/ H E A L T H CHIROPRACTIC PATIENT INFORMATION FORM Date:

PLEASE CAREFULLY ANSWER EACH SECTION OF ALL FORMS IN ORDER FOR US TO PROVIDE YOU WITH OPTIMUM CARE. PLEASE BE
AWARE THAT SOME FORMS ARE DOUBLE SIDED. ALL INFORMATION WILL BE KEPT STRICTLY CONFIDENTIAL.

PERSONAL INFORMATION

First name: Last Name:

Address:

City/Province: Postal Code:
Home Phone: Cell phone: Work Phone:
Date of Birth: comwv / / PHN No.:

MEDICAL INFORMATION

Emergency Contact: Phone No.:
Medical Doctor’s Name: Phone No.:
Address

ARE YoU HERE DUE TO A MOTOR VEHICLE ACCIDENT (If yes fill out information directly below) L7 YES L7/NO
ARE You HERE DUE To WORK RELATED INJURY (If yes fill out information directly below) 7 YES [7 NO

Insurance Company: Date of accident/Injury:

Claim/Policy #: / Name of Adjuster/case Manager :

Phone #: Fax #:

Name on Policy: Legal Representative (if applicable):

Employer: Phone No.: May we contact Yes ] No [J

Do You HAVE EXTENDED HEALTH COVERAGE: (private or through work) /7 YES [7 NO

Insurance Company:

Check off any of the following conditions that you may be experiencing:

L] Neck Pain / stiffness [ Shoulder Pain O] Mid back Pain U Low Back Pain / stiffness

1 Arthritis in neck [J Pain in elbows / wrists / hand [ Muscle cramps / spasms [ Tailbone pain

[ Headaches LI Pain in hips / knees / ankles O] Carpal Tunnel U1 Numbness/tingling in legs / feet

[J Jaw Pain / TMJ (] Arthritis in limbs [1 Swelling feet / hands 1 Numbness/tingling in arms / hands
U] Diabetes / Cancer [J Skin conditions/Rashes O] Anemia/Fatigue U] Dizziness

LI Allergies

Medications: Please list any medications you are currently taken

Family History (if known): 00 Diabetes [ Cancer [ Heart Disease [ Other

Notes:




/ H E A L T H

For the following conditions please check: O for previously had and [ for presently have

General:

O O Diabetes

O O Hypoglycemia

O [ Stress/Depression
O O Epilepsy/Seizures

Immune System/infection:

O O HIV (AIDS)
O O Pneumonia

Gastrointestinal:

O O Gall Bladder Problem
O O Colitis

O O Blood in Stool

O [ Constipation

O O Burning in Stomach

Cardiovascular:

O O Irregular Heartbeat
O O Stroke/Heart Attack

Nervous System:

O [ Dizziness/Lightheaded
O O Fainting

O O Discoordination

O O Memory Loss

Eye, Ear, Nose and Throat:

O O Vision Problems
O [ Hoarseness

O O Nose Bleeding
O O Ear Pain

Neuromusculoskeletal:

Head & Neck

O O Headaches

O O Neck Pain/stiffness
O O Pinched nerve

O O Jaw Pain/TMJ

O O Arthritis in neck

Arms & Hands
O O Pain in elbow/arm
O O Pain in forearm

Hips, Legs a & Feet

O O Pain in buttock

O O Pain in hip/knee joint
O O Cold feet

HEALTH REPORT QUESTIONNAIRE

O [ Skin conditions/Rashes
O [ Alcoholism

O O High Cholesterol

O O Parkinson’s disease

O O Allergies/sinus troubles
O O Catch colds/flue Easily

O O Heartburn

O O Excessive Thirst

O O Vomiting

O O Recent Weight Gain

O 0O Liver Trouble/Hepatitis

O O Low Blood Pressure
O O High Blood Pressure

Respiratory:

O O Chronic Cough
O O Spitting Blood
O 0O Difficulty Breathing
O O Shortness of Breath

O [ Dental Problems
O [ Hearing Loss

O [ Sore Throat

O O Ringing in Ear(s)

Shoulder

O O Shoulder Pain

O O Can’t raise arm
O O Arthritis

O O Bursitis

O O Clicking/popping

O O Pain in hands/fingers
O [ Arthritis/swollen hands

O O Tingling in Feet
O O Arthritis
O O Sprain/strain

O [ Heart disease
O O Cancer
O [ Osteoarthritis
O [ Ulcers

O O Rheumatoid Arthritis
O O Venereal Disease

O O Mucus in Stool

O O Diarrhea

O O Pain over Stomach
O O Burping/Bloating

O [ Distress from Greasy Food

O O Palpitations
O 0O Swelling Ankles

O O Asthma
O [ Spitting up Phlegm
O O Emphysema

O O Blood in Urine
O O Bladder Infection

O O Anemia/Fatigue
O O Multiple Sclerosis
O O Thyroid

O [ Osteoporaosis

O O Tuberculosis
O O Rheumatic Fever

O [ Nausea

O [ Hiatal Hernia

O [ Metallic Taste

O O Recent Weight Loss

O O Pain/Pressure in Chest
O O Shortness of Breath

Blood Sugar:

O O Irritable before Meals

O O Palpitations if miss meals
O O Gets shaky if Hungry

O O Awaken from sleep

O O Kidney Stones
O O Painful Urination

O O Inability to Control Urination

Mid-Back

O O Mid back Pain

O O Pain between shoulders
O O Muscle spasms

O 0O Sharp stabbing pain

O O Cold hands
O O Carpal Tunnel

O O Pain down leg(s)
O O Tingling in leg(s)
O O Swollen ankle/feet

Low Back

O O Low Back Pain

O O Low Back stiffness
O O Tailbone pain

O O Muscle spasms

O O Pinched nerve

O O Tingling in hands
O O Loss of grip strength

O O Pain in ankle/feet
O O Loss of leg strength
O O Muscles cramps



00 ASSESSMENT QUESTIONNAIRE
TO BE COMPLETED BY THE PATIENT PRIOR TO THE ASSESSMENT

Date:
Patient Name: DOB: Sex: 0 Male O Female
Height: ’ ”  Weight: Ibs Dominant Hand: U Right O Left

Area Affected: (Select only one — the most severely affected area will be assessed)
U Neck O Neck with arm pain 4 Mid Back U Low Back U Low Back with leg pain U Low Back/buttocks pain

Cause of Symptoms/Injury:
4 Trauma U Motor Vehicle Accident U Sports Injury U Work Related Injury 4 Fall O Unknown

Describe the event:

Have you experienced this condition prior to this episode? 1 No Q Yes (if yes, when)

Length of time with current symptoms:
1 0 — 6 weeks 6 — 12 weeks 4 3 -9 months 4 9 — 18 months 4 > 18 months

Please Mark the area on the diagram that corresponds to where you feel the described sensation. Use the appropriate
symbol and include all affected areas:

AAA Ache/Dull === Numbness 111 Pins & Needles /// Stabbing/sharp XXX Burning
00000 Stiffness 000 Swelling 111 Radiation (pain that travels up or down)

Please describe the interval of your pain/symptoms
by checking the appropriate box.

O Constant (pain/symptom is present all the time)

tAda s e canfuerne-

U Frequent (pain/symptom is present most of the time)
O Occasional (pain/symptom is present sometimes)

O Intermittent (pain/symptom comes and goes)

How would you describe the pain/symptom(s) you
experience the most?

U Achy/Dull U Sharp/Stabbing
U Numbness U Burning
U Stiffness Q Pins & Needles
Qa Other
Please rate your current pain on a scale from 0 to 10 (0 = No pain, 10 = Unbearable pain): /10
Since the start of this condition, it is: U Getting Better U Getting Worse U Unchanged
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What aggravates your condition? U Standing minutes Walking minutes Sitting minutes U Lifting Ibs
4 Other

What relieves your condition? 0 Rest O Heat QOlIce QO Exercise O Medication
4 Other

Previous Treatments for this Condition: (Check all treatments previously received for this condition)

U Physiotherapy U4 Chiropractic U Massage U Acupuncture U Naturopathic Q4 Other

U Spine injections  Type of injection(s): U Steriod U Anesthetic (idocaine) 1 Trigger point Q Other

Describe the result/reaction you had to the injection(s)/or treatment(s):

Please check medications you are currently taking:
U Tylenol O Tylenol #3 O Ibuprofen O Advil 0 Aleve U Roboxacet Q Arthrotec 1 Gabapentin/Lyrica mg

U Tramacet/Tranadol mg U Naproxen mg U Morphine mg U Percocets mg U Oxycontin mg

Please list all other medications:

Please list all medical conditions:

Have you had surgery or procedure for this condition? a No U Yes (if yes, please list the surgery/procedure(s) below)
Surgery #1 Date: Surgeon:

Surgery #2 Date: Surgeon:

Have you been hospitalised for this condition? QO No U Yes (if yes, which hospital)

List all other previous surgery(s):

Allergies to medication: 1 None O Yes (if yes, please list all):

Latex Allergy Screening: Have you ever had a reaction such as; swelling, itching or difficulty breating when exposed to latex, rubber materials like

gloves, condoms or balloons.  No U Yes (if yes, please describe reaction):

Do you experience loss of control of your bowel or bladder function: 0 No U Yes

Do you experience pain at night when sleeping? O No O Yes, Have you experienced recent rapid weight loss? O No O Yes

What diagnotic test(s) have you had for this condition:
a X-ray a MRI Q CT Scan 4 Ultrasound 4 Bone Scan 4 Other
Do you have a copy of the images on filmor CD: U No U Yes (if yes, present the images to the physician at the time of the assessment)

Current Work & Activity Status: Occupation:

4 Working U On disability or leave due to condition U Not working due to condiiton

U Not Working U Able to do all activities despite condition U Difficulty doing activities due to condition

Social History: (Check any of the activities below that you are currently involved with)

Do you Smoke or Chew Tobacco? U No Q Yes if yes, how many packs per day?

Do you drink alcohol? QU No U Yes if yes, how often? X per week or X per month

Do you use any street/recreational drugs? U No O Yes if yes, please specify

In general would you say your health is: U Excellent 4 Very Good 4 Good 4 Fair Q Poor
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Caleo Health
200-1402 8th Avenue N.W.
Calgary Alberta T2N 1 B9

CONSENT TO CHIROPRACTIC TREATMENT

It is important for you to consider the benefits, risks and alternatives to the treatment options offered
by your chiropractor and to make an informed decision about proceeding with treatment.

Chiropractic treatment includes adjustment, manipulation and mobilization of the spine and other
joints of the body, soft-tissue techniques such as massage, and other forms of therapy including, but
not limited to, electrical or light therapy and exercise.

Benefits

Chiropractic treatment has been demonstrated to be effective for complaints of the neck, back and other areas
of the body caused by nerves, muscles, joints and related tissues. Treatment by your chiropractor can relieve
pain, including headache, altered sensation, muscle stiffness and spasm. It can also increase mobility,
improve function, and reduce or eliminate the need for drugs or surgery.

Risks

The risks associated with chiropractic treatment vary according to each patient’'s condition as well as the
location and type of treatment.

The risks include:

e Temporary worsening of symptoms — Usually, any increase in pre-existing symptoms of pain or stiffness will
last only a few hours to a few days.

e Skin irritation or burn — Skin irritation or a burn may occur in association with the use of some types of electrical or
light therapy. Skin irritation should resolve quickly. A burn may leave a permanent scar.

e Sprain or strain — Typically, a muscle or ligament sprain or strain will resolve itself within a few days or weeks with
some rest, protection of the area affected and other minor care.

e Rib fracture — While a rib fracture is painful and can limit your activity for a period of time, it will generally heal on its
own over a period of several weeks without further treatment or surgical intervention.

e Injury or aggravation of a disc — Over the course of a lifetime, spinal discs may degenerate or become damaged.
A disc can degenerate with aging, while disc damage can occur with common daily activities such as bending or lifting.
Patients who already have a degenerated or damaged disc may or may not have symptoms. They may not know they
have a problem with a disc. They also may not know their disc condition is worsening because they only experience
back or neck problems once in a while.

Chiropractic treatment should not damage a disc that is not already degenerated or damaged, but if there is a
pre-existing disc condition, chiropractic treatment, like many common daily activities, may aggravate the disc
condition.

The consequences of disc injury or aggravating a pre-existing disc condition will vary with each patient. In the most
severe cases, patient symptoms may include impaired back or neck mobility, radiating pain and numbness into the
legs or arms, impaired bowel or bladder function, or impaired leg or arm function. Surgery may be needed.

e Stroke — Blood flows to the brain through two sets of arteries passing through the neck. These arteries may become
weakened and damaged, either over time through aging or disease, or as a result of injury. A blood clot may form in a
damaged artery. All or part of the clot may break off and travel up the artery to the brain where it can interrupt blood
flow and cause a stroke.

Many common activities of daily living involving ordinary neck movements have been associated with stroke resulting
from damage to an artery in the neck, or a clot that already existed in the artery breaking off and travelling up to the
brain.
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Chiropractic treatment has also been associated with stroke. However, that association occurs very infrequently, and
may be explained because an artery was already damaged and the patient was progressing toward a stroke when the
patient consulted the chiropractor. Present medical and scientific evidence does not establish that chiropractic
treatment causes either damage to an artery or stroke.

The consequences of a stroke can be very serious, including significant impairment of vision, speech, balance and
brain function, as well as paralysis or death.

Alternatives

Alternatives to chiropractic treatment may include consulting other health professionals. Your chiropractor
may also prescribe rest without treatment, or exercise with or without treatment.

Questions or Concerns

You are encouraged to ask questions at any time regarding your assessment and treatment. Bring any
concerns you have to the chiropractor’s attention. If you are not comfortable, you may stop treatment at any
time.

Please be involved in and responsible for your care. Inform your chiropractor
immediately of any change in your condition.

DO NOT SIGN THIS FORM UNTIL YOU MEET WITH THE CHIROPRACTOR

I hereby acknowledge that | have discussed with the chiropractor the assessment of my condition and
the treatment plan. | understand the nature of the treatment to be provided to me. | have considered
the benefits and risks of treatment, as well as the alternatives to treatment. | hereby consent to
chiropractic treatment as proposed to me.

Name (Please Print)

Date: 20

Signature of patient (or legal guardian)

Date: 20

Signature of Chiropractor
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o f N\ Riley Park  Ph: (403) 241-3529
[ A () 200 — 1402 8™ Avenue N.W.  Fax: (403) 452-0995

Calgary, AB T2N 1B9  http://www.caleohealth.ca

PRIVATE, MVA & RHA PATIENT AGREEMENT

PRIVATE, MVA & RHA DIRECT BILLING
Private, Motor Vehicle Accident (MVA) and Community Chiropractic (RHA) patients receiving chiropractic treatments from
Caleo Health are responsible to provide all pertinent information, in order for Caleo Health to bill appropriately.

For MVA and RHA patients; in the event that your Insurance Company or Alberta Health Services respectfully fails to pay
any outstanding fees, the patient will be responsible to settle such fees with Caleo Health. In the event that an MVA or RHA
claim is denied, the patient will be required to pay the private patient fees i.e. assessment @ $80.00, treatment fees
between; $50.00 to $70.00, depending on length of visit booked, and any other fees incurred.

ACKNOWLEDGEMENT OF 24 HOUR CANCELLATION AND NO SHOW POLICY

For all patients please note; third party funders will not pay for late cancellation and no show charges. When a late
cancellation is made Caleo Health loses the ability to provide service for other patients that could have utilized that time
slot. Therefore patients that need to cancel or reschedule appointments are required to notify Caleo Health at least 24
hours before the appointment. Should a patient NOT provide notice within 24 hours of a future appointment, or does not
show for an appointment, the patient will be personally responsible for paying the full treatment fee. In the event that
the office is closed cancellations can be completed by calling and leaving a message on our automated system.

Caleo Health recognizes that circumstances arise that are outside of the patient’s control (in cases of emergencies). We do
request however that you make every attempt to notify us as soon as possible, before the time of your appointment.

By signing below | hereby declare that | acknowledge and understand the terms and conditions stated herein and | have
been given the opportunity to address any questions or concerns. | also understand that | may be required to pay all
outstanding fees prior to my next appointment. Any outstanding balance not paid within 60 days may be subject to
collections which may affect my credit rating. Any fees associated with the collections process are the responsibility of the client.

Name (PLEASE PRINT) Signature Date

[ Private Patient 0 MVA Patient [0 RHA Patient

Witness (Caleo Health Staff) Date

EXPRESS CHECKOUT (Optional)

An express checkout service is provided by Caleo Health, allowing 3" party payees to settle outstanding balances by billing
their designated credit card. The patient will be contacted by Caleo Health prior to employing the express checkout service.
Also for security purposes, the credit card information will be completely removed from our records upon discharge. An
invoice will be provided for patients to submit to their extended health care insurance company, for consideration of
reimbursement or for income tax purposes.

By signing below I hereby declare that | acknowledge and understand the terms and conditions herein, and | have been given
the opportunity to address any questions or concerns.

O VISA O mc O AMEX Card Number Expiry Date /

Name (PLEASE PRINT) Signature Date
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