American Wellness Center & Disc Centers of America- Scottsdale
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Your patienceand cooperation in supplying us with complete and accurate information is very much appreciated. Werely on this data in
the event that we need to contact you regarding laboratory reports,prescription infermation and various other medical necessities that
may occur. Please notify the Front Desk Receptionist if you require assistance in completing this form. Language Spoken:

Appointment with Dr. on / / Translator Necessary Q0 Yes O No
Last Name First Middle intial / Maiden Name Date of Bith Sex Home Phone #
Mala O
Female Q ( )
* | Mang Address Apt./ Lot City Stale/Zip How Long Social Security #
Al Present
Address?
Altemate Maifng Address Apt./ Lot City State/Zip How Many
Morths atthis
Address?
Malerial Status: O Divorced Mother's Name (If Minor Patient) Father's Name (if Minor Patient) Drivers License #
O Married O Widowed
O Single O Separated
Occupation of Pafient EmployerfCompany Name Employer Address Ernp:uyers Frone #
Spouse's Name Spouse's Soclal Security# Spouse's Employer Spouse's Employer Address Spouse’s Employers Phone#
Allergles:
Do You Drink? () Yes Q No Do You Smoke O Yesg No

| NCE INFORMATION

INSURANCE INFORMATION Please writeinformation about the patient's insurance here

Secondary Insurance Company Name

Primary Insurance Company Name

Insurance Company Address Insurance Company Address

City State Zip City State Zip
Insurance |0 Number Group Pian Number Insurance 1D Number Group Plan Number
POLICYHOLDER INFORMATION Is the secondary policyholder the: () Patient()  Primary Policyholder (O Other
(Completethe information below if the PATIENT is NOT the POLICYHOLDER) [Complete theinformation below if you checked Other)
Primary Policyho'der's Name (Last, First, Midd'a Initial Date of B'rth Secondary Pofcyhelder’s Name (Last, First, Midd'e Initial) Date of Birth
/ / / /
Prmary Policyholder's Address Sex Secondary Poficyholder's Address Sex
0 Mate O Male
O Fema'e (O _Female
Cty State Zip Te'ephone City State Zip Telephone
Employer's Name or School Name Telephone Employers Name or Scheols Name Telephone
Employer's Address Employer's Address
City State Zip City State Zip

Relationsh’p to Patient
0 Spouse (y Farent

() _Other,

Retationsh’p to Patient | Social Security Number

Social Security Number
o Spouse o Parent

Employer Plan Coverage If Champus; (O Active 8 ?‘{?lfed O Disabled| Employer Plan Coverage IfChampus; g Active (g Retired ( Disabled
O Yes (O No Branch of Service g Yes g No Branch of Service.
ARA UH UH 4 L

Head of Househo!d/Cuslodlal Parent of Minor Chitd Relationsh'p to Patent Guaranlor's Social Security #
Maling Address AptiLot City State/Zip Guarantor's Phone #
Guarantor Employer Employer's Address City State/Zip® Employer's Phone #
Guarantor's Occupation Drivers License # Person Completing Form/Re'atonsh’p to Patient { )
\ (Please complete reverse sidg) page 1 /




Date:

Patient Name:

Address APTH#

City State Zip Code

Home Phone Work Phane

Ceill Phone Cell Carrier (if you would like to recelve text reminders)

Email Address: How would like to be reminded of appointments? [ E-mail & Text

Emergency Contact Name:

Emergency Contact Phone: Relatienship to you:

Sex: M F  Date of Birth Age Sociat Security #

Marital Status: I Single [ Married O Divorced 0O Widowed O Separated O Minor

[1 Caucasian I African American [ Asian [ Native American [0 Latin American {3 Other

Race

Ethnicity I Hispanic [ latino O Non-Hispanic / Non-Latino language [T English O Spanish [ Other
Occupation Employer

Referred by: Height: Weight

Pharmacy Name: Pharmacy Phone Number:

Pharmacy Address:;

Primary Care Physician: Phone Number:

1. Reasons for seeking care: Is this visit due to an accident? [lYes [ No if so, O Auto [ Work O Other

Primary reason:

Secondary reason:

2. Previous interventions, treatrents, medications, surgery, or care you’ve sought for your complaint(s}:

3. Past Health History:
Please indicate if you have a history of any of the following:

A, All Surgeries:

B. Previous Injury or Trauma:

C. Have you ever broken any bones? Which?

D. Allergies:

E. Medications: Reason for taking:

Phone 48(-946-3399

8417 E. MeDowell Road
Fax 480-946-2559

Scottsdale, Arizona 85257



Patient Name: Date:

F. Females/ Pregnancies and outcomes:

Our consultation and examination may indicate the x-rays are necessary fo accurately diagnose and analyze your
conditions. Should x-rays be necessary, we would like to confirm that you are not pregnant at this time.

o There is a possibility that I may be pregnant at this time*

o Yes, I am definitely pregnant

o No, I am definitely not pregnant at this time

Date of last menstruat period:

*[f there may be a possibility that you are pregnant, we would like to perform a urine pregnancy test prior to
performing an x-ray to prevent any harm to your fetus.

Pregnancies/Date of Delivery Outcome

4. Family Health History:

Do you have & family history of? (Please indicate all that appiy)
vy Cancer 0 Strokes/TIA’s 0 Headaches o Cardiac disease 0 Meurological diseases

o Adopted/Unknown o Cardiac disease below age 40 1 Psychiatric disease 0 Diabetes
o Other a None of the above

Deaths in immediate family:

Cause of parents or sibling’s death Age at death
Social and Occupational History:

A.  Job description:

B. Work schedule;

C. Recreational activities:

D. Are you are current or former smoker?

If yes: How many packs do you smoke in a day?

E. Do you have a history of drug abuse/addiction?

F. Do you consume aleoholic beverages? If yes how much in a week?
8417 E. McDowell Road Phone 480-946-3399

Scottsdale, Arizona 85257 Fax 480-946-2559



Patient Name: Date:

Review of Systems
PLEASE MARK ALL THAT APPLY

1. Have you had any of the following pulmonary {lung-related) issues?
0 Asthma/difficulty breathing 0 COPD o Emphysema o Chest congestion o Wheezing D Frequent sneezing
r1 Chronic cough 0 Coughing Blood 0 Sleep Apnea 0 Other 1 None of the above
2. Have you had any of the following cardiovascular (heart-related) issues or procedures?
0: Heart surgeries 0 Congestive heart failure o Murmurs or valvular disease 0 Heart attacks/MIs 0 High Blood Pressure
0 Heart disease/problems o Defibrillator o High Cholesterol 0 Pacemaker 0 Angina/chest pain o Irregular heartbeat
3 Other 0 None of the above
3. Have you had any of the following neurological {(nerve-related} issues?
o Visual changes/loss of vision 0 One-sided weakness of face or body 0 History of seizures 0 Slurring of speech
0 One-sided decreased feeling in the face or body 0 Headaches © Migraines o Memory loss 0O Hearing loss 0 Tremors
D Vertigo 0 Loss of sense of taste/smell o Strokes/TlAs 1 Multiple Sclerosis o Other 0 None of the above
4. Have you had any of the following endocrine (glandular/hormonal) related issues or procedures?
O Thyroid disease 0 Hormone replacement therapy 0 Fatigue 0 Weight Loss o0 Weight Gain & Low Blood Sugar
0 Diabetes o Other 0 None of the above
5. Have you had any of the following Genitourinary {kidney-genitals}) issues or procedures?
1 Renal calculi/stones o Hematuria (blood in urine) o Incontinence 0 Bladder Infections o Difficulty urinating
o1 Urinary Urgency 0 Prostate Disease (7 Prostate Cancer o Kidney disease © Dialysis 0 Sexually Transmitted
Disease o Other o1 None of the above
6. Have you had any of the following gastroenterological (stomach-related) issues?
o Nausea o Difficulty swallowing 0 Ulcerative disease -0 Frequent abdominal pain o Hiatal hernia 1 Constipation
1 Pancreatic disease 0 Chron’s Disease 0 Diverticulitis o Hepatitis or liver disease o Bloody or black tarry stools
O Vomiting blood 0 Bowel incontinence o Irritable Bowel Syndrome 0 Gastroesophageal reflux/heartburn
0 None of the above o Other
7. Have you had any of the following hematological {blood-related) issues?
0 Anemia 0 Regular anti-inflammatory use (Motrin/lbuprofen/Naproxen/Naprosyn/Aleve) o HIV positive
0 Abnormal bleeding/bruising 0 Sickle-celi anemia © Enlarged lymph nodes o Hemophilia/Clotting Disorder
o Blood Clots/Deep Vein Thrombosis o Anticoagulant therapy o Regular aspirin use 0 Other
0 None of the above
8. Have you had any of the following dermatological (skin-related) issues?
01 Significant burns 0 Significant rashes o Skin grafts 0 Psoriatic disorders o Bruise easily? o Brittle nails?
o Skin Cancer o Hair Loss 0 Other 0 None of the above
9. Have you had any of the following muscuioskeletal (bone/muscle-related) issues?
o3 Rheumatoid arthritis 0 Gout 0 Osteoarthritis o Broken bones o Spinal fracture o Spinal surgery 0 Joint
surgery 0 Arthritis (unknown type) © Scoliosis 0 Metal implants o Fibromvyalgia o Lyme Disease © Other
o1 None of the abhove

10. Have you had any of the following psychological issues?
T Psychiatric diagnosis o Depression 0 Suicidal ideations o Bipolar disorder o Homicidal ideations o Schizophrenia

01 Psychiatric hospitalizations @ Anxiety 0 ADD/ADHD o Other o None of the above

Is there anything else in your past medical history that you feel is important to your care here?

[ have read the above information and certify it to be true and correct to the best of my knowledge, and hereby authorize this
office to provide me with care, in accordance with this state's statutes. If my insurance will be billed, 1 autharize payment of

medical benefits to this office for services performed.

Patient or Guardian Signature Bate
4
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Patient Name:

Symptom 1

Date:

PATIENT SYMPTOM FORM

Symptom 2

On a scale from 0-10, with 10 being the worst, please circle the number that best describes the symptom

mostofthetime: 1234567 89 10

What percentage of the time you are awake do you experience the above symptom at the above intensity:

51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 895 100

When did the symptom begin?
o Did the symptom begin suddenly or gradually? {circle one)
o How did the symptom begin? ‘

What makes the symptom worse? (circle all that apply):

o Bending neck forward, bending neck backward, tilting head to feft, tilting head to right, turning
head to left, turning head to right, bending forward at waist, bending backward at waist, tifting left
at waist, tilting right at waist, twisting left at waist, twisting right at waist, sitting, standing, getting
up from sitting position, lifting, any movement, driving, walking, running, nothing, other {please
describe):

What makes the symptom better? {circle all that apply):
o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, Other

{please describe):
Describe the quality of the symptom (circle all that appiy):
o Sharp, dull, achy, burning, throbbing, plercing, stabbing, deep, nagging, shooting, stinging
Other {please describe}:
Does the symptom radiate to another part of your body (circle one): yes no
o Ifyes, where does the symptom radiate?
Is the symptom worse at certain times of the day or night? {circle one)
o Morning  Afternoon Evening Night Unaffected by time of day

8417 E. McDbowell Road
Scottsdale, Arizona 85257

On a scale from 0-10, with 10 being the worst, please circle the number that hest describes the symptom

mostofthetime: 12345678910

What percentage of the time you are awake do you experience the above symptom at the above intensity:

51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100

When did the symptom begin?
o Did the symptom begin suddenly or gradually? {circle one)
o How did the symptom begin?

What makes the symptom worse? {circle all that apply):
o Bending neck forward, bending neck backward, tilting head to {eft, tilting head to right, turning

head to left, turning head to right, bending forward at waist, bending backward at waist, tilting left
at waist, tilting right at waist, twisting left at waist, twisting right at waist, sitting, standing, getting
up from sitting position, [ifting, any movement, driving, walking, running, nothing, other (please

describe):

What makes the symptom better? {circle all that apply}:
o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, Other

{please describe):
Describe the quality of the symptom {circle all that apply):
o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, stinging
Other {please describe):
Does the symptom radiate to another part of your bady {circle one}: yes  no
o ifyes, where does the symptom radiate?
Is the symptom warse at certain times of the day or night? (circle one)
o Morning  Afternoon Evening Night Unaffected by time of day

Phone 480-946-3399
Fax 480-946-2559



Patient Name:

Date:

Symptom 3

Symptom 4

On a scale from 0-10, with 10 being the worst, please circle the number that best describes the symptom

mostofthetime: 123456789 10

What percentage of the time you are awake do you experience the above symptom at the above intensity:

51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 30 85 100

When did the symptom begin?
o Did the symptom begin suddenly or gradually? (circle one}
o How did the symptom begin?

What makes the symptom worse? (circle all that apply):

o Bending neck forward, bending neck backward, tiiting head to left, tilting head to right, turning
head to left, turning head to right, bending forward at waist, bending backward at waist, tilting left
at waist, tilting right at walst, twisting left at waist, twisting right at waist, sitting, standing, getting
up from sitting position, lifting, any movement, driving, walking, running, nothing, other (please

describe):

What makes the symptom better? (circle all that apply):
o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, Other

(please describe):
Describe the quality of the symptom {circle all that apply}:
o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, stinging
Other (please describe): ’
Does the symptom radiate to another part of your body {circle one): yes no
o Ifyes, where does the symptom radiate?
s the symptom worse at certain times of the day or night? {circle one)
o Morning  Afternoon Evening  Night Unaffected by time of day

@]

8417 E. McDowell Road
Scottsdale, Arizona 85257

On a scale from 0-10, with 10 being the worst, please circle the number that best describes the symptom

most of thetime: 1234567 8 9 10

What percentage of the time you are awake do you experience the above symptom at the above intensity:

51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100

When did the symptom begin?
o Did the symptom begin suddenly or gradually? {(circle one)
o How did the symptom begin?

What makes the symptom worse? {circle all that apply):

o Bending neck forward, bending neck backward, tilting head to left, tilting head to right, turning
head to left, turning head to right, bending forward at waist, bending backward at waist, tilting left
at waist, tilting right at waist, sitting, standing, getting up from sitting position, lifting, any
movement, driving, walking, running, nothing, other {please describe]:

What makes the symptom better? (circle all that apply}):
o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, Other
(please describe):
Describe the guality of the symptom {circle all that apply):
o  Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, stinging
Other {please describe):
Does the symptom radiate to another part of your body (circle one): yes no
o [fyes, where does the symptom radiate?
s the symptom worse at certain times of the day or night? {circle one}
o Morning  Afternoon Evening Night Unaffected by time of day

Phone 480-946-3399
Fax 480-946-2559



INFORMED CONSENT

Dear Patient:

Every type of health care is associated with some risk of a potential probtem. This includes chiropractic health care. We want
you to be informed about potential problems associated with chiropractic health care before consenting to treatment. This is

called informed consent.

Chiropractic adjustments are the moving of bones with the doctor's hands or with the use of a machine. Frequently
adjustments create a “pop” or "click” sound/sensation in the area being treated. In this office we use trained staff persannel to
assist the doctor with portions of your consultation, exarnination, x-ray taking, physical therapy application, exercise

instruction, spinal decampression therapy etc.

Strokes: Stroke is the most serious problem that has been associated with chiropractic adjustments. Stroke means thata

not receive enough oxygen fram the blood stream. The results can be temporary or permanent

portion of the brain does
s have heen

dysfunction of the hrain, with a very rare complication of death. in extremely rare instances chiropractic adjustment
associated with strokes that arise from the vertebral artery only; this is because the vertebral artery is actually found inside the
neck vertebrae. Certain types of neck adjustments may potentially be related to vertehral artery strokes, but no one is certain.
The most recent studies {Journal of the CCA, vol. 37, June, 1993) estimate that the incident of this type of stroke is 1 per every
3,000,000 upper neck adjustments, This means that an average chiropractor would have te be in practice for hundreds of years

before they would statistically be associated with a single patient stroke.

Disc herniations: Disc herniations that create pressure on the spinal nerve or on the spinal cord are frequently successfully
treated by chiropracters and chiropractic adjustments, traction, spinal decompression therapy etc. This includes both neck and
back. Yet, occasianally chiropractic treatment {adjustments, tractfon, spinal decorpression therapy etc.) will aggravate the
problem and rarely surgery may become necessary for correction. Rarely chiropractic adjustments may also cause warsening of
a pre-existing disc problem if the disc is in a weakened condition. These problems occur so rarely that there are no available

statistics to quantify their problem,

Soft tissue injury: Soft tissues primarily refer to muscles and ligaments. Muscles move bones and ligaments limit joint
movernent. Rarely chiropractic adjustments, traction, massage therapy, spinal decompression therapy etc., may tear some
muscle or ligament fibers, The result is temporaty increase in pain and necessary treatments of resalution, but there are no
long term effects for the patient. These problems occur so rarely that there are no available statistics to quantify their

probahility.

Rib fractures: The ribs are found only in the thoracic spine or middle back. They extend from your back to your front chest area.
Rarely a chiropractic adjustment will crack a rib bone, and this is referred to as a fracture. This occurs only on patients that have
weakened bones from such things as ostesporosis. Osteoporasis can be noted on your x-rays. We adjust ali patients very
carefully, and especially those who have osteoparosis on their x-rays. These problems occur so rarely that there are no

available statistics to quantify their probability.

Physical therapy burns: Some of the machines we use generate heat. We also use both heat and ice, and recommend them for
home care on occasion. Everyone’s skin has a different sensitivity to these modalities, and ra rely either heat or ice can burn or
irritate the skin. The result is a temporary Increase in skin pain, and there may even be some blistering of the skin. These
problems occur sa rarely that there are no available statistics to quantify their probability.

Soreness: [t is cornmon for chirapractic adjustments, traction, massage therapy, exercises, spinal decampression therapy etc.,
to result in a temporary increase In soreness in the region being treated. This Is nearly always a temporary symptom that occurs

while your body is undergaing therapeutic change. Itis not dangerous, but please do telf your doctor about it.

Other problems: There may be other problems or comgplications that might arlse from chiropractic treatment other than those
noted above. These other problems or complications oceur so rarely that it is not possible to anticipate and/or explain them all

in advance of treatiment.

Chirapractic is a system of health care delivery, and , therefore, as with any health care delivery system we cannat promise a
cure for any symptom, disease, or condition as a result of treatment at this office. We wilt always give you our best care, and if
results are not acceptable, we will refer you to another provider who we feel will assist your situation.

Patient initials Date




If you have any questions on the above, please ask your doctor. When you have a full understanding, please sign and date

befow.
I hereby request and consent to the performance of Chiropractic adjustments and other procedures, including varicus modes of
physical therapy, spinal decompression and diagnostic x-rays on me by the dector of Chiropractic name below and or other

doctors of Chiropractic who now and in the future treat me while employed by, work, or assoclate with serving as back-up for
the doctor of Chiropractic named below, including thase working at this clinic or office listed below or any other office or clinic,

whether signatories to this form or not,

| have read, or have had read to me, the above consent. | have also had the opportunity to ask questions about this consent.
And by signing below | agree to the abave-named procedures. 1 intend for this consent form to cover the entire course of

treatment for my present condition and for future condition(s) for which | seek treatment.

. This consent form was personally reviewed with the patient and any patient questions were answered by Dr.

,D.C.on

Patients Signature Date

Witness Date

Patient initials Date




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

artery Iinjury that could lead to stroke, '
Priar to receiving chiropractic care this Chiropractic office, a health histor\,'r and physical examination will be
completed. These procedures are performed to assess Your specific condition, your overall heaith and, in particular, your
spine health. These procedures will assist us in determining if chiropractic care is needed, or If any further examinations
or studies needed. in addition, they will help us determine if there is any reason to modify your care or provide you with
a referral to another health care provider. All refevant findings will be reported to you along with a care plan prior to
beginning care. | understand and accept that there are risks associated with chiropractic care and give consent to the
examinations that the doctor deems necessary, and to the chiropractic care including spinal adjustments, as reported

following my assessment.

This notice Is effective as of the date it is signed and will expire seven years after the date on which you last received

services from us.

Signature of Patient/Guardian Date

8417 E. ¥McDowell Road Phone 480-946-3399
Scotisdale, Arizona 85257 Fax 480-946-2559



Patient Name: Date:

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

1 acknowledge that | have reviewed the Notice of Privacy Practices of American Physical Therapy, American Physical
Medicine, and/ar American Chiropractic Center. (Please initial one of the following options and sign below.)

| wish to receive a paper copy of Privacy Notice.

1 do not request a copy of the Privacy Notice at this time. | acknowledge that1can request a copy
at any time and the Privacy Notice is posted in the office.

| acknowledge that it is the policy of this office to leave reminder messages on my answering machine emait address, text
message, or with another person in my home. | may make a request of an alternative means of communication {within

reason) in writing.

| acknowledge that if | should have a problem or question in regard to my rights, | may speak with the Privacy Officer
about my concerns.

Sighature of Patient/Guardian Date

Witness [Office Staff} Date

NOTICE TO PATIENTS

A physician must notify a patient that the physician has financial interest in a separate diagnostic or treatment agency to
which the physician is referring the patient and/or in the non-routine goods or services being prescribed by the
physician, whether such treatment, goods or services are available elsewhere on a competitive basis. R4-7-902.1. We
support this law because it helps patients make reasoned financial decisions concerning their medical care.

In compliance with the requirements of this law, you are hereby advised that Vincent Amoia, D.C. and Lynn Genet, D.C.
have a direct financial interest in American Physical Therapy, American Physical Medicine, Inc. and American Medical

Center, PC. Further, the physical medicine services we have prescribed are available elsewhere on a competitive basis.

We ask that you acknowledge your having read and understood the disclosure cantained in this notice by signing and
dating this form in the spaces provided below. We will keep the signed original in your patient file.

ACKNOWLEDGEMENT: | have read this “Notice to Patients” farm, and | understand the disclosures that it contains.

Signature of Patient/Guardian Date

Phone 480-246-3399

8417 E. McDowell Road
Fax 480-946-2559

Scoftsdale, Arizona 85257



Patient Name: Date:

HIPAA NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy describes how we may use and disclose your protected health information (PHI) to carry our
treatment, payment or health care operations (TPO) for other purposes that are permitted or required by law.. “Protected
Health Information” is information about you, including demographic information that may identify you and that related
to your past, present, or future physical or mental health or condition and related care services.

Use and Disclosures of Protected Health ITnformation:
Your protected health information may be used and disclosed by your physician, our staff and others outside of our office
that are involved in your care and treatment for the purpose of providing health care services to you, pay your health care

bills, to support the operations of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health
care and any related services. This includes the coordination or management of your health care with a third party. For
example, we would disclose your protected health information, as necessary, to a home health agency that provides care
to you. For example, your health care information may be provided to a physician to whom you have been referred to
ensure that the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services.
For example, obtaining approval for a hospital stay may require that your relevant protected health information be
disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may disclose, as needed, your protected health information in order to support the business
activities of your physician’s practice. These activities include, but are not fimited to, quality assessment activities,
employee review activities, training of medical students, licensing, marketing, and fund raising activities, and conduction
or arranging for other business activities. For example, we may disclose your protected health information to medical
school students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you
will be asked to sign your name and indicate your physician. We may also call you by name in the waiting room when
your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact

you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These
situations included as required by law, public health issues, communicable diseases, health oversight, abuse or neglect,
food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral directors, and organ
donation. Required uses and disclosures under the law, we must make disclosures to you when required by the Secretary
of the Department of Health and Human Services to investigate or determine our compliance with the requirements of

Section 164.500.

OTHER PERMITTED AND REQUIRED USES AND DISCLOSURES WILL BE MADE ONLY WITH YOUR
CONSENT, AUTHORIZATION OR OPPORTUNITY TO OBJECT UNLESS REQUIRED BY LAW,

You may revoke this authorization, at any time, in writing, except fo the extent that your physician or the physician’s
practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Signature of Patient or Representative Date

Phone 480-946-3399

8417 E, McDowell Road
Fax 480-946-2559

Scottsdale, Arizona 85257



Patient Name:

Date:

CONSENT TO SHARE INFORMATION

| hereby authorize this office to share:

[ ] Any and all of my medical information and treatment
[ ] My diagnostic reports (Lab, xray, scans etc...)

[ ] My appointment dates, times and reasons for the visits

[ ] The following information:

With the following people:

Name

Name

Name

Name

Relationship

Relationship

Relationship

Relationship

| understand that | may cancel this consent at any time, in writing, but that by cancelling it will not affect any

information that has already been released.

| understand that 1 do not have to sign this form, and | should only sign it if | want my medical provider(s) to share

my information with someone.

This authorization expires [ 1 when | cancel it in writing [ ]

expiration date is specified, this authorization will expire one year after the date it is signed.

Signature

Witness

8417 E. McDowell Road
Scottsdale, Arizona 85257

Date

Date

Phone 480-946-3399
Fax 480-946-2559

If no
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; Date:

Patient Name:

DIAGNOSTIC X-RAY CONSULTATION SERVICES®

GARY A. LONGMUIR, M.App.Se., D.C., Ph.D., D.A.C.B.R.
Radiolagy

Diplasnate, Anserican Chimpractic Boand of Radinlygy
bl the American Chingpractic Collge of Radiolygy

PATIENT AUTHORIZATION

29479 N 12(P Lane
Peari, AZ 85383-2407
Telephnue: (602) 274-3331
Fax: (602) 2704445

umw.diagnostios-ray.com

I consent that my x-rays will be interpreted by Dr. Gary A. Longmuir, chiropractic radiologist, and that a
formal written report will be issued to my physician's office to become part of my permanent treatment
record. 1 authorize the release of my medical information necessary to assist in my care at my physician’s

office.

Date Paticnt's Signature

(Parent or guardian if minor child)

Keep a copy for your records. A photocopy of this form shall be considered as valid as the original.

8417 E. McDowell Road
Scottsdale, Arizona 85257
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