linesses or injuries. For exampie, if you have
been exposad to a communicable disease (such as tuberculosis), we may report it 1o the Staie
and take other actions 1o prevent the spread of the disease.

= Abuse, neglect or domestic viclence: We may disclose medical information about you 1o a
government authority {such as the Department of Social Services) if you are an adull and we
reasonably believe that you may be a victim of abuse, neglect or domestic violenca.

= Health oversight activities: We may disclose medical information abaut yeu to a health
aversight agency —which is basically an agency responsible for overseeing the heaithcares
system of cerain government programe. For example, a govermment agency may request
information from us while they are investigating possible insurance fraud.

* Court proceedings: We may disclose madscal information abaut yeu e a court or an officer
of the court {such as an attorney). For example, we would disclose medical information about
you to a courd if a judge arders us to do so,

» Law enforcement: We may disclose medical infaormation abaut you to a law enforcemsant
official for specific law enforcement purposes. For example, we may disciose limited madical
infarmation about you to a police officer if the officer needs the information to help find or
identify a missing parson.

« Coroners and others: We may disclose medical information about you 1o a coroner, medical
avaminer, or funaral director or to organizations that help with organ, eye and lssue
fransplants.

« Workers' compansation: We may disclose medical information about you in order 1o comply
with workers' compansation [aws.

« Research organizations: We may use or discicse medical information about you to research
arganizations if the organization has satisfied certain conditions about protecting the privacy of
medical information.

s Certain government functions: We may use or disciose medical information abeut you tor
certain governmant functions, including but not limited to military and veterans’ activitics and
national security and intelligence acthities. We may also use or disclose medical information
about you o a cormectional institution in some circumslances.

7. Authorizations

Cithet than the uses and disclosures described above (#1-8), we will not use or disclose medical
infarmation about you without the “authorization” — or signed permissian - of you of your persanal
ropresentative |n some instances, we may wish to use or disclose medical information about you and we
may contact you 1o ask you to sign an authorization form. In other instances, you may contact us to ask
us to dischose medical information and we will ask you to sign an authorization form.

If you sign a wrilten authorization allowing us to disclose medical information about you, you may lates
revoke (or cancel) your authorization in writing (except in very limited circumstances related to obiaining
insurance coverage). If you would like to revoke your authorization, you may write us a lefter revoking
yaur autherization or fill out an Authorization Revecation Form, Authorization Revocation Forms are
available from our Privacy Officer. If you revoke your authorization, we will follow your instruclions except
to the extent that we have already relisd upon your authorization and taken some action.

The Ioflowing uses and disclosures of medical information sbout you will only be mada with your
authorzation {signed permission).

O Uses and disclosures for marketing purposes.
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O Uses and disclosures that constitute the sales of madical information about you.

O Mosl uses and disclesures of psychotherapy naotes, if we maintain psyehotherapy notes.
O Any other uses and disclosures not described in this Motice,

YOU HAVE RIGHTS WITH RESPECT
TO MEDICAL INFORMATION ABOUT YOU

You have several rights with respect to medical information about you, This section of the Notice will
brigfty menton each of thase rghts. If you would like to know more abaut your rights, please contact our
Frivacy Officer al 503-850-2487

1. Rightto a Copy of This Notice

You have a right ie have a paper copy of our Notice of Privacy Practices at any ime. In addifion, a copy
of this Motice will always be pested in our waiting area. If you would ke to have a cooy of our Notice, ask
the receptionist for @ copy of contact our Privacy Officer at 503-650-24B7.

Z. Right of Access to Inspect and Copy

Tou have the right to inspect (which means see or review) and receive a copy of medical information
about you that we maintain in cerfain groups of records. If we maintain your medical records In an
Electronic Health Record {(EHR) system, you may cbiain an electronic copy of your medical records. You
may akso instruct us in writing to send an electronic copy of your medical records to a third party. If you
would like to ingpect or receive a copy of medical information about you, you must provide us with a
request in writing. You may write us a letter requesting access or fill oul an Access Request Form,
Access Request Forms are available from our Privacy Officer

We may deny your request in certain circumstances. If we deny your request, we will explain our reason
for dgoing 50 in writing, VWe will also inform you in writing if you have the right 1o have our decision
reviewsd by amother person.

If you would like a copy of tha madical information about you, we will charge you a fee to cover the costs
of the copy. Our fees for electronic copias of your medical records will be limited to the direct labor costs

associated with fulfiling your request

Wa may e able to provide you wilh a surmmany of explanation of the information.  Gonlact oul Privacy
Officer for more information on these services and any possible additional tees

3. Right to Have Madical Information Amended

fou have the right 1o have us amend (which means correct or supplement) medical information abaout Yoo
that we maintain in certain groups of records, I you beliave that we have information that is either
inaccurate of incomplete, we may amend the information to indicate the problam and notify others who
have copies of the inaccurate or incomplede information. If you would like us fo amend information, you
must provide us with & request in writing and explain why yvou would like us to amend the information.

You may either wrile us a letter requesting an amendment or fill out an Amendment Request Form.
Amendment Request Forms are avallable from owr Privacy Officer,

We may deny your request in cerain circumstances, If we deny your request, we will explain our reason
for doing so in writing.  You will have the opportunity 1o send us a statement explaining why you disagres
with our decision o deny your amendment request and we will share your stalement whenever we
dischose the informaton in tha future,
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4, Right to an Accounting of Disclosures We Have Made

You have the right to receive an accounting (which means a detailed listing) of disclosures that we have
mage for the previous six (6) years. I you would ke 10 receive an accounting, you may send us a lefer
reguesting an accounting, il out an Accounting Request Form, or contact our Frivacy Omcer.
Accounting Request Forms are availabie from our Privacy Oflicer,

The accounting will not include several types of disclosures, including disclosures for treatment, payment
or healthcare cperations. If we mainlain your medical records inan Electronic Health Record (EHR)
Systemm, you may request that include disclosures for freatment, payment or healthcare operations. The
accounting will also not include disclosures made pricr o April 14, 2003,

It you request an accounting mone than once every twelve (12) monthe, we may charge you a fee to
cover the costs of preparing the accounting.

5. Right to Request Restrictions on Uses and Disclosures
You have the right to requesl that we limid the use and disciosure of medical information about you for
reatment, payment and healthcare cperations. Under federal law, we must agree to your reguest and
commiply with your requested restriction(s} it
1. Except as otherwise required by law, the disclosure 15 to a health plan for purpose of carrying
out payment of healthcare operations (and is not for purposes of carrying out treatment); and,
2 The medical nformation pertains solaly o a healthcare item or servige for which the
healthcare provided involved has been paid out-of-pocke! in full.

Once we agree to your request, we must follow your restrictions (excapt if the information & necessary for
emergency Irealment). You may cancel the restrictions at any time.  In addition, we may cancel a
restrichon at any fime as long as we nolify you of the cancellation and continue 10 apply the restriction 1o
information collected before the cancellation.

You also have the right to request that we restrict disciosures of your medizal information and healthcare
freatments) to a health plan (health ingurer) or other party, when that information relates solely ko a
healthcare item or zervice for which you, or anclher parson on your behalf (other than a health plan), has
paid us fer in full. Once you have requested such restriction(s), and your payment in full has bean
recefsed, we must follow your rasirichonds)

&, Right to Request an Alternative Method of Contact

You have the right to request 1o be contacted al a different location or by a different method. For
example, you may prefer to have all written information mailed o your work address rather than o your
fiome address,

We will agree to any reasoneble request for alternative methods of contact. If you would like o request
an alternative meltod of contact, you must provide us with a request in writing. You may write us a kefter
or fill out an Alternative Contact Request Form. Alternative Contact Reguest Forms are avalable from
our Privacy Officer,

7. Right to Motification if a Breach of Your Medical Information Occurs

You algo have the right to be notified in the event of a breach of medical information about yvou. If a
breach of your madical informalion occurs, and if that information is unsecured {not encryptad), we will
nodify wou pramplly with the fallowing information:

O A orief descoption of what happened;

A description of the health information that was involved,;

d Recommended steps you can take to protect yourself from harm;
O What stape we are taking in response to the breach; and,

O Contact procedures so you can oblain further informalion.
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8. Right to Opt-Out of Fundraising Communications

If we conduct fundraising and we use communications ke the L5, Postal Service of electronic emal for
lundraiging, you have the nght to opt-out of receiving such communications from us. Please contact our
Privacy Officer to opt-out of fundraising communications If you chose o do g0

¥OU MAY FILE A COMPLAINT
ABOUT OUR PRIVACY PRACTICES

Il you believe that your privacy rights have been viclated or il vou are dissatisfied with our privacy policies
of procedures, you may file a written complaint either with us or with the federal government

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

To file a written complaint with us, you may Bring your complaint directly to our Privacy Officer, or you
may mai if to the following address:
Summit Chiropractic and Massage
Attention Privacy Officer
27400 Salamo Road
West Linn, Oregon 37068

Ta file @ written complaint with the federal government, plaase use the follawing contact infomation:

Uhce for Gl Rights

U.5. Depariment of Healih ard Human Senices
200 Independenca Avenue, S0,

Room S05F, HHH Building

Washinglon, D.C. 20201

ITpl-Fres Phone: 1-(B77) BBE-67T6
Webgite: htlp: fwwai ihs gowecnprivacyhipaaicomplainisfindex, himl
Email- QCRComplainti@hhs,gov




