South Cherokee Chiropractic

4796 Canton Rd. Marietta GA. 30066

Today's Date: p: 770-926-9488 f:678-264-2221
office@southCherokeeChiropractic.com

Update

Name: Date of Birth: Age:
Address: City: Zip:
Home Phone: Work Phone: Cell Phone:

Email:

Who is responsible for your bill? o Self © Spouse O Medicare o Health Insurance o Auto Insurance

Health Insurance Company: Name of Primary:
Primary Date of Birth: Primary SSN:
Please select one: o Progress Evaluation—|'ve been under active care and this is a periodic reevaluation.

o0 New Condition—I’ve been under care and a new or returning condition has emerged.
0 Maintenance Patient—|’'m under maintenance care with a new or returning health issue.
O Returning Patient—After a period of inactivity, I've had a relapse or an all-new health issue.

1. Reason for Chiropractic Care:

2. Is your condition: o the result of an accident of injury? 0 Work oAuto oOther

0O a worsening long term problem?

3. Onset: When did you first notice 4. Intensity: How extreme are

5. Duration/Timing: When and how often do you
your symptoms?

your symptoms?

1 5 10

Oo-0-0-0-0-0-0-0-0-0

feel it? o Constant 0 Sometimes

Worse in the: 0 Morning o Evening

Absent Painful Agonizing Better in the: 0 Morning o Evening

6. Quality of Symptoms: What 7. Location: Where does it hurt?

does it feel like? X = current condition O= Past condition

o Numbness Mark on body to the right.

o Tingling

o Stiffness 8. Radiating: To what area does the pain radi-
o Dull ate, shoot, or travel?

0 Aching

0 Cramping 9. Aggravating/Relieving Factors: What makes

0 Nagging is worse such as time of day, movement, or
0 Sharp certain activities?
O Burnin
.g What worsens the problem?
O Shooting
0 Throbbin
) & What lessens the problem?
O Stabbing

o Other
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Terms of Acceptance Initials

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working towards
the same objective. Chiropractic has only one goal, to detect and correct/reduce the vertebral subluxation complex. It is important
to each patient to understand both the objective and the method that will be used to attain it. This will prevent any confusion or
disappointment.

Adjustment: An adjustment is a specific application of forces to facilitate the body’s correction of a vertebral subluxation. Our
chiropractic method is by specific adjustments of the spine.

Health: A state of optimal physical, mental, and social well-being, not merely the absence of disease or infirmity.

Vertebral Subluxation: A misalighnment of one or more of the 24 vertebra in the spinal column which causes alteration of nerve
function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express
maximum health potential.

Patient Inform Consent Initials

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various
modalities of physical therapies and diagnostic x-rays, on me (or on the patient named below, for whom | am legally responsible)
by the doctor of chiropractic named below and or other licensed doctors of chiropractic who now or in the future work at the clinic
or office listed below or any other office or clinic.

I have had an opportunity to discuss with the doctor of chiropractic named below and/ or with other office or clinic personnel the
nature and purpose of chiropractic adjustments and other procedures. | understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment,
included but not limited to fractures, disc injuries, strokes, dislocations and sprains. | do not expect the doctor to be able to antici-
pate and explain all risks and complications, and | wish to rely upon the doctor to exercise judgment during the course of the pro-
cedure which the doctor feels at the time, based upon the facts then known to him/ her, is in my best interest.

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

Healthcare Authorization and Privacy Policy Initials

| have been provided with a copy of the Notice of Privacy Practices for Protected Health Information. The Notice of Privacy Prac-
tices describes the types of uses and disclosures of this chiropractic office. A copy of our notice is attached and we encourage you
to read it and request your own copy if you would like one.

This notice of Privacy Practices also describes my rights and duties of the Chiropractor with respect to my protected health infor-
mation. | hereby give permissionto  South Cherokee Chiropractic to use and/or disclose Protected Health Information in
accordance with the following:

SPECIFIC AUTHORIZATIONS:

e lgive permissionto  South Cherokee Chiropractic to use my address, phone number, and clinical records to contact me
with appointment reminders, missed appointment notifications, birthday cards, holiday related cards, newsletters, infor-
mation about treatment alternatives, or other health related information.

o |If South Cherokee Chiropractic  contacts me by phone, | give them permission to leave a phone message on my an-
swering or voice mail.

e |give permissionto  South Cherokee Chiropractic to use my testimonial written by me for marketing purposes, such as
sharing with other patients or potential patients, in their brochures, on their website, or in ads in print media.

e Igive South Cherokee Chiropractic permission to treat me in an open room where other patients are also being treat-
ed. | am aware that other persons in the office may overhear some on my protected health information during the course of
care. Should | need to speak with my doctor at any time in private the doctor will provide a room for these conversations.

e By signing this form I am giving  South Cherokee Chiropractic permission to use and disclose my protected health infor-
mation in accordance with the directives listed above.

The use of this format is intended to make my experience with Cherokee Chiropractic and Massage’s office more efficient and
productive, as well as to enhance my access to quality health care and health information. This authorization will remain in effect
for the duration of my care South Cherokee Chiropractic , plus 7 years or until revoked by me.
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AUTHORIZATION AND ASSIGNMENT—AUTHORIZATION TO RELEASE INFORMATION

| authorize the doctor and his/ her staff to release any information deemed appropriate concerning my physical condition to any
insurance company, attorney, or adjuster in order to process any claim for reimbursement of charges incurred by me as a result of
professional services rendered and hereby release him/ her of any consequence thereof. | agree that a photo static copy of this
agreement shall serve as the original.

Right to Revoke Authorization

You have the right to revoke this AUTHORIZATION, in writing, at any time. However, your written request to revoke this AUTHORI-
ZATION is not effective to the extent that we have provided services or taken action in reliance on your authorization. You may
revoke this AUTHORIZATION by mailing or hand delivering a written notice to the Privacy Official at South Cherokee Chiropractic

. The written notice must contain the following information: Your name, Social Security Number, a date of birth, a clear
statement of your intent to revoke this AUTHORIZATION, the date of your request, and your signature. The revocation is not
effective until it is received by the Privacy Official.

This AUTHORIZATION is requested by ~ South Cherokee Chiropractic for its own use/disclosure of PHI. (Minimum necessary
standards apply)

| have the right to refuse to sign this AUTHORIZATION. If | refuse to sign this AUTHORIZATION, South Cherokee Chiropractic

will not refuse to provide treatment however, it will not be possible for ~ South Cherokee Chiropractic to file third par-
ty billing on my behalf and | will be responsible for 1) payment in full at the time services are provided to me 2) scheduling my
own appointments since  South Cherokee Chiropractic will e unable to contact me 3) all contact with South Cherokee
Chiropractic  regarding my care. Additionally, any collection activity as permitted by law is not waived by refusal to sign the
authorization.

I have the right to inspect or copy, within boundaries, the protected health information to be used/disclosed. A reasonable fee for
copying will apply. A copy of the signed authorization will be provided to me.

| have read and understand this Healthcare Authorization Form, the Right to Revoke Authorization Form, and acknowledge receipt
of The Notice of Privacy Practices for Protected Health Information. My signature below represents agreement with these practic-

South Cherokee Chiropractic: E. Ryan Mierzejewski, D.C.

Social Security Number: XXX-XX- Date of Birth:

Patient Name: (please print)

Patient’s signature

(or parent or guardian): Date:

Name of personal representative (if applicable)

Description of representative's authority to act on patient’s behalf:

Representative’s Signature: Date:
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www.southcherokeechiropractic.com

NEVER STOP MOVING

Precautionary Coronavirus Liability Release Form

Due to the 2019-2020 outbreak of the novel Coronavirus, COVID-19, we are taking extra
precautions with the intake of each client, health history review, as well as sanitation and
disinfecting practices. Please complete the following and sign below.

Symptoms of COVID-19 include:
Fever Productive cough Non-productive cough Severe Fatigue

Bronchitis Respiratory Infection Sore Throat Nausea Diarrhea Difficulty Breathing

e |Initials: . | understand the above symptoms and affirm that [, as well as all household members,
do not currently have, nor have experienced the symptoms listed above within the last 14 days.

e Initials: . laffirm that 1, aswell asall household members, have not been diagnosed with
COVID-19 within the last 14 days.

* Initials: . laffirm that I, as well as all household members, have not knowingly been exposed to
anyone diagnosed with COVID-19 within the last 14 days.

e |Initials: . | affirm that I, as well as all household members, have not traveled outside of the
country, orto any city outside of our own that is or has been considered a "hot spot" for COVID-19
infections within the last 14 days.

* Initials: . lunderstand that this business and my massage therapist cannot be held liable for any
exposure to the virus or any other contagion caused by misinformation on this form or the health history
provided by each client.

* Initials: . lunderstand if | am experiencing any symptoms of Covid-19 that | do not receive treatment
and have been advised to see my primary care physician for treatment and to inform South Cherokee
Chiropractic.

By signing below | agree to each above statement and release South Cherokee Chiropractic, its employees
and massage therapist's from any and all liability for the unintentional exposure or harm due to COVID-19.

South Cherokee Chiropractic employees and massage therapist's of this facility agree that they abide by
these same standards and affirm the same. We also affirm that we have improved and expanded our

sanitation protocols to more thoroughly fight the spread of COVID-19 and other communicable conditions.

Print Name (Patient) :

Signature(Patient/Parent/Guardian) : Date:
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