Allied Pain and Wellness

PATIENT INFORMATION
Last Name: First Name: M.L
Address: City: State: Zip:
Birth date: / / Age: Gender: [1 Male or [1Female
Social Security #: - - L1 Married [ISingle or [IMinor

Whom may we thank for referring you to us?

CONTACT INFORMATION
Home Phone #:( ) Cell Phone #:( )
E-mail Address:

PAYMENT INFORMATION

Do you have health insurance? [1Yes [ No OR [ Check if a lien, and continue to next box

Insurance Company Name:

Member Identification #:

I understand and agree that health/accident 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
responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees
for professional services rendered to me will be immediately due and payable.

Patient Signature:

ACCIDENT INFORMATION
Is this condition due to an accident? L] Yes [ No, and continue to next page
Date of Accident: / /

Type of Accident: [1Auto [1Work [Home LIOther

Do you have access to recent x-rays? [1 No [ Yes, where at?

Attorney Name (if applicable):
Attorney Phone #:( ) Attorney Fax #:( )
Attorney Address: City State Zip




PATIENT INTAKE FORM

Patient Name: Date:

1. Is today's problem caused by: o Auto Accident o Workman's Compensation

2. Indicate on the drawings below where you have pain/symptoms

3. How often do you experience your symptoms?

o Constantly (76-100% of the time) o Occasionally (26-50% of the time)
o Frequently (51-75% of the time) o Intermittently (1-25% of the time)
4. How would you describe the type of pain?
o Sharp o Numb
o Dull o Tingly
o Diffuse o Sharp with motion
o Achy o Shooting with motion
o Burning o Stabbing with motion
o Shooting o Electric like with motion
o Stiff o Other:
5. How are your symptoms changing with time?
o Getting Worse o Staying the Same o Getting Better

6. When do you feel your pain at its worst?
Morning Afternoon Night With Activity (explain):

7. Using a scale from 0-10 (10 being the worst), how would you rate your problem?
0 1 2 3 4 5 6 7 8 9 10(Pleasecircle)

8. How much has the problem interfered with your work?

o Not at all o A little bit o Moderately o Quite a bit o Extremely
9. How much has the problem interfered with your social activities?

o Not at all o A little bit o Moderately Quite a bit o Extremely
10. Who else have you seen for your problem?

o Chiropractor o Neurologist o Primary Care Physician

o ER physician o Orthopedist o Other:

o Massage Therapist o Physical Therapist o No one

11. How long have you had this problem?

12. How do you think your problem began?




13. Do you consider this problem to be severe?
o Yes o Yes, at times o No

14. What aggravates your problem?

15. What concerns you the most about your problem; what does it prevent you from doing?

Does the pain travel to anywhere else in the body?

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

17. How would you rate your overall Health?

o Excellent o Very Good o Good o Fair o Poor

18. What type of exercise do you do?

o Strenuous o Moderate o Light o None

19. Indicate if you have any immediate family members with any of the following:

o Rheumatoid Arthritis o Diabetes o Lupus

o Heart Problems o Cancer o ALS

20. For each of the conditions listed below, place a check in the "past” column if you have had the condition
in the past. If you presently have a condition listed below, place a check in the "present” column.
Past Present Past Present Past Present

a o Headaches o o High Blood Pressure a o Diabetes

o o Neck Pain o o Heart Attack m] o Excessive Thirst

a o Upper Back Pain a o Chest Pains O o Frequent Urination

o o Mid Back Pain o o Stroke o o Smoking/Tobacco Use
o o Low Back Pain o o Angina u] o Drug/Alcohol Dependance
o o Shoulder Pain o o Kidney Stones u| o Allergies

m| o Elbow/Upper Arm Pain O o Kidney Disorders 0 o Depression

a o Wrist Pain o o Bladder Infection o o Systemic Lupus

o o Hand Pain m] o Painful Urination m] o Epilepsy

O o Hip Pain o o Loss of Bladder Control o o Dermatitis/Eczema/Rash
] o Upper Leg Pain u] o Prostate Problems o o HIV/AIDS

O o Knee Pain O o Abnormal Weight Gain/Loss

o o Ankle/Foot Pain ] o Loss of Appetite For Females Only

u] o Jaw Pain u] o Abdominal Pain O o Birth Control Pills

i o Joint Pain/Stiffness o o Ulcer o o Hormonal Replacement
i o Arthritis o o Hepatitis O o Pregnancy

o o Rheumatoid Arthritis o o Liver/Gall Bladder Disorder

o o Cancer | o General Fatigue

] a Tumor ] o Muscular Incoordination

| o Asthma O o Visual Disturbances

o o Chronic Sinusitis o o Dizziness

o o Other:

21. List all prescription medications you are currently taking:

22. List all of the over-the-counter medications you are currently taking:

23. List all surgical procedures you have had:

24. What activities do you do at work?

o Sit: o Most of the day o Half the day o A little of the day
o Stand: o Most of the day o Half the day o A little of the day
o Computer work: o Most of the day o Half the day o A little of the day
o On the phone: o Most of the day o Half of the day o A little of the day

25. What activities do you do outside of work?




26. Have you ever been hospitalized? o No oYes
if yes, why

27. Have you had significant past trauma? o No oYes

28. Anything else pertinent to your visit today?

Patient Signature Date:




CHIROPRACTIC INFORMED CONSENT TO TREAT

| hereby request and consent to the performance of chiropractic procedures, including various modes of physical therapy/physiotherapy,
diagnostic x-rays, and any supportive therapies on me (or on the patient named below, for whom | am legally responsible) by the doctor of
chiropractic indicated below and/or other licensed doctors of chiropractic and support staff who now or in the future treat me while employed
by, working or associated with, or serving as back-up for the doctor of chiropractic named below, including those working at the clinic or
office listed below or any other office or clinic, whether signatories to this form or not.

| 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 procedures.

| understand that chiropractic adjustments and supportive treatment are designed to reduce and/or correct subluxations, allowing the body to
return to improved health. It can also alleviate certain symptoms through a conservative approach with hopes to avoid more- invasive
procedures. However, | understand and am informed that, as is with all healthcare treatments, results are not guaranteed, and there is no
promise fo cure. In addition, | understand and am informed that, as is with all healthcare treatments, in the practice of chiropractic there are
some risks to treatment, including, but not limited to, muscle spasms for short periods of time, aggravating and/or temporary increase in
symptorns, lack of improvement of symptoms, bums from heat lamps, ice or heating devices, fractures, disc injuries, strokes, dislocations
and sprains. | do not expect the doctor to be able to anticipate and explain all risks and complications, and | wish to rely on the doctor to
exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my best

interests.

| further understand that there are treatment options available for my condition other than chiropractic procedures. These treatment options
include, but are not limited to, self-administered, over-the-counter analgesics and rest; medical care with prescription drugs, such as anti-
inflammatories, muscle relaxants and painkillers; physical therapy; steroid injections; bracing; and surgery. | understand and have been
informed that | have the right to a second opinion and to secure other opinions if | have concems as to the nature of my symptoms and

treatment options.

| understand that all payment(s) for treatment(s) are final and no refunds will be issued. However, prorated fees for unused, prepaid
treatments will be refunded if | wish to cancel the treatment.

| 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 to cover the entire course of freatment for my present condition and for

any future condition(s) for which | seek treatment.

CHIROPRACTORNAME:  Dr. Shahen Simian, DC

(Date)

PATIENT SIGNATURE X )
(Or Patient GuardiaryParent/Representative)

(Provide name and relationship if signing for patient)

ALsO SIGN THE ARBITRATION AGREEMENT on REVERSE sibE

NCC-CA C2007



PATIENT NAME:

ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical maipractice, that is as to whether any medical services
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be
determined by submission to arbitration as provided by California and federal law, and not by a lawsuit or resort to court process except as
state and federal law provides for judicial review of arbitration proceedings. Both parties fo this contract, by entering into it, are giving up their
constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration. Further,
the parties will not have the right to participate as a member of any class of claimants, and there shall be no authority for any dispute fo be
decided on a class action basis. An arbitration can only decide a dispute between the parties and may not consolidate or join the claims of
other persons who have similar claims.

Article 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not relate to medical malpractice, including
disputes as to whether or not a dispute is subject to arbitration, as to whether this agreement is unconscionable, and any procedural
disputes, will also be determined by submission to binding arbitration. It is the intention of the parties that this agreement bind all parties as
to all claims, including claims arising out of or relating to treatment or services provided by the health care provider including any heirs or
past, present or future spouse(s) of the patient in relation to all claims, including loss of consortium. This agreement is also intended to bind
any children of the patient whether bom or unborn at the time of the occurrence giving rise to any claim. This agreement is intended to bind
the patient and the health care provider and/or other licensed health care providers, preceptors, or interns who now or in the future treat the
patient while employed by, working or associated with or serving as a back-up for the health care provider, including those working at the
health care provider's clinic or office or any other clinic or office whether signatories to this form or not.

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or the health
care providers associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, without
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages. This agreement is
intended to create an open book account unless and until revoked.

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing fo all parties. Each party shall
select an arbitrator (party arbitrator) within thirty days, and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed
by the parties within thirty days thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each party
to the arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the
arbitration incurred or approved by the neutral arbitrator, not including counset fees, witness fees, or other expenses incurred by a party for
such party’s own benefit. Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request to the
neutral arbitrator.

The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party
in a court action, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed
pending arbitration. The parties agree that provisions of the California Medical Injury Compensation Reform Act shall apply to disputes within
this arbitration agreement, including, but not limited to, sections establishing the right to introduce evidence of any amount payable as a
benefit to the patient as allowed by law (Civil Code 3333.1), the limitation on recovery for non-economic losses (Civil Code 3333.2), and the
right to have a judgment for future damages conformed to periodic payments (CCP 667.7). The parties further agree that the Commercial
Arbitration Rules of the American Arbitration Association shall govern any arbitration conducted pursuant to this Arbitration Agreement.
Article 4: General Provision: All claims based upon the same incident, transaction, or related circumstances shall be arbitrated in one
proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action,
would be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the
procedures prescribed herein with reasonable diligence.

Article 5: Revocation: This agreement may be revoked by written notice delivered to the health care provider within 30 days of signature
and, if not revoked, will govem alf professional services received by the patient and all other disputes between the parties.

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (for example,
emergency treatment), patient should initial here. . Effective as of the date of first professional services.

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not
be affected by the invalidity of any other provision. | understand that | have the right to receive a copy of this Arbitration Agreement. By my

signature below, | acknowledge that | have received a copy.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE
DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE
ARTICLE 1 OF THIS CONTRACT.

{Date)
PATIENT SIGNATURE x )
(Or Patient Representative) {Indicate relationship if signing for patient)
(Date)
OFFICE SIGNATURE x Dr. Shahen Simian, DC

ALSO SIGN THE INFORMED CONSENT on REVERSE sipe

NCC-CA 2007



AUTHORIZATION AND RELEASES

Patient Name: ] Date:

Request for Payment of Benefits to Provider of Care

| hereby authorize the Insurance company administrator to pay by check and for it to
be payable directly to Shahen Simian 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. | have agreed to pay,
in a current manner, any balance of said applicable charges. | agree that this office be given power of attorney
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 me {or on the
patient named below, for whom | am legally responsible) by the doctor, or by an intern under the direct
supervision of the doctor.

| have read, or have had read to me, the above consent. By signing below | agree to the above, and allow the
doctor to perform such. | 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.

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:




