HealthTrac Family Wellness

Please complete this form and then return to the receptionist.

Patient History Information

- Please PRINT -

EEBIHE T IR A AR RE T RIS A R

Date A #:

Last Name

W

Age FHS:

Date of Birth H44FH «

- T EARWIRS -

Patient #: 5% 5] 5 :

First and Middle Name
%

O Male £ Q Female &

Is your visit to our clinic today for care resulting from an auto accident or workers compensation injury?

BERKMITEHER R B TEZERGEFRRHTI/EZHD? O Yes 2 ONo &
Home Address ZKEE {4t

City %117 : State % (1) : L Zip Code HR4R:
Telephone Home Work Mobile

M iE: JEEAL: TR BEhRiE:
Social Security # Email

& RK S FLF BB

Occupation Bk Employer 2 & £ #:

Work Address TAEHuhE:

City 3 1i7: State 44 (ThH) : Zip code HF4:
Marital Status S55FIRT: QO Single ¥ & O Married 4§ Q Divorced & 5 Q Widowed 18
Spouse's Name Number of Children Ages
B4 TX: oy R
Phone Number HiF:

Emergency Contact Person B SUBER A: Phone Number H.1#:

Have you received chiropractic care in the past? Q Yes 2 ONo & When?

HZ HTEZSE B AR IERT? FAAE?

If yes, please give name of the Chiropractor:
MRR, EREFEMEFIEERTES:
Please describe the reason for previous care:
TE IR 2 AT IE R R B

Name of your Medical Doctor

il S

List the name of your health insurance company:

R RRE AT K47
Policy number is:

PRES B SR AL




Patient Name: Date: File:

Reason(s) for seeking chiropractic care starting with the most severe:

B2 it BB HPAEFIL J6T7 IR, M ™ [ 1 T4 -

Chief Complaint Approximate Date Started
i B I R B AH G KAEIT45 F 3

1.

2.

3.

Areas of injury or discomfort:

TRAG X 38 X B
On the following chart please mark area(s) of injury or discomfort (see example). Mark all areas with the appropriate symbols
and indicate the degree of pain on a scale from 1 (discomfort) to 10 (extreme pain).

TBTE A RR PR SR R EE A EX I, (B HRED  HIEFTE RR X AR A RE RS 5% 1 (B
Tlﬁ) F10 (ARFERESE)

Exampia
NNNN  Numbness
FRA
PPPP  Pins & Needles
B RIS
BBBB Burning
YAz
AAAA  Aching
1\ (28I
L f - SSSS  Stabbing
} b
e ; "J_'! . Circle any area of pain not
}‘7 \WVi represented by a symbol.
A V5 7E 745 5] Bl H P X |
o, HARRRRAEE (1-10) Right Front Back
Z: WP A A A& IEE A . BHE A

Please indicate any medications you are currently taking:

HHE #Jéf;@ff 1T/ 25 5 :
Blood pressure 7 IfiLJE O  Steroids ZE[E BE Q Insulin ESE
EI Muscle relaxants AJLAIFA S Q Birth control pills O Antibiotics iZE &K
7 W
O Stimulants #4254 O Stimulants X757 O Sleeping Pills ZZARZ4
O Blood thinners If #8571 QO Pain killers (including Aspirin)

1B CEAFERT =] PLAR)
Q Others K& ::

Name of nutritional supplements and/or dietary aids:

B IR/ TET A PR




Patient Name:

Date:

File:

Review of Systems, Please check any condition you have had in the past or have now:

RV 0300 L2y BAH U T, 5 AT 4 :

Now  Past
RS
a d

a a

d a

a a

a a

a a

a d

a a

Have you ever: {25 B4%

Back Pain
LGRS

Neck Pain
AN
Shoulder/Arm Pain
JRIFE &
Hip/Leg Pain

B 5/ R

Sciatica

Al B 2
Arthritis
KR
Asthma

BE A

Prostate Problems
None of the above

FobA ESEAR

Now Past

e g
a a
a a
a a
a a
d a
a a
Q a
a a

Had any accidents, falls, traumas, or injuries:

BRI, B, B HE: QYes &

ONo &

Chest Pain
R

Poor Circulation
NN

Skin Problems

B 1k 1a] R

Colon Trouble
[i7BC1

Stomach Trouble

=

Kidney Problems
R

Easy Bruising
5 M

None of the above

FobA EAER

Comments: i—'Fﬁ?‘

ONo &

Now
AE

Q

a
a
a

U

O

Past
JUIPS

(W] O 0O O O

(W]

Difficulty Urinating
4 R PR 3

High BP

o ML

Arrhymia

DR
Frequent Infections
Difficulty Breathing
IR IR ]

Liver Trouble

HFRE

Pregnancy

. WA
Menstrual Problems
H& i@

None of the Above
T LA ESEAR

ONo &

ONo &

Been hospitalized A\ FEiR)T: Q Yes =&
Had a broken bone ‘& #7 /] 52: Q Yes &
Had surgery #MELFA: Q Yes &
Been treated for an emotional disorder

RN 18 8 RS B 2 VR TT Q Yes &

Been bedridden for more than a week

BMAR—JE LA L OYesZ&2 QONo#&
Health/Risk Factors: 25 1552 A Z: Comments: BF0):

Do you smoke? IR AE NG ? O Yesz2 ONo#&
Do you drink alcohol? 14 P& E g 2 O YesZ UONo
Do you have a healthy diet?
TR &R ? O Yes@ QONoH
Do you exercise regularly?

LHBIHT? O Yes2 QONof
Do you sleep well? FRIFBEIRLFE? O Yes/&2 ONo#
Is your job stressful?
RPN O Yesz2 QONo&

Do you drink caffeine? /RIEMIMEERZTMS ? O Yes & O No 7 If yes O Occasional O Daily
What is your dominate hand?

IR F 552

O Right H£F

If yes U Occasional U Light O Medium U Heavy
% Ifyes O Once/Week 0 2-5 Times/Week O Daily

If yes O Occasional U 3-5 Times/Week U Daily

OLeft £F

Q Both B F#BA L

Can you think of any other habit or activity that has a positive or negative effect on your health?

AR B — XGRS BE A F AR SIS ? O Yes &2 ONo &




Patient Name: Date: File:

Informed Consent for Chiropractic Care

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be
working for the same objective. 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. You have the right, as a patient, to be
informed about the condition of your health and the recommended care and treatment to be provided so that you
may make the decision whether or not to undergo chiropractic care after being advised of the known benefits, risks
and alternatives.

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine)
and function (primarily the nervous system) as that relationship may effect the restoration and preservation of
health. Health is a state of optimal physical, mental and social well-being, not merely the absence of disease or
infirmity.

One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24
vertebrae in the spinal column become misaligned and/or do not move properly. This causes alteration of nerve
function and interference to the nervous system. This may result in pain and dysfunction or may be entirely
asymptomatic.

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to
correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the
spine. Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary
procedures such as physiotherapy and/or rehabilitative procedures may be included.

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings
and recommend that you seek the services of another health care provider.

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my
complete satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my
satisfaction. I have read and fully understand the above statements and therefore accept chiropractic care on this
basis.

Print Name / %% (B IER) Signature / 24 Date / H#A

Consent to evaluate and adjust a minor child:

L being the parent or legal guardian of have
read and fully understand the above Informed Consent and hereby grant permission for my child to receive
chiropractic care.

Pregnancy Release:

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates
have my permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn
child.

Date of last menstrual cycle:

Signature Date



HealthTrac Family Wellness, Inc

On Track to Great Health
Consent For Purposes of Treatment, Payment, and Healthcare Operations

I consent to the use or disclosure of my protected health information by HealthTrac Family
Wellness (also HTFW) for the purpose of diagnosing or providing treatment to me, obtaining
payment for my healthcare bills or to conduct healthcare operations of HTFW. I understand that
diagnosis or treatment of me by Dr. George Hui, D.C. may be conditioned upon my consent as
evidenced by my signature on this document.

I understand I have the right to request a restriction as to how my protected health information is
used or disclosed to carry out treatment, payment, or healthcare operations of the practice.
HealthTrac Family Wellness is not required to agree to the restrictions that I many request.
However, if HTFW agrees to a restriction that I request, the restriction is binding on HTFW and
Dr. George Hui, D.C.

I have the right to revoke this consent, in writing, at any time, except to the extent that Dr.
George Hui, D.C. or HTFW has taken action in reliance on this consent.

My “protected health information” means health information, including my demographic
information, collected from me and created or received by my physician, another healthcare
provider, a health plan, my employer or a healthcare clearinghouse. This protected health
information relates to my past, present, or future physical or mental health or condition and
identifies me, or there is a reasonable basis to believe the information may identify me.

| understand 1 have a right to review HTFW’s Notice of Privacy Practices prior to signing this
document. The HTFW’s Notice of Privacy Practices has been provided to me. The Notice of
Privacy Practice describes the types of uses and disclosures of my protected health information
that will occur in my treatment, payment of my bills or in the performance of healthcare
operations of HTFW. This Notice of Privacy Practice also describes my rights and HTFW’s
duties with respect to my protected health information.

HealthTrac Family Wellness reserves the right to change the privacy practices that are
described in the Notice of Privacy Practices. | may obtain a revised notice of privacy practice by
calling the office and requesting a revised copy be sent in the mail or asking for one at the time of
my next appointment. '

Signature of Patient or PR/ Date Please Print Name of Patient or PR

NZE4 H e (HEWEAT)

Description of Personal Representative’s Authority




HealthTrac Family Wellness

NO SHOW / CANCELLATION POLICY

Our goal is to meet the needs of our patients and we will make every effort to efficiently schedule your
appointments. In return, it is your responsibility to make every effort to keep your scheduled
appointments and arrive promptly at the time instructed. However, we realize that unanticipated
events may prevent you from keeping your appointment. In fairness and consideration to our other
patients, we hereby request that you notify our office immediately when you realize you will not be able
to keep your appointment.

If you need to cancel or reschedule your appointment, you must do so at least 24 hours before your
scheduled office appointment to avoid paying a fee. In an effort to see patients promptly at the
schedule time, this office does not double-book appointments; therefore, the 24 hour notification is
necessary so that we may schedule other patients needing immediate appointments.

Missed office appointment fee is $50.00

**Fees are not covered by insurance and must be paid before you can reschedule your appointment.
AWK BRI B NER, RIPEE IS AR s k. e, SEaEEE
YIS R BRIy, Wil (R R R (1, RITERE, RREM TR
AERS BRI TIL) . AR A B E A PRI, MR ERE, B AR R
FIATEA R, JESTRL@E IR,

WSS T BB S B 2 HETAY, R B TRAURT (A AU /0 24 /N RT B B E 3T e HEIAY, Dl
SUATEM . 2T RISTERSRMR BN, ASHRAERELY. Fik, AR 2a REnm
RAT), | DAME T e HEF A 7 B R FEAY I S . B TS SE A R P 1R ;| $50..00.

Nuestro objetivo es satisfacer las necesidades de nuestros pacientes y haremos todo lo posible para
programar sus citas de manera eficiente. A cambio, es su responsabilidad hacer todo lo posible para cumplir
con sus citas programada y llegar puntualmente a la hora indicada. Sin embargo, nos damos cuenta de que
los eventos imprevistos pueden impedir que cumpla con su cita. Para ser justos y considerados con nuestros
otros pacientes, le solicitamos que notifique a nuestra oficina de inmediato cuando se dé cuenta de que no
podrd asistir a su cita.

Si necesita cancelar o reprogramar su cita, debe hacerlo al menos 24 horas antes de su cita programada
para evitar pagar una tarifa. En un esfuerzo por ver a los pacientes puntualmente a la hora programada, este
consultorio no reserva citas dobles; por lo tanto, la notificacién de 24 horas es necesaria para que podamos
programar otros pacientes que necesiten citas inmediatas.

La cuota para una cita perdida es: $ 50.00

** | as tarifas no estan cubiertas por el seguro y deben pagarse antes de que pueda reprogramar su cita.

Patient Signature / 3% A\ 254/ Firma del paciente Date / H }#i/ Fecha



HealthTrac Family Wellness

NO SHOW / CANCELLATION POLICY

Our goal is to meet the needs of our patients and we will make every effort to efficiently schedule your
appointments. In return, it is your responsibility to make every effort to keep your scheduled
appointments and arrive promptly at the time instructed. However, we realize that unanticipated
events may prevent you from keeping your appointment. In fairness and consideration to our other
patients, we hereby request that you notify our office immediately when you realize you will not be able
to keep your appointment.

If you need to cancel or reschedule your appointment, you must do so at least 24 hours before your
scheduled office appointment to avoid paying a fee. In an effort to see patients promptly at the
schedule time, this office does not double-book appointments; therefore, the 24 hour notification is
necessary so that we may schedule other patients needing immediate appointments.

Missed office appointment fee is $50.00
**Fees are not covered by insurance and must be paid before you can reschedule your appointment.

R BRI R BE MR R, ROVER IS IA M ZHE N A, F, S e
VIS AR SR TRy, o720 M R B, R, RPTREE] SE R T RE R
HERT BHAE IR MBI EMEF KA PSR, RATRERE, B E ke
FIATRAR;, [ELRLEMIRIMT2.

U SR A T B A Y ER 2R TS, RS ZEAE TRAY I () [ 52> 24 /NS AT B B8 B 37 24 TRAY, DA
TATEH. BT REEZHINEEERA, KSHAEETEY. Hit, ﬁ‘ﬁﬁgﬁ*‘ﬁ‘mv}iﬁiﬁm
BT, DME IR A T S B TEA Y ,wgoiﬁﬂﬁ%%iﬁrﬁmﬂ? $50..00.

*EMAERREE S HE N, BB RHTAYZ 8134

Nuestro objetivo es satisfacer las necesidades de nuestros pacientes y haremos todo lo posible para
programar sus citas de manera eficiente. A cambio, es su responsabilidad hacer todo lo posible para cumplir
con sus citas programada y llegar puntualmente a la hora indicada. Sin embargo, nos damos cuenta de que
los eventos imprevistos pueden impedir que cumpla con su cita. Para ser justos y considerados con nuestros
otros pacientes, le solicitamos que notifique a nuestra oficina de inmediato cuando se dé cuenta de que no
podrd asistir a su cita.

Si necesita cancelar o reprogramar su cita, debe hacerlo al menos 24 horas antes de su cita programada
para evitar pagar una tarifa. En un esfuerzo por ver a los pacientes puntualmente a la hora programada, este
consultorio no reserva citas dobles; por lo tanto, la notificacion de 24 horas es necesaria para que podamos
programar otros pacientes que necesiten citas inmediatas.

La cuota para una cita perdida es: $ 50.00 .

** Las tarifas no estan cubiertas por el seguro y deben pagarse antes de que pueda reprogramar su cita.

Patient Signature / i A 2544/ Firma del paciente Date / H#/ Fecha



