EHighest Health

New Practice Member Application

Name Date of Birth / / Age Male/Female
Address City State Zip

Phone: Cell Home Cellular Provider

Email Address Occupation

gle / Married / Divorced / Widowed

Employer's Name

Spouse’s Name

Names, Ages, & Gendg

Who may we thank

List according

to severity.* nittent (1)?

Primary:

Second:

Third:

Fourth:

Have you eve o@re %r these co
If Yes: o Chirop o Med®al doctor
Who?

eo®
.K/I%rk “C" Fo

___Headaches ___ Sexual Dysfunction

___ Migraines ___Sleep Problems
___Jaw/TMJ Pain ___Ringingin ___Tight/Sore Muscles
___Neck Pain ___ Dizziness ___Sports Injury

___ Shoulder Pain ___Loss of Energy ___Sciatica

___Arm Pain ___Nervousness ___Heart Problems ___ Fibromyalgia ___ Arthritis/Joint Pain

__ Upper Back Pain ___ Double/Blurry Vision ___Nausea ___Epilepsy/Convulsions ___ GERD/Gastric Reflux

___ Mid Back Pain ___Anxiety ___Ulcers ___Tremors ___Numb/Tingling in Arms/Hands
___ LowerBack Pain __ ADD/ADHD ___Digestive Issues ___ Disc Problems ___ Numb/Tingling in Legs/Feet
___Hip/Leg Pain __ Loss of Balance ___Diarrhea ___Scoliosis ___Stomach Problems

__ Knee Pain __ Depression ___ Constipation ___ Poor Posture ___High/Low Blood Pressure
___ Foot Pain ___Allergies ___ Bed Wetting ___ Skin Problems ___ Difficulty Breathing

Other:




E)Highest Health

Please Mark “P"” For In The Past OR Mark “C"” For Currently Have:

___ Stroke ___Cancer ___ Heart Attack ___Spinal Surgery ___Spinal Bone Fracture

___Scoliosis ___Diabetes ___ Arthritis ___Seizures ___ Other Conditions/Diseases

List all surgical operations & years:

List any other injuries to your spine, minor or major, that the doctor should know about:

List all over the counter & prescription medication are on, & the reason for each:

Have you ever been kng ACtuMEA Bone? o Yes o No

1. Smoking:
2. Alcohol:

3. Exercise:
4. Have yo o No
Please circle - ease answer

2. What is your

0 1 10
3. What is your pain level at Bt its best?)
0 1 2 3 8 9 10
What percentage of you're awake hours is your pain at its best? %

4. What is your pain level at its WORST? (How close to 10 does your pain get at its worst?)

0 1 2 3 4 5 6 7 8 9 10

What percentage of your awake hours is your pain at its worst? %

Practice Member Name: Date:




EHighest Health

Activities Of Life

Please identify how your current condition is affecting your ability to carry out activities that are routinely part of your life:

ACTIVITY: EFFECT:

Carrying Groceries O No Effect 0O Painful (can do) 0O Painful (limits) O Unable to Perform
Sit to Stand O No Effect 0O Painful (can do) 0O Painful (limits) [ Unable to Perform
Climbing Stairs O No Effect 0O Painful (can do) 0O Painful (limits) [ Unable to Perform
Pet Care O No Effec ainful (limits) [ Unable to Perform

Driving O Unable to Perform

Extended Computer Use b1 Unable to Perform
Household Chores yable to Perform
Lifting Children
Dressing

Shaving

Sexual Activif

Static Standi
Walking
Washing/Bathi

Sweeping/Vacuu

Dishes ole to Perform
Laundry nable to Perform
Yard work O Unable to Perform
Garbage O Unable to Perform

Concentration (Reading) O No Effect O Painful (limits) O Unable to Perform

Other: O No Effect 0O Painful (can do) 0O Painful (limits) [ Unable to Perform

Other: O No Effect 0O Painful (can do) 0O Painful (limits) [ Unable to Perform
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Family Health History

This form is to assist the doctors by providing past health history information for their review.
CONDITION SPOUSE SON DAUGHTER MOTHER FATHER

Headaches
Neck Pain
Jaw/TMJ Pain
Shoulder Pain
Back Pain
Hip/Leg Pain
Arthritis/Joint Pain
Ear Infections
Hearing Loss
Dizziness
Loss Of Energy
Nervousness

Anxiety
ADD/ADHD

High/Low Bloodgm
Stomach Proble
Bed Wetting
Infertility
Sciatica
Fibromyalgia
Poor Posture
Sleep Problems
Stroke

Cancer

Heart Disease
Diabetes
Arthritis
Alzheimer's
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Informed Consent For Chiropractic Care

Chiropractic care, like all forms of health care while offering considerable benefits may also provide some
level of risk. This level of risk is most often very minimal, yet in rare cases, injury has been associated with
chiropractic care. The types of complications that have been reported secondary to chiropractic care include:
sprain/strain injuries, irritation of a disc condition, and rarely, fractures. One of the rarest complications
associated with chiropractic care occurring at a rate between one instance per one million to one per two
million cervical spine (neck) adjustments may be a vertebral injury that could lead to a stroke.

Prior to receiving chiropractic care in the chiropractic office, a health history and physical examination will be
completed. These procedures are perfor ific conditions, your overall health and in

to modify your care or proy 4 i All relevant finding will be
reported to you along v
* | understand g

a photocopy
arged to the
ents have

red by this

Print Name:

Signature:

If This Below

ild, Plea?’Fiu o
erﬁsn Consent For AC ild
s 2 minor eRits 00 e®

for my minor/child. If my authority tO revoked or altered, | will

immediately notify Highest Health Chiropractic.

Guardian Signature: Date:

Relationship To Minor/Child:
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Notice of Privacy Practices Acknowledgement

| understand that | have certain rights of privacy regarding my protected health information, under
the Health Insurance Portability & Accountability Act of 1996 (HIPPA). | understand that this
information can and will be used to:

1. Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers
who may be involved in that treatment directly and indirectly.

2. Obtain payment from third-party payers.

3. Conduct normal healthcare operations, such as quality assessments and physicians certifications.

| acknowledge that | may request

As your heal e i i b must
maintain a ry ‘ ill prg oy of your
y regular
e vertebral
al

X-rays in ou
practice ho
subluxation
conditions;
seek proper

-rays ar@gtilized in thig gflice to
i Health CRtgorketic does no
1o d, a || S

at you can

Print Name:

Signature:

FEMALES ONLY: T%
rays are taken at High3

at the time the x-

Signature:
DO NOT WRITE BELOW THIS LINE o'

OT WRITE BELOW THIS LINE

Cervicals (cm) Thoratres Lumbars (cm)
Lateral Cervical: Lateral Thoracic: Lateral Lumbar:
AP Cervical: AP Thoracic: AP Lumbar:
APOM

Flexion/Extension

Obliques




