OAKBRIDGE

Confidential Patient Information

We need the following information to better serve you. Please complete all questions and return it to the front desk.
PLEASE PRINT.

Name Date / /

Address City/State Zip

E-mail address:

Phone: which number would you like ustouse: Home  Work  Cell/Pager

Home ( ) Work ( ) Cell/Pager ( )

Age  Birthdate: _ / / SSN - - Gender M F Marital Status
How did you hear about us?

Employer: Occupation: Yearsonjob
Your insurance: Plan/Group Number:

Please give us your insurance cara(s) so that we can make copies.

Spouse or parent Birthdate:  / / SSN - -
Spouse/parent employer Occupation
Spouse/parent insurance Plan/Group Number:

Describe the major complaint(s) that bring you to our office:

Is your condition due to an accident? Yes  No If yes, date of accident / /

Type of accident:  Auto  Work/OnJob  Home  Other:

Last MD: Name: Phone number ( )
Date of last visit / / Reason for last visit:

Last DC: Name: Phone number ( )
Date of last visit / / Reason for last visit:

I (we) understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and
myself. | authorize payment from my insurance carrier directly to this office with the understanding that all moneys will be credited
to my account upon receipt. | also authorize the release of any medical information necessary to process this claim. However, |
clearly understand and agree that all services rendered me are charged directly to me and that | am personally responsible for
payment. | also understand that if | suspend or terminate my care and treatment, the fees for professional services rendered me will

be immediately due and payable.

Patient Signature: Date: / /

Parent/Guardian Signature: Date: / /




OAKBRIDGE

Confidential Case History

Name: Patient No. Date / /
Please describe the major complaint(s) that bring you to our office:
When did it start? / / How did it start?  suddenly gradually
What brought on your condition?
What makes it worse? better?
Have you seen any other doctors for this condition?
Date Name Type of doctor (MD, DO, DC, etc.) Results
Describe your condition:
Constant Intense Migraine Dull
Comes and goes Mild Numb Sharp
Chronic Nagging Burning Localized
Severe Cramping Aching Radiating
Please mark Y or N for each item, including both past and present conditions.
Family History Y N Diabetes
Y N Diabetes Y N Othergland problems
Y N Thyroid disease
Y N Kidney disease Eye / Ear / Nose / Throat
Y N Highblood pressure Y N Visual problems
Y N Heartdisease Y N  Glasses/ contacts since
Y N Cancer Y N Eyeredness/swelling / tearing / itching
Y N  Otherserious disease Y N Eyepain
Y N Difficulty hearing
General History Y N Ringingin ears/ dizziness
Y N Change in height or weight Y N Earinfections/ pain
Y N Fever/ chills / sweats Y N Nosebleeds
Y N Allergies Y N Change in ability to smell / taste
Y N Anemia Y N Sinusinfection
Y N Bleeding/ bruising Y N Hoarseness / change in voice
Y N Fatigue / weakness / lethargy Y N Difficulty chewing / swallowing
Y N Other Y N  Growths/ lesions in mouth or throat
_ Y N Dental problems
Endocrine System Y N Othereye/ ear/ nose/ throat problem
Y N Intolerance to heat / cold
Y N Thyroid problems




Gastrointestinal System

Y
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Change in appetite

Food intolerance

Nausea / vomiting

Peptic ulcer

Indigestion / heartburn

Abdominal pain / swelling

Abnormal / frequent gas

Change in bowel habits or stool (frequency,
color, consistency)

Diarrhea

Constipation

Hiatal hernia

Hemorrhoids

Gallbladder problems

Liver disease
Alcohol usage: type
amount per
Other gastrointestinal problems

Pulmonary System

Y
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Difficulty breathing / shortness of breath
Cough

Wheezing / asthma

Tuberculosis / TB exposure / + TB test
Respiratory infection / pneumonia
Cigarette smoking history

daily # # years

quit
Other tobacco use: cigar

pipe chewing tobacco
Exposure to toxic fumes / chemicals
Sensitivity to chemicals

Other pulmonary problems

Cardiovascular System

Y
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Shortness of breath from exercise
Chest discomfort / tightness / pain
Palpitations

High blood pressure

Ankle swelling

Fainting

Sudden calf pain when walking
Past heart disease

Rheumatic fever

Other heart problems

Urinary System

Y
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Frequent urination

# times/day /night
Urinary urgency / burning
Change in urine (color, blood, etc.)
Urinary hesitancy

Difficulty holding urine
Discharge

Urinary tract infection

Kidney disease / stones
Pelvic / flank (side) pain
Other urinary problem

Breast lumps / masses / growths
Breast implants

Breast tenderness

Dimples in breast

Change in color / size / shape
Nipple discharge

Other breast problems

Reproductive System

Y
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Genital lesions / masses / growths
Genital pain

Genital discharge

Venereal disease

Change in sex drive

Pain during sexual relations
Sexual dysfunction / impotence
Birth control method

type since

Other reproductive problems

Skin / Hair / Nails
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Change in skin texture / temperature
Excessive dryness / perspiration
Unusual skin coloration

Rash / itching / lesions

Skin growths / moles

Changes in moles / skin cancer
Change in hair texture / condition
Change in hair growth / loss

Change in shape / color / condition of
fingernails or toenails

Other skin / hair / nail problems



Neurological System
Y Frequent or severe headaches Please list ALL medications or supplements you are

Seizures taking:
Tics / spasms

Dizziness / fainting
Sensory disturbances (tingling /numbness)

Unusual weakness

Loss of coordination
Head trauma
Type Date

Please list ALL accidents you have had (auto, bicycle,
falls, etc):
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Stroke
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Other neurological problem

Musculoskeletal System

Limited range of motion Please list ALL hospitalizations you have had:
Joint pain / swelling
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Muscle cramps / spasms

Muscle weakness

Neck pain / stiffness

Pain radiating down arm

Upper / midback pain / stiffness

Low back pain / stiffness
Pain radiating down leg Infant History — complete for children 3 and under
Buttock pain Gestation: weeks

Hip pain Y Normal pregnancy

Shoulder 7 arm / wrist / hand problems Complications during pregnancy

Leg / knee / ankle / foot problems Normal delivery
Complications during labor / delivery

C-section

Breech delivery

Forceps / vacuum extraction delivery
Medications taken during delivery
Congenital problems

Normal developmental milestones (sit,
Diet / Recreation / Rest crawl, walk, talk, etc.)

N  Diet well balanced Y N Breastfed: how long
Skip breakfast Childhood diseases:

Eat between meals
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Psychological History
Y N Anxiety
Y N Depression
Y N High stress level
Y N Other psychological problems
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Eat junk food frequently

Special diet (e.g., vegetarian) Immunizations:
Exercise regularly
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type frequency
type frequency
Y N  Getenough rest
# hours sleep/night
quality of sleep: __good __ fair __ poor




OAKBRIDGE

Terms of Acceptance

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for
both to be working toward the same objective.

Chiropractic has only one goal. It is important that each patient understand both the objective and the
method that will be used to attain it. This will prevent any confusion or disappointment.

Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of
vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine.

Health: A state of optimal physical, mental and social well-being, not merely the absence of disease or
infirmity.

Vertebral Subluxation: A misalignment of one or more of the 24 vertebrae in the spinal column that
causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a
lessening of the body’s innate ability to express its maximum health potential.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. However,
if during the course of a chiropractic spinal examination, we encounter non-chiropractic or unusual
findings, we will advise you. If you desire advice, diagnosis or treatment for those findings, we will
recommend that you seek the services of a health care provider who specializes in that area.

Regardless of what the disease is called, we do not offer to treat it, nor do we offer advice regarding
treatment prescribed by others. OUR ONLY PRACTICE OBIJECTIVE is to eliminate a major interference
to the expression of the body’s innate wisdom. Our only method is specific adjusting to correct vertebral
subluxations.

l, have read and fully understand the above statements.
(print name)

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to
my complete satisfaction.

| therefore accept chiropractic care on this basis.

(signature) (date)



QAKBRIDGE

Susan A. Hooper, Ph.D., D.C.
3750 Palladian Village Drive, Suite 110
Marietta, GA 30066

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES

Patient Name:

| hereby acknowledge that | have received the Notice of Privacy Practices statement of
Oakbridge Chiropractic.

Signature: Date:




OAKBRIDGE

Susan A. Hooper, Ph.D., D.C.
3750 Palladian Village Drive, Suite 110
Marietta, GA 30066
(770) 592-7995

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT
YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

If you have any questions about this notice, please contact Susan A. Hooper, Ph.D., D.C. at our office at 3750
Palladian Village Drive, Suite 110, Marietta, GA 30066 in person or by phone at (770) 592- 7995.

WHO WILL FOLLOW THIS NOTICE

This notice describes the information privacy practices followed by our employees, staff and other office
personnel. The practices described in this notice will also be followed by health care providers you consult with
by telephone (when your regular health care provider from our office is not available) who provide "call coverage”
for your health care provider.

YOUR HEALTH INFORMATION

This notice applies to the information and records we have about your health, health status, and the health care
and services you receive at this office.

We are required by law to give you this notice. It will tell you about the ways in which we may use and disclose
health information about you and describes your rights and our obligations regarding the use and disclosure of that
information.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

For Treatment \We may use health information about you to provide you with chiropractic treatment or services.
We may disclose health information about you to doctors, nurses, technicians, office staff or other personnel who
are involved in taking care of you and your health.

For example, your doctor may be treating you for headaches and may need to know if you have other health
problems that could complicate your treatment. The doctor may use your medical history to decide what
treatment is best for you. The doctor may also tell another doctor about your condition so that doctor can help
determine the most appropriate care for you.

Personnel in our office may share information about you and disclose information to people who do not work in
our office in order to coordinate your care, such as scheduling lab work and ordering X-Rays. Family members



and other health care providers may be part of your medical care outside this office and may require information
about you that we have.

For Payment We may use and disclose health information about you so that the treatment and services you
receive at this office may be billed to and payment may be collected from you, an insurance company or a third
party. For example, we may need to give your health plan information about a service you received here so your
health plan will pay us or reimburse you for the service. We may also tell your health plan about a treatment you
are going to receive to obtain prior approval, or to determine whether your plan will cover the treatment.

For Health Care Operations \We may use and disclose health information about you in order to run the office and
make sure that you and our other patients receive quality care. For example, we may use your health information
to evaluate the performance of our staff in caring for you. We may also use health information about all or many of
our patients to help us decide what additional services we should offer, how we can become more efficient, or
whether certain new treatments are effective.

Appointment Reminders \We may contact you as a reminder that you have an appointment for treatment or
chiropractic care at the office.

Birthday Cards \We may also send you birthday cards.

Treatment Alternatives \We may tell you about or recommend possible treatment options or alternatives that
may be of interest to you.

Health-Related Products and Services We may inform you verbally or by mail about health-related products or
services that may be of interest to you or information pertinent to your condition, new research, treatment
options, or other health related information.

Please notify us if you do not wish to be contacted for appointment reminders or birthday cards, or if you do not
wish to receive communications about treatment alternatives or health-related products and services. If you
advise us in writing (at the address listed at the top of this Notice) that you do not wish to receive such
communications, we will not use or disclose your information for these purposes.

You may revoke your Consentat any time by giving us written notice. Your revocation will be effective when we
receive it, but it will not apply to any uses and disclosures that occurred before that time.

If you do revoke your Consent, we will not be permitted to use or disclose information for purposes of treatment,
payment or health care operations, and we may therefore choose to discontinue providing you with health care
treatment and services.

SPECIAL SITUATIONS

We may use or disclose health information about you without your permission for the following purposes, subject
to all applicable legal requirements and limitations:

To Avert a Serious Threat to Health or Safety \We may use and disclose health information about you when
necessary to prevent a serious threat to your health and safety or the health and safety of the public or another
person.

Required By Law We will disclose health information about you when required to do so by federal, state or local
law.




Research \We may use and disclose health information about you for research projects that are subject to a special
approval process. We will ask you for your permission if the researcher will have access to your name, address or
other information that reveals who you are, or will be involved in your care at the office.

Organ and Tissue Donation If you are an organ donor, we may release health information to organizations that
handle organ procurement or organ, eye or tissue transplantation or to an organ donation bank, as necessary to
facilitate such donation and transplantation.

Military, Veterans, National Security and Intelligence If you are or were a member of the armed forces, or part
of the national security or intelligence communities, we may be required by military command or other
government authorities to release health information about you. We may also release information about foreign
military personnel to the appropriate foreign military authority.

Workers' Compensation \We may release health information about you for workers' compensation or similar
programs. These programs provide benefits for work-related injuries or illness.

Public Health Risks \We may disclose health information about you for public health reasons in order to prevent
or control disease, injury or disability; or report births, deaths, suspected abuse or neglect, non-accidental physical
injuries, reactions to medications or problems with products.

Health Oversight Activities \WWe may disclose health information to a health oversight agency for audits,
investigations, inspections, or licensing purposes. These disclosures may be necessary for certain state and federal
agencies to monitor the health care system, government programs, and compliance with civil rights laws.

Lawsuits and Disputes If you are involved in a lawsuit or a dispute, we may disclose health information about
you in response to a court or administrative order. Subject to all applicable legal requirements, we may also
disclose health information about you in response to a subpoena.

Law Enforcement \We may release health information if asked to do so by a law enforcement official in response
to a court order, subpoena, warrant, summons or similar process, subject to all applicable legal requirements.

Coroners, Medical Examiners and Funeral Directors \We may release health information to a coroner or
medical examiner. This may be necessary, for example, to identify a deceased person or determine the cause of
death.

Information Not Personally Identifiable \We may use or disclose health information about you in a way that
does not personally identify you or reveal who you are.

Family and Friends \We may disclose health information about you to your family members or friends if we
obtain your verbal agreement to do so or if we give you an opportunity to object to such a disclosure and you do
not raise an objection. We may also disclose health information to your family or friends if we can infer from the
circumstances, based on our professional judgment that you would not object. For example, we may assume you
agree to our disclosure of your personal health information to your spouse when you bring your spouse with you
into the exam room during treatment or while treatment is discussed.

In situations where you are not capable of giving consent (because you are not present or due to your incapacity
or medical emergency), we may, using our professional judgment, determine that a disclosure to your family
member or friend is in your best interest. In that situation, we will disclose only health information relevant to the
person's involvement in your care. We may also use our professional judgment and experience to make
reasonable inferences that it is in your best interest to allow another person to act on your behalf to pick up, for
example, medical supplies, or x-rays.

OTHER USES AND DISCLOSURES OF HEALTH INFORMATION




We will not use or disclose your health information for any purpose other than those identified in the previous
sections without your specific, written Authorization. \We must obtain your Authorization separate from any
Consentwe may have obtained from you. If you give us Authorizationto use or disclose health information about
you, you may revoke that Authorization, in writing, at any time. If you revoke your Authorization, we will no
longer use or disclose information about you for the reasons covered by your written Authorization, but we cannot
take back any uses or disclosures already made with your permission.

If we have HIV or substance abuse information about you, we cannot release that information without a special
signed, written authorization (different than the Authorizationand Consentmentioned above) from you. In order
to disclose these types of records for purposes of treatment, payment or health care operations, we will have to
have both your signed Consentand a special written Authorizationthat complies with the law governing HIV or
substance abuse records.

YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU

You have the following rights regarding health information we maintain about you:

Right to Inspect and Copy You have the right to inspect and copy your health information, such as medical and
billing records, that we use to make decisions about your care. You must submit a written request to Susan A.
Hooper, Ph.D., D.C. in order to inspect and/or copy your health information. If you request a copy of the
information, we may charge a fee for the costs of copying, mailing or other associated supplies. We may deny your
request to inspect and/or copy in certain limited circumstances. If you are denied access to your health
information, you may ask that the denial be reviewed. If such a review is required by law, we will select a licensed
health care professional to review your request and our denial. The person conducting the review will not be the
person who denied your request, and we will comply with the outcome of the review.

Right to Amend If you believe health 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 as long as the information is kept by this
office.

To request an amendment, complete and submit a Medical Record Amendment/Correction Form to Susan A.
Hooper, Ph.D., D.C. We may deny your 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 you ask us to amend information that:

a) We did not create, unless the person or entity that created the information is no longer available to
make the amendment.

b) Is not part of the health information that we keep.

¢) You would not be permitted to inspect and copy.

d) Is accurate and complete.

Right to an Accounting of Disclosures You have the right to request an "accounting of disclosures.” This is a list
of the disclosures we made of medical information about you for purposes other than treatment, payment and
health care operations. To obtain this list, you must submit your request in writing to Susan A. Hooper, Ph.D.,
D.C. It must state a time period, which may not be longer than six years and may not include dates before April 14,
2003. Your request should indicate in what form you want the list (for example, on paper, electronically). We
may charge you for the costs of providing the list. We will notify you of the cost involved and you may choose to
withdraw or modify your request at that time before any costs are incurred.

Right to Request Restrictions You have the right to request a restriction or limitation on the health information
we use or disclose about you for treatment, payment or health care operations. You also have the right to request a
limit on the health information we disclose about you to someone who is involved in your care or the payment for




it, like a family member or friend. For example, you could ask that we not use or disclose information about a
surgery you had.

We are Not Required to Agree to Your Request If we do agree, we will comply with your request unless the
information is needed to provide you emergency treatment.

To request restrictions, you may complete and submit ¢ Request for Restriction on Use/Disclosure of Medical
Informationto Susan A. Hooper, Ph.D., D.C.

Right to Request Confidential Communications You have the right to request that we communicate with you
about medical matters in a certain way or at a certain location. For example, you can ask that we only contact you
at work or by mail.

To request confidential communications, you may complete and submit the Request For Restriction On
Use/Disclosure Of Medical Information Ana/Or Confidential Communicationto Susan A. Hooper, Ph.D., D.C..
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 contacted.

Right to a Paper Copy of This Notice You have the right to a paper copy of this notice. You may ask us to give
you a copy of this notice at any time. Even if you have agreed to receive it electronically, you are still entitled to a
paper copy. To obtain such a copy, contact Susan A. Hooper, Ph.D., D.C..

CHANGES TO THIS NOTICE

We reserve the right to change this notice, and to make the revised or changed notice effective for medical
information we already have about you as well as any information we receive in the future. We will post a
summary of the current notice in the office with its effective date in the top right hand corner. You are entitled to a
copy of the notice currently in effect.

COMPLAINTS

If you believe your privacy rights have been violated, you may file a complaint with our office or with the
Secretary of the Department of Health and Human Services. To file a complaint with our office, contact Susan A.
Hooper, Ph.D., D.C. at our office at 3750 Palladian Village Drive, Marietta, GA 30066 in person or by phone
at (770) 592-7995 or fax (770) 592-7987. You will not be penalized for filing a complaint.



