
Health Trac Family Wellness Patient History Information 

Please complete this form and then return to the receptionist. - Please PRINT -
P or Favor complete est a form a y regresela a la recepcionista. 

Date/ Fecha: 

Last Name 
Apellido: 

Age/ £dad: 

Home Address/ Direccion: 

City/ 
Ciudad: 

Telephone 
Tefefono : 

Home 
Casa: 

Social Security# 
Seguro Social: 

Occupation/ Ocupaccion: 

First and Middle Name 
Primer Nombre: 

Date of Birth/ 
Fecha de 
Naciemiento: 

Work 
Trabajo: 

Patient No: 

□ Male/ Masculino 
□ Feimale/Femenino 

State/ Estado: 

Email 
Email: 

Employer/ Empleador: 

Height: 
Altura: 

Weight: 
Peso: 

Zip Code/ Postal: 

Mobile 
Celular: 

___ Ib. 

□ Full-Time Job 
Empleado 

□Part-Time Job □ Multiple Jobs □Employed □ Retire □ Suspended □Unemployed 

Work Address/ Direccion 
de Trabajo: 

City/ 
Ciudad: 

Medio Tiempo Multiples Trabajos Tra_bajador lndependiente 

State/ Estado: 

Retirado '5uspendido Desemoleado 

Zip code/ Postal: 

Marital Status/ Estado Marital: □ Single/Soltera □ D Divorced/ Divorciada D Widowed/ Viuda 

Spouse's Name 
Nombre Esposo: 

Phone Number/ Tele/or. 

Married/ Casada 

Number of Children 
Numero de Hijos: 

Ages 
__________ Edades: 

Emergency Contact Person/ 
Contacto de Emergencia: 

Phone Number/Telefono: 

Have you received chiropractic care in the past? □ Yes/Si 
Ha recibido cuidado chiropractico en el pasado ? 
If yes, please give name of the Chiropractor: 

Si es si, Proveame el nombre de! chiropractor: 

Please describe the reason for previous care: 
Por Favor describame la razon de su anterior cuidado: 

Name of your Medical Doctor 
Nombre de su Doctor: 
List the name of your health insurance company: 
N ombre su aseguranza medic a: 
Policy number is: 
Numero de la poliza: 

□ No/No When? 
Cuando? 



Reason(s) for seeking chiropractic care starting with the most severe: 
Razanes par la que busca cuidada chirapractica e111pieze par el mas severa 

Chief Complaint 

Motivo de la Consulta 

Approximate Date Started 

Dia que Empezo 

1. 

2. 

3. 

Areas of injury or discomfort: 
Areas que tiene el dana a la malestia 
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). 
En el dibujo abajo marque el area que tiene el dano o que le molesta (vea el ejemplo) Marque todas las areas 
apropiadamente con simbolo indicando el dolor empezando con 1 (molestia) con 10 (extrema dolor) 

iaft 

E:wsrn~e 
~ NNNN Numbness 

entumecimiento 
PPPP Pins & Needles 

hormigueo 
BBBB Burning 

ardor 
AAAA Aching 

Dolor 
SSSS Stabbing 

Punalada 
Circle any area of pain not 
represented by a symbol. 
Circule el area de dolor 
representada por el simbolo 

: l 
I 

left , right 

Sack 

Please indicate any medications you are currently taking: 
Par{avar indique cualquier medicamenta que usted este actualmente tamanda: 

□ Blood pressure/ Presion □ Steroids/ Esteroides □ Insulin/ Insulina 

□ Muscle relaxants/ □ Birth control □ Antibiotics/ Antibiotico 
Relajente Muscular pills! Anticopcetiva 

□ Stimulants/ Estimulante □ Stimulants/ D Sleeping Pills/ Pastilla 
Estimulantes para dormir 

□ Blood thinners/ □ Pain killers (including Aspirin) 
Anticoagulante 

□ Others /Otras: 

Name of nutritional supplements and/or dietary aids: 

' l d 
Left 

Alguna nutricion suplementaria o ayuda para la alimentacion: __________________ _ 



Revision de las sistemas1 Par {_avor anote cualq_uier condicion q_ue halla tenido en el easado q_ue q_ue tenga ahora: 

Now Past Now Past Now Past 

□ □ 
Back Pain 

□ □ 
Chest Pain 

□ □ 
Difficulty Urinating 

Dolor espalda Dolor de Pecho Dificultad para Orinar 

□ □ 
Neck Pain 

□ □ 
Poor Circulation 

□ □ 
High BP 

Dolor cuello Poca Circualcion Presion Alta 

□ □ 
Shoulder/ Arm Pain 

□ □ 
Skin Problems 

□ □ 
Arrhymia 

Dolor de Hombro Problema de pie! Arritmia 

□ □ 
Hip/Leg Pain 

□ □ 
Colon Trouble 

□ □ 
Frequent Infections 

Dolor de pierna y cadera Problemas def colon Infecciones 
Sciatica Stomach Trouble Difficulty Breathing 

□ □ Ciatica □ □ Problema def □ □ Dificulatad para 
Estomago respirar 

Arthritis Kidney Problems Liver Trouble 

□ □ Arthritis □ □ Problema de los □ □ Problema def higado 

rinones 

□ □ 
Asthma 

□ □ 
Easy Bruising 

□ □ 
Pregnancy 

asma Hematomas Embarazada 
Menstrual Problems 

□ □ Prostate Problems □ □ Problema menstrual 
Problema de la prostata 

□ □ 
None of the above 

□ □ 
None of the above 

□ □ 
None of the Above 

Ninguno Ninguno Ninguno 

Have you ever: Alguna vez: Comments: Comentarios: 
Had any accidents, falls, traumas, or injuries: 
accidentes , caidas , traumas : □Yes/Si □ No 
Been hospitalized/ Ha estado Hospitalizado : □ Yes/Si □ No 
Had a broken bone / A/gun hueso roto: □ Yes/Si □ No 
Had surgery/ Ha tenido cirugia: □ Yes/Si □ No 
Been treated for an emotional disorder 
Ha estado en tratamiento para un trastorno emocional: □ Yes/Si □ No 
Been bedridden for more than a week 
Ha estado postrado en una cama por mas de una semana: □ Yes/Si □ No 

Health/Risk Factors / Riesgo de Salud Factores: 

Do you smoke? Furna? □ Yes/Si 
Do you drink alcohol? Toma alcohol □ Yes/Si 
Do you have a healthy diet? 
Tiene una dieta saludable ? □ Yes/Si 
Do you exercise regularly? 
Hace ejercicios regulares? 

Do you sleep well? Duerme bien ? 
Is your job stressful? 

□ Yes/Si 
□ Yes/Si 

□ No 
□ No 

□ No 

□ No 
□ No 

Es su trabajo estresante ? □ Yes/Si D No 
Do you drink caffeine? Tomas cafeina? □ Yes/Si □ No 
What is your dominate hand? 
Cual es tu mano dominate? □ Right / Derecha 

Comments / Comentarios: 

If yes □ □ Occasional □ Light □ Medium □ Heavy 
If yes □ Once/Week □ 2-5 Times/Week □ Daily 

If yes □ Occasional □ 3-5 Times/Week □ Daily 

If yes If yes □ Occasional □ Daily 

□ Left / Izquierdo □ Both /Ambidextro 

Can you think of any other habit or activity that has a positive or negative effect on your health? 0 Yes/Si D No 
Puede usted pensar en otra actividad o habito que le produzca un efecto negativo o positivo en su salud? 



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 Signature Date 

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 Health Trac Family 
Wellness ( also HTFW) for the purpose of di3.eonosing or providing treatment to me, obtaining 
payment for my healthcare bills or to conduct healthcare operations ofHTFW. 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, ifHTFW 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. 

I understand I 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 ofHTFW. 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. I 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 

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 4 720 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. 

Signature of Patient or Personal Representative Printed Name of Patient 

Date of Signing Description of Personal Representative's Authority 

. .J 



Name: 

Personal Injury Consultation Form 
Formapara consultar su Lesion Personal 

Date: 
Nombre: ----------------- Fecha: __________ _ 

Date of Accident: 
Dia que ocurrio el accidente: 

1. At impact did you experience a flash in your head? ___ Yes I Si 
Cuando recibio el impacto siento mareo o calentura? No I No 
Did you lose consciousness? __ Yes / Si 
Perdio el conocimiento? __ No I No 

2. Immediately following the accident how did you feel? 
Inmediatamente siguiendo el accidente como se sintio, explique por favor ? 

Did you become? (Please circle) 
Que ha sentido? (Por favor circule sus respuestas) 
Confused/ Confundido, Disoriented/ Desorientado, Light headed/ Mareado, Nauseated/ Nauseas, 

Blurred vision/ Vision borrosa, Ringing/Buzzing in ears/ Zumbido en los timpanos 
3. Are you currently experiencing? (Please circle) 

Que esta actualmente experimentando? (Por Favor circule su respuesta) 
Restlessness/ Inquietud, Irritable/ Irritabilidad, Difficulty concentrating and remembering/ Dijicultad para 

concentrarse y recorder, Sleeplessness / Insomnia, Forgetfulness / Olvida muy rapidamente, 
Reduced tolerance to heat or cold/ No to/era el caliente ni el frio 

4. Over the next few hours and days, what symptoms did you feel? 
En las proximas horas y dias, que sintomas ha tenido ? 

5. Please tell us how your accident happened. 
Cuentenos c6mo ocurri6 su accidente: 

6. Were you wearing a seatbelt? Estabas usando el cintur6n de seguridad? 

7. Was your car moving at impact? How fast? 
Su carro estaba en movimiento al recibir el impacto? Yes/ Si Nol No Que tan rapido? _____ _ 

8. Did airbags deploy? Which ones? 
Se desplegaron los airbags? __ Yes I Si Nol No Cua/es? ____________ _ 

9. Were you the driver? If not, where were you sitting? 
Eras tu el conductor? Yes I Si _Nol No d6nde estabas sentado? __________ _ 

IO.Which way was your body facing at impact? Straight Right 
En que posicion estaba su cuerpo cuando recibio el impacto? _ Derecho __ Derecha 

11. Which way was your head facing at impact? Straight Right 
En que direccion estaba su cabeza cuando recibio el impacto? _ Derecho __ Derecha 

12. Were you surprised by the impact 
Fue usted sorprendido por el impacto ? 

13. Does your car have a headrest? 
Yes lsi No/No 

Tiene su carro un cabezal? Yes /si No /No 
14. Had this collision affected your work, hobby, or social activities? 

Left 
__ Izquierda 

Left 
__ Izquierda 

Esta colisi6n afect6 su trabajo, pasatiempo o actividades sociales? ______________ _ 



Neck Disability Index ~~,fjflttH& 

Patient Name M:;8: ------------Date B W 1: ----------------
1. Pain Intensity d!M~ 
D I have no pain at the moment .:f~3fil;{tr.!itliJ~:irij 

D The pain is very mild at the moment Fl 11uit-lI~tfNWj: 

□ The pain is moderate at the moment H11ufi~mr:f-1~ 

D The pain is fairly severe at the moment 
i [ ·11fJJ¥11h tt4:<'.eP1'"°lfi: 

D The pain is very severe at the moment ldlm;l¥:fi¥i4f:.'t.f.tF-H 

D The pain is the worst imaginable at the moment 

Fl -r1u l1~ff~ir.iJitf.iT ~JJU *f'.111 :hiHi~ (:1JlfrUt 

2. Personal Care (Washing, Dressing, etc.) 
~ .A.~31 (tAt~, ~~ .. ) 

D I can look after myself normally without causing extra pain 
DHliE-:-1¥t fJ flfVFi1>li111t~ITT?'H¥11¥1rt1 

D I can look after myself normally but it causes extra pain 

"fif ~~j[ 'l-l~· f:'.:j YlHI! '0mJjjtffiji:$'[,1'1~1i1f.m 

+0 
+1 
+2 

+3 

+4 

+5 

+0 

+1 

D It is painful to look after myself and I am slow and careful + 2 mum [{j cfl~•;fIJli/,m' Jt~t.t}HfUM Jj\;t, 

D I need some help but can manage most of my personal care 
J~,r~l}?~---·-·±':~1\tltJJ, 1.n)z:tfls,}hJ~J tt1 rm 

DI need help every day in most aspects of self care 
:Jt frfX ;(E Ct iffi1-f ffif}.;: ms .fr=lfi511ff:~: _. IYJ 

D I do not get dressed, I wash with difficulty and stay in bed 

JtTcn~::x·t{JJ!ll, t.i\Jtt<ff.-fI•im, }1ttt~11HHt 

. I mg 

D I can lift heavy weights without extra pain 
tliiJ l;,1Jtifi: 4-PJ WiVF fr l~fljf{(i j[-- f'.jq~~i h 

DI can lift heavy weights but it gives extra pain 

:JxJiJ l~M!J JMm , {11.-f.:rl.\'~*~ri?'rr)~n:~,h 

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

~1/rif.t :f:!t Mdld~~J-114-JJJf~:iilrt~...l::: "#1,@, {!J.:{!f.l:'l'i2:-ft1~ht(-f}J {l 
(t.J{s'.r.1((;f:, U~~fF(U.vFf...l:::, lt~fiCi:iJ ~J, :ttt~ 

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

fi1frif:t:fx.1n~;1:i~thHl:ir~Jm, {U tm-J;fl 'l::: fr'~"fjj[_:(Efi ff fl~{ff.J~f: ' J,lt 
r1J ~JJJ1JJ1\.iJi1~fitl q:, ~~ u<n&J"7!1 

D I can only lift very light weights t~H fiMl1fil.Hl~J1f~fl~:!!lHti: 

DI cannot lift or carry anything !~~4~ft:~~'A:ilBx.{t,IH\'}'11:fi"tl}kV4 

+3 

+4 

+5 

+0 

+1 

+2 

+3 

+4 
+5 

. ea Ing Mia 
DI can read as much as I want to with no pain in my neck 

JfiiJ Cl.ll'i'ili~1J;-1;1t;J1~ ~J,--, JJYY- /f""~ fr l1t~;Jtitl1¥11h 

D I can read as much as I want to with slight pain in my neck 

1~1:iJ tlffifi,r..,JTrat.tii;ti~;rN, 11 !}1!ri{fi:S0:fril[!~t'&1¥1irl 

D I can read as much as I want with moderate pain in my neck 

~-~iJ !JfJi;C..,JfT·atl&[{M;l'i, {! IJ!ff;';µ,ft :{ f rf·.1 J.:f!J~1i r.i 

D I can't read as much as I want because of moderate 
pain in my neck ftn1tfu1HtPl1':J r:t-1 Y.t1i~rn, :JJdllfrk f~il ,ti, fgf·fi;::lii; r~ ~ :t 

D I can't hardly read at all because of severe pain in my neck 
ft17J{'-1~tffff5(1'1Jltli,~*~m, :ft-il-'f-·1tt~tk~ 1lt 

LJ I cannot read at all :1Ht.i:4lltk~a~ 

5. Headaches JiJiftl 
n I have no headaches at all :f.!t:fu~&~N1l1Hfi1 

D I have slight headaches, which come infrequently 

;}k{f!l~!~~tfJt!i~iri, {I !JiDll:J-o.:lkfR~J,--

DI have moderate headaches, which come infrequently 

JN;i( f rt11iUiJH1h , 1.1 l.~1Mll.J1X~{~~!;-

D I have moderate headaches, which come frequently 

;}Jtt.~ ,,.;i• 1:H :tW:.t:1 !:.UJiSHfri 

D I have severe headaches, which come frequently 

:ft~t~ '1trf1 Jil:l!B: t:tJi'ifilj 
0 I have headaches almost all the time 'JNA't·T-t.!tJlmHfri 

6. Concentration -ttjJ 
D I can concentrate fully when I want to with no difficulty 

•t,f; :JiiJ1t~l1~ a~Mtfz WJ k;,it 1tt~ lfl ~Ht!!)t'.'.'E:-1~ rt-1 iV.L~:-JJ 

D I can concentrate fully when I want to with slight difficulty 
'(::tJJrn1?~-$qfJ,H(, Jfi:rri;JSG~f}_ir:pf[t:t;j:JJ, fl l_.,{J-···lf}iffilDlfh 

D I have a fair degree of difficulty in concentrating when 
I want to 'i=f.lt'}Wt~f~ r:f:qli::UtfJ t'.r':1 n=Hk, :f.ltff:HTI-Jdt':1 [*!Rift 

D I have a lot of difficulty in concentrating when 
I want to t,:JxfJ.t:t!·:Ui rtJ n.-:tiJJJ Ilg', .ft1tHf!:i/-: q.-.i (d:h:)J 

D I have a great deal of difficulty in concentrating when 
I want to ·1::,r~fJ,l~~-!J.it-t-1i'i:tt1::t1a~, :fU&JJt~!i'I;J.;~ir+1fEh1:JJ 

LJ I cannot concentrate at all :f~tlt2!s:,;Q[fkl rf:JiHJVJ 

+0 

+1 

+2 

+3 

+4 

+5 

+0 

+1 

+2 

+3 

+4 

+5 

+0 

+1 

+2 

+3 

+4 

+5 



7. Work I{~ 
LJ I can do as much work as I want to -i.·iJ ~XI. ftrlliM:$&tvt$'.'.];-

D I can only do my usual work, but no more 

::JJt,H f1~1i1rt =flt EJ -.:;f n~ :.r:. 11: , 1.11:;r::fr~·fi1t11i~a~ iJitil 

D I can do most of my usual work, but no more 

J;\:;fiJl~J.f~x-kt15.fr Fi 'i¥~'ffJJ:·.11::, {P ·:if::: ft~ fi!.!~ fl½ 

n I can't do mv usual work :Jx.,~tt:;tt•ttfv: lJ 'Nffi~T.ff: 

n I can hardly do any work at all IM~-'f-·1!~dld~f:I:1i:iJT fl 

n I can't do anv work at all 1ittt4s:11tHif~f.I{r1f].: f,t, 

8 D .. . r1vmg 
D I can drive my car without any neck pain 

it nJ l;t. IJl:l I Ii: WiPF 0" Mtw:i\ti &\i'.i;'fi31¥M 

D [ can drive my car as long as I want with slight pain in 

my neck JlUiJ~_'.JJJ1H,\f:JrW(t,&~HtL, fl!fili t1iS fr1-f ili!~t~!¥!fff.J 

D I can drive my car as long as I want with moderate 

pain in my necM1<JiJ 1.;;,1ln:.U,,f:Jr1:iX:lt!?.lJUJ Ii:, ;11.~nm~·firt.1&;¥1ib 

D I can't drive my car as long as I want because of moderate 
pain in my neckf.h JJf~tff:ffS r.f-1 !tl1l~m, :J~1Wdg ~t;C.,f:Jrf~:lt!tJ!J¥1J4.t 

DI can hardly drive at all because of severe pain in my 

neck rt11i'~li'Ht[HJ1jf,,~ff~tf.i, ~~Sf-1!~if;k ~ml!! 
D I can't drive my car at all J:t11:'Ui:!ll;ti~ ~jffijf. 

9 SI . eep1n2 
n I have no trouble sleeping t~lf.U'Y;tfHJFriJ19J 

D My sleep is slightly disturbed (less than 1 hr sleepless) 
:1Xn{J mrn11tt;~:r11j1~~:-rr¥t (~llltf.Krli"d'.'.Y'JJt 1 1Ntl) 

D My sleep is mildly disturbed (1-2 hrs sleepless) 

:J:!l lY'.l l!Wlll~:ffijlj i[~l_fl'¢Ff·f1ik <1-21NtHdl[;l;;) 

D My sleep is moderately disturbed (2-3hrs sleepless) 

:f~ fY:J 1rnrnft~fti r:.j:l JiCFf~:f (2-3 1N¥~·!Jcll[t) 

D My sleep is greatly disturbed (3-5 hrs sleepless) 

:f~t-l~lfWll!i'.~ftlfRJ:.:T~ ( 3-51NfB!:i!l~) 

D My sleep is completely disturbed (5-7 hrs sleepless) 

J¼(l1 lmi; IIN:;'c.1::!f ttl·T·~ (5-7 1Ntl~kllt\:) 

+O 

+1 

+2 

+3 
+4 
+S 

+O 

+1 

+2 

+3 

+4 

+S 

+O 

+1 

+2 

+3 

+4 

+S 

10. Recreation U 
D I am able to engage in all recreational activities with no neck 

pain at al1 lt@.Jy$fJl.1Jfr{J°~~~Mi§·jfdJ, ~ff;';-[S'.,1~:0)Ff"H¥1iii 

0 I am able to engage in all my recreational activities, 
with some pain in my neck 

:JzfiJ U:@: fJU[ifr -11· r.r-1 ~!jl:-~1~i-!filJ , ffl_jfjffp~ff ~1¥~ffl 

D I am able to engage in most, but not all of my usual 

recreational activities because of pain in my neck 
r:b1~1Fffl58{1*!1,m, Jx.fl ftg.~:JJn~r.1-tk:=ffrs1t n -n~·i;t~1i1rifi 

0 I am able to engage in a few of my usual recreational 
activities because of pain in my neck 
rl1 fi'S.' IH115:l¥1ll'f , JtJ{ rl~~}Jll·····J,t~ E:l '/¥ttl~~~?ifi·jfiJJ 

0 I can hardly do any recreational activities because of 

pain in my neck d:11f~$1lfa~~~fll, ~-~.1-'Y-~Wk:tffetJnfT:{TIJ(Jfk~t[i·JW1 

0 I can't do any recreational activities at all 

~ffi*#!€~~imff:M~~~j}J 

Total Score: 
Raw Score: Summation of Points 
Raw Score: __ Points 

Raw Score 
Percentage Score: C 1 d Q . * 5 # omp ete uesttons 
Percentage Score: ___ % 

+O 

+1 

+2 

+3 

+4 

+S 



Oswestry Disability Index (ODI) }]I~-
Patient Name: --------------Date: -------------------
1. Pain Intensity ~-%ll!t 
C I have no pain at the moment i~:IJUfr.~lf~~ 

I The pain is very mild at the moment §iv'Hi1lf!fi\t 

n The Dain is moderate at the moment §iru~!Jffiq:t~ 

D The pain is fairly severe at the moment 
n rrr1~~rnfn 'M rut 

lJ The pain is very severe at the moment § fili~:fffi?F'ffl .nm 
D The pain is the worst imaginable at the moment 

111Hn½~tt-PtiJJ.I..~,U,JH~frJ1¥!1~Nt'Una'gf!JHl 

2. Personal Care (Washing, Dressing, etc.) 
~ ,AJp:JI (~, ~*~~) 

D I can look after myself normally without causing 
extra pain :fiHJ t;J..iE 'l1f I' I rm, /f~ frli1

i· ht-?ft'H'H'l~~~iri 

D I can look after myself normally but it causes extra 
pain ;f\ff:iJ ~-CiI ~1W fj fill , 1-l':!.mfr\\Uxm:Pr~~1t,rra 

D It is painful to look after myself and I am slow and 
..::areful !tJm r:~1 fm nJtRtr,m, 1£11x;~~·tlffi11H~,, 

DI need some help but can manage most of my personal 
care JJt:WlP.~·-···±t~--m, 1.ttkfflHffiJ ~J. f~ ~fil 

D I need help every day in most aspects of self-care 
:J:it·f,fJc;(-E (l Jff.11rtfii);;:j;J~:lrl~1~1t!Jf;tri'WJ 

D I do not get dressed, I wash with difficulty and stay in I ~ed 
:fUi:J!rl·r•c:Jlbi, iJ\:1iiffr tWfE , 11.v.~M,1:+Nc 

. I m.2 

D I can lift heavy weights without extra pain 

titrtJ l~HJ:iFttJYllJ /f~ fl !lh~Ji!J1\fijrfl~!Hri 

D I can lift heavy weights but it gives extra pain 

l(fiJ ~MH iFtt, {.I r.-f1~1/1*?S:i?'rlY~~1iti 

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

i¥1rrjf.t~x.Jntt!~n~:1fl:¥J.Iiftimtf . .l::.:tft~, 1n -~n-5fHlt5· '8 ,r,fb.~. ·t:E 
JJ fi! f!-~JJ)l:~, M~r1-tu+Ff-.J:, :ftl:8-JUiJ ~'.),}JtmJ 

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

;~~vri{t~i~,t~:~}It 1t, {D.:ilf.1!~{1)::ltli {t, ;f)t'AJ ~JJ)i!:~~JIJ 
1+1 ~ ft~ 1}'i'·!~t-

□ I can only lift very light weights ltH fmtfbr~fLU~(:J':r~Ji 
n Jttttzis:411n1t\uriX1ttM1: I cannot lift or carrv anvthin2' ·• ··, · · · ",;r,- .. ~- 'w.E ,z. ···: 

.... .. -

. a Int! / 1T 
+O 
+1 

D Pain does not prevent me walking any distance +O 
~1iri:JPF:il,'.rlitJ:Jx.;iLfI{rffftliltfff' 

+2 

+3 

+4 

D Pain prevents me from walking more than 1 mile +1 
1¥~rltt~11t~t!)Him'i~ 1 ~m. 

D Pain prevents me from walking more than ½ mile 
+2 

~l~ib{f ;J;~:~\WldvfrMHilio.s:~ 11 !_ 

+S 
LJ Pain prevents me from walking more than 100 yards 

+3 *~inftJ1ti1t€fkjvfi-ii'i:JM 100 :iiJ.~ 

D I can only walk using a stick or crutches 
+4 ~.R H·MtJll tM5t5tlrtf 

+O 
D I am in bed most of the time :f.lt:kffM.HJ:} l'Mh~l~:f:Elfi~ vK +S 

+1 
5. Sitting ~tf -LJ I can sit in any chair as long as I like ,H ~:J;\tlfdb;,'i:f;R;iiJ l~§.#.;(.f.: +0 1:r..1.;rc,hW;:._:·,,._ 1..'1".,-,-u,1 A'',,~;, •;i:.1:.,11- A;,;. 

+2 o··i .. c;~-o~l~-~it i;:;;f:;~;;;; ;h:ir as long as I like +1 
:JJtH fJMl~tl::t~lk:-'{W/kA'-Jtr.:i·:f _t, ~l'.-~t % ~;~9i;f¥ ft !A. 

+3 D Pain prevents me sitting more than lhour +2 
~!rn{~:fM~~11~fJHH1HM 111',at-

+4 D Pain prevents me from sitting more than 30 mil1utes +3 
ii1rn1i:fJtef1tft1~;t:fmJJ.ih: 301H1t 

+S D Pain prevents me from sitting more than 10 minutes 

t¥11fit~:ft'.fft~1!:tltti-fflJ.ih: 10 :frjffi 
+4 

D Pain prevents me from sitting at all J{HmitJHHR*1n~-i'l~i#. 'f. +S 

+O 

+1 

6. Stan 1n2 \ J.L 

D I can stand as long as I want without extra pain +O 
JffiJL.:JJJ.l:itli~~Jivt:it'tt!J..., ;Fftiii!.:Ufi5irl'.t111i1ii'i 

D I can stand as long as I want but it gives me extra pain +1 
Jjt'P]" l;J,;Jil1'£'5' 1f-; ;J.,_JlifUi/i -~ !A , ffJ. irifrJJt;}tr-* fl Jr 8{J51~ :/i{· 

+2 D Pain prevents me standing for more than 1 hour +2 
ifiJl{N:lt1WJ1.~Jtii.:s'.rMH.il! 11NJ..t 

D Pain prevents me from standing for more than 30 minutes +3 
~¥M (~!z4!l€rl.~14ttutf.tti\130 ,Hli'! 

+3 D Pain prevents me from standing for more than 10 minutes +4 
~¥~ilHse:rx-1n~ttttS.\1..tHM! 10 ::;Ht1 

D Pain prevents me from standing at all +S 
+4 
+S 



7 SI . eepm2 lffift~ 
D My sleep is never disturbed by pain :;J.l?JfJIIW!l~~-fl1t~~irit-T¥1 

D My sleep is occasionally disturbed by pain 
JJtf{q llffe.ll~·ftJi lf·t-ft5:l ~¥1rTITfiJ '.~¥-ti+·il 

D Because of pain I have less than 6 hours sleep 
M'l J)t·JfHm , Jxriq lllH\\U# l'HVf~ Jr: 6 1 N# 

D Because of pain I have less than 4 hours sleep 
rt1 if~Jl~ifi , :Jlt(t':J!JIUt~B~li{VFfE 4 ;NJ~, 

D Because of pain I have less than 2 hours sleep 

r11 Z'.Jit1iti :fx.n-:1 IIW llt~a~ 11\J;F ,Ji 21Nfr 

D Pain prevents me from sleeping at all 
"··· .:.. .. .. . .... 

8. Sex life (if applicable) ' ... ( 0 
D My sex life is normal and causes no extra pain 

=rt f'.t;_r t+!t. m ff -1: 1· , tHf iJ I m:\faHHti:iM 
D My sex life is normal but causes some extra pain 

:T:ltrt':iU::tili.ff.•l:s-, fl I. fr iJ I mJ·······f.:.~?8.'!?'~t'J';_rf¥1ib 

D My sex life is nearly normal but is very painful 

:J.21'i''.J·l1:!:l.: t'fi·-%1·5¥-:iI ·1;~·, {I l.if::'1a·1iifi't'i 

D My sex life is severely restricted by pain 

:ft(fJ•llf:4:. t\:rf :~:if1l1¥1~if¥J ofttft fiR 1M 

D My sex life is nearly absent because of pain 
rtn)Nt~ii'.i, :fU!ff·:Jc1l~ J·l1:!.t ~-li 

D Pain prevents any sex life at all 
EfJh~1¥1m. 1{Vts:.~f:kliHi'ff-f::ff tt:l: ffi 

9. Social life tt~~m 
D My social life is normal and gives me no extra pain 

:J;~ nJ L;,CiE ·;;~U. 3c, ;i<it~:I~1t1i1:<~fa'!1~tl½f¥'.1ih 

D My social life is normal but increases the degree of pain 

ttrnH:.x.(tt;5xE-i:~·. {I r.1t:l!l"/:/mM:i'1'if!1\J.it 

LJ Pain has no significant effect on my social life apart from 

limiting my more energetic interests, for example spo1t 
ii~rfiWY !3tifttl T :fx.-'llit t.Xn(J:fJrli J] (J<]i[ii-JJ ( lt :tm Jll!Jf©) 
;:t-1/~. fit1Jt1lZ:m:ti~it1~tf::x~t ~'ig 

D Pain has restricted my social life and I do not go out as often 

it~on ~N rtiJ ·:r Jt r1~ tf::x:':J:. ri , lt -Jc fl~ i~ •if;-:Yr I+\ 

D Pain has restricted my social life to my home 
;¥,:J1h Ht:ftt't':!t::L :'~:ft. t§· rftittl r:r.it;Jl11\ 

n I have no social life because of pain 

+O 

+1 

+2 

+3 

+4 

+S 

) 

+O 

+1 

+2 

+3 

+4 

+S 

+O 

+1 

+2 

+3 

+4 

+S 

10 T . rave Ir 1n2 
0 I can travel anywhere without pain =l%1'iJL;JJ'Ht¥~i~r'ti:l't!?. 

-t.d·:t11•J Jt!:,)J D I can travel anywhere but it gives me extra pain 

:fxJiJ t:Jt·ff1r1J .iilifri~fi·) {11. ~~:fJc3\l~fa'l:$7H1q1%1iD 

D Pain is bad but I manage journeys over two hours 
mi1HF!Ji\i~Jfi: , {I r. =rJFiJ lJ1:~tIH4lfl.'il ~ .1 Nf.r A'jJj'~f'{ 

D Pain restricts me to journeys ofless than 1 hour 
~1fnfiN·it~:fx.a~fi·;fJ.#:,FfitMH~.11N1=;¥ 

D Pain restricts me to sho1t necessa1y journeys under 30 
mmutes 

~irn fJ[tiM J:lll:.f.Jfi·, :!mftl· £'.,~ , Yl 'f.iJ 1Jill:fi3o .frl1.~J.p\J rt<J'.);i]j£:JiV(fi· 

D Pain prevents me from traveling except to receive 
treatment f~~1i'.iPJ1Ii'.n'x;l.l:l1'i', ~ T 1.;J:~1¥x:tfHif 

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

+O 

+1 

+2 

+3 

+4 

+S 

Raw Score 
Percentage Score: 

# Completed Questions * 5 

Percentage Score: ___ % 



Patient 
Insurance 
Information 

~A~~-~ 

Medical and 
Legal 
Information 

11•lll~f$Jtt 
~ 

Patient 
Agreement 
~A~~ 

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

~~~ff~&*~~M~~~~~~~ffl~~ffi$~o 
o Auto accident .'$.m~,rr 
o BCBS§+*§}W 
o Major Medical m li~~M 
o Worker's Compensation IAIHI~ 
o Other~~ 

Insurance Identification # 

~M~~~~: -------------------
Date of Accident 
$i&SM: ______________ _ 
Insurance Name Policy# 
~M~ffl: _______ ~¥~~: _____ _ 
Address/Phone 
:l:IPJ.rl: / 'I;~~~ -------------------
Adjuster Claim# 
Mfflfttt A: _______ ~M~~: ______ _ 

Name of Attorney Phone # 

~Bilitt~:--------~~~~:--~---­
Address 
:l:tl!J.rl:: -----------------------
Pregnant: __ Yes ~ 
tll}z: __ No )G~ 
Family Physician and Phone Number 

*»!91:.~*~~~: 

Pacemaker: __ Yes ~ 
jl§~~: __ No )G~ 

-----------------

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. 

* re~ ~toc 
a, •• A, fr _____ ~M~~fl~Mm~~' ~*fl~ 
~, .l[~?tffc*~~-~m~JM HealthTrac Family Wellness Inc, ~~1J~ 

#Ma•~~m&oa~sa•••*fl~M&•ffl~§~#~Mo* 
A&$W1:.~~*fl~~ffiA*•~~#~Mm•o*A&$~ffl~­
~amfl(I{J~M~~-o 

Signature of Insured/Guardian 

~MA/~JtA•~ 



Doctor's Lien 
Medico Embargo 

Claim# Date of Accident 
Numero De Reclamo: Fecha del accidente: ------------ -----------

Patient Name Insured Name 
Nombre del Paciente: _____________ Nombre del asegurado: _________ _ 

Attorney 
Abogado: ___________ _ 

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. 
Yo par este media autorizo directamente a mi abogado, aseguranza, adjustador a pagarle prontamente al Dr. Hui 
cualquier dinero que provenga de mis gastos medicos ocasionados par el accidente or par cualquier razon par la que haya 
que pagar las recargos medicos retenidos coma asentamiento, juicio o veredicto y lo que sea necesario para 
adecuadamente proteger el pago del doctor. 

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. 
Yo completamente entiendo que solo yo directamente soy responsible de todos las gastos incurridos en la oficina del Dr. 
Hui. Este acuerdo se hace unicamente para adicional proteccion para el doctor. 

I authorize Dr. Hui to furnish to any attorney, insurance company or adjustor with any and all medical and/or 
financial information as requested. 
Yo autorizo a Dr. Hui a proporcionar, a la compania aseguradora o el ajustador con cualquier detalle medico o financiero 
que ellos requieran. 

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. 
Yo acuerdo al Dr. Hui adarle el poder de fimar con mi nombre cualquier cheque para los pagos de los biles medicos. 

I understand that this lien is effective for up to five years after my last office visit. 
Yo entiendo que esta conexion es efectiva por mas de cinco anos despues de mi ultima visita. 

A photocopy of this agreement shall be considered as effective and valid as the original. 
Unafotocopia de este acuerdo es considerado tan efectivo y valido coma la original. 

Patient Signature 
Firma: 

Date 
Fecha: -----------

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 
On Track to Great Health 

4 720 Peachtree Ind. Blvd., Suite I 04 Norcross, GA 30071 

Telephone: (678)740-9401 Fax: (770)670-6518 

IRREVOCABLE ESCROW INSTRUCTION 
AND AGREEMENT 

The undersigned patient (hereinafter "Patient") in order to induce Health Trac 
Family Wellness (hereinafter the "Provider") to extend credit to the Patient, 
hereby irrevocable instruct my attorney and escrow agent, to pay to Provider the 
full amount of any bill for services rendered by the Provider, from the proceeds of 
my personal injury settlement or award within ten (10) days of receipt by him of 
same, excepting time for any negotiable instrument to clear. 

The escrow instruction and agreement is irrevocable by me and is being used to 
include the Provider to provide continued medical services from my accident. 

Patient Signature 

Patient Name and Address 

Understood and agreed to by: 

Dated: 
HealthTrac Family Wellness 

Provider Signature 
Dated: 

By: ______ _ 

Its: --------



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. 

ft fri r-l'J § ~I~ Yffi JI}! :~ F.f>J ffij * ' ft fr, ~{f .?fi --·---W ~ -7] ~ ~'J.. ±~ }J~ 11F 1&~ ITT fffi~S O ~ at ' 1f!; ill~. ff rfi- -
-W ~ h ~M ffl ~ ~ ffi~, tta~~~~OO&~~~o @~, ft~~~~, ~~$#ey~•~~~ 
Yi u-1· JU is 1&~ 8''1 tm ~{1 o te ~ 11 :fx fr~ Jt1m ,~ ~- Er'1 i~ f tn ~· ;,t , Jx fr~ t~r irt ·tt >R 1f!i , ,~ 1t ~ i1 JU~ 1t rt E,J 

Jlj is fl~~~ WJJ , JJ!JLfE ~p 1m ~Ll fz fr, ~t p)T o 

~n-~11~m~1ttiP4ExitlJr-~mtm~s, ~1J 1~'~jt£fJJ1~F.H!'sJ s~:~j> 24 1J\r:~,mrittWii1x.1tJW:1<Hrf!!t*s, ~J% 
5[1,J:tm O ~ -s· &rf-r1£~:t-1r-sstWrrR1~-:MJA, -*itfiJT7f E1Him~s O llilirL ~16,~tlmr 24 /Nttiffi~ 

~in' l1 ~ ftfrrtj'~r:tUt!rff ffij~ .izJIP f~t:~ Fi'1 ,V w O itt:ctfflt'-J ffffX {,f Jt J:fHm~: $50. 00 0 

* * • JfJ ;f tE 1* ~i) t!1i k iff III z r:kJ ' '.16' ~j {f Ill IJr ~ Hr Jui~~ z mT :5l 1J 0 

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 1/egar puntualmente a la hora indicada. Sin embargoJ nos damos cuenta de que 

los eventos imprevistos pueden impedir que cumpla con su cita. Para ser justos y considerados con nuestros 

otros pacientesJ le solicitamos que notifique a nuestra oficina de inmediato cuando se de cuenta de que no 

podr6 asistir a su cita. 

Si necesita cancelar o reprogramar su citaJ 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 programadaJ este 

consultorio no reserva citas dobles; por lo tantoJ la notificaci6n de 24 horas es necesaria para que podamos 

programar otros pacientes que necesiten citas inmediatas. 

La cuota para una cita perdida es: $ SO.DO 

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

Patient Signature/ mA~:!ld Firma de/ paciente Date / 81)3/ 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 t ime, 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. 

ft fr~ H'0 § ti~ ti¥i Ji f~l :~· Ef'] 1!¥li * ' f1:: fr~~~ _{l---tJJ ~ _7] f-f IJ.!1-.±lh J-1:. ti!: 1i~ tf'] J~ t.('] 0 rtt1 ~1 ' 1~ ll fi j{ ff§.­

m ~ JJ ~ ¥-t ffl IE A"J ffif.t{] , M tE ~J IE A"J ag: rai JJ.. ag: f.lJ Ji o {§ -~ , it fr~ Mt ~I r.!J , ~'&$fl nJ ~~ w.riJJJ ii~J 1i~ 
11:t B"1 f lj it 1~ ff] fin~~ 0 ill~ ti ft fr~ Jtfth !! ~- ITT 0 f tu:~ 11 ' Jx 1P~ t~ .tl:t h1J )R f@l , ,~ 1~:@: al f lj mti~ ,tt Ft-J 

I!Jitf~~;']f~, ff!U1JtP ilU~~ll~fr%~J5JT o 

~□ -*1~ fffi~llx.W~ ffxillJr -~tiFfintts' ~ljiQ;,{ijtf }JJ1~~;JfsJ B~ ~j> 24 Jj\El;,j'mfllx.1r=1 iiX:Yl!Jr1i:t1rJ:iJ1fr(~' ~_)_% 
xf·;J .re Hi O 1,'tg 7 }21J;,1'tE·'li:.til:~t']IJ1f 11Jj~·:JijA, *}~J:iJr~~llH1ffl~8 0 fbl.tl:t, ~16,~t!ITTJ 24 /J,~ii%1 
~fn, l1 ftJt1rr~til:;ttfth~t¥t~-~fzJW r~t<~w11® tf o ffittffit'-:rrmx {,J JU:fHirrf = $so. oo o 

* * • m 1~ 1£. f* ~;~ 'Eli-~ iff [II z. r:kJ , ~]6, ~wt 1± 11 Jr J-J:. :tir 1u1 ~s z mr 3t f--J o 

Nuestro objetivo es satisfacer las necesidades de nuestros pacientes y haremos todo Jo posible para 

programar sus citas de manera eficiente. A cambio, es su responsabilidad hacer todo lo posible para cumplir 

con sus citas programada y 1/egar puntualmente a la hora indicada. Sin embargo, nos damos cuenta de que 

las 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 de cuenta de que no 

podra 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 tori/a. En un esfuerzo por ver a las pacientes puntualmente a la hara programada, este 

consultorio no reserva citas dab/es; par lo tanto, la notificaci6n 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/ mA~~/ Firma de/ paciente Date / B Jl:JV Fecha 




