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Registration and History

Fatient’s Nome: Today's Date: South OC
ﬂ Patient Condition Lhiropractic

Chief complaint

When did your symptoms appear?

#3 this coRdRion geHing progrossively worse? [ Yes ONo [unknown
Mark an X on the picture where you have pain, nimbniess or tingling:

Rate the severlly of your pain on a scole from 1 (east pain) fo 10 @ssvere pain)
Type cfpain: Dlshorp Coun Omeobbing Cnumbness Dlaching  [Shooting

FBuming [ITingling LI Cramps [ stiffness {Osweling [1Other

How offen do you have this pain?
Is it constont or does If come and go?
Doesitinferfere withyourr DI Wosk Dlstesp Dloaly Routing [IRocroation [INA
Aciivilies of movemends that ore painful:  [JSHfing ClStonding [iWaldng [Bending  ElilyingDown [INA

Medical History

What traciment have you alrady recelved for your condition? [ Medications {1 Burgary {iphysical Therapy
CiChiropractic Services ORons Domher
Name ond address of other dootor(s) who have trected you for your condition:

Dot of Lash: PhysoolBeom . Spincidyay._  SpinoibBom . Chest Yoy

MR, CT-$can, Bone foon Biood Text Uring Test

Mork “Yos” of "No” o Indicole whether you have experdenced aach of the following and compiete the information below:

ADSHIV BYes ONo Chemical Depend./ Heomia Oves ONo PinchedNerve £ Ves OiNo
Allongios Mves OINo Alchohaollsm OYes (Mo Hemloted Disk  [IYes [INe Preumonia Elves CINe
Anemia [Ives [iNo  Chicken Pox CiYes OONo  Hyperionsion OYes CINo  Prostate Problem [ Yes CINo
Andety/Dapressioni] Yes [INo  Clotiing Disorder Oves ONo KidneyDisecse [Yes ONo  Peychichic Oare £lYes DlNo
‘Appendicitis [IYes CiNo Dicbates Cives CINe  tiver Disogse {3ves CINo  fhoum. Arfhriis L Yes [INo
Asthailtls Cves ElNo  Eofing Disorder DOves ONe Migroines fIves CINoe sW Dves DNo
Asthmo ClYes [INo Emphysema Oves N0 Mononucieosis [IVes CINe Siroke £1Yez (Mo
Autolmmuns Dis. [lYes CiNo Epliopsy/Selawe Dls. [lVes [INo Mg Cives CINo Thyroid Diseose [ Yes LiNo
Blesding Disprder [lves DiNo Hoodaches Elves [iNo Osteoporosis B¥es CiNe  Tuberculosis El¥es CINo
Bronchifis OYes ClNo  Heort Disease Eives Cido  Pocemaker Cives CINe Tumors, Growths [3Yes CINo
Concer Oves OiNe  Hepaiitis Clves CINo  Parkinson's [ives CINo Uloors Elves EiNo

O Other

s BT

AutoimmuneDis. [OYes OINo  Dicbates Dves ONo  Migromes Cves [INo Oother
Bleoding Disorder [IVes UIMo  Heurt Diseose LiYes COINo Osieoporosis Ci¥e: [Ixo
Cioffing Disorder  [lYes [INo  HighBlood Pressure [dYes [INo  Stroke B ¥es [INo
Concer Clves CiNo  Wdney Disense Cives ONe ThyrokiDisense [lvYes Do

Are you pregnoni? PYes CINo

Floase Bst oif injures/surgeries you have had: Description : Dato
Fatist

Hood injuries:

Broken Bones/frachuss:

Dislocations:

Sugeras:

snuthaf Phone (949) 470-4757

Email: drmhamilton@gmail.com

rhimpmctic southocchiropractic.com
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South OC
Chiropractic

(Plest Wame)
Primory Phone:
Chiy:

$ocky Seoufiy/DL B : | Mantad Cisingle.
e P ——

hwummw Reiationship:

I Payment/Insurance Informetion

WDWWMW‘H
[isaltPay Nama{s) of responsible parties:
Selationship to pationt:
DSovemment Pragram Mo
I Houlth insurer Nome:
ammmm Birth Date:

ammmmm CingA [IFsA [CiHmA?  [lves [ne
s pofiend coversd by additonai/ secondary insuwrance? [lYes [INo
Subsoriber Nome: Birih Date:

vty o
Citiciren’s Nomals) Dotels) of Birth " Sex
: MF MF
MF MF
MF MP

- Now comes a man. Any one man is a SMALL thing. This man
South OC gives an adjustment. The adjustment is a SMALL thing. The
™ & adjustment replaces the subliation. That is a SMALL thing.
Chiropractic The adjusted subliation releases pressiire Upon nerves.
Phone (949) 470-4757 TTzatnsaSMALL'm:ng_ﬂm:releasedprammswresMatm
Email: drmhamilton@gmail.c to @ man. That is a BIG thing to that man.
southocchiropractic.com -Dr. D.D. Palmer




: Dr. Micah Hamilton, D.C.
South OC South OC Chiropractic

23792 Rockfield Blvd. Suite 210

Chimp’.amc Lake Forest, CA 92630

Electronic Health Records Intake Form

In complignce with requirements for the government EHR incentive program
First Name: Last Name:

Email address: @

Preferred method of communication for patient reminders (Circle cne): Email / Phone / Mail

poB: _/ / Gender {Circle one): Male / Female Preferred Language:

Smoking Status (Circle one}: Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked

CMS requires providers to report both race and ethnicity

Race {Circle one): American Indian or Alaska Native / Asian / Black or African American / White (Caucasian) Native |
Hawaiian or Pacific islander / Other / | Decline to Answer

Ethnicity {Circle one): Hispanic or Latino / Not Hispanic or Latino / | Decline to Answer

Height: Weight: Blood Pressure: i

Are you currently taking any medications? (Please include regularly used over the counter medications)

r——————

Medication Name Dosage and Frequency {i.e. Smg once a day, etc.)

Do you have any medication allergies?

Medication Name Reaction Onset Date Additional Comments |

[l t choose to decline receipt of my clinical summary (These summaries are often blank as a result of the nature and

frequency of chiropractic care.)

Patient Signature: Date:

i




South OC
Chiropractic

CONSENT TO CHIROPRACTIC CARE

Congratulations for choosing the safest and most natural health care program ever conceived: Chiropractic.

This painless, logical, and effective approach to health has been serving everyday people for over 100 years. It is licensed in
every state, and in many countries as well. Chiropractic has the least chance of side effects of any other type of health care.
Mild headaches and muscles soreness may sometimes occur.

Let’s look at a few statistics about possible serious side effects;

The #1 cause of death in the US is from correctly and incorrectly prescribed pharmaceutical drugs. (CDC, FDA, NIH sites,
also Gary Null: Death By Medicine)

Stroke is one of the most common causes of death in the US. With people going to doctors ali the time it is probable that
many will have had a recent doctor visit. But causation is another matter entirely.

There is no absolutely known material risk of chiropractic care being greater than risks from medical treatment. In fact, when
all the factors are taken together, deaths and injuries from a combination of medical mistakes and intentional drugs dwarf any
injuries from chiropractic.

Risk of stroke from chiropractic? Virtually zero chance of stroke from chiropractic. The largest study ever done — the 2008

study in Canada — www.belleviewchiro.com/index.php?p=213660 — looking at 12 million people over 9 years, showed that

53% of strokes had visited their MD within 30 days prior, while only 4% had visited their DC. No evidence of excess risk of
stroke associated with chiropractic care.

In 2001 the Canadian Medical Association Journal found there is only a one-in-5.85-million risk that a cervical manipulation
from an MD, PT, or DC would be followed by a stroke. Author David Cassidy, a professor of epidemiology at the University of
Toronto said patients had already damaged the artery before seeking help from either a medical doctor or a chiropractor, and
then the stroke occurred after the visit.

Speaking of risks associated with chiropractic, we should lock also at the risk associated with NOT GETTING adjusted. This
risk was one of the 4 components of risk in the Association of Chiropractic Colleges guidelines on informed consent in 2008.

Disc degeneration, loss of mobility, loss of overall tone, decreased quality of life — these are real risks of the untreated spine

as time goes by.

Daoctors of Chiropractic who use manual therapy technigues are required to advise patients that there are or may be some
risks associated with such treatment. In particular you should note: _
a) While rare, some patients may experience short term aggravation of symptoms, rib fractures or muscle and ligament strains |
or sprains as a result of manual therapy techniques: '
b) There are reported cases of stroke associated with many common neck movements including adjustments of the upper
cervical spine. Present medical and scientific evidence does not establish a definite cause and effect relationship between
upper cervical spine adjustment and the occurrence of stroke. Furthermore, the apparent association is noted very
infrequently. However, you are being warned of this possible association because stroke sometimes causes serious
neurological impairment, and may on rare occasion result in injuries including paralysis. The possibly of such injuries resulting
from upper cervical spinal adjustment is extremely remote;

c¢) There is rare reported cases of disc injuries following cervical and lumbar spinal adjustments or chiropractic treatment.
Chiropractic treatment, including spinal adjustment, has been the subject of government reports and multi-disciplinary studies
conducted over many years and has demonstrated to be effective treatment for many neck and back conditions involving
pain, numbness, muscle spam, loss of mobility, headaches and other similar symptoms. Chiropractic care contributes to your
overall well being. The risk of injuries or complications from chiropractic treatment os substantially lower than that associated
with many medical or other treatments, medications, and procedures given for the same treatments.

| acknowledge the nature and purpose of chiropractic treatment in general and my treatment in particular (including spinal
adjustment) as well as the contents of this Consent. | consent to the chiropractic treatments offered or recommended to me
by my chiropractor, including spinal adjustment. | intend this consent to apply to all my present and future chiropractic care.

Patient Sign




RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGEMENT FORM

1, , have received a copy of South OC

Chiropractic’s Notice of Privacy Practices.

Print Patient’s Name

Signature of Patient or Legal Guardian

e e e b Al R i
**For Office Use Only**
If patient wishes not to sign this notice, please indicate
time and date notice was given, also state reason and
provide documentation that the patient refused to sign

waiver.

(Employee signature is sufficient)




information about you for the reasons covered by vour written authorization. We are unable to take back any disclosures we have
afready made with vour authorization, and we are required to retain our records of the care we have provided you.

Your individual Rights Regarding:
Disclosures and Changes to Your Medical information

Right to Request Restrictions. You have the right to request a restriction or limitation on the medical infformation we use or
disclose about you for treatment, payment or heath care operations or to someone who is involved in your care or the payment of
your care. We are not required {0 agree to your request. If we do agree, we will comply with your request unless the information is
needed to provide you with emergency treatment. To request restrictions, you must submit your request in writing to the Privacy
Officer at this practice. in your request you must tell us what information you want o fimit.

Right to an Accounting of Non-Standard Disclosures. You have the right to request a list of the disclosures we made of medical
information about you. To request this list, you must submit your reguest in writing to the Privacy Officer at this practice. Your
request must state the time period for which vou want to receive a list of disclosures that is no longer than six years, and may not
include dates before April 14, 2003, Your request should indicate in what form you want the list {exemple: paperor

slectronically). The first list you reguest within a 12-month period will be free. For additional lists, we reserve the right to charge you
for the cost of providing the fist.

Right to Amend. if you feel that medical information we have about you is incorrect or incomplete, you may ask us to amend the
information. You have the right to request an amendment for as long as the information is kept. To request an amendment, your
request must be made in writing and submitted to the Privacy Officer at this practice. In addition you must provide a reason that
supports your request. We may deny vour request for an amendment if it is not in writing or does not include a reason to support
the request. In addition we may deny your request if the information was not created by us, is not part of the medical information
kept at this practice, is not part of the information which you would be permitted to inspect and copy, or which we deem to be
accurate and compiete. If we deny your request for amendment, you have the right fo file a statement of disagreement with us. We
may prepare a rebuttal to your staternent and will provide you with a copy of any such rebuital. Statements of disagreement and
any corresponding rebuttals will be kept on file and sent out with any future authorized requests for information pertaining to the
appropriate portion of your record. '

Your Access o Medical Information

Right to inspect and Copy. You have the right o inspect and copy medical information that may be used to make decisions about
your care. Usually this includes medical and billing records but does not include psychotherapy notes, information compiled for use
in & civil, criminal or administrative action or proceeding, and protected health information to which access is prohibited by law. To
inspect and copy medical information that may be used to make decisions about your, vou must submit your reguest in writing to the
privacy officer at this practice. If you request a copy of the information, we reserve the right to charge a fee for the costs of copying,
madling or other supplies associated with your request. We may deny your request to inspect and copy in certain very limited
circumstances. If you are denied access o medica! information, you may request that the denial be reviewed. Ancther licensed
heath care professional chosen by this practice will review your request and the denial. The person conducting the review wili not
ba that person who denied your request. We will comply with the outcomne of the review,

Right to a Paper Copy of This Notice. You have the right to a paper copy of this Notice at any time. Even if you have agreed fo
receive this notice electronically, you are still entitied to a paper copy. To obtain a paper copy of the current Notice, piease reguest
one in writing from the Privacy Office at this practice.

Right to Request Confidential Communications. You have the right to request how we should send communications to vou
about medical matters, and where vou would fike those communication sent. To request confidential communication, you must
make your request in writing to the Privacy Officer at this practice. We will not ask you the reason for your request. We will
accommodate all reasonable requests. Your request must specify how or where you wish to be contacled. We reserve the righi to
deny a request if it imposes an unreasonable burden on the pradtice.

Complaints. If you believe your privacy rights have been violated, you may file a complaint with the Privacy Officer at this practice
or with the Secretary of the Department of Health and Human Services. All complains must be submitted in writing. You will not be
penalized or discriminated against for filing a complaint.




South OC Chiropractic Notice of Privacy Practices

We care about our patients' privacy and strive to protect the confidentiality of your medical information at this practice. New fedgml
iegistation requires that we issue this official nofice of our privacy practices. You have the right to the confidentiality of your medical
informatior, and this practice is required by taw to mamtain the privacy of that information.

This practice is required to abide by the terms of the Notice of Privacy Practices currently in effect, and to provide notice of its legal
duties and privacy praciices with respect to protected health information. if you have any questions about this Notice, please
contact the Privacy Officer at this practice.

Wheo will follow this notice?

Any health care professional authorized to enter information into your medical record, all employees, staff and other personnel at
this praciice who may need access to your information must abide by this Notice. All subsidiaries, business associates (e.g. a billing
service), sites and location of this practice may share medical information with each other for treatment, payment purposes or heath
car operation as staied in this Notice. Except where treaiment is involved, only the minimum necessary information needed to
accomplish the task will be sharad.

How We May Use and Disclose Medical Information About You

The following categories describe different ways that we may use and disciose medical informalion without your specHic consent or
authorization. Examples are provided for sach category of uses or disclosures. Not all possible uses or disciosures are listed.

For Treatmert, We may use medical information about you to provide you with medical treatment or services, Example: In treating

you for a specific condition, we may need to know if you have allergies or prior injuries or surgeries that could influence our
treatment process.

For Payment. We may use and disclose medical information about you so that the treatment and services you receive from us may
be billed and payment coliected from you, an insurance company or a thivd party. Exampie: We may need o send your protected
heaith infarmation, such as your name, address, office visit date, and codes identifying your diagnosis and treatment to your
insurance company for payment.

For Health Care Operations. We may use and disclose medical information about you for heaith care operations to assure that

you receive quality care. Example: We may use medical information to review our treatment and services and evaluate the
performance of our siaff in caring for you.

»  QOther Uses or Disclosurss That Can be Made Without Your Consent or Authorization
. As reguired during an investigation by law enforcement agencies
To avert a serious threat o public health or safety
As required by miltary command authorities for their medical records
To worker's compensation or similar programs for processing of claims
in response to a legal proceeding
To a coroner or medical examiner for identification of a body
If an inmate, 1o the correctional institution or law enforcement official
As required by the US Food and Drug Administration (FDA)
Other healthcare providers treatment activities
Other covered entities’ and providers' payment activities
Other covered entities' heafthcare oparations activities {io the extent permitted under HIPPA}
Uses and disclosures required by law
Uses and disclosures in domestic violence or neglect situations
Health oversight activities
Other public heaith activities

Wa may contact you to provide appointment reminders or information about treatment and other health reiated benefits and services
that may be of interest to you.

Uses and Disclosures of Protected Health information Requiring Your Written Authorization

Other uses and disclosures of medical information not covered by this Notice or the laws that apply to us will be made only with your
written authorization. If you give us authorization 1o use or disclose medial information about your, you may revoke that
authorization, in writing, at any time. IF you revoke your authorization, we will thereafter no longer use or disciose madical




