WELCOME

Date / /

Name | preferred to be calied

Address

Home Phone__|( )

Cell Phone_{ )

Work Phone { )

Circle appropriate choice. | prefer to be contacted on my:

HOME PHONE WORK PHONE CELL PHONE

Email

Employer Occupation
Date of Birth / /

Circle Appropriate choice:
MINOR SINGLE MARRIED DIVORCED SEPERATED WIDOWED

Spouse or Parents Name

Emergency Contact Phonett Relationship

Allow my emergency contact access to my PHI and billing information if necessary_ _yes

Primary Medical Doctor Phone#

Clinic

When doctors work together it benefits you. Do we have permission to contact your primary healthcare provider

regarding your care?__yes no

wWhom may we thank for referring you?




Patient name . Date

1What are your major complaints_? A)

8)

C)

Z)Whatdofouthinihmg—!ﬂyo{n'pmbleﬁﬁ

3) How long have you had this condition?

4) Have you had this or similar conditions before? Yes or No (Circle One). Please Describe:

5) Did this condition start: Graduvally or Suddenly (Circle One).

6) Is this condition gefting: Better or Worse ¢ Staysthe Same (Circle One).

7) Is this condition: Constant or Comes and goes (Circle One).

8) If you have pajm. isit: Sharp or Dull or Buming or Aching or Throbbing of Numb/Tingling
9) Does this condition affect your: Amms or Legs or Other

10) Is this condition worge a: Moming or Evening gr No Difference (Circle One).
11) What activities or positions gggravate this condition?

12) What activities or positions relieve this condition?

13) Is this condition interfering with your: Work gr Sleep or Daily Routine or Other

14) Is there anything you have tried yourself to reljeye this condition, such as: (Circle all that apply)
Heat or Ice of Rest or Exercise gr Pills ¢gr Other

15) Have you seen any other doctors for this condition? Yes or No (Circle One).
I so, whom?

16) If you saw another doctor, did he treat you or prescribe anything for you? Yes or No (Circle One).
Hf so, please describe

17) Have you lost any days from work with this condition? Yes or No (Circle One).
18) Have others in your family had this or similar conditions? Yes ¢r No (Circle One).
If so, please describe

19) Have you had any previows accidents or injurics within:
Oneyear of Fiveyears or OverSyears or Never (Circle One).
If s0, please describe

20) Do you take ANY medicationg? Yes or No (Circle One). Please Describe:

21) List all your gargeries and years you had them:

22) Have you had any previous chivopractic care? Yes or No (Circle One).
If so, from whom and when

For what kind of problem?

23) Have you ever had any mental or emotional disorders? Yes or No (Circle One).




Patient Name:

Lifestyle / Seif Care lssues

Have you ever smoked cigarettes? 1 Yes O No

" Kyes, pecks per day. Smokad for____ years
Are you still smeking? O Yes (0 No

Do you drink caffeinated beverages? C Yes 0 No
I yas, cups, cans, etc/per day

Do you drink alcohot? O Yes O No

i yes, mumber of drinks Aweek

Previous drug/alcohol problems? O Yes O No

Do you manage stress well? O Yes O No O Nead Help

De you exercise requlary? O Yes G No
TypefFrequancy

Do you sesp soundly? O Yes O No
Are you satisfied with your soclal life? D Yes O No
1s your diet healthy enough? O Yes O No

O Not Sure D Need Help

Diet Habits and Typical Daily Intake

Broakfast:

Lunch;

Dinner;

Snacks:

Flutds: Cups of water:

Current Madications

Other Fluids:

Dosage = Timesiday

Currant Vitamins/Horbs

Dosage Timeos/day

Review of Systems: (circle current problams, check past probloms)

Constitutional “Ears, Nose, Mouth, Throat
__decreased slaep __ringing ears
___lmegular slsep __nose blesds
__exceseive slsap __postnassl drip
___paor appelite ___Elinus problems
_lavers __froibie with tasta/smell
_Lhiks __ poor hearing
_.food cravings __earachss
__weight loss __ bad breath
__weight gain __headachaes
__fatigue __facial pain

Jjaw clicks
immuna Systam __teeth probiens

__foo many infections __ grinding feeth
—sllergiesto foodor  __trouble chewing

environment ___Sora throats
__other concerng

Eyes
Mood, Thoughts, —_eya pain
And Emotions -blurred vision
__manic episodes __Poar vision__day__night
__enemy problems  __wear comective lenses
__spirttual neads __near or far sighted
__anger problems ___other;
__depression
lonliness Breathing and Lungs
__apathy __shortness of breath

__don't care anymore __wheezing or asthma
__panicffear attacks  __repented colds or filu

__amdety __cough, dry or irrilating
__hopelessness __cough up mucus or blood
_ lsotated from family
Frionds, & coworkers  Heart & Circulation
_.chast pain
Skin & Halr _lightheadedness
__mole changes __palpations
__dry skinfeczema __cold handsffeet
__rashes! hives __fainting
__heir loss —Swelling feet
__hiood clots
Hormones/Metabolism __varicose veins
__thyroid trouble
__fiuid relention

__waight and diet troubls

Digestion and Intestines

_ [ndigestion
__beiching
__difficult swallowing
__heartbum
__hausea

__liver trouble
__vomiting

__blood in stools

__diarrhea

_foods that upsat your stomach

__cramping bowels
—gassy gut
_constipation
__abdominal pain
__recial pain or iiching
__hemmroids

Nerves, Movement, Brain

. seizures

__nerva pains
__poor batance
___poor coordination
._tremors or shaking
__humbness
__dizziness

—_poor memory
__trouble sleaping

Muacies, Bones, Joints

__heck pain

__bhack pain

__muscle pain

__muscie weakness

__muscle cramps
__joint swelling
__painful joints R__L__
__shouider __elbow
_hip __knee __ankis

foot __tne __ hand

__wrist__ fingers

Urlne, Kicneys, Bladder
__ tecreased urine flow
__blood/pus in urine

—_ painful urination

. wake up o uringts
__kidney stones

. loss control of ufine
___sudden urges to pee
__frequent urination

Women's Reproductive
__ age period started
_ humber of pregnancies
__pregnancies kst
__past fertility problems
number of live births
__children currantly living
...age period stopped/
menopalise

Sexual Organs
___sares on genitals
__iumps or swelling
__emction problems
. poor sexual response
__pain with sex
_Infertiity
—repeated Infactions
Woman:

__pelvic pain

__vaginal gischarge
__pairful periods

__PMS symptoms
__hoi flashes

__Hching or soreness
__breast lumps or pain
__breasts leak fluld

Blood System
__lymph giand swelling
__anamia

__easy brulsing




INFORMED CONSENT

Medical doctors, Chiropractic doctors, Osteopathic doctors, and physical therapists who
perform manipulation are required by law to obtain your informed consent before starting
treatment.

| do hereby give my consent to the treatment that is necessary for my particular case. This care
may include consultation, examination, spinal adjustments and other chiropractic procedures,
physical therapy, diagnostic x-rays, acupuncture.

Furthermore, | authorize and agree to allow the doctor of chiropractic named below and /or
other licensed doctors of chiropractic 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 to work
with my spine through the use of spinal adjustments and rehabilitative exercises for the sole
purpose of postural and structural restoration to allow for normal biomechanical motion and
neurological function.

I understand and am informed that as in the practice of medicine, in the practice of
chiropractic, there are some risks to treatment. | do not expect the doctor to be able to
anticipate all risks and complication, and | wish to rely on the doctor to exercise judgment
during the course of the procedure which the doctor feels at the time b based upon the facts
then known, is in my best interests. The doctor will not be held responsible for any health
conditions or diagnoses that are preexisting given by anther heath care practitioner or are not
related to the spinal structural conditions treated at this clinic. Tests have been or will be
performed on me to minimize the risk of any complication from treatment and | freely assume
these risks.

!, have read or have had read to me, the above consent. |
have also had the opportunity to ask questions about this consent, and by signing below, |
agree to the care, ! intend this consent form to cover the entire course for treatment for my
present condition and for any future condition for which | seek treatment.

Signature date

CONSENT TO TREATMENT OF A MINOR

As of this date, | have the egal right to select and authorize health care services for the minor
child named below. If applicable, under the terms and conditions of my divorce, separation, or
other legal authorization, the consent of a spouse/former spouse, or their parent is not
required. If my authority to select and authorize this care should be revoked or modified in any
way, | will immediately notify this office.

{ authorize this minor child, to receive treatment at this office
when | am not present. Yes. No

Relationship to child
Parent or Guardian signature date




FINANCIAL RESPONSIBILITY AGREEMENT

» |understand that as a patient of Dr. Jasmine Kim, it is my responsibility to know my insurance plan and what benefits are
covered, to know if and when a referral is necessary and to have verified that the providerl am seeking care from is in
network with my benefits. Any balance remaining after insurance has paid is my responsibility in fuil.

+ |also understand and accept that | wilt be responsible for charges in the following situations in accordance with state
provider billing guidelines.

1. All payments are due at the time of service, including copays, co-insurance, deductibles, and non-covered services.
2. Any covered and non-covered services are the responsibility of the patient at the rate determined by the insurance
company's explanation of benefits. Final approva! of coverage is based on the explanation of benefits after the

claim has been filed.
3. If unable to make your appointment, please notify our office at least 24 hours’ notice out of respect and courtesy
to other patients. After two missed/cancelled visits without 24-hour notice, you will be charged $50.00 for each
visit that is missed.
It is our policy to collect $25 for returned checks to cover any fees that apply from the transaction.
5. if full payment is not received, the card on file will automatically be charged for the remaining balance that the end
of each business day unless other arrangement are made in advance. If you are unable to pay in full, please ask
about payment plan options.

Eal

6.
Designation of Authorized Representative

* | do hereby designate Dr. Jasmine Kim Inc to the full extent permissible under the Employee Retirement income Security
Act of 1974{"ERISA”) and as provided in 29CR 2560-503-1(b}4 to atherwise act on my behalf to pursue daims and exercise
all rights connected with my employee health care benefit plan, with respect to any medical or their health care expenses
incurred as a result of the service | receive from Dr. Kim. These rights include the right to act on my behalf with respect to
initial determinations of claims, to pursue appeals of benefit determinations under the plan, to obtain records, and to claim
on my behalf such medical or other health care service benefits, health care benefit plan reimbursement and to pursue any
or the applicable remedies.

» | do hereby authorize Dr. Jasmine Kim to act on my behalf to pursue claims and exercise all rights in order to collect
payments with respect to any medical or other health care expenses incurred as a result of the service | receive from Dr.
Jasmine Kim.

Payment method. Self-Pay. Health Insurance. Autoinsurance. Worker's Compensation. Other

if you are here for treatment due to an Auto injury or WC injury, please ask front desk for additional
paperwork.

Insurance Carrier Policy number Group number

Insured’s Name Insured’s date of birth retationship to insured

Billing address, if different from patient.

Name Address

City State Zip code -

By signing this form, | agree to this financial agreement and acknowledge that | have read and understand that | will assume full
responsibility for the total billed charges related to any and all non- covered services.

Signature of patient date




NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABOUT YU MAY BE USED AND

DISCLOSED AND HOW YOU CAN GET ACCESS TQO THIS INFORMATION.

The Health and Portability and aAcountability Act of 1996{“HIPPA”) is a federal program that requires that all medical records and other individually identifiable
health information used or disclosed by us in any form, whether electronically, on paper, or orally, are kept properly confidential.

In the course of your care a s a patient of at the office of Dr. Jasmine Kim, we may need to use or disclose personal and health related information about you in the
following ways:

*  Your personal health information including your clinical records, may be disclosed to ancther health care provider or hospital if it is necessary to refer you
for further diagnosis, assessment or treatment.

*  Your health care records as well as your billing records may be disclosed to another party, such as an insurance carrier, an HMO, a PPO, or your employer if
they are responsible for payment of your services,

= Your name, address, email, phone number, and your health care records may be used to contact you regarding appolintment reminders or other
appointment related issues, to provide information about alternatives to your present care or other health related information that may be of interest to
you. Periodically, thank you letters, referral cards, newsletters, birthday cards, postcards, paper clippings or email messages may be sent.

If you are not at home to receive an appointment reminder, a message me be left on your answering machine or with another member of your family of the
household. Further, you have the right to inspect or obtain a copy of the information we will use for these purposes. You also have the right to refuse to provide
authorization for this office to contact you regarding these matters. if you do not provide us with this authorization, it will not affect the care provided to you or the
reimbursement avenues associated with your care.

s  Under federal law, we are also permitted or required to use or disclose your health insurance without your consent or autherization in the following

circumstances.

We are providing health care services to you in 2n emergency.

if we are required by law to provide care ta you and we are unable to obtain your consent after attempting to do so.

if there are substantial barriers to communicating with you but in our professional judgement, we believe that you intend for us to provide care.

if we are order by the courts or another appropriate agency

Any use of disciosure of your protected health information other than as described in the examples outlined above, will only be made upon your written
authorization.

We normally provide information about your heatth care to you in person at the time you receive care from us. We may also mail information to you regarding your
care, insurance forms, or about the status of your account. If you would like to receive this information at an address other than your home or, If you would like
information in a different form, please advise us in writing as to your preferences,

We are required by state and federal law to maintain the privacy of your patient file and to protect the health information therein. We are also required to provide
you with this notice of our privacy practices with respect to your health information.

We are further required by law to abide by the terms of this notice while it is in effect. We reserve the right to alter or amend the terms of this privacy notice. If
changes are made to your privacy notice, we will notify you in writing as soon as possible foliowing the changes. Any change in our privacy notice will apply for all of
your information in our files,

In addition, we may disclose your Personal Health Information to a family or dose friend they accompany you while receiving health care services or if we determine
that it Is in your best interest so we can provide you with the best health care possible. We may alsa disclose your PHI to a family member or someone else who helps
pay for your heatth tare treatment.

*  You have the right to inspect and copy PHI that me be used to make decisions about your care, induding medical and billing records. You must submit your
request in writing. We will respond within 30 days.

. Email risk and responsibility. As the intemet is not secure or private, unauthorized people may be able to intercept, read and possibly modify email you
send to or receive from us.it is solely your responsibility to protect your own email account, password and computer against access by unauthorized
people. Since emails can easily be copied, printed, and forwarded, you should be careful regarding to whom you send information. We reserve the right to
save your email and include your email for informaticn contalned in your medical record. You should immediately inform us of a changa In your email
address. If you wish to withdraw the consent to cormmunicate by email, you must send it in writing stating such.

= Youunderstand that if you opt for appointment reminders via text that you will receive text reminders. You also understand that if you respond to this to
change/reschedule/confirm via text, it utilized email to relay communication.

*  You understand that it is your choite to communicate via social media platforms and that if you choose to communicate via social media, you have
consented to utilizing this platform for future communication.

If you have a complaint regarding our privacy notice and for privacy practices or would like further information about our privacy policies and practices, please
contact Dr. Jasmine Kim.

Dr. jasmine Kim Inc will use reasonable means to protect the privacy of the patient’s heatth information. However, because of the risks outiined above, we cannot
guarantee that emall will be confidential. Additionally, Dr. jasmine Kim Inc will not be liable in the event that you or anyone else inappropriately uses or accesses you
email. We sill not be fiable for improper disclosure of your health information that is not caused my intentional misconduct by agents of Dr. Jasmine Kim, Inc.

By signing below, | acknowiedge that | have read and fully understand this consent form. { understand that this consent is valid until such time as | revoke the consent
s outline above, except to the extent that a person who is to make communication has atreadly acted in reliance upon this authorization.

Name please print{minors name) signature Date



Neck Disability Index
Questionnaire (ND1)

Name: Date:

This qmmfmsmmm enable us to understand how much your neck pain has affected your ability to manage everyday
activities. Mmanmremsmnbyd:tﬁngmmmmatmastappﬁestom. We reolize that you may feel thot more than
one statement may relate to you, but Please just circle the one cholce which closaly describes your problem Hight now.

-__The pain is severe and does niot vary much.
e
SECTION 2—Personal Care (Washing, Dressing etc.)

SECTION 1—Pain Intensity

| have no pain at the moment

The pain Is mild at the moment.

The pain comes and goes and s moderate.
The pain is and does not vary much,
Thepalniss but comes and goes,

MR O®

SECTYON 6 - Concentration

| &an concentrate fully when | want to with no difficuity.

| can concentrate fully when [ want to with siight difficulty.

I have a fair degree of difficulty In concentrating when | want to.
i have a lot of difficulty in concentrating when [ want to,

i have a great deal of difficulty in concentrating when | want to,
| cannot concentrate at all.

nmoner

SECTION 7--Work

A. | can look after myself without causing extra:pain. A, !can doas much work as | want to.

8. tcan look after myself normally but it causes extra pain. B. Ican only do my usual work, but ne more,

C  Itis painful to look after myseif and | am siow and careful. C. [can do most of my usual work, but no more.

0. 1need some help, but manage most of my personal care. D. {cannot do my usual work.

E.  Ineed help evety day in most aspects of self-care. E. !can hardly do any work at all.

F, ldgﬂmgadmeﬂwamwﬂd_g@yinbed_:_ﬁ F.=§=canmtdoﬂywukata_l1:____ ]

SECTION 3-Liting SECTION 8--Driving

A, tcan lift heavy welghts without extra pain. A. | can drive my car without neck pain.

B. !can lift heavy weights, but it causes extra pain. 8. {can drive my car as long as | want with slight pain in my neck.

C. Pain prevents me from lifting heavy weights off the floor but1  {{C. | can drive my car as long as | want with moderate paln in my
can If they are conveniently positioned, for example on a tahle. neck,

D. Pain prevents me from lifting heavy weights, but | can manage ||D. | cannot drive my car as long as | want because of moderate
light to medium weights If they are convenlently positoned. pain in my nack,

E. 1can it very light weights. ' €. |can hardly drive my car at all because of severe pain in my

F. 1cannot fift or carty anything:at all. neck,

SECTION 4 —Reading F. ) cannot drive my car at all.

A. 1canread as much as | want to with no pain in my neck. SECTION 9--Slesping

B. ican read as much as | want with slight pain in my neck. 1 have no trouble sleeping

€. lcan read ss much as | want with moderate pain in my neck. My sleep is slightly disturbed (less than 1 hour sleepless),

D. 1cannot read as much as | want because of modecate pain in my

neck.
1 cannot read as much as | want becausé of severe pain in my
neck.

. 1cannot read at all.

m

SECTION 5-Heatache

A. 1have no headaches at all.

B. |have slight headaches which come Infrequently.

€. 1have moderate ieadaches which-come in-frequently.
D. |have moderate headaches which come frequently.

E. |have severe headaches which come frequently.

F. 1have hepdaches aimost all the time.

My sleep is moderately disturbed {2-3 hours sleepless).
My sleep Is greatly disturbed {3-5 hours sleepless).

A

B.

C. My sieep Is mikily disturbed {1-2 hours sleepless).

D,

E.

F. My sleep is completely disturbed (5-7 hours sleepless).

DISABILITY INDEX SCORE: %

SECTION 10-Recreation

A. 1am able engage In all recreationa! activities with no pain in my
necik at all.

B. 1am able engage In all racreational activities with some pain in

my neck,

HE. | am able engage in most, but not all recreational activities

because of pain in my neck,

D. lam able engage in a few of my usual recreational artivities
because of pain In my neck.

£. 1can hardly do any recreational activities because of pain in my
neck,

F. Icannot do any recreational activities all all.

Source: Vernan H, Mior 5. The Neck Disability Index: a study of

rellability and vatidity. ) Manipulative Physiol Ther 1991;14{7):409-
15. _
© Vernon H & Hagino ¢, 1991 {with permission from Fairbank)




Revised Oswestry
Disability Index (OD})

Name: Date:

This questionnaire is designed to enabile us to understand how much your neck pain has affected your ability to manage everydoy

activities. Please answer each Section by circling the ONE CHOICE that most opplies to you. We realize that you may feel that more than
one statement may relate to you, but Please Just crcla the one cholce which dosely describes your probilem right now.,

SECTION 1 ~ Pain Intensity

The pain comes and goes and is very mild
The pain Is mild and does not vary imuch.

A

SECTION 6 - Standing

| can stand as long as | want without pain.

A,
8. B. 1 in whi ; ;
C. The pain comes and goes and is moderate. ﬂ'::e some pain while standing, but It does not increase with
D. The pain is moderate and does not vary much. C. lcannot stand for more than one hour without increasing pain.
E. The pain !s severe hut comes and goes. D. | cannot stand for more than % hour without increasing pain.
F. _The pain is severe and does not vary much. E. | cannot stand for more than 10 minutes without Increasing
SECTION 2 - Personal Care paln. _ ,
A. | wouid not have to change my way of washing or dressing in | LI | 240id standing because it increases my pain right away,
order to avoid pain. SECTION 7 - Sleeping '
B. ldo notnormally change my way of washing or dressingeven [lA. | have no pain in bed.
though it causes some pain. B. [have pain in bed but it does not prevent me from sleeping
C.  Washing and dressing increases the pain, but | manage not to well.
change nty way of doing it. C. Because of pain | only steep % of normal time.
D. Washing and dressing increases the pain, and | find it necessary ||D. Because of Rpain [ only sleep % of normal time.
to change my way of doing it. E. Because of pain | only sleep % of narmal time.
€. Because of the pain, | 2m unable to do some washing or F. Pain prevents me from sleeping at all.
dressing without help.
F.  Because of the pain, | am unable to do any washing and SECTION 8 Ts“h’ Life
dressing without help. A. My sodial life is normal and gives me no pain. )
8. My social life is normal, but increases the degree of pain.
SECTION 3 —Lifting C  Pain prevents me from participating in mote energetic activities,
A. lcanlift heavy weights without extra pain. eg sparts, dancing.
B. lcanlift heavy weights, but it causes extra pain. D. Pain prevents me from going out very often,
C. Pain prevents me from lifting heavy weights off the floor but | E. Pain has restricted my sodial life 10 home.
can if they are conveniently positioned, for example on atable. ||F. 1 hardly have any socia) life because of pain,
D. Pain prevents me from lifting heavy weights off of the floor.
E. Pain prevents me from lifting heavy weights, but i can manage || Sco1ON 9~ Traveling ,
light to medium weights if they are conveniently positioned A.  1get no pain ‘.Vh“e traveling.
F. | can only lift vary light welghts at the most B. |get some pain while traveling but none of my usual forms of
g : . travel make it any worse.
SECTION 4 —Walldng C. |get some pain while traveling, but it does not cause me to seek
A. | have no pain walking. alternative forms of travel,
B. {have some paln walking, but | can still walk my required D. [get extra pain from travel that touses me to seck altemative
normal distances. forms of travel.
C. Pain prevents me from walking long distances, E. Pain restricts me from all forms of travel,
D. Pain prevents me from walking intermediata distances. F. Paln restricts me from afl forms of travel, except that done lying
E. Pain prevents me from walking even short distances. down.
F._Pain prevents me fram walking at all. SECTION 10 - Employment / Homemaking
SECTION 5 — Sitting A. My normal job/homemaking activities do not cause me p‘ain.
A. Sitting does not cause rve any paln. B. My normal job/homemaking activities cause me extra pain, but i
B. 1|can sitas jong as | need provided | have my choice of sitting can still parform afl that is required of me. )
surfaces. ) C. ican perform most of my job/homemakit_'lg duties, but pain
€. Painprevents me from sitting more than one hour, pre:‘ef:ts me fmr:‘ i|:r:|e;-~ﬁ:.n-ming more physically stressful activities
i sitting'mare than 1/2 hour. ag, lifting, vacuu
IE).. :::: smn: x 22 sittlnng more than 10 mioutes D. Pain prevents me from dolng anything but iight duties.
F. Pain prevents me from sitting 2t all. £. Pain prevents me from doing even Ilght‘dutles. )
F. Pain prevents me from performing any job or homemaking
chora.
Source: Fairbank JC, Couper J, Davies JB, O'Brien JP. The Oswestiy
DISABILITY INDEX SCORE: %

low back pain disability questionnaire. Physiotherapy
1980;66{8):271-3.




Name Date

Mark all the areas of the body where you feel the described sensations. Use the appropriate symbol.
Include ALL AFFECTED AREAS.

A=ACHE B = BURNING N =NUMBNESS
P =PINS & NEEDLES S = STABBING O =0THER




