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1. The symptom(s) that have prompted me to seek care today are:

2. Intensity (How extreme painful
are your current symptoms ?

[10,0,0,0,0.0.0.0,0,0.
Agonizing

Absent Uncomfortable

Quality of symptoms (What does
it feel like?)

)

_, Numbness
C Tingling
(0 Stiffness
O bull

(C Aching

{0 Cramping
O Nagging
(O Sharp

O Buming

_ Shooting
(O Throbbing
C Stabbing
O Other

3. Duration and Timing (When did the symptoms start
and how often do you feel them?

(O Constant () Comes and goes. How Often?

4 Have you been treated for this condition before? If so
by whom
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ACTIVITIES of DAILY LIVING
How does this condition currently interfere with vour ability to function?
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Effect
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Looking over shoulder — O e O -0
Caring for family — — OO OO
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Getting to sleep—

Staying asleep ——

Concentrating ——————————s el

Exercising .

Yard work ______

'Dbs:age' N

4 Y L £

~~ ~ -~ P

—— OO0
) Lr=—=0)

N— — . O — p____(; )
7\ ' e " "
- — OO - )— O
- ) b o S
- \J \f \ v/
| S g, UnS— g |
\_/ ./ S S
"/ P e = B
7 /-~ - ;-)
S ) MRCCSE g, SNNSIEREY g CERESR
S ‘-" ‘\- T

Frequency taken  Reason

AL SSCNG~ Yo ML AU avon,

Dosage _

Frequencytaken  Reason




Review of Systems

Musculoskeletal
Had Have ~ Had Have Had Have Had Have
O O Oseoporosis (O O Arthriis O O Scoliosis O O NeckPain

O OkKneeinury O OFootinkleinjary

Had Have Had Have 8665 O
O OBackproblems O O Hip disorders

O (Othoulder problems O O ElbowMristpain O O TMiissues O O Poor posture

Please describe
Neurological
Had Have Had Have Had Have Had Have Had Have Had Have none O
O O Anxeyy’ O O Depression (O (O Headache QO O Diziness O OPFinsand (O O Numbness
Mesgles
Please describe
Cardiovascular
H,‘.)d !,"?V:Hr boog Had Have Had Have Had Have Had Have Had Have none O
~ W Rghbood A O Lowbood Q Q High/low O CPoor O O Angina C O Bruising
RS pressure Choleszrol Circulaion
Please describe
Respiratory
Had Have Had Have Had Have Had Have Had Have Had Have none O
O O Ashma O O Apnea O Oemphysema O O HayFevet O O Shormessof © O Pneumonia
Please describe e
Digestive
HadHave ~ Had Have Had Have Had Have Had Have Had Have none O
O O AntredaBuimiz O O Uleer O O Food sensiviies O (O Hearbumn O OConstipaionr O O Diarrhea
Please describe
Sensory,
Had Have Had Have Had Have Had Have Had Have Had Have none O
O CoBurredvision O O Ringinginears O O Hearingloss O O Chronicear (O (Qlossofsmel C QO Lossoftaste
Please describe niscions
Intequmentary (skin)
Had Have Had Have Had Have Had Have Had Have Had Have none
O O skincancer (O () Psoriasis O O Eczema O O Awme O QO Hairloss C O Rash
Please describe
Endocrine
Had Have Had Have Had Have Had Have Had Have Had Have -
O O Thyroidissues O O Immune O O Hypoglycemia © O Frequent (O O Swlisn Slands 0 O Lowenergy none O
Hvpo Hyper Disorders {__: O Diabetes Infection
Please describe
Genitourinary
Had Have Had Have HadHave =~ Had Have Had Have Had Have
O OKidney Stones ) © Infertility (O (Bedwetting () () Prostatelssues (O (» Erectile O O pus e L
Dysfunction
Please describe
Constitutional
Had Have Had Have Had Have Had Have Had Have Had Have N
‘_‘? ,_j Fainting # -_ Low Libido . r;: Poor "_‘ "“ Faﬁgue & :'_':, Suvdden v‘leism ‘i_‘ '7:‘ Weakness none
Appetite Loss/Gain

Please describe




Paet Pereonal, Family and Social History
Please identify your past health history, including accidents, injuries illnesses and operations.

llinesses

Check the iiness vou have Had

inthc past or Have now

HAD HAS

AIDS
Alcoholism
Allergies
Arteriosclerosis
Cancer
Diabetes
Epilepsy
Glaucoma
Goiter

Gout

Heart Disease
Hepatitis

HIV Positive
Malaria
Measles
Multiple Sclerosis
Mumps

Polio
Rheumatic Fever
Scarlet Fever
STD

Stroke
Tuberculosis
Typhoid Fever
Ulcers

PERSONAL
(oo e Noolo}eo o NooNoNoNoNoNooNoNoNoNoNoNeoNoNoNe
OO0000000DD0DO0D0D0DO0DO0DO0DO0DO0DO0DODO0DOOOOO

Injuries/Accidents

) Had fracure or broken

bones?

-, Have spinc or nerve
" disorder?

Y Been knocked unconscious?

Been involved in an aud
accigent/

~~ Have suffered fram sprained

ankles or knee injuries

Family History

Some health issues are hereditary. Tell Dr. Airhart about the health of yousr immediate family members.

«

) Gastric banding

( ) Breast augmentation

) Pacemaker implant

Operatione

) Appendectomy
) Gastric bypass

) Eye Surgery
) Hysterectomy

(.’ Tonsilectomy

" Joint replacement:

’ Hernia repair

JUce i o AR et S A D SN EAIAG SN RATRAS T 1
Treatmente

Check the ones that you have received
inthe past or are currentdy receiving

If so, what were your being
treated far?,

Past Currently
8 ) Acupuncture
& i) Antibiotics
{_ Birth Control pilis
L Blood TransTusions

@ ., Checmothcrapy
( _ Chitopractic Care

__ Spinal Surgery:

- 7
(M

Level?

Nialysis
O . Hems
Homeopathy

~.~ lormonc Rcplacement

« Inhaler

> Cther

' Massage Therapy
. Pnysical Therapy
{_J Nulitivnal supplements

{ ) Radiation treatments

) Orthotics

Crutches or other support devices

L Used neck o lumbar Diaces
L/ Received tattoo within last 6 months
. Had a body peircing within last 6 months

Exercising

Soft Drinks

HAahhine

O Daily

O Daily

O Quit? How long ago?
O Weekly How Much?
Pain Relievers O Daily O Weekly How Much?
O Weekly How Much?

Recreational Drugs? O YEs O NO

Relative Age (If living)  Quality of heaith llinesses Ageatdeath  Cause of death
Good Poor Natural  Hincas
Mother O ¢ A O
5 F.athor FeSp—— - o A e T :‘*
= Sister1 £ T e e R . M )
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Brother 1 S— O N S — —_— e O O
Brother2 —— { —_— — —— )
Are there any hereditary issue that you know about? S - S
Social History
Tell Dr. Airhart about your heaith habits and strcas level.
Alcoholuse O Daily O Weekly How much? Prayer or Meditation O YES O NO
Coffeeuse O Daily O Weekly How Much? Job pressure/Stress O Yes O NO
Tobaccouse O Daily O Weekly O Never Vaccinated? O ves O NO
Mercury Fillings O ves O NO




INSURANCE INFORMATION

Primary Responsible
Carrier:
Policy:

Relation to Insured: Group# or Medicaid#:

LastFirstilidale: Insured ID #:

Address: Insurance Plan Name:
Employer/School:

City/State/Zip: Paolicy #

Home/Vork Phone:

SESN/Gender:

Birth Date:

Secondary Responsible

Carrier:
Policy:

Relation to Insured: Group# or Medicaid#®:

LastFirst/Middle: Insured ID #:

Adcress: Insuranze Plan Name:

Employer/School:

City/State/Zip:

Home/ANork Phone:

SSN/Gender:
Birth Date:

MY FINANCIAL RESPONSIBILITY

I understand that | am personally financially responsible for all services not covered by insurance.
Examples: TENS pads ( $10), Kristi’s services (540 for % hour, $70 for 1 hour). | am also responsible for

applicable annual deductibles and/or copayments.

Date:

Signature:

Assignmen: of Benefs

cerdfy that | and/or my dependers(s) have insurance coverage with the aboremenzioned insura
rhar: 3l insurance heath benefis, f any, otherwise payable
responsibie for 3l charges whether or not paid by the insurance companies.
submissions. y use myheath care informason and disclose an
companies and their agents for the purpose of obiaining paymen: for serv

services



CINOSSFQadS CYNTHIA M. AIRHART, DC, CCED

CERTIFIED CHIROPRACTIC EXTREMITY PRACTITIONER

CherP)FaCLIC 3506 Sam Houslon Dr., Vicloria, TX 77904

Tcl. 361.579.9325 @ Fax 361.579.9328 ¢ Ccll 361.649.2794

PATIENT FINANCIAL RESPONSIBILITY

This office will provide insurance billing services for you, if you so desire, as a courtesy. Remember that you
are ultimately responsible for any charges incurred in this office. It is your legal responsibility to pay
any deductible amount, co-insurance, and or any other balances not paid by your insurance carrier at
the time of your visit. Your signature on this document indicates that you agree to pay for any
outstanding charges incurred in this office.

We will strive to work out feasible payment options for anyone who is in need of care. Unless other prior
written agreements have been made, any outstanding balance more than 60 days old is considered
delinquent. A re-billing fee of 1%, (based on the outstanding balance, per month) will also be added to all accounts
that fit this criterion. Office policy dictates that delinquent accounts may be referred to Accounts Receivable
Consultants. Inc for collection which may include possible blemishes on your credit record.

In the event that the charges are not paid in full when due and collection activity is
instituted, whether by a collection agency or an attorney (or both), | agree to be
responsible for and pay in addition to the charges for services and treatment received,
all costs reasonably associated with such collection activity including, but not limited

to, reasonable collection fees, attorney’s fees, skip tracing costs, and court costs.

I authorize payment of insurance benefits directly to Crossroads Chiropractic Clinic | also authorize the
doctor to release all information necessary to communicate with personal physicians, other healthcare
providers, collection agencies, and payers to secure the payment of benefits or inform them of concurrent
treatment. By signing below | indicate that | have read, understand, and agree with the terms on this page.

Signature of responsible party (Parent or Legal Guardian) Date

Printed name of responsible party (Parent or Legal Guardian)

Signature of Witness Date



INFORMED CONSENT

Patient Name: Date:

As a patient in my office, you have the legal right to know of the type of treatment we will use, any complications/side-
effects, as well as alternatives to chiropractic care and their complications. This form is intended to inform you of these, and
trearment will not be given until you understand these issues and signify your consent by signing this form.

The primary treatment used by doctors of chiropractic is the spinal adjustment to reduce spinal subluxations (slight
dislocations or misalignments of the spinal joints). I will use that procedure to treat you as well as use other common
ancillary treatments such as physical therapies and modalities.

The Nature of the Chiropractic Adjustment: I will use my hands upon your spine or other joints in such a way as
10 move the joints to restore normal function. This procedure may cause an audible "pop" or "click" similar to what
you feel when you pop your knuckles. You may feel or sense movement of the joint, and this usually gives you a
very pleasant sense of relief. If a traditional spinal adjustment is inappropriate for your condition, other less forceful
and gentler non-traditional types of adjustments that may be used. If; from previous experiences, you prefer non-
traditional types of spinal adjustments, please inform me beforehand.

The Material Risks Inherent in a Chiropractic Adjustment: Serious complications to chiropractic treatment are
rare; however, these may include fractures, disc injuries, dislocations, muscle strain, Homer's syndrome,
diaphragmatic paralysis, cervical myelopathy and costovertebral strains and separations. Some patients will feel
some stiffness or soreness following the first few days of treatment, which is considered normal.

The Probability of Those Risks Occurring: Fractures, especially of the ribs, are rare occurrences and generally
result from some underlying weakness of the bone such as osteoporosis. If you suffer from osteoporosis, we will
take special efforts to adjust your spine carefully. In rare instances, manipulation of the neck has been associated
with injuries to the arteries in the neck leading to a stroke. Studies have estimarted this occurrence rate to be
between 1 in 20,000 and 1 in 1.3 million adjustments. While the actual rate of occurrence is unknown, it is
probably somewhere in this range. Mortality from spinal adjustments is extremely rare, but has been known to
occur. Chiropractic treatments of disc injuries are frequently successful, yet occasionally they may aggravate the
problem and surgery may be necessary to treat the disc.

Ancillary Treatments: In addition to chiropractic adjustments, I intend to use the following treatments if necessary:

Ice or hot packs: We may use both heat and ice packs, and recommend ice for home use. Both may, in
rare instances, irritate or bum your skin even if used appropriately.

Electro-therapy: This modality consists of a mild electrical current which sends a message-type action
through the muscles and nerves to relax constricted muscles, to block pain impulses, to reduce swelling
and to facilitate healing in muscles and ligaments. There are no known side effects.

Ultrasound: an inaudible, acoustic vibration of high frequency that produces a thermal

and non-thermal (mechanical) effect to facilitate healing. Although ultrasound is a

relatively safe modality, osseous burns may occur.

Acupuncture: the application of needles 1o effected areas to control pain and improve

overall function. In rare instances irritation and soreness may appear at the insertion

points. Also, though rarely, infections may also occur at needling sight.

Diathermy: is the application of high frequency electromagnet energy that is primarily

used to generate heat in body tissue. In rare Instances, irritation or bums may occur even

if used appropriately.

Soft Tissue Mobilization: the process in where the doctor applies pressure over areas of

irritated muscles. Bruising may occur even when care is taken to prevent it or due to vascular

fragility.







