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Pediatric Patient Information

Child’s Name Age DOB ! /
Parents Names B Male 0 Female O No Siblings
Address City State Zip
Parents Home Phone Parents Cell
Referred to this office by Have you ever received chiropractic care? Y N
Birth weight: Current Weight:
Birth Length: Current Length:
Type of Birth (please circle) normal vaginal forceps Vacuum C-section Home

Breech

Birth center (name)
Hospital (name) =

Problems during Pregnancy:
Problems during labor: -
APGAR Scores: At birth, was there a presence of ;. Jaundice Cyanosis
Congenital Anomalies/defects:
Infant Feeding-Please list at what age the child received each method.
Breast Bottle Formula
Mo hours sleep per night Quality of sleep: Good Fair Poor Explain
Obstetrician/Midwife: Name Location Phone
Pediatrician; Name Location Phone
Date of last visit to MD: Purpose:

Immunization History:

Has your child bee treated on an emergency basis? Yes No Explain;

Purpose of today’s Appointment:

Whom may we thank for your referring to the office?




Permission to examine and treat a minor

L .Give my consent to Dr. Heather Olson at Renewed Life Chiropractic
to examine and treat my child, . I understand that the care given at this clinic 15 not
Intended to diagnose and/or treat any disorders such as Add, ADHD, or any specific neurological
Developmental disorders: nor will myself or my insurance company be billed as such. Treatment will be that of
evaluating and providing chiropractic care for the presence of vertebral subluxation of the spine, and, if
necessary recommending various appropriate exercises Lo promote proper neurological function and/or
development.

Any procedure intended to help may also do harm, While chiropractic examination and therapeutic procedures
are usually considered remarkably safe and effective. please understand that occasionally there maybe adverse
reactions. Although the chances of experiencing any of these complications are extremely small, it is practice
of this chiropractic office to fully inform and educate all patients. By signing below, | understand that these
complications include, but are not limited to, muscle strains and sprains, fractures, dislocations, disc injuries,
and strokes. [ do not expect the doctor to be able to anticipate or explain all the possible risks and
complications. [ wish to rely on the doctor to exercise judgment during the course of my treatments which they
feel at the time, based upon the facts then known, in my best interest. [ understand there is no guarantee or
warranty for a speeific cure or result. | understand that any time, | can request further explanation regarding the
risks and benefits of care in this office, alternative courses of care, and the consequences of not having the
proposed treatments.

Signature Parent/Guardian: Date:

Doctor Singature; Date:

Payment Information

Who is responsible for payment? Selfand [ Partner O Auto Insurance [0 Worker's Comp

Do you have Health Insurance? [ No (many of our patients do not) [ Yes (please complete the box below)

If you are interested in using your health insurance for any part of your [inancial obligation please fill in the box
below and also please provide us a copy of the insurance card

[nsured’s Name DOR ! ! SSN o .
Insured’s Employer Insured’s Phone Number
Insurance Company Policy Number

Felabion to the Patient:

Signature: Date:




Chiropractic Case History

Deseribe vour major complaint:

When did this condition begin?

Has it ever occurred before? O Yes O No

[s condition related to? O Auto Accident O Work Injury

O NoInjury 0O Other

When this problem is at its worst, please explain exactly how it feels

[ Personal Health History B
Check all past or present health problems that apply.
O Allergies O Anxiety O Asthma O Cancer O Circulation
O Depression 0O Digestion O Ear / Hearing 1 Heart Problem O Hormone
O Irritability™ood O Kidney Problem [0 Liver Problem O Low Energy O Muscle Spasm
O Nausea/Vomiting [ Nose Bleeds O Poor Circulation [0 Scoliosis O Sinus
[0 Sleep O Swollen Joints O Thyroid O TMI O Weight Gain/ Loss

Check surgeries or procedures that apply.

[ Appendix 00 C-Section
[ Hernia O Reproductive
Other

O 1 have never had any surgeries or procedures.
0 Chemotherapy 0 Gall Bladder 0 Heart
[l Spine [J Thyroid O Vaccinations

List any diseases

List all medications currently used:

Provide reason for use:




Pediatric Wellness Profile

Growth and Development:
Was the infant alert and responsive within 12 hours of delivery? Yes No
If no explain:
At what age did the child: Respond to sound  Follow an object  hold up head

Crawl Walk Volcalize  Sit alone Teethe

Chemical Stressors:
Age when the child was:
Introduced to cow’s milk?
Began solid foods? Type:
Introduced Juice?
Juice/Food intolerances? Yes No Explain:
During Pregnaney, did the mother
Smoke? Yes No
Drink Alcohol Yes No
Take Supplements Yes No
Any pet’s at home? Yes No Type:
Any smoker’s at home? Yes No

Psvchosocial Stressors
Any difficulties with lactation? Yes No

Any problems with bonding?  Yes No
Any behavioral problems? Yes No
Average number of hours of television/week;
Approx hours spent at play per day:
Does vour child play before school?

Traumatic Stressors
Any trauma during pregnaney ?(falls.accidents) Yes NO

Any evidence of birth traumagplease circle); bruises, odd shaped head, stuck in birth canal, fast or excessively
long birth, respiratory depression. cord around the neck, other
Any falls from crib, bed, changing tables? Yes No
Sports plaved and began

Weight of backpack:

Very often parents know their children better than any doctor. To you. does your child seem “normal” for their
age? Yes No [fno, Please explain below;

Thank vou for filling out these forms.



Financial Policy

Thank vou for choosing us as vour health care provider. We are committed to your treatment being successful.
Please understand that payment of you bill is considered to be part of your treatment. The following is a
statement of our Financial Policy, which we require you to read and sipn prior to any treatment. All patients
who do not pay in full at the time of service must complete our information and insurance [orm before services
are rendered.

Payment Policy
We accept Cash, Checks, Visa, MasterCard, and Discover
We charge a $35 fee for returned checks

Regarding Insurance
Full payment of estimated deductible and co-payments are expected at the time of service. We may accept
assignment ol insurance benefits for vour visit: WPS, Alliance. Aetna, Wea-Trust. However. we do require that
any unmel deductible andlor co-pavments be paid at the time ol service. The balance is your responsibility,
whether vour insurance company pays or not. We will bill vour insurance company when you give us the
required insurance information. Your contract is between you and yvour Insurance Carrier. Although. we will
assist you with your claim by a courtesy filing you should contact vour insurance regarding payment ol a claim.
Therefore, if your insurance company has not paid your account in full within forty-five (45) days. we require
that vou remil the [ull balance due vourself, Should vour insurance pay less than you expected, or not at all, it is
you responsibility to confer with vour carrier should you wish to dispute your claim. However, you are still
obligated to remit vour balance immediately.

Usual and Customary Rates
O practice is committed to providing the best reatment {or our patients and we charge what is usual and
customary for our area. You are responsible for payvmenl regardless of any insurance company’s arbitrary
determination of usual and customary rates.

Liability Cases _

In the event you are relying on court settlement to cover your medical expenses, our practice requires complete

attorney and claim information, as well as a lien with payment at time ol service of one hundred dollars or 10%

of the fee. whichever is greater. We also require information regarding other health information you may have.
In all cases we require that you sel up pavment arrangements [or the period ol time you case is in litigation.

Accounts Referred for Collection
All unpatd balances are subject t0 $10 monthly fee. In the event your account is referred to a collection agency
andfor altorney, you will be responsible for any additional expense incurred by Renewed Life Chiropractic and
Wellness. SC' in the course of obtaining payment on your account including. but not limited to. court costs,
collection agency and/or attorney fees. Any such costs will be added o you unpaid debt.

Authorization
| authorize Renewed Life Chiropractic and Wellness, SC and its centers to release any information required in
the course of my examination of treatment. | permit a copy of this authorization to be used in place of the
original and request payment of benefits to Renewed Lile Chiropractic and Wellness, SC. TTowever, | do
acknowledge | am responsible for payment of all services regardless of insurance coverage.

1 have read the financial policy, | understand and agree to ALL the terms of this document,

PPatient’s Signature (or Parent/Guardian if applicable) Date



HIPAA Notice of Privacy Practices

[lus Motice of Privacy Pravtices describes how we may tse and disglose vour pristecied health. information (PHI) 10 sarey ol saaiment, peyment or heallh wise cpesations (TPO) and for other
purpses fhat ave permitied ar reguired 3y Gow 10 abso deseribes yeur vights 1o seeess aod sonteal your protected bealth information. "Protected healih infiormudion ™ 15 mformeation about yau.
sneluding dimepraphic infavmation, that may sdentify o and that 1elates to vour pass, preseat or Reute physical or meotal hemlih o condition 2od refaced health core serveces.

Uses and Discloswres of Protected Health Informanon 7
Your profeceed health migmmation way be used and disclosed by yoar physiciin, ou office staffand others onsoke of our riffaces tlar are involved m voureare and nestmant for the purpose of
previding health care services s you, do pay your healit carg bills, t support the operation of the physician’s pracsie, and any ather se eguired by faw.

Treatments We will use and disclose vour protzeted healfh imformation 1o provide, coordinare, or maonge your health cere and any celated senvces. This msludes fhe courdinatian or
iaigeenent of vour heall care with 2 lind pasty. For example, weé would disslose your protected health infonmation, as necessery, to @ home health agency that provides cans i you. Foi
exznple, your protected health infarmation may be privided 1 a physician i whom vou have been refermesd 1o ensire that the physician has the pecessay information o dizgnose or treat yod)

Payment: Your protected health nrformeation will be used, a2 peedid, o ohiain payment for your healily core seevaces. For exampie, obtaming approval fora hospatai stay sy sequite thal your
salevant protected health intormunion be discbesad U i baatth plan to oliain approval for the hosgital admissian

Healtheare Operafions: W inay vse or disclise, as-reeded, your proteesed Lealth informanan m order o suppon the busmess agtvities of yous plipsician’s practics. These activities include,
Lt are ot limiced to, quality assessment activities, empioeee review activitics, aizing of medical students, loensing, and comducting ar ananping lor other business activitics. For example,
we may disslese vour prorected lealth information to medical schoal sudents thit sse patiens at g office. o addition, we may use 3 sign-in sheet o the wegpatration desk wheee you will be
asbeesd f0 st your A and fingicate vour physician, We mav also call vou by name in (e watling roam when yoaur physician is ready te sse vou. We may use or disclose your protected healih
infsernation, a5 WGCCASANY, I CORAET YouL 10 reming o of youT appembment, We miy useor diselode your protected health information in the followng sihiations withoe your authociation
Tlese siuations irclude: as Fequirsd By Liw, Public Hezlth issies as required by b, Comasunicable Discases: Health Cregrsight Abuss or Negleok Toped anat e Acminssiration
pequiremenis. Lopal Proceedings: Lave Enforcement: Caroners, Funeral Ditectors, amd Grgan Doiation: . Research; Criminal Activity: Militany Actovine and Nacional Secunity; Waorkers'
Cinpengation. lomates, Required Uses and Dischosmras: Under e e, we must make diselisires oo you and when requined by the Secretory of the Degartmentof Headth and Human Services
by mevestgale ar delermine carcomplianee with the requirements of Seehon 164,500

Oiher Permitted and Required Uses and Disclosures Will e Made Culy with Your Consenl, Authorization or Oppertunity b Dbject unless reguirest by laiw

You niay revoke this authorization, ot any Gine, i vwiing, seept W e extent that your physician or the physician’s prectice has taken am action m rhince on the wse ordisclosuns indicated
il aulhoriztion.

Your Rights. Following is a staternam of voor rights with respect be yons protected healil infocmation.

Yau have the right to inspect and copy your protected healih informution, Under Tederal law, however, you muy not inspest of copy the fallowing recosds, paychatliesapy o,
infurinatien compiled o Teasonable anticipation of. or uss . a gwdl, erminal, o administative acton of proccading, and protected health informaton that is subzect o T that prohibing
accass o prostedted healil information

You have fhe ripht to reqoesta vestrsction of your protected bealth information, This means oo may ask us not ioose or disclese avy pan of your protected health information for the
parpases of restme, payment o laabthee spaations You may alao request that any part of your proteeted health i fosmatioe net be diselosed 10 family membors or fricnds who niay be
imenlved 1 vour care or for nobificalion purposes s desceibed w his Motice of Privacy Practices. ¥ our reguest mus ssate the specifre restenon regquested atsd 1o whom you want the restriction
lr apply

Your physician B ael required o agree to s restmriction that you may request, | physician believes 8 i o yoar best inwesest o permit use and disclosure of your protected healih
infarmation, you protecied healil iformaticn witl not be restricted, You ther have the mght to vse anathar Henliheare Profassioial

Vo have U cighl o reguest to reeeive confidential commumications from us by alternative mesnz or at an alternative location. ¥ou have the right ti alstain o paper copy of this
notce Tram ws, Lpon reguast. cven i vou live agreed to govep this notice slemstvely, e electtonally.

You may have the ripht to have your physician amend vour protectesd health information. I we deny year reguest dor amendient, you have the right to file a statement of disagreement
with peand we may prepare a cebmarnl G vome sttenzent el well grosie you with i COpTy |1I::n|_'r sl pebatial

You have the right to recerve an scoounting I}F: cerinin disclosures we huve made, ifany, of yoor pratecied healils informatoon, We reseree the right 1o change the terms of this potice and
il infotne you by iail of any changes. Youthen have the nght 1o cteet ot withdraw as provaded an this notiee

Complaimis, . You say complain o s of to'the Seerctary of Health and Human Services of vou befieve vour prvacy sights live bissn vinlated by us, You iy Ble a complamt with ws by
notifyieg oo privacy contact of vour coemplaint, We will not retaliafe against vou for filing a complaint,

This pidice was published and becomes effeetive onfor before Apeil 14, 2003,

| antlorize Renewed Life Clirapractic, ST and it's agonis to gove informeaticen regarding me treatment &t to Renewed Life Chicopractic, 5T Samnily members, work assoziates or others aver the
telpphone. [ alse aathovized Renewed Life Chivepractie. 8C and it's ageuls o feavg infonmation regarding my treatmeent o my home, cellular, and office voicemail and other messaging
svstems 1har may be approgriswe. This informmeion may include, bus net limited to, sppeintvent romindess and incoming ealls concerning vour reatment ond appointment wimes, We ane
reguired by law to maintam the privacy of, and provide mdividuals with, this eotice of our lesal duties and privacy proctices with respeet to protected health information. 1f you bave any
abjeetions o ihis fori, ploase ask to speak with our HIPAS Complionee Officer in persan oo by phone st cur-Main Phone Mumber.

Sipnadure below i3 only acknowledpement tha you have received this Wonee of our Privacy Practices:

PRINT NAME: SIGMATLUIRE: DATE




