CHlROPR ACT'C D'-Scéf* ﬁﬂffilf'rurrwefst-es
_—CENTER—_

Dr. Melanie Mullenmeister
FOR HEALTHY LIVING 1

FEMALE

Today's Date

First Name Middle Initial ____ Last Name Suffix
Address City State Zip
Primary Phone Work Phone Mobile Phone

Best Contact Method: ___ Primary Phone ___ Work Phone ___ Mobile Phone

If you would like to receive text reminders the day before your appointment, please let us know who your cell phone service is
with (Verizon, AT&T, etc.)?

EMAIL ADDRESS:
Date Of Birth Age Place of Employment
Marital Status (check one) ____ Single __ Married ___ Other
Number of Children How Did You Hear About Us/Referred By:
Emergency Contact's Name Relationship Phone

Current Health Concerns

Please rank current & ongoing health concerns in order of priority.

:

Describe Problem Severity
Example: Inflammation

Elimination Diet-Dairy X

x|

1)

2.)

3.)

4.)

5.)

6.)

7.)

8.)

9.)

10.)

ALLERGIES

Name of Medi

1.)

2)

3.

4)

5.)

6.)




LIFESTYLE REVIEW

Sleap

Heow rnany hours of sleép da you get esch night on average? _

Da you have problems falling asieep? O ves O No Stayingaslkeep E] Yeés (O Ne
006 you have preblems with insomnia? [] Yes 1 No Doyousnare? [ Yas [ No
Do you feel rested upon awakening? O Ves O Ne

Do yoil usa sleep aids? Ll ves O No Ifyes, explain:

Exercisa

Current Exercise Progranm:,

Cardio/Aerobic _
Strength/Resistance.

iFlexibillty/Stretching
Balanca
iSpart/Leisure (e.g., goif)
TR .

Do you feel motivated to exercise? Oves O Atigtle 12 No

Are there any probleéms that limit exercise? 1 ves O No if yes, ptease explain:

Do you usually feel fatigiied or sore after exercise? I Yes 00 No If yes, please explain:

Nutrition

Do you currently follow any of the followlng special dlets or nutsitional programs? (Check ll thot apply)

1 vegetarian [d vegan L3 Allergy ‘O Elimination O LowFat T Low Carh
[ Bload Type [ towSodium [ NoDairy' T NoWheat 3 Gluten Freg

[l Other:

Do you have sensitivities to certain foods? O Yes O No

if yes Hist food and symptoms:
Do you have an aversion to certain foads? B Yes 0 Mo

If yes, explain: .

Do you adversely react to: {Chéck ol that apply)

O Monosodium Glutamate {MSG) ClArtificial Sweeteners [ Garlic/Onion ] Cheese 1 Citrus Foods
'O checolate [T Alcohol O RedWine  [J Sulfite-Containing Foods (wing, dried frult, salad bars) [ Preservatives
T Food Colering. Clother Food Substances:

Are there any foods that you crave or binge on? 1 Yes 0 No

f yes, what foods?




‘Fleids:

Do you eat 3 mealsa day?. 0 Yes O No.
Does skipping a meal.greatly affectyou? [ Yes
How many meals do you eat out per week? O o1

Af no, How many?

O No

13 O35 O =5 meals perweek

Check the factors that apply to your current lifestyle and eating habits:

[J Fast Eater

{1 Eattoomuch

O Late-night eating

[l Dislikehealthy foods.

{1 Time constraints

O Travel frequently

01 Emational Eater

CJEat tao much under stress:

[J Poor snack chaices

D significant other or famlly members don't like healthy
Faods

Diet

Pigase record what you eat in a-typical day:

Breakfast:

A e w R

O significant-dther or family mermbers-have spectal dietary needs

Love to-eat

Eat because | have tor

Have a negative relationship with.food

StmggIe with eating issues

Eatmore than 50% of my meals-away from home

Healthy faods not readily available

[ Eattoo little under stress

TIbon‘t care to cook

I Confused abc_:ut-riu_tri_tion advice

Lusnich:

binner:

Snacks;

How fany servings do you eat in a typical week of these foods:

Fruits {not juice): . Vegetables (ot including potatoes); ______ Fish:

Legumes (peans, peas, ¢, Red meat: _____ Fats and Oils: ____
Dairy/Alternatives: Nuts and seeds: ___

Canof soda (regular or diet): ____ . Sweets {candy, cookies, cake ice cream, etc):

o you drink caffeinated beverages? Ll ves O No If yes, check amounts:

Coffee {cups pérday) d1 2z L4 Tea [cups per.day). O1 B124 O»4

Cafféinated sodassrepular or diet {cans/hotties per day) O1 024 O>4 [3-Cans. [ Botties [lLiters
Do you have adverse reactions tg caffeipe? O vYes [l ‘No if yes, please explain:

When yout drink caffeine do you feel: 0 irritable or wirad O Achesorpains.:

Simoking

D6 your smoke currently? LI Yes O No Packs perday: NumberofYears:
Whattype? O Cigarettes [ Smokeless O Fipe D Cigar O ECig-

Have you attempted to-quity. [ Yes O no

If'__yes, using what miethods?;

iFyou smoked previously: Packsperday: . .

Number of years: _

b s




Are you regularty exposed to secorid-hand sirioke? O Yes [J No

‘Aleohal

How many alcotiolic beverages do yau-drink in'a week? ‘(7 drink=5 ounces of wine, 12 ounces of beer, 1.5 ounces of spirits)

7 13 O 46 0 7:10 O >10 ) None
Previous alcchol intake? O Yes (0 mid O Mederate [ High) O3 Note
Have you ever had a problem with alcohol? 7 Yes: [ No.

If yes, when?

Explain the problem; _ _

Have you ever thought abouit getting help-to control or stap your drinking? (3 Yas 1 Ne
Other Substancas

Are you currently using any recreatiohal drugs? 07 Ves J Ne

If yes, type:

Have you ever used-an IV or inhaled recreational drugs? (1 Yes £ No-

Stress.
Do you feel you have any excessive amourit of stress in your life? 7 Yes o1 N
Povou feel you can easily handle the stress in your life? [ Yes O tNa

How much:stress do-each of the following cause on a daily basis (Rote 1-20, 10 being unable to get out of bed feave house}

work. Family Social Finances Heaith. . Other

Bo you use relaxation techniques? O Yes 1 no

If yés, how bften?

which technigues do you'use? (Check.all that apply}

[T Meditation [ Breathing: 3 TaiChi 3 Yoga O Prayer 71 Other

Haveyou ever sought counseling? I Yes 8 No

Are you currently ifv thierapy? I Yes 0 No

if yes, describe: _ _ _
Haveyou ever been abused, a victim of crima, or experienced a significant trauma? O Yes 1 No
What are your hobbies or [eisure activities?

Relationships

Maritatstatus: 3 Single 0 Married [ pivoreed:. [ Long-Term Partner Bl widow/er
With whom da you five? {Include children, parents, relatives, friends, pets)

Current occupation:

Previous occupatigns: —

Do you have resgurces for emotional support? 0 ves TJ Ne (Checi.dll that-apply)
‘O Spouse/Partner O Family [ Friends 7 Religious/Spiritual .03 Pets 11 Other;
History

Patient's Birth/Childhood History:

You were born; 0 Term 1 Premature Clton’t know




Were there any pregnancy or hirth complications? O yes I no

Ifyas, please axplaint’

You were: i 'B..feast‘fﬁdf}'low long? D BQtua-fedjType n:f formu!a: O Dor't Khow

Age of introduction of; -Salld Food: Wheat: ___ Dairy:
As a child, were there any foods that were avoided because they gave you symptoms? [ ves 3 Ne

if yes, what foods and what symptoms? {Example: milk=gas and diarrhea)

Did you eat a lot 6f sugar or candy.as a child? 3 Yes 7 No
Dentaf History

-Check if you have any of the foilowing, and provide number if opplicoble:

3 Silver mercury fillings O Goldfillings 1 Rooteanals .. O Implants.
£ Caps/Crowns . OiTouth pain _____ Dleedinggums ____ [ Gingivitis
(3 Problerns with chewing [0 Other dental concerns (explain): ] _

Have yoirhaid any mercury filings removed? B Yes E]l No #yes; when: |

How many filtings did you have asa kid? Doyoubrush regulasly? [J Yes O No
Do you floss regularly? T Yes O No

Environmental/Detoxification History

Do any of these significantly affect you?
EJ Clgaretie sinoke O perfume/Cologne O Auto Exhaust fumes O Other:.

In your workfhome environment are you regularly exposed to: (Check aif thist applyy)

[ Mold [T Water Leaks {3 Ranovations OO Chemicals (] Electromagnetic Radiation
1 smokers 11 Carpets ar Rugs O oid Paint: CiStagnant/Stuffy Air [ Damp Ehvironments

[J Pesticides T Herhicides 1 Cléaning Chemicals [ Harsh Chemicals {solvents, glues; gas, aclds, ete.)

I3 Paints. L} Airplane Travel 3 Heavy Metals {lead, mercury, etc.) [ Cther:

Have you had any significant exposure to any. Harinful chemlcals? O Yes O No

if yes, chemical name, length of exposure, date:

Do youhave any pets of faim animals? O Yes O 'Ne.
if yas, do they live: 0 Iniside 2 Outside [1-8oth inside and outside
Women's History

Obstetric History: {Check all thiit apply}

L] Pregnaricies [1 Miscarriages 1 Abortions [ Living Children O Cesarean
[} Vaginal Delivaries [J Term Births __ - pramature Births
Birth weight of largestbaby ____ Birth weight of smatfest baby

Did you develop-any problems in or after the pregnancy, for example, toxemia {high' blood préssure), diabetes, post-partum
depression, issues with breast feeding, etc.? {1 Yes I No

if yes, please explain:




Menstrual Histary:

Age at first period: Date of fast menstrual periad; . . Length of cygle:
‘fime between eyclas:. 3 Cramping? I Yes O No Pam? [JYes (3 o
Have you ever had premenstrual problems {bloating, breast tenderness, irritabliity, etc.)? O Yes 3 Ne

if yes; please describe:

Do you have other problems with your perfods. (heavy, irregular, spotting, skipping, etc.)? O Ves. T o

Ifyes, please describe:

Use of hormanal birth control: [ Birth control pills O Patch L3 ‘Nuva ring

O other: . — . .How tong?

Any problems with hormonsat birth control? T Yes 0 Ne

If yes, please explaln:, . . . . - _

Use of other contraceptian? I ves U No [ Condoms  [J Diaphragm [J 1UD 0 P_a_rt_nérvasectamv-'
Arewyau in-mienopause? O ves I3 No Afyes, agé oflast period;

Was it surgical- menopause? 0O ves C No Ifyes, explain surgery:

Do you currently have symptoraatic problems with menapause? (Check alf that.apply}

O Hot Flashes O Mood Swings O Headaches [T Joint Pain  TlCeéncentrationfMemory Problems
(3. Vaginal Dryness £ Weight Gain O Decreased Libids [l Palpitations T Lgss of Contral of Urine
Are you on hormone replacement therapy? O Yes 3 Ne

I yes, for h_ow'- long and for what reason (hot flashes, osteoporosis prevention; etc.)?

Other Gynecological Symptoms: (Check if applicable}
U] Endometriosis ‘T infartility O -Eibrocystic'bre_a_sts I3 Vaginal infection ‘O Fibroids [1 ovarian cysts

{7 Pelvicinflammatory diseaser [ Reproductive cancer [ Sexually transmitted disea_sg'_(de_scribe) :

Gynecological Screening/Pracedurss: (if applicable, provide dote)

Last Pap tést: L 1 Norimal ‘0 abnoimat -
Last mammogram: . 3 Normat [ Abhormal
Last hane density: Results: O High O taw: T3 within narmal range

Qther tests/procedures {list1ypes and dates); ___




Eamily History:

Heart Disease

Hypertension

{Obasity

Diabetes

Stroke

|Autoimmivne Disease

Arthritis

Kidney Disease

Thymiﬁ Prb_blems-_

Saizures/Epilepsy

Psychiatric Disordars.

Anxiety

Depression

Asthma

Altergles

Fczema

ADHD

Alrtism

iriitable Bowel Syridrome {IBS)

Dementia

Substance Abuse

Genetic Disorders

Other:




Medical History: ilinesses/Conditions

Check YES = 2 condition you currently have,
Check PAST = a condition you've had in the past

trritabie Bowei Synd rome

Fibromyal gia__

GERD {refiux)
Crohn's Disease/Ulcerative Colitis Osteoarthritis
Peptic Uicer Disease _ ' ' Chronic-Pain
Celiac Disease Other: '
Gallstanes. B skin
Other; ' ' Eczema
Inésn A 4 By Psoriasis
: .Broncl'utls _ . Acne
Asthma _ o ' ' Skin Cancer
Emphysema’ ' ' )
Pneuronia
Sinusitis _ _ _ _ AN
SleepApnen - Heart Attack

Other: Heart Failure

; St . | Hypertension (High Blood Pressure)
Kidney Stanes Stroke '
Gout o  High Blood Fats - [Cho?estero[ Tragiycerides}.
Interstitial Cystitis s ' Rheumatic Fever
Frequent Yeast Infectians Arrythmia (trregular Heart Rate)
Frequeént Urinary Tract infections ' ~ [Mdmur ’
Sexual Dysfunction ] Mitral Valve Prolapse
SeanIIy Transm;tted Diseases : - |other:
' {Sexually Transmitted Diseases
I0ther:

Dia‘bet

Hypothyroidism {Low Thyroid) | | |Epilepsy/Seizures
{Hyperthyroidism {Overactive) _ ADD/ADHD
Polvcystrc Ovarian Svndrome Headaches
Infertility e 1 Migraines
Metabolic Syndrome/lvisulin Resnstance; : ’ D.epress-ipf; _
Eating Disorder _ Anxiety
Hypoglycemia o . : {Autism

Multiple Sclerosis

._Other' ) _
{Parkinson's Disease.

Rhe urnatoid Arthntls . Dementia
Chronic Fati gue Syndrome

Food Allergies

Environiiental Allergies .

Multiple Chemical. SEHSItNl‘tl es _ Breast,
Autoimmun Disease e {Colon
lmimune Deficiency o ' Ovarian
Mononucleosis Q S Skin

‘Hepatitls _ I Other:




lOthar:

Medical History {cont.)

Bone Density

CTScan

Colohoscopy

1Cardiac Stress Test

EKG

MR}

Upper Endoscopy

Upper Gl Serles

Chest X-Ray

Other X-Rays

{Barium Enema. .

i

Broken Bones

Back Injury

Neck Injury

{Other;

Appendectomy.

Head Injury

Dental |

Galtbladder

Hemia

Hysterectomy

Tonsillectamy

_Join'_t;ﬁeplacement

Heart Surgery

Othar.




Symptom Review.

‘Please check if these symptoms occur presently or have

occurretl in the last & months.

Muscle Twvitehes:.

Around Eyes
G OF Armms or Legs
Cold Hands and Feet Neck Muscle Spasm
Cold-Intolerance Tendohitis '
Daytime Sleepiness Tension Headache
|Difficulty Falling Asleep T Problems
Early Waking ' Moo/

Fatigue: Agoraphobia
Eever Anxiety

Flushing Auditory Hallucinations
Haat ntalerance Blackouts
iNight Waking Dep_frgs‘slon
Nightmares - Diffn:ulty T
{Can't Remember Dreams C;q.nceljtratmg-
Low Body Temperature With Balance.
| dd ML _With Thinking

S TAhn O With Judgement

Conj unctr\fit-is _ With Speech
'Di;torted Sense of smell " With Memory
Distorted Taste Dizziness {Spibning)
Ear Fullness’ _ Falnting '
Ear _R_i'ngiig_/ Buzzing Fe'a:-_ful?iess

eye Crusting ' {leritabitity

Eye Pain Lighit-Headedness

Back Muscle Spasm

Tvisual Halludaations

Evelid Margin Redness I\Iu_m_bn_e_ss
Headache |othér Bhobias
Hearing Loss Panic Attacks
Hearing Problems Fa.r'a‘_n.q.i.a

Migraine ' §el_zqr:&.s _ S
Sensitivityto Loud Noises! [Negative Thoughts
Vision Problems {Tingling _

7 T Tremor/Trembling

Calf Cramps [Angina/Chest Pain
Chest Tightness Breithlessness
Foot Cramps Heart Attack

Joint Deformity Heart Murmar
Joint Pain _ijlgh Blood Pressure
JointRedness Hrregular Plse
Joint Stiffness Mitral Valve Prolapse
Muscle Pain. |Palgitations '
Muscle Spasms _ Phié_‘:_:‘it_is

Muscle Stiffness Swollen Ankles/Fegt
Muscle Weakness Vari_cose-Ve_i.ns.




‘Symptom Review-

‘Please chack if these symptoms accur prasently or have

aceurred nthe last € months,

B'edf—Wetting

| Mucus in Stools

4

U

Nausea
Hesitancy Periodontal Disedse:
{infection Sore Tongue- _
|Kidney Disease_ _ Strong Steol Odor
Ridney 5fone 1 Undigested Food in Stools
Leaking/Incontinernce Upper Abdominal Pair
|Pain/Burging . KV

Vomiti

%

Cracking at Cornerof Lips

Ana| Sp;‘a'm . .B_inge__Eating

Bad Teeth ' Bu’li.fni_'a_ : -

5 [eédi’ng-Gums- Can’t Gain Weight

Bloating of: | Can't Lose Weight
Low.e—r Abdomen __(Iarboh\[d rate Craving
Whole Abdomen Carbohydrate ntolerance
Bloating after Meals Poor Appetite

Blood in Stools: SaltCravingg | |

Burping Freguent Dieting

Canker Sores  Sweet Cravings

Cold Sores _Caffeine Depandency

Constipation

' Badl Breath

Lower Abdominal Pain

Dentures w/?oor-chéw&!g | Bad Ddor in Nose
Diarrhea. e T
— - Cough-Dry
Difficulty Swallowing Cduiﬁpz ductive
Brv Mouth ' H. Faver —
rm | Hay fever:
2 g Sprin
Fissurgs 2B,
FODII]S "'repeat_"“_(reﬂux)' Sumr__n_er
Heartburm . Fall_ _
Hemorrhaids Change of Season
Intolerance to: Ha'ar._se‘ne'ss
“lactose Nasal Stuffiness
- All Dairy Products Nose Bleeds
Gluten(Whe_at') 1 Post Nasa! Drip
Corn sinus Fuilness_
Eggs Sinus infaction
Fatty Foods Snoring
Yeast ‘Sore Throat
Liver Disease/lalindice Wheezing
{yellow eyes arskin) I Winter Stuffiness

Other:




Sympiom Review
Please chack if these symptoms occyr presently or have'

-gteuired in the jast 6 months,

Bitten . . ~ _ Ears gét Red-
E}rit;le _ Easy Bruising
jcurve Up. Eczema
trayed Herpes-Genital
£Uﬁgus-‘!;tng_e_m Hives

ungus- _

. g_s Toes tock tteh
Pitting T
o A Lackluster Skin
.R_agged Cuticles - e
Ri dgg's_ . i . . .- .Molt.es:w Color/Size Change
Thickening of: : ! Pale Skin __
__Finger Nails T | | Fatchy Duliness

Toenails ~ | | Psoriasis
White Spots/Lines . Rash
tymph Nods “Red Face_
Enlarged/Neck | . Sensitive to Bites
Tender/N e‘;k_ 5 A _ _ | Sensitive to Poison lvy/Ozk
Other Enlarged/Tender. | Shingies

' skin Cancer

Skin Darkening

Strorig Body Odor

Aty Cracking? Thitk.Catluses
Anv'Pee!ing% Vitiligo
Hair - A%
And-Unmanageable? : Anus
Hands ' | |Ams
-Aﬁy"Cracking? - _ N 1 Ear Canals
Any Peeling? Eves
Mouth/Throat. ' - R | Feet
Scatp ; 1 | Hands.
Any Dandruff? ) NN {  1lLess
Skin in General . Nipples
Ski rogiems: Nose
Acne:on Back 1 _Genitals’ _
Acne onChest: Roof of Mouth
Acneon Face Scalp
A.cne'ah 'Shoulders' _Skln..ih General
Athlete's Foot o
= : : — Throat
Bumps on back of Upper Arms
Cellulite

Dark Circles under Eyes




Symptom Review .

Please check if these symptoms occur presently or have oceurred in the Jast & months,

Braast Cysis

Breast Lumps

Breast Tenderneass

Ovarian Cysts

Poor Libide. (Sex Drive)

Endometriosis

1Fibraids

Infertility

Vaginal Discharge

Vaginel Odor

Vaginal itch

Vaginal Pain

[Premenstrual;

Bloating

Breast Tenderness

- Ca rbbhyd rate Cr-a\f!ing

Chocolate Ca rving

Constipation

Decreased Sleep

Diatrhea

Fatigue

Increased Sleep

trritability

Menstrual:

Cramps

Heavy Periods

Irregular Peviads

‘No Periods

Seanty Periods

Spotting Between




Current Medications {inclutle perscriptions and over-the-counter)

Nutrition Suppliments {vitaming/minerals/herbs etc)

Have any medications or supplements ever caused unusual side effects or problems? O Yes [1 No

tfyes, describe:

Have you-used any of these regularly or for a long time:
NSAIDs {Advil, Aleve, etc.) Motrin, Asprine? 1 Yes O Na O Tylenol (acetaminophen)? L1 Yes [0 No

Acid-Blocking Drugs (Zantac, Prilosec, Nexium, etc.}? [l Yes L Ne

How many times have you taken antibiotics?

Infancy/Childhood
~ Teén
Adulthood

Have you ever taken long term antibiotics? [l Yes o

If yes, explain:

How often have you taken oral stevoids {e.g., cortisone, prediisone, ete.)?

tnfancy/Childhaod
_ Tean
m___a{.dult hood




Readiness Assessment and Health Goals
Readiness Assassment
Rote on o'scole of 5 (very willing) to'1 {not willing):

In prder to improve your health , how willing are you ta;

significantly modify your diet s Oa 03 z 01
Take several nutritional supplements each day s 04 O3 Oz Ca
Keep a recard of everything you eat each day Os Os I 0z Ox
Modify your lifestyte :_(e.g., work dermands, slegp habits) [J 5 Cla 33 az 1z
Practice’a relaxation technigue Os a4 O3 02 nE]
Engage in regular exercise. [Js a 0z O 2 11

Rate on a scale of 5 (very confident) to 1 (not confitlent at all:

How confident are you of yourability to organize and follow :throug’h on the above.

health-related activities? Os | 0 a O3 02 01
I you are not confident of your ability, what aspects of yourself or your life lead you to.question your capacity to follow

through?

Rate on.a scafe of 5 {very stipportive) to.1 {very unsupportive):
At the present time, how supportive do you think the people inyour household will be to you implementing the above
changes? s 0 4 0=z a2z 0a

Rate on a scale of 5 (very frequent contact) to 1 {very infrequent contact):
How miuch engoing suppoert {e.g., telephone consults, email correspondence] frorm.dur professional staff would be helpful to you as-

youimplement your persohal heaith program? s O a = 3 a2 a1

‘Comments:




Health Goals

What do you hope to achieve in your visit with us?

When was the last time you faltwell?__

Did something trigger your change'in health?

What makes you feel better?

What makes you feel worse?

How does yolr condition affect you?

What do you think is happening and why?

What doyou feel needs to happen for youto get better?:




CHIROPRACTIC CENTER FOR HEALTHY LIVING/DOBESH CHIROPRACTIC PRIVACY NOTICE
1415 WEST HAVENS SUITE 3
MITCHELL $D, 57301
605-996-1160

la

, have received a copy of this office’s Notice of Privacy Practices. | understand
that { have certain rights-to Privacy regarding my protected heaith information. I'understand that this information can and will be
uséed to:

® Conduct, plan and direct my treatment and follow-up among the heaith care providers who may be directly and indirectiy

involved in providing my treatment

e Obtain payment fram third-party payers

e  Conduct normal health care operations:such as quality assessments and acereditation
Printed Name: '
Signature: '
Data:

Chiropractic Center far Healthy Living and Dabesh Chiropractic Financial Policy
Please read and initiol at eoch bullet point below. Ask if you have any questions!

@ Paymentis due at'time of service. If you have a deductible that has not been met, we ask that you pay at least’
50% of your visit today. We will bil you for the remaining amount 'a‘fter we hear back from vour insurance.

*  Aco-pay may or may not.cover all of vour visit here. Some plans will cover-only the actual chiropractic spinal
adjustment. iIf you have a therapy/stretches/rehab these charges may be applied to your deductible in addition to
your co-pay. It just depends upon your specific plan.. We ancourage ?ou to b'e--proactive and look into what your
health insurance covers for chiropractic services ~keeping i mind that chiropractic may be covered differéntly
than medical. '

¢ [ youare here for a nutritional consult or-a neurologic-exam and treatment, this is not billable to yourinsurance
and we will colfect in full on the day of your treatment.

¢ Weaskthat you be aware thatyour insurance may have an annual limit to the number of chiropractic visits. While
we do our best to keep track of this, only you are fully aware af how many visits you may have had throughout the
calendar vear— especially if you have been to other chiropractors. The.best way to track this is to look up your
specific plan on your insurance company’s website. We will also ask that you sign-a waiver if regards to this. If 3
visit gets submitted to your insurance AFTER you have reached your maximum number of‘uisits,_ we reservethe
right to collect for this visit in full if your insurance then denies coverage;

Insurance Waiver:
1, the undersigned, understand-and have had it explained to me that my insurance may only cover up to a certain number of visits:
per c_aile_nd_ar.year._. | am.responsible to know how many visits | have through my policy and how many 1 have used. This will include

any other chiropractic visits that | may have had at another facility. | also understand that the Chiropractic Center for Healthy

Living/Dobesh Chiropractic may-bill me for these items and services if they are not covered by my insurance policy, and/or | run out
of chiropractic visits. | agree to be financiaily responsible for these services, These.servicas may include: chiropractic adjustimeénts,
exams, extremity adjustments, rehab exercises, rehab stretching, IST table, electric stimulation therapy and ultrasound therapy.
Patient name: (Printed)

Patient Signature; Date:.

Financial Policy waiver;

| understand that | am ultimately responsible for all charges.on my account.. I have read-the abave financial policy ahd uniderstand
ahé'étﬂ:ept the terms as they are stated. | also assign directly to the Chiropractic Center for Healthy Living and/or Dobesh
Chiropractic all insurance benefits, if any, otherwise payabie to me for services rendered. | hereby-authorize the doctor to release all
information necessary to secure payment of benefits. | authorize theuse of this siginature on all insurance submissions.

Patient Signature: Date;
(If minor, Parent or Policyholder signature)




