HealthTrac Family Wellness

Please complete this form and then return to the receptionist.

Patient History Information

- Please PRINT -

WRBHE TIIRB AR ERTETRINMESAR

Date H#f:

Last Name

ok

Age FHt:

Date of Birth HHA4E 7 .

- EHIEEENES -
Patient #: 554 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?

EBARRITTEHIRFER B TEZERGESR BT TR ?

Home Address Z FE{tHt:

O Yes & ONo &

City 3817 :

State & (1) : Zip Code Hilf4:

Telephone Home

G JBERL:

Work
TAEHE:

Mobile
B

Social Security #
RIS 8D

Email

L R4

Occupation BHMV:

Employer 2 7] & #K:

Work Address T-fEHuliE:

City 3 :

State 2 (1) : Zip code HR%:

Marital Status SRR O Single 2. &

Spouse's Name

finkliy e

Q Married &.1& O Divorced & & O Widowed 3215

Number of Children Ages
T ES

Phone Number FiF:

Emergency Contact Person E 2B & A:

Phone Number H.i%:

Have you received chiropractic care in the past?
R TS F R AT IERTS?

If yes, please give name of the Chiropractor:
WRE, BRMETFHAHFIERMkA:
Please describe the reason for previous care:
HRIR AT IER FER:

Name of your Medical Doctor

AR AT

List the name of your health insurance company:

i BREORIS: A F] f) 42 7
Policy number is:

REE SR

When?
FATH?

Q Yes & ONo &




Patient Name: Date: File:

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

P2 B AL /6T HIIRIA, B R ™ B 1384 -

Chief Complaint _ Approximate Date Started
R I R R A 5% RHEIF 45 H

L.

2.

3.

Areas of injury or discomfort:

155 1) B X1 .

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).

m?lTﬁlJlEfEEF‘*THH"”B’J?Mb[ﬁi‘k%“?fx_l:iﬁ (BB FAEFTE Fm XA AR B AR R R 525 2% 1 (RS
) B 10 WRERERE)

NNNN  Numbness gk 4)
BA 5\
PPPP  Pins & Needles ‘/ .
SR IE i %‘x
BBBB  Burning -
KR i {\ |
AAAA  Aching %g
[N '
SSSS  Stabbing
palprd
Circle any area of pain not }
represented by a symbol.
TE A TR R R X {2‘4
HErmEAIREE (1-10) Right Front Left

Back
eyl A OIEm K £ Wil H FE A

Please indicate any medications you are currently taking:

ﬁf#ﬁ)@{fﬁiﬁ%ﬁ 25
Blood pressure & Ifi [ Q  Steroids Z5[E B Q Insulin EHE
D Muscle relaxants AJLPIFA 3 Q Birth control pills O Antibiotics A%
Q Stimulants #4254 Q Stimulants »#57) Q Sleeping Pills ZHRZ)

O Blood thinners i ##5 Q Pain killers (including Aspirin)
ESRA) CRLAER ] LA

Q Others H¢:

Name of nutritional supplements and/or dietary aids:

EIRE RN B




Patient Name: Date: File:

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

ALY Z 08 L A LTI, 5T AT :

Now Past Now Past Now Past
mh Tk mE  dE CIAE N
Back Pain Chest Pain Difficulty Urinating
R 99 maen 99 wmEw
Neck Pain Poor Circulation High BP
99 e Y -+ N 99 wnE
Shoulder/Arm Pain Skin Problems Arrhymia
99 e 9 U wmam B ERE
Hip/Leg Pain Colon Trouble Frequent Infections
Q g a " o s
el e 9 i Q9 zugn
v Sciatica Stomach Trouble Difficulty Breathing
a = Ak B FREE T a Q = Q Q M R IR
Arthritis Kidney Problems Liver Trouble
900 g 99 gy e
Asthma Easy Bruising Pregnancy
99 R £ T
Menstrual Problems
Q a Prostate Problems Q Q A&
B AR
Q Q None of the above o o None of the above 0 0 None of the Above
TG UL FRER T LA FEIR To A _BSER
Have you ever: {f& & B4 Comments: 3FH}:
Had any accidents, falls, traumas, or injuries:
ERA RN ER. B, BB E: QYesZ2 ONo &
Been hospitalized N\BiiGyr: OYesZ£ QONoH&
Had a broken bone ‘& 77 52: QYesZ& QONo#&H
Had surgery #MRFR: OYesZ ONof
Been treated for an emotional disorder
R oAE L RS2 16T OYesZ UNo &
Been bedridden for more than a week
RhAR—RIL L OYesZ& QONofH
Health/Risk Factors: 5% 1552 Bl Z: Comments: tFH):
Do you smoke? %Iz i ? O Yess2 QO No75 Ifyes O Occasional O Light O Medium U Heavy

Do you drink alcohol? 45 & {15 ? O Yes/£ QO No# Ifyes O Once/Week O 2-5 Times/Week O Daily
Do you have a healthy diet?

BHR RGN ? O YesZ UONo#&

Do you exercise regularly?

A FRIHG? O Yesz& QO No 7 Ifyes O Occasional O 3-5 Times/Week O Daily
Do you sleep well? /REJEEIRIFIS? 0O Yess2 WNo &

Is your job stressful?

RS AN Q Yes/2 QONof

Do you drink caffeine? YRIGIIMHFERASMS? O Yes & O No % If yes O Occasional O Daily
What is your dominate hand?

PRERBANF 527 QRight #F QLeft £F O Both AFH LA
Can you think of any other habit or activity that has a positive or negative effect on your health?

1G5 AR B — X I A 2 IR B AE I ? O Yes £ O No




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 / #£4 (5IEH) Signature / &4 Date / H 3

Consent to evaluate and adjust a minor child:

I 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

N H 2 (HIERE ST

Description of Personal Representative’s Authority




HealthTrac Family Wellness, Inc.

Authorization for Use or Disclosure of Information
for Purposes Requested by Chiropractor

In this document, “I”’ and “my” refer to the patient,

and “Chiropractor” refers to HealthTrac Family Wellness.

I hereby authorize Chiropractor to (check those that apply):
use the following protected health information, and/or
disclose the following protected health information to the following entity:

Information to be used or disclosed:
Date of service:
Type of service:
Level of detail to be released:
Origin of information:

This protected health information is being used or disclosed for the following purposes:

This authorization shall be in force and effect until
at which time this authorization to use or disclose this protected health information expires.

I understand that I have the right to revoke this authorization, in writing, at any time by sending
such written notification to the Privacy Officer of the Chiropractor, at 4720 Peachtree Industrial
Blvd. Suite 104, Norcross, GA 30071. I understand that a revocation is not effective to the extent
that Chiropractor has relied on the use or disclosure of the protected health information. I
understand that information used or disclosed pursuant to this authorization may be subject to
re-disclosure by the recipient and may no longer be protected by federal or state law.

Chiropractor will not condition my treatment, payment, enrollment in a health plan, or eligibility
for benefits (if applicable) on whether I provide authorization for the requested use or disclosure.

I understand that I have the right to inspect or copy the protected health information to be used or
disclosed as permitted under federal law (or state law to the extent the state law provides greater
access rights) and/or to refuse to sign this authorization.

WAEN 1
% 2 (HIEH) -
Signature of Patient or Personal Representative Printed Name of Patient
Date of Signing Description of Personal Representative’s Authority

EEE




Personal Injury Consultation Form

ASEE TR

Name Date

P4 H #:

Date of Accident

HYAH:

1. At impact did you experience a flash in your head? Yes &
R A — 2 H B — EP R R A 2 No ®H
Did you lose consciousness? Yes &

THRA FX? No #F&
2. Immediately following the accident how did you feel?

FHBEERE R EER?

Did you become? (Please circle)

BERAERAREDR? (FE)

Confused %, Disoriented 2k2% 757, Light headed SH&HARTE, Nauseated 18I,
Blurred vision 1% 77#5##, Ringing/Buzzing in ears 84 / WG E £ Hig

3. Are you currently experiencing? (Please circle)
BEHTHRAELHRD? (GEE)
Restlessness fH#E A%, Irritable 5%, Difficulty concentrating and remembering
I EEEE P RS MAIZCIE, Sleeplessness 2f, Forgetfulness %, Reduced
tolerance to heat or cold P&/ #1ak 4

4. Over the next few hours and days, what symptoms did you feel?
BT RAEME DRI R, BRE B BRI ?

5. Please tell us how your accident happened:
AP E R FR R EEEAEN:

6. Were you wearing a seatbelt? &2 TR 7 244 ?

7. Was your car moving at impact? How fast?
bt R R ELAE RS B 2 Yes & No AR HEEHZR?

8. Did airbags deploy? Which ones?
TRERERR 1? Yes 2 No A% WhE?

9. Were you the driver? If not, where were you sitting?
RIS ? Yes & No AR MMEAR > IRLFETHE ?

10. Which way was your body facing at impact? Straight Right Left
Tl 488 PR 25 1) B 8 TR S V0B {11 75 1) ) 2 __ HHE ATH i)

11. Which way was your head facing at impact? Straight Right Left
TRl 48 s B 2 T S0 0 77 1) 194 2 ___ HmE ATH i}

12. Were you surprised by the impact?

A RE S ERT? Yes H No i%F

13. Does your car have a headrest?

TG R RS ___YesH ___NoRH

14. Had this collision affected your work, hobby, or social activities?

EREREHE T ENIE - BS30EE) ? GHE ?




Neck Disability Index FEGEE

Patient Name # 4:
Date H #:

1. Pain Intensity ZJE58RE

4, Reading &

D I have no pain at the moment & +0 I___l 1 can read as much as I want to with no pain in my neck +0
D The pain is very mild at the moment § R +1 A RIS D Z b JEER S
D The pain is moderate at the moment F & 4% +2 |:| I can read as much as I want to with slight pain in my neck +1
in is fai AT BABCTT A, 1 (N
[_] The pain is fairly severe at the moment +3 A EABLOT A B B, RS R A
e s D I can read as much as | want with moderate pain in my neck +2
D The pain is very severe at the moment F i B 44 TR AR cmBY I, (RS HF

D The pain is the worst imaginable at the moment
Fl AT AR R T AR R B R

+5

D I can’t read as much as I want because of moderate
pain in my neck HiFb8§

RO, TRAEERBEC AN

+3

2. Personal Care (Washing, Dressing, etc.)

TATE (B, FRES)

D I can’t hardly read at all because of severe pain in my neck
SR RIRI, TR Tk B

+4

D I can look after myself normally without causing extra pain

D I cannot read at all #

+5

AT LACE B AN £ ol B AT R +0
D I can look after myself normally but it causes extra paih 1 5. Headaches EE;%
ATEATE R 2048 £ OB [ ]1have no headaches at all 354 B4 T +0
D It is painful to look after myself and I am slow and careful +2 |:| I have slight headaches, which come infrequently +1
W E TN, RSB ARSI, iR EuRD
D I need some help but can manage most of my personal care D I have moderate headaches, which come infrequently
; M AR A SRANET L B +3 +2
TTE SRy, GRS DA AT U, AU B >
DI need help every day in most aspects of self care +4 D T'have moderate headaches, which come frequently +3
B RETN SRR T BLp T
D I do not get dressed, I wash with difficulty and stay in bed +5 D I have severe headaches, which come frequently +4

BT AKIR, VOA1TE, JBR

o —

A I

3. Lifting E

D I have headaches almost all the time F4&F#

+5

I:I I can lift heavy weights without extra pain
AT AT A SRS e

+0

6. Concentration Ei: /]

D I can lift heavy weights but it gives extra pain
AT, (AR MG

+1

|:| I can concentrate fully when I want to with no difficulty

D Pain prevents me lifting heavy weights off the floor, but I can
manage if they are conveniently placed, for example on a table

PR
FfreE, i

LARE

+2

D Pain prevents me from lifting heavy weights but | can manage
light to medium weights if they are conveniently positioned

+3

HRF BRI A R e

I:l 1 can concentrate fully when [ want to with slight difficulty +1
TR LR, RATBLCR RS, AU BRI

I:l I have a fair degree of difficulty in concentrating when +2
Iwantto 3 JIRREEE, BORTATE A IR

D I'have alot of difficulty in concentrating when +3
Twant to §FRAMHES IR, SRR E

|:| I'have a great deal of difficulty in concentrating when +4

X))

Iwantto FRANLAETEHE, RALLILL

D I can only lift very light weights 3 R B s

+4

D I cannot concentrate at all FHAMHLE

+5

D 1 cannot lift or carry anything T {EHE SR ab AT Ml Py

+5




7.Work TAE 10. Recreation R4
D I can do as much work as I want to 7] LT {EM % /D4 & +0 D I am able to engage in all recreational activities with no neck +0
D I can only do my usual work, but no more +1 pain atall FEOEH B A0/ HURIETY, SURS AT
FABHBE WAL, ORI BRI [ ]1am able to engage in all my recreational activities,
[ ] 1 can do most of my usual work, but no more 42 with some pain in my neck +1
AT DABACHAY LB T, R AERCE 20 KITLLBIAARIRAGED), {11
_D I can’t do my usual work TRAHATR H MAYTAE +3 D I am able to engage in most, but not all of my usual
[:l I can hardly do any work at all $&# {EA AR +4 recreational activities because of pain m my neck +2
, o 5 HR IR, R RES RIS B MBS IE T
[ ]1 can’t do any work at all BHASEE HAT A T4 +
L—_I I am able to engage in a few of my usual recreational
8. Driving %@ activities because of pain in my neck +3
ARSERER, ARSI — S H R B TET)
D I can drive my car without any neck pain +0
FRHT LAS IR ©r st B I:] I can hardly do any recreational activities because of +4
. . . L pain in my neck HRSHTAS, R TEESMITTHRLTET)
D [ can drive my car as long as | want with slight pain in +1
my neck I LA T AOBBIEL, SIS IRAUER [j I can’t do any recreational activities at all +5
I:I I can drive my car as long as I want with moderate +2 PARASE S I RARE D)
pain in my neck 3 W] LABGOFTAKMBEN 1, SGE {5 b o
D I can’t drive my car as long as I want because of moderate +3 Total Score: . .
pain in my neck SRS f AR, BARHEBE O BT AKHBBHE Raw Score: Summation of Points
D I can hardly drive at all because of severe pain in my +4 Raw Score: _____ Points
neck ATRERIRRIZURN, RAPRLEHE
D [ can't drive my car atall ~F&#2> fE: BHTE +5 Percentage Score: Raw Score
# Completed Questions * 5
9, Sleeping [EHR Percentage Score: %
I:] I have no trouble sleeping FRIEAE7 A I +0
L—_l My sleep is slightly disturbed (less than 1 hr sleepless) +1
FAYNTIRZRRCT B (RIREE N DI 1 /)
D My sleep is mildly disturbed (1-2 hrs sleepless) +2
FRITIRZ BB TH (1-2 NRFEIRY)
D My sleep is moderately disturbed (2-3hrs sleepless) +3
FRIPIEIRZ B TR (2-3 /DRRIR)
D My sleep is greatly disturbed (3-5 hrs sleepless) +4
RN BIRACTRE (3-5/hRFARIR)
D My sleep is completely disturbed (5-7 hrs sleepless) +5

WA ZEIF B (57 NS




Oswestry Disability Index (ODI) B/

Patient Name:

Date:

1. Pain Intensity LT i

4. Walking 217

D Ihave no pain at the moment  FHHESRA S +0 I:l Pain does not prevent me walking any distance +0
D The pain is very mnild at the moment E#i&EEE M +1 FAGH AR IR
[ ] The pain is moderate at the moment it +2 D Pain prevents me from walking more than 1 mile +1
D The pain is falrly severe at the moment +3 P AR (T 1 3
ELRES IS Tl D Pain prevents me from walking more than % mile +2
L—_J The pain is very severe at the moment H§iERIER BE +4 PO ERAR o 53!
l:l The pain is the worst imaginable at the moment +5 D Pain prevents me from walking more than 100 yards +3
|| T DU R TR PR ERAA AT 100 il
I can only walk using a stick or crutches
2. Personal Care (Washing, Dressing, etc.) L 2 % - & +4
TATHE (¥, FEREE) HEBHIIEOE
[ 11 can look after myself normally without causing +0 [ 1.am in bed most of the time 3 ATRSMF IS E b +5
extra pain  FE LLEG T3, RErdsBiabas é&%
D I can look after myself normally but it causes extra +1 S Slttll’lg
pain  WHLIEMEE, EREEG L__]I can sit in any chau as/ioﬁg/fﬁl}l}}(e FERRGIIR T LA +0
D Itis painful to look after myself and I am slow and +2 D I can only sit in my favorite chair as long as I like +1
careful TR R, (E IR /O FRAEARFE IR I R T 1, AR B A Z A
D I'need some help but can manage most of my personal +3 D Pain prevents me sitting more than 1hour +2
care AL, EAGBATLIEE PR TR M A A 1 /N
D I need help every day in most aspects of self-care +4 D Pain prevents me from sitting more than 30 minutes +3
PAERAT BT E A SR PO B e I 30 48
|:| I do not get dressed, I wash with difficulty and stay in bed +5 D Pain prevents me from sitting more than 10 minutes +4
FICHLRIN, SRR, LR R FER R 1 10 4088
D Pain prevents me from sitting at all AW EBAMEALF  +5
3. Lifting 28
= kY —
D I can lift heavy weights without extra pain +0 6. Standlng jﬁ—\L
T LI TS B R AT D I can stand as long as I want without extra pain +0
D I can lift heavy weights but it gives extra pain +1 AT LMBEZ s 2 A, A7 RN
T LR LT 45 & ;fuu--::: BN R 4T i A )
RIT AR, A EAARUT R D [ can stand as long as I want but it gives me extra pain +1
D Pain prevents me lifting heavy weights off the floor, but 1 can WAL Z A A, (HEETHORES R
manage if they are conveniently placed, for example on a table +2 D Pain prevents me standing for more than 1 hour +2
J;a (st%ﬁw\,gfzﬁ?ﬁfiu& LI, S SR PRI M I ST 1 /N
TRERMCE, BlNFERCT L, AU R
D Pain prevents me from standing for more than 30 minutes +3
D Pain prevents me from lifting heavy weights but I can managé P BERAEA B Al 30 S04
light to mediumn weights if they are conveniently positioned
+3 D Pain prevents me from standing for more than 10 minutes +4
PO TR SN 10 9280
D Pain prevents me from standing at all +5
D 1 can only lift very light weights & M fEIRERBEE +4 R FR AR ey
I cannot lift or carry anything e caatad +5

A 5Y




. . 4

7. Sleeping FEHR 10. Travelling J&f7
My sleep is never disturbed by pain FAIHEABRIHTR | + D I can travel anywhere without pain 7L IR +0

FETHE)T

r_—l My sleep is occasionally disturbed by pain +1 D I can travel anywhere but it gives me extra pain +1
AR B RO T A 8 T WH DARATA MY IRAT, SRR

[]Because of pain] have less than 6 hours sleep +2 [l Pain is bad but [ manage journeys over two hours +2
R, IR BEIRER R 6 /NEF PR T, AHIRET ARy R A /N A TR R

D Because of pain [ have less than 4 hours sleep +3 D Pain restricts me to journeys of less than 1 hour +3
AN, FREEEHREFRITRE 4 /D ORI IR TT R R AR 1 /b

D Because of pain [ have less than 2 hours sleep +4 D Pain restricts me to short necessary journeys under 30 +4
Lt BRI IR A Al 2/ PORBUEIR AT, WA, AR LIBEFTs0 @A B RLRIRAT

D Pain prevents me from sleeping at all +5 D Pain prevents me from traveling except to receive +5

YO RARAR AR

8. Sex life (if applicable) fE4E1E (ISEEH)

treatment FOGEHRIFRHIAT, BT & RUGHNE

D My sex life is normal and causes no extra pain

. +0
B3R, A1 RN
D My sex life is normal but causes some extra pain +1
WAL FEIE S, AIE U SEHET
D My sex life is nearly normal but is very painful +2
A4 TR TR 5 FE= mJH’JA'x"'x:
D My sex life is severely restricted by pain +3
A HE A VS RO MR
D My sex life is nearly absent because of pain +4
PN, R TIPS
‘ D Pain prevents any sex life at all +5
I, AT AT
9. Social life #1324 1%
D My social life is normal and gives me no extra pain +0
I LUERAHAS, R IABRRUMIRT
D My social life is normal but increases the degree of pain +1
AR RN, AR
D Pain has no significant effect on my social life apart from
hmltmg my more energetlc interests, for example sport +2
: =R .IH{]'{I-IL/IJ (e aniESE)
1
[_—_I Pain has restricted my social life and I do not go out as often +3
FERRIR G T IRAGH A A3, WICHAH SN
D Pain has restricted my social life to my home +4
PRI TR R 4 v BRI A AL
D I have no social life because of pain +5

AN BBA A A A 1R

Scoring Instructions:
Raw Score: Summation of Points
Raw Score: Points

Raw Score
Percentage Score:

# Completed Questions * 5

Percentage Score: ____ %




Patient
Insurance
Information

AR

Medical and
Legal
Information

BmAEER
*

Patient
Agreement

PN

Please check any and all insurance coverage you or your spouse has
applicable in this case.

AR X TE RS E R RE AR EE

o Auto accident B SH

o BCBSB1+ZE/E

o Major Medical 7% B& R {RF%

o Worker’s Compensation T A\ B8 &

o Other ¥
Insurance Identification #
PREBAR A
Date of Accident
Hi A
Insurance Name Policy #
TRBE 44 78 TR B 95 RE:
Address/Phone
bk / TR
Adjuster Claim#
iR fhEr A LR
Name of Attorney Phone #
A4 A A
Address
Huhk:
Pregnant: Yes & Pacemaker: Yes 5
FH:. _ NoAR BEEHR:  NoAR
Family Physician and Phone Number
FREBRELFHER:

Assignment and Release

I, the undersigned, have insurance coverage with
and assign directly to HealthTrac Family Wellness, Inc all medical benefits, if
any, otherwise payable to me for services rendered. I understand that I am
financially responsible for all charges whether or not paid by insurance. I
hereby authorize the doctor to release all information necessary to secure the
payment of benefits. I authorize the use of this signature on all my insurance
submissions.

3 ECATRE K

B BBAN &£ B AR BRI, WMREH
&5, HESEFE KB EEFS HealthTrac Family Wellness Inc, 75 RI3%
HHERBLAMRE. RHAREEAENFNMBEHET M RE. &
N B AR BT U B B R S AT ORBE AR . A A HLHEAE L3R
BERAENREERS.

Signature of Insured/Guardian

REGN / BBEANE A




Patient Name: Date: File:

Doctor’s Lien

BAMEHER

Claim# Date of Accident
L BANEA HE:
Patient Name Insured Name
WA YN
Attorney

AT

I hereby authorize and direct my attorney, insurance company or liability insurance adjustor to promptly pay Dr. Hui any
monies due and owing him for medical fees incurred either from this accident or by reason of any other bills that are due to his
office and to withhold such sums from any settlement, judgement or verdict as may be necessary to adequately protect and fully
compensate said doctor.

TP IR E IR A ERAT, (REGA S BGHERIERE A, K SOMERT AT SRR B AL A R B A A 2 & P B
RAERERREARLCEMER, /T BDERIRENTIHETEE.

I fully understand that I am directly and fully responsible to Dr. Hui for all fees incurred in his office. This agreement is made
solely for the doctor’s additional protection. I further understand that such payment is not contingent on any settlement,
judgement, or verdict by which I may eventually recover said fees.

REEWERZREEZAESNTAERBAERNZITIIGRE. WiFRKEREERR T BAENEIMrE.

I authorize Dr. Hui to furnish to any attorney, insurance company or adjustor with any and all medical and/or financial
information as requested.

BHAERT B AR GUEM RN, ORERA 7 EGR 8T MU R MB A / SRS BRI EKR,

I agree that Dr. Hui be given Power of Attorney to endorse/sign my name on any and all checks for payment of my medical bill.
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I understand that this lien is effective for up to five years after my last office visit.

WEHiE B ERERA RO EBRR R — IG5 FRA &R

A photocopy of this agreement shall be considered as effective and valid as the original.
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Patient Signature Date

WAL H

The undersigned being either the attorney or insurance company representative of record for the above patient does hereby
agree to observe all the terms of the above and agree to withhold such sums from any settlement, judgement or verdict as may
be necessary to adequately protect Dr. George Chi Hui, D.C.

Attorney’s Signature: Date:




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.
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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

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

Patient Signature / J5i A2 4/ Firma del paciente Date / H/ 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.
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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 p'untualmente 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.
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