PATIENT APPLICATION FORM

Welcome to our Clinic. We specialize in assisting
our patients to achieve their highest level of health
through our spinal and postural corrective
programs. Our approach is very unique and
advanced from other Rehabilitative programs. This
allows our patients to achieve far superior results
compared to most other systems.

Please fill out the following information thoroughly
so the doctor can let you know if you are a case we
can accept. Please feel free to ask any questions if
you need any assistance. We look forward to
serving you.

Patient Signature Date



PATIENT APPLICATION SURVEY
Name: Age: M/F:

Address:

City: State: Zip:

Home Phone: Cell phone:

Email:

Social Security#: Driver’'s License#:

Birthday: Marital Status: #of children:

Names of children: Ages:

Do you notice poor postural habits in your children? Yes [] No 0
Explain:

How were you referred to this office?

Employer: Type of work:
Work address: Work phone:

Spouse’s name: Age:

Employer: Works phone:

Type of work: Cell phone:

PURPOSE OF THIS VISIT

Reason for this visit:

Is this purpose related to an auto accident/work injury? Yes - No
Describe:

When did this condition begin/when did you first notice it?
Describe:

What activities aggravate your symptoms?

Is there anything which has relieved your symptoms? Yes - No
Describe:

Have you experienced this condition before? Yes - No
Who have you seen for this?

How did you respond?

EXPERIENCE WITH CHIROPRACTIC

Have you seen a Chiropractor before? Yes - No
Who?

Reason for visits:

How did you respond?

you know your posture determines your health? Yes - No

Are you aware of any of your poor postural habits? Yes - No
Explain:

Are you aware of any poor postural habits in your spouse or children? Yes . No
Explain:

The most common postural weakness is Forward Head Syndrome (head and neck starting to bend
forward and progressively moving downward weakening you whole body). Even less severe forms of
this posture can cause adverse affects on you overall health.

Have you ever been told or feel like you carry your head forward? Yes - No
HEALTH LIFESTYLE
Do you exercise? Yes No - How often?
What activities?
Do you smoke? Yes No - How much?
Do you drink alcohol? Yes - No - How much/week?
Do you drink coffee? Yes - No - How many cups/day?

Do you take any supplement (i.e. vitamins, minerals, herbs)?




HEALTH CONDITIONS

Abnormal postural habits or distortions are the result of trauma or stress to the body that have misaligned the vertebrae in
your spine. When these vertebrae are twisted from their normal position, they will cause stress to the spinal cord and the
delicate nerves that pass between the vertebrae. These misalignments are called subluxations (sub-lux-a-shuns). It has
been extensively documented that subluxations, causing stress to your nerves, will weaken and distort the overall structures
of your spine. This results in a weakened and distorted POSTURE. Postural distortions have many serious and adverse
affects on your overall health. The most common and detrimental postural distortions is called Forward Head Syndrome (a
“hunched forward” posture starting in the neck and progressively moving down your spine weakening the entire body). Please
check any health conditions you may be experiencing, now or in the past.

CERVICAL SPINE (NECK):

Postural distortions from subluxations, (causing Forward Head Syndrome), in your neck will weaken the nerves
into your arms, hands and head and affect these parts of your body. Do you experience...?

7 Neck Pain 1 Headaches 7 Sinusitis

1 Pain into your shoulders/arms/hands (1 Dizziness 71 Allergies/Hay fever
7 Numbness/tingling in arms/hands 7 Visual disturbances 7 Recurrent colds/flus
71 Hearing disturbances 71 Coldness in hands 71 Low energy/fatigue
"1 Weakness in grip 1 Thyroid conditions 7 TMJ/Pain/cliking

THORACIC SPINE (UPPER BACK):

Postural distortions from subluxations (resulting from Forward Head Syndrome) in the upper back will weaken
the nerves to the heart and lungs and affect these parts of your body. Do you experience...?

O Heart palpitations 71 Recurrent lung infections/bronchitis
"1 Heart murmurs 7 Asthma/wheezing

71 Tachycardia 71 Shortness of breath

71 Heart attacks/Angina 71 Pain on deep inspiration/expiration

THORACIC SPINE (MID BACK):

Postural distortions from subluxations (resulting from Forward Head Syndrome) in the mid back will weaken the
nerves into your ribs/chest and digestive tract, and affect these parts of your body. Do you experience...?

"1 Mid back pain "1 Hypoglycemia 7 Reflux
71 Pain into your ribs/chest 71 Tired/irritable after eating or when "1 Nausea
7 Indigestion/heartburn you haven'’t eaten for a while 71 Ulcers/Gastritis

THORACIC SPINE (LOW BACK):

Postural distortions from subluxations in the low back (resulting from Forward Head Syndrome) will weaken the
nerves into your legs/feet and pelvic organs and affect these parts of your body. Do you experience...?

[1 Low back pain 71 Muscle cramps in your legs/feet 71 Constipation/Diarrhea
1 Pain into your hips/legs/feet 1 Weakness/injuries in your hips/knees/ankles [ Menstrual irregularities/cramping
7 Numbness/tingling in your legs/feet 7 Recurrent bladder infections 1 Sexual dysfunction

71 Coldness in your legs/feet 71 Frequent/difficulty urinating

Please list any health conditions not mentioned

Please list any medications/surgeries

Please list any traumas (falls, car accidents ,etc)




AUTHORIZATION OF CARE

| authorize and agree to allow the Doctor to work with my spine through the use of spinal adjustments
and rehabilitative exercises for the sole purpose of postural and structural restoration of normal
biomechanical and neurological function.

I understand that | am responsible for all fees incurred for the services provided, and agree to ensure
full payment of all charges.

The Doctor will not be held responsible for any health conditions or diagnoses with are pre-existing,
given by another health care practitioner, or are not related to the spinal structural conditions diagnosed
at the clinic.

| also clearly understand that if | do not follow the Doctors specific recommendations at this clinic that |
will not receive the full benefit from these programs, and that if | terminate my care prematurely that all
fees incurred will be due and payable at that time.

| authorize the assignment of all insurance benefits be directed to the Doctor for all services rendered.

Patient’s signature Date Parent/Guardian Date

IN CASE OF EMERGENCY CALL:
Name

Relationship

Work Phone

Home Phone

Cell Phone

INSURANCE INFORMATION

| clearly understand that all insurance coverage, whether accident, work related, or general coverage is
an arrangement between my insurance carrier and myself. If this office chooses to bill any services to
my insurance carrier that they are performing theses services strictly as a convenience for me. The
Doctor’'s office will provide any necessary reports or required information to aid in insurance
reimbursement of services, but | understand that insurance carriers my claims and that | am ultimately
held responsible for any unpaid balances. Any monies received will be credited to my account.

Patient Signature Date

Guardian or Spouse’s Signature Authorizing Care

Name of Insurance Co. Policy #

Address Phone #

Insured’s Name Insured’s SS#

Relationship to Insured Birth date

Employer

WHO SHOULD RECEIVE CHARGES ON YOUR ACCOUNT?

[ Patient 71 Spouse 71 Parent/Guardian "1 Worker's Comp (1 Auto Insurance

[J Medicare 1 Personal Health Insurance



Metabolic Assessment Form

Name: Age: Sex: Date:
PART I
Please list the 5 major health concerns in your order of importance:
L.
2.
3.
4,
5.
PART II Please circle the appropriate number “0 - 3” on all questions below.
0 as the least/never to 3 as the most/always.
Category I Category V

Feeling that bowels do not empty completely
Lower abdominal pain relief by passing stool or gas
Alternating constipation and diarrhea

Diarrhea

Constipation

Hard, dry, or small stool

Coated tongue of “fuzzy” debris on tongue

Pass large amount of foul smelling gas

More than 3 bowel movements daily

Use laxatives frequently

Category I1

Excessive belching, burping, or bloating

Gas immediately following a meal

Offensive breath

Difficult bowel movements

Sense of fullness during and afier meals

Difficulty digesting fruits and vegetables;
undigested foods found in stools

Category II
Stomach pain, burning, or aching 1- 4 hours after eating
Use antacids
Feel hungry an hour or two after cating
Heartburn when lying down or bending forward
Temporary relief from antacids, food,
milk, carbonated beverages
Digestive problems subside with rest and relaxation
Heartburn due to spicy foods, chocolate, citrus,
peppers, alcohol, and caffeine

Category IV

Roughage and fiber cause constipation

Indigestion and fullness lasts 2-4
hours after eating

Pain, tenderness, soreness on left side
under rib cage

Excessive passage of gas

Nausea and/or vomiting

Stool undigested, foul smelling,
mucous-like, greasy, or poorly formed

Frequent urination

Increased thirst and appetite

Difficulty losing weight
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Greasy or high-fat foods cause distress

Lower bowel gas and or bloating
several hours after eating

Bitter metallic taste in mouth,
especially in the morning

Unexplained itchy skin

Yellowish cast to eyes

Stool color alternates from clay colored
to normal brown

Reddened skin, especially palms

Dry or flaky skin and/or hair

History of gallbladder attacks or stones

Have you had your gallbladder removed

Category VI

Crave sweeis during the day

Irritable if meals are missed

Depend on coffee to keep yourself going or started
Get lightheaded if meals are missed

Eating relieves fatigue

Feel shaky, jittery, or have tremors

Apitated, easily upset, nervous

Poor memory/forgetful

Blurred vision

Category VII

Fatigue after meals

Crave sweets during the day

Eating sweets does not relieve cravings for sugar
Must have sweets after meals

Waist girth is equal or larger than hip girth
Frequent urination

Increased thirst and appetite

Difficulty losing weight

Category VIII

Cannot stay asleep

Crave salt

Slow starter in the morning
Afternoon fatigue

Dizziness when standing up quickly
Afternoon headaches

Headaches with exertion or stress
Weak nails
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Category IX Category XIV (Males Only)
Canneot fall asleep ¢ 1 2 3 Urination difficulty or dribbling 0
Perspire easily 0 1 2 3 Frequent urination 0
Under high amounts of stress 0 1 2 3 Pain inside of legs or heels 0
Weight gain when under stress 0 1 2 3 Feeling of incomplete bowel evacuation 0
Wake up tired even after 6 or more hours of sleep o0 1 2 3 Leg nervousness at night 0
Excessive perspiration or perspiration with
little or no activity 0 1 2 3 Category XV (Males Only)
Decrease in libido 0
Category X Decrease in spontaneous morning erections 0
Tired, sluggish 0 1 2 3 Decrease in fullness of erections ) 0
Feel cold — hands, feet, all over 0 1 2 3 Difficulty in maima‘ining morning erections 0
Require excessive amounts of sleep to Spells of mental fatigue 0
function properly 0 1 2 3 Ina'blhty to concentrate 0
Increase in weight gain even with low-calorie diet 6 1 2 3 Episodes of depression 0
Gain weight easily 60 1 2 3 Muscle SOreness . 0
Difficult, infrequent bowel movements 0 1 2 3 Decrease in physical stamina 0
Depression, lack of motivation 6 1 2 3 Unexplalped we‘lgh‘l gain . 0
Morning headaches that wear off Increa:se in fat distribution around chest and hips 0
as the day progresses 0 1 2 3 Sweating attacks 0
Outer third of eyebrow thins 01 2 3 More emotional than in the past 0
Thinning of hair on scalp, face, or genitals or
excessive falling hair 0o 1 2 3 Category XVI (Menstruating Females Only}
Dryness of skin and/or scalp 0 1 2 3 Are you perimenopausal Yes
Mental sluggishness 0 1 2 3 Alternating menstruai cycle lengths Yes
Extended menstrual cycle, greater than 32 days Yes
Category X1 Shf)rtened menses, ]ess. than every 24 days Yes
Heart palpitations 0 1 2 3 Pain and cramping during periods 0
Inward trembling 0 1 2 3 Scanty blood flow 0
Increased pulse even at rest 0 1 2 3 Heavy blood flow ) 0
Nervous and emotional 0 1 2 3 Breast pain and swelling during menses 0
Insomnia 0 1 2 3 Pelvic pain during menses 0
Night sweats 0 1 2 3 Irritable and depressed during menses 0
Difficulty gaining weight 0 1 2 3 Acne breakouts 0
Facial hair growth 0
Hair loss/thinning 0
Category XII
Diminished sex drive . 01 2 3 Category XVI (Menopausal Females Only)
Menstrual dllsc_)rders or lack of menstruation o 1 2 3 How many years have you been menopausal?
Increased ability to eat sugars without symptoms 61 2 3 Since menopause, do you ever have uterine bleeding?  Yes
Hot flashes 0
Category XIII Mental fogginess 0
Increased sex drive 0 1 2 3 Disinterest in sex 0
Tolerance to sugars reduced 0 1 2 3 Mood swings 0
“Splitting” type headaches 0o 1 2 3 Depression 0
Painful intercourse 0
Shrinking breasts 0
Facial hair growth 0
Acne 0
PART I Increased vaginal pain, dryness or itching 0
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How many alcoholic beverages do you consume per week? How many caffeinated beverages do you consume per day?

How many times do you eat out per week? How many times a week do you eat raw nuts or seeds?
How many times a week do you eat fish? How many times a week do you workout?

List the three worst foods you eat during the average week: .

List the three healthiest foods you eat during the average week: ,

Do you smoke? If yes, how many times a day:

Rate your stress levels on a scale of 1-10 during the average week:

Please list any medications you currently take and for what conditions:

Please list any natural supplements you currently take and for what conditions:
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Health Questionnaire (NTAF)

Name:

Age:

Sex: Date:

* Please circle the appropriate number *¢ - 3 on all questions below. 0 as the least/never to 3 as the most/always.

SECTION A

* Is your memory noticeably declining?

* Are you having a hard time remembering names
and phone numbers?

Is your ability to focus noticeably declining?

Has it become harder for you to learn things?

How often do you have a hard time remembering
your appointmenis?

Is your temiperament getting worse in general?

Are you losing your attention span endurance?

How often do you find yourself down or sad?

How often do you fatigue when driving compared
to the past?

How often do you fatigue when reading compared
to the past?

How often do you walk into rooms and forget why?

How often do you pick up your cell phone and forget why?

SECTION B

* How high is your siress level?

How often do you feel that you have something that
musl be done?

Do you feel you never have time for yourself?

How often do you feel you are not getting enough
sleep or rest?

Do you find it difficult to get regular exercise?

Do you feel uncared for by the people in your life?

Do you [eel you are not accomplishing your
life’s purpose?

* Is sharing your problems with someone difficult for you?

SECTION C

SECTION C1
* How often do you get irritable, shaky, or have
lightheadedness between meals?
How often do you feel energized after eating?
How often do you have difficulty eating large
meals in the morning?
How often does your energy level drop in the afternoon?
How often do you crave sugar and sweets in the afternoon?
How often do you wake up in the middle of the night?
How often do you have diffienlty concentrating
before eating?
How often do you depend on coffee to keep yourseif going?
How often do you fecl agitated, easily upset, and nervous
between meals?
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SECTION C2

* Do you get fatigued after meals?

* Do you crave sugar and sweets after meals?

* Do you feel you need stimulants such as coffee after meals?

* Do you have difficulty losing weight?

* How much larger is your waist girth compared to
your hip girth?

* How ofien do you urinate?

* Have your thirst and appetite been increased?

* Do you have weight gain when under stress?

* Do you have difficulty falling asleep?

SECTION1 -8

* Arc you losing your pleasure in hobbies and interests?

* How often do you feel overwhelnted with ideas to manage?
* How often do you have feelings of inner rage (anger)?

* How often do you have feelings of paranoia?

* How often do you feel sad or down for no reason?

* How often do you feel like you are not enjoying life?
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= How often do you feel you lack artistic appreciation?
How often do you feel depressed in overcast weather?
How much are you losing your enthusiasm for your
favorite activities?
* How much are you losing enjoyment for
your favorite foods?
How much are you losing your enjoyment of
friendships and relationships?
How often do you have difficulty falling into
deep restful sleep?
How often do you have feelings of dependency
on others?
How often do you feel more susceptible to pain?
How often do you have feelings of unprovoked anger?
* How much are you losing interest in life?

.

SECTION2-D

* How often do you have feelings of hopelessness?

* How often do you have self-destructive thoughts?

How often do you have an inability to handle stress?

How often do you have anger and aggression while
under stress?

How often do you feel you are not rested even after
long hours of sleep?

How often do you prefer to isolate yourself from others?

How often do you have unexplained lack of concern for
family and friends?

How easily are you distracted from your tasks?

How often do you bave an inability to finish tasks?

How often do you feel the need to consume caffeine to
stay alert?

How often do you feel your libido has been decreased?

How often do you lose your temper for minor reasons?

How oflen do you bave feelings of worthlessness?

-

SECTION3-G

* How often do you feel anxious or panic for no reason?

¢ How often do you have feelings of dread or
impending doom?

How often do you feel knots in your stomach?

How often do you have feelings of being overwhelmed
for no reason?

How often do you have feelings of guilt about
everyday decisions?

How often does your mind feel restless?

How difficult is it to turn your mind off when you
want to relax?

How often do you have disorganized attention?

How oflen do you worry about things you were
not worried about before?

How often do you have feelings of inner tension and
inner excitability?

SECTION 4 - ACH

*» Do you feel your visual memory (shapes & images)
is decreased?

Do you feel your verbal memory is decreased?

Do you have memory lapses?

Has your creativity been decreased?

Has your comprehension been diminished?

Do you have difficulty calculating numbers?

Do you have difficulty recognizing objects & faces?

Do you feel like your opinion about yourself
has changed?

Are you cxperiencing excessive urination?

* Are you experiencing slower niental response?

Symptem groups listed in this flyer are not intended to be used as a diagnosis of any disaasa condition.
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Medication History

Please circle any of the following medication you have been or are currently taking.

Acetylcholine Receptor Antagonist — Antimuscarinic Agents
Atropine, Ipratopinm, Scopolamine, Tiotropium

Acetylcholine Receptor Antagenist - Ganlionic Blockers
Mecamylamine, Hexamethonium, Nicotine (high doses), Trimethaphan

Acetylcholinesterase Reactivators
Pralidoxime

Acetylcholine Receptor Antagonist - Neuromuscular Blockers

Altrzcurium, Cisatracurium, Doxacurinm, Metocurine, Mivacurium, Pancuronium, Rocuronium, Uccinylcholine, Tubocurarine,
Vecuronium, Hemicholine

Agonist Modulator of GABA Receptor (benzodiazpines)

Xanax, Lexotanil, Lexotan, Librium, Klonopin, Valivm, ProSon, Roliypnol, Dalmane, Ativan, Loramet, Sedoxil, Dormicum,
Megadon, Serax , Restoril, Halcion

Agonist Modulator of GABA Receptors (nonbenzodiazpines
Ambien, Sonata, Lunesta, Imovane

Cholinesterase Inhibitors {irreversible)

Echotiophate, Isoflurophate, Organophosphate Insecticides, Organophosphate-containing nerve agents

Cholinesterase Inhibitors (reversible)
Donepezil, Galatamine, Rivastigmine, Tacrine, THC, Erophonium, Neostigmine, Phystigimine, Pyridostigmine,
Carbamate Insecticidses

Dopamine Reuptake Inhibitors
Wellbutrin (Bupropion)

Dopamine Receptor Agonists
Mirapex, Sifrol, Requip

D2 Dopamine Receptor Blockers (antipsychotics)

Thorazine, Prolixin, Trilafon, Compazine, Mellaril, Stelazine, Vesprin, Nozinan, Depixol, Navane, Iuanxol, Clopixol,
Acuphase, Haldol, Orap, Clozaril, Zyprexa, Zydis, Seroquel, Geodon, Solian, Invega, Abilify

GABA Antagonist Competitive binder
Flumazenil

Mounoamine Oxidase Inhibitor (MAOI)
Marplan, Aurorix, Maneric, Moclodura, Nardil, Adlegiine, Elepryl, Azilect, Marsilid, Iprozid, Ipronid, Rivivel, Popilniazida, Zyvox, Zyvoxid

Noradrenergic and Specific Sertonergic Antidepressants (NaSSaa)

Remeron, Zispin, Avanza, Norset, Remergil, Axit

Selective Serotonin Reuptake Inhibitor
Paxil, Zoloft, Prozac, Celexa, Lexapro, Luvox, Ciprammil , Emocal, Serpam, Seropram, Cipralex, Esteria, Fontex, Seromex, Seronil,
Sarafem, Fluctin, Faverin, Seroxat, Aropax, Deroxat, Rexetin, Xentor, Paroxat, Lustral, Serlain, Dapoxetine

Selective Serotonin Reuptake Enhancers
Stablon, Coaxil, Tatinol

Serotonin-Nerepinephrine Reuptake Inhibitors (SNRIs)

Effexor, Pristiq, Meridia, Serzone, Dalcipran, Despramine, Duloxetine

Tricvlic Antidepresseants (TCAs)
Elavil, Endep, Tryptanol, Trepiline, Asendin, Asendis, Defanyl, Demolox, Moxadil, Anafranil, Norpramin, Pertofrane, Prothiadin, Thanden,
Adapin, Sinequan, Trofranil, Janamine, Gamanil, Aventyl, Pamelor, Opipramol, Vivactil, Rhotrimine, Surmontil
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