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Allied Pain and Wellness

CONTACT INFORMATION

Home Phone #:(___J

E-mail Address:

Cell Phone #:(____-)

PAYMENT INFORMATION
Do you have health insurance? [ Yes tl No OR f] Check if a lien, and continue to next box

Insurance Company Name:

Member Identification #:

I understand and agree that healthlaccident insurance policies are an arrangement between an insurance
carrier and myself- I understand and agree that all services rendered to me and charged are my personal

responsibilrty for timely payment. I understand that if I suspend or terminate my carelffeatment, any fees

for professional services rendered to me will be immediately due and payable.

Patient Signature:

ACCIDENT IIYFORMATION

Is this condition due to an accident? fl Yes n No, and continue to next page

Date of Accident I I

Type of Accident: E Auto E Work E Home flOther

Do you have access to recent x-rays? fJ No tr Yes, where at?

Attorney Name (if applicable):

AttorneyPhone #:(___l Attorney Fax #:( )

Attorney Address: City State-Zip

PATTENT INFORMATION

Last Name:

Address:

FirstName: M.I.

City: State: Zrp:

Birth date: Age: Gender: n Male or E Female

Social Security #: fI Married D Singte or [1 Minor

Whom may we thank for referring you to us?



PATIENT INTAKE FORM

Patient Name: Date:

1. ls today's probtem caused by: n Auto Accident n Workman's Compensalion

2. lndieate on the drawings below where you have painlsymptoms

3- How often do you experience your symptoms?
u constantly (76-1AOYo of the time) o occasionally (26-5Aa/o of the time)
u Frequenily (51-75a/o of the time) s lntermittently (1-25% of the time)

4. How would you deseribe the type of pain?
n Numb
n Tingly
o Sharp with motion
n Shooting with motion
o Stabbing with motion
n Eleclric like with motion
n Other:

5. How are your symptoms changing with time?
n Getting Worse n Staying the Same o Getting Better

6. When do you feel your pain at its wotst?
Morning Afternoon Night \A/ith Adivity (explain):

7. Using a scale from 0-10 (10 being the worst), how would you rate your problem?
0 'f 2 3 4 5 6 7 8 I l0(Pfeasecrcle)

8. How much has the problem interfered with your work?
o Not at all o A little bit o Moderately n Quile a bit o Extremely

9. Hwr much has tlre problem interfered with your social activities?
n Not at all n A little bit o Moderately Quite a bit

10. tlYho else have you seen for your problem?

r Extremely

n Sharp
n Dull
n Diffuse
n Achy
n Burning
n Shooting
u Stiff

n Ghiropracdor
o ER physician

n Neurologist
n Orthopedist

o Prirnary Care Physician
r: Other:-

o Massage Therapist n Physical Therapist s No one

11. How long have you had this problem? 

-

12. How do you think your problem began?

tilI



13. Do you considerthis problem to be severe?
n Yes n Yes, at times n No

14- What aggravates your Problem?

@emostaboutyourproblem;whatdoesitpreventyoufromdoing?

Does the pain travel to anyvrhere etse in the body?

16. What is your: Height- Weight Date of Birth
Occupation

17. How would you rate your overall Health?
n Excellent o Very Good s Good n Fair n Poor

18. Whattype of exercise do You do?
n Strenuous u Moderate n Light n None

19. lndicate if you have any immediate family rnemberc with any of the following:
o RheumatoiO nrtfrritis n Diabetes n Lupus

o Heart Problems n Cancer o ALS

20. For each of the conditions listed below, place a check in the "pasf' column if you have had the condition

in the pasl lf you presently have a condltion tisted betow, place a check in the "presenf' column-

Past Present Past Present Past Plesent
.l tr High Blood Pressure D n DiabetesB tr Headaches

n tr Neck Pain
E tr UpPer Back Pain
tr D Mid Back Pain
tr tr Low Back Pain
tr tr Shoulder Pain

tr tr Heart Attack
rr E Chest Pains
tr o Stroke
tr tr Angina
tr D Kidney Stones

a tr Liver/Gall Bladder Disorder
tr tr General Fatigue
n tr Muscular Incoordination
E n Visual Disturbances
tr o Dizziness

tr n Excessive Thirst
tr r Frequent Urination
tr tr Smoking/Tobacco Use
tr tr DruglAlcohol DePendance
tr tr Allergies
n o Depression
n D Systemic LuPus
u tr Epilepsy

For Females Only
D n Birth ControlPitts
tr tr Hormonal Repiacement
tr tr Pregnancy

tr n ElbodUpperArm Pain n tr Kidney Disorders
rI tr Bladder lnfection
tr D Painful Urination

r tr Loss of APPetite
B s Abdominal Pain
n n Ulcer
o tr Hepatitis

tr D Wrist Pain
tr E Hand Pain
tr tr Hip Pain
o tr Upper Leg Pain
n tr Knee Pain
D tr Ankle/Foot Pain
D E Jaw Pain
D o Joint Pain/Stiffiess
tr n Arthritis
tr tr Rheumatoid Arthritis
D tr Cancer
D tr Tumor
tr tr Asthma
tr tr Chronic Sinusitis

tr o Loss of Bladder Control n B DermatitislEczerna/Rash
n trProstateProblems o trHIV/AIDS
n tr Abnormal Weight Gain/Loss

u o Other:

21. List alt prescription medications you ane currently taking:

ffinter medications you are currently taking:

ZSIist alt surgical procedurcs you have had:

24. What activities do you do at work?
n Sit:
n Stand:
n Computer work:
n On the phone:

n Most of the day
n Most of the day
o Most of the day
o Most of the day

n l-lalf the day
n Half the day
o Half the day
o Half of the day

o A liftle of the day
n A little of the day
n A liftle of the day
o A little of the day

25. What acfvlties do you do outside of work?



26. Have you ever been hoepitalired? n No oYes
if yes, why

27 . Have you had significant past bauma? o No n Yes

28. Anything else pertinent to your visit today?.

Patient Signaturc



CHIHOPRAGTIC INFORilED CONSENT TO TREAT

I hereby reqr-rest ard ggnsent tc the perfurmance of chiropractic procedures, induding various mods of physical therapylphysioherapy'

diagnoetic x-rays, and any supportirae frerapi* on nre (or on lhe patient named b€low, for ufiom I am legally responeible) by the doctor of

efrifipraclic ind-icated bebw ardlor otrer lkxnscd &Jcttrs d efriroprac[c ard support staff rruho nor or in trs fiJtJre treat me uftile erpbyed
Uv, vro*lrg or associated with, or sewing m beck-up fior the doc*or d chilupradic narned below, ineluding thooe 'lerking at the ctinic or
offce listed bebw or a*y other offce ordinb, whefpr signabdx b thb furm or nd.

I harre hd an opportrnity to dlsarss with tfe dwbr cf chiropractic named bebw andlor witr other offee or elinic perconnel the nature and
purpme of cftiropradic adjustnents and prcceduree.

I undentand that cfriropraefic adjustrnents and supportive teatment are dsigned &r reduce andlor conect subluxatirrns, albwing the tlody t0
retgm to improrred healtr. lt can also alleviate certain symptsffi thrwgh a oofisen ative approach witt hopes to awid more invagive
proedures. Hcn^evsr, I understand and am informed that, r b with all healtrcare treatnents, reults arc not guarante€d, and.there is no
prom6e to eure. ln addition, I understand and am informed that as is with atl heal$pare treatncnts, in the prae{ice of chiropracfb lhere are

iome risl16 b teatmen! indrding, but not limiH to, musde spmlns for short pedods of tirnE, aggravatitlg andlor tempomry irrcrease in

sympt1ms, hck of improrrernent of spnpUns, bums fum het lamps, ice or heatiryg devices, tradures, dise iniuries, stokes, dislocatjons

and sprains. I do not expect the OoOr to be able to anticpate ard exphin all risks and eomplieatims, and I wish tc rcly on the dactcr io
exerci'se;udgment during the course of dTe produre ufrich &re docbr feels at t ts time, based upon rhe fa* then known, is in my bS
interests.

I further understand thet there arB heaknent @lbn6 awilable for my orditior other than d:ircpraetie produrx. Thse trcafinent options

include, bt* are nd limited b, sdf-adminisered, over-theoounter ana[esics and rest medical care witr prwcripiion drugs, such as anft-

inflamrnatories, musde reh,tanb ard pai*killers; physieal theraps stero&C inledions: bracirg; ard surgery. I understand and harre been

infonned that I have trre right b a second ophbn and io secure other opinions if I have ccflems as b thc nature of my symptoms and

treatnfitoption$.

I un@rstard that all payrnent$) br treatnen{s} are final and no r€fttnds will be lssued. However, prorated fscs for unused, prepaful

keatnents will be refunded if l,{ish to cancel &e treabnent

I have read, or have had read b me, the absr,e snssrlt I have also hd an opportrnity to ask qucstions doL* its ontent, and by sbning

below, I agree to the abolc*amed procedures. I intend this mnsent ts ovsr lhe entire mrree of fuealncnt fur my prescnt mndition and for

any future ordilion{s) furwhich I seek keatmenl

CH]ROPRACTOR NAME: Dr. Shahen Simian, DC

fisO SIGN THE ARBITRATION AGREEMENT OU HEVEBSE SIOg

PATIENTSIGNATURE X

NCC-CA caw



PATIENT NAME:

ARBITRATION AGREEMENT

Article 'l: Agrecm€nt to Artitrate: h is understood that any dispule as to medical nralpraclice, that is as to whether any medical serviees

rendered under this eontract u€re unnecessary or unautfrrized or rlere improperly, negligently or incompetenffy rendered, will be

determined by submission to aoitratbn as provided by Califomia and federal lau, and not by a lat/lrsuit or reso* to court proeess except as

s61g and tudiral law provides for judhbl review of arbitration proceedings. BotI parties io ftis confrac.t, by errtering into it are giving up their

constifutisnal right to have any sucfr dispub decidd in a court of law befure a jury, and instead arc acrepting lhe use of arbitratist. Further,

the partis will not have the right to participate as a member of any dass of daimanb, and th€re shall be no aulhority for any disputs to bG

decided on a dass aetion basis. An arbitratbn ean cnly decide a dispute betrreen the parties ard fiay nct @nsolidate or join the daims of
other persons u*ro have simikrclairns.

Article 2: Atl Glaims t ust be Arbitrated: lt is also unders,bod that any dispute that does not relate io medical ma[praclice, including

disputes as to whether or not a dispute is subject to arbitration, as to wlrether this agreement is unconscienabl€, and any procadural

disputes, will also h determined by submission to binding arbitration. lt is the intention <rf the parties that this agreement bind all parties as

to all claims, induding daims arising out of or relating to treaknent or servicea provided by the health care provider including any heirs or
past present or fut rre spouse(s) of the patienr in relation to all daims, including loss of onsortium . Thk agreement is also intended to bind

iny ciritOren ot ttle patlent te*refrer bom or unbom at the time of the occunence giving rise to any claim. This agreement is iniended to bind

the patient and fre"heallh care provider and/or other lirensed health care providers, preceptors, or interns wfro now or in &e fi.fure treat the

patiilnt wtrite employed by, r,yoriring or associated with or serving as a back-up for the healfi care provider, induding tlose working at the

heal*r care provider's dinic or offce or any ofler dinic or office wfrether signatories t0 this tcrm or noi.

All claims for monetary damages eraeeding the juridir*ional limit of the small clainp court against the healtr care provider, and/or the healtrl

care providefs assdia6s, assoclation, corporation, partrership, enr$oyees, agenb and estate, must be arbitrat€d including, without

limitation, daims fcr loss of consorijum, wrongfut deah, emotisnal distrcss, injuncfive rclief, or punitive damages. This agreement is

intended to creab an open book account unless and until reroked'

Articte 3: Prscadures and Applicable Law: A demand for arbihation must be communicatcd ifl writitB to all parties. Eacfi parly shall

select an arbihator {party arbifaior) within thirly days, and a third arbitrator (neutal arbiffior} shall be selected by the arbifator$,gppotnted

by *re parties withintirty Oays ttrelrafter. The neutral arbitrator shall then be the sole arbitrator and shall decide *re arbkation. Each party

to the ;rbitration stratl pay sudr partfs prc rata share of the expenses and bes of the neukal arbiirator, toge$rer wifit other expcnses of the

arbihation inanned or ipirarreO'Uy {re neutrat artiffior, not including ounsel fiees, witness bes, or othcr exp€Rses incurred by a parly for

sucfr partfs own benefiL' Eittrer party shall have the absolute r!;ht tobiturcate the issues of liability and damage upon written requect to the

neutral arbitrator.

The parties consent to he intervention and joinder in lhb arbifation of any peruon or entity that rrtrould otErwisc be a proper additionat prly
in a bourt aclion, and upon sucft intervention and joinder, any existing court a6{ion against such additional p€rson or enti$ shall b€ stayed

pendirE arbiilation. The parties agree ttrat provisions of the Califomia Medical lnjury Compensation Refonn Act shalt apply to dbputes within

ihis a*iir"tion agreement, induding, fut nc[ limited to, $ections eetablishing the right to iflaoduce evid€nce of any amount payable as a

benefit to the p#ent as allowed by-law (Civil Code 3333.1), the limitdisr on recovery for non+conomic los6s (Clvil Code 3333"2)' and the

right to havc i juement tor tuafiJ aamag€s conformed to periodic paymente (CCP 667.7). The parties turther agree that the Commercial

RiOitra$on Rutes sitre amaban Arbitralion Associatbn shall giovem any arbitration onduc*d pursuant to this Arbkralion Agr€ement.

Articte 4: @neral provision: All elaims based upon the same incident, transacfion, or related eircumstance$ shall be arbitrated in one

proceeding- A claim shall be waived and forerer baned if (1) on tre date notie-thereof 's recived, the daim, if asserted in a civil ac;tion'

would be Lrred by the applicable legal statub of limitations, or (2) tlrc chimant fuils b pursue the srb*bation claim in accordance with the

proceduree prescribed herein with reasonable dil{1ence'

Articb 5r f,enocat'lon: This agreement may be rwoked by wrttten notice deliver€d to the health care provider within 30 day$ of s(lnature

and, ff not revoked, wfll govem all profesional servicee recdved by the patient and all other disputes befireen he parties.

Article 6: Ee&oactis EffGct lf patient inGnds this agreement to s\rer services rendered befare Sre date it is signed tfor example,

emergency keatrnent), patbnt should initial here. Efirictive as of &e date of first profussional servies.

lf any provision of this Arbitration Agreement is held invalid or unenfurceable, the remaining provisions shall remain in full forre and shall not

u" ,ir,ir*"u by the invalidity oi rnv iur* provisbn. I urderstard that I have tte rrght io receiw a copy of this Arbitration Agreemcnt. By my

signa&.rre belour, I acknrn ,{edgE that I have receivd a 6opy.

NoTICE: BY SIGNING THIS CoNTRACT YOU ABE AGREEING TO HAVE AI.IY ISSUE OF MEDICAL MALPRACTICE

DECIDED BY NEUTRAL ARBITBATION AND YOU ARE GIVTNG UP YOUR RIGHT TO A JURY OR COURT TRIAL SEE

ARTICLE 1 OFTHIS CONTRACT.

PATIENTSIGNATURE X

Dr" Shahen Simian, DC

NCGCA

ALsoSIGNTHE INFOEMED CONSENT ON REVERSESPE

ca,,aT



AUTHORIZATION AND RELEASES

Patient Name: Date:

Request for Payment of Benefits to Provider of Care

I hereby authorize the lnsurance company administrator to pay by check and for it to
be payable directly to Shahen Sirnian D.C., all expense benefits allowable and otherwise payable to me under
my current policy, as payment toward the total charges for professional services offered- I have agreed to pay,
in a current manner, any balance of said applicable charges. I agree that this office be given power of afiorney
to endorse my name on any and all drafts for payment on my bill.

Patient's Signature:

Consent for Treatment of a Minor

I hereby authorize Shahen Simian D.C. and whomever he may designate as his assistant to perform diagnostic
tests, including but not limited to radiographs, and to administer treatment as he deems necessary to my

(indicate relationship to minor).

Guardian's Signature:

Consent to Examination and Treatment

I hereby request and consent to examination and the performance of chiropractic adjustments and other
chiropractic procedures, including various modes of physiotherapy and diagnostic x-rays, on rne {or on the
patient named below, for whom I am legally responsible) by the doctor, or by an intern under the direct
superuision of the doctor.

I have read, or have had read to me, the above consent. By signing below I agree to the above, and allow the
doctor to perform such. I intend this consent form to cover the entire course of treatment for my present
condition and for any future ccndition{s} for which I seek treatment.

Patient's Signature:

HIPPA

I hereby acknowledge receipt of this office's Statement of Privacy Right's, provided on my behalf and in
accordance with law, and have read and understand my rights to privacy and security of Personal Health
Information, as a patient of this practice.

Patient's Signature:


