PECIALTIES PATIENT DATA SHEET DATE

PLEASE PRINT CLEARLY.

A. Patient Contact information (Please fill this out in full, failure will delay any
treatment. Plan on spending at least an hour)

THIS MUST BE FAXED OR EMAILED AT LEAST 24HRS BEFORE YOUR
APPOINTMENT. We are a paperless office and for us to properly access and store your
records we need them electronic.

Full Name: -méH:
Gender: =M -F Age:_____ Birth Date:

Address:

City: State: Zip:

Social Security#: - - DriverOs License #:
Home Phone: ( ) Cell Phone: ( )

Do you live -Alone -~ with Spouse and Children Parents -Roommate(s) -Assisted living
-Other if yes Explain
Marital Status: =S =M =D -W Work Status: -Full timetinfRariRetired

# of Children:_____

Highest level of education complete&lementary-Juniorhigh = High school-Current college
student- College graduate Postgraduate studies Doctorate

Employer: Occupation:
Work Phone: ( ) Fax: ( )

Employer Address:
City: State: Zip:

Name of Spouse, Parent or Guardian: Age:

Birth Date: SS#: - -

SpouseOs Employer: SpouseOs Occupation:
Work Phone: ( )

In case of anraergency Contact:
Relationship:
How did you hear about our clinic? Whom may we thank for referring you?

Did they tell you how we treat? Y N Do you have access to the internet? Y N
Have you been to our websiiad browsed to answer any questions? Y N

Do you currently wear any of the following: orthotibgel lifts, arch supports? =Y = N

Do you carry any of the following:-@&ay radio, pager, cell phopealkman ipod, wifi? Circle

B. Privacy Act/ Records and Office Policies
IN ORDER TO BE CONSIDERED A PATIENT A SIGNATURE BELOW IS NEEDED

We want youo know how your Patient Data Sheet (PDS) will be used in this office and
your rights concerning those records. Before we will begin any health care operations we must
require you to read and sign this consent form stating that you understand and dghesvwit




your records will be useaind our policies. AHIPAA NOTICE that is available to you if you
would like to know your rights for privacy.

1. The patient understands and agrees to allow Health Specialties to use their Patient Data Sheet

for the purpse of treatment, payment, health care operations, and coordination of care.

2. The patient has the right to examine and obtain a copy of his/her own health records at any

time and request correctioasa reasonable fe€he patient may request to know wha

disclosures have been made and submit in writing any further restrictions on the use of their PDS.

Our office is not obligated to agree to those restrictions.

3. A patientOs written consent need only be obtained one time for all subsequent care given the

patient in this office.

4. The patient may provide a written request to revoke consent at any time during care. This

would notaffect the use of those records for the care given prior to the written request to revoke

consent but would apply to any cargag afterthe request has been presented.

5. For your security and right to privacy, all staff has been trained in the area of patient record

privacy and a privacy official has been designated to enforce those procedures in our office. We

have taken all gcautions that are known by Health Specialties to assure that your records are not
readily available to those who do not need théfa.are not a transparent government office. We

will protect your privacy. You do not have a neisting condition, you awho you are and we

treat the whole person not a condition, disease or insurance based outcome.

6. This is to acknowledgdealth Specialtieto conduct radiographic studiesry, MRI,CT) and

laboratory testing that are reasonable to complete the shadgrelysis of my current condition.

Laboratory studies will be evaluated but those outside of 6 mo will most likelydreesed.

7. Appointment Scheduling: To save you time on each visit, we ask thptrgsahedule your

appointments. To keep yoprogress on schedule, cancelling an appointmehtaho must give

noticewithin 24 hours. Oklahoma, Minnesota, Missouri and Kansas are 72 hrs notice as Dr.

Trites is often gone for four or more days and cannot reschedule another patient in your requested

time slot due to the unavailability and lack of time while traveling.

8. Missed Appointments: Broken appointments are hazardous to your future health. If you

repeatedly miss or reschedule appointments, we will regretfully release you fromNare. "

show" appointments are subject to a febh0. We charge this because of emergencies and our

waiting list. Someone could have been treated and youOd like the same availability if you had an
emergency.

9. Children/Family Wellnesd=amilies are very impaaht to the Health Specialties because we
recognize that our children are the worldOs future. We encourage new patients to bring their families
to be checked for spinal inflammation. All children are evaluated the same as any adult with the sam
attenton to detail. Prevention is the most important step in preventing silent killers such as heart
disease, diabetes, cardiovascular disease and cancer, diseases where the first symptom is often dee
Consent to treat minor: | hereby authorize Health Spalties that he/she designates, to

administer chiropractic care to (name of childho is my

(ChildOs relationship to you)

10. Wellness VisitsAfter your pain management and corrective care progheaws been completed to
both the satisfaction of the doctor and you, wellness visits and maintenance care programs will be
established. If youOve chosen optimal health, this is where our mutual efforts should keep the proce
from continuance. A wellrss plan will be presented to you when you case is stable enough. For
most itOs once evers2Imonth. Some individuals eat nothing but health food, exercise, reduce stress
and can last-B months between visits and some are the polar opposite anddifestyires weekly or
bi-monthly visits to keep them goindPepending on your lifestyle you and Dr. Trites will decide if you
need to come weekly, monthly or twice a year.

11. Financial Agreement¥ou are paying full fee for all services renderederehs a $35 fee




for returned checks. Fees are based upon individual services and may very each visit based on
the doctors recommendations A credit card should be kept on file to cover mishaps, such as
misplacing a wallet or checkbook. You will be flietil up front if this needs to be utilized to
cover services. Understanding of the above and below you agreed to pay at the time of service
andwill file your own insurance from the receipt provided. Health Specialties will not
participate in my reimbuesnent outside doing the best billing they know for you. You agreed to
the above terms and acknowledge that in the event that there is an outstanding balance, which
fails to be cured in 60 days my account with Health Specialties will be being its collection
process. You understood that payment is due in full to Health Specialties at the time of service
except when prior arrangements have been made. Life isnOt always fair and if you have
circumstances where finances would disallow treatments you mayfifilereial hardship
request.
12. Third Party Liability Care for, or related to, auto accidents, work injuries, or personal
injuries where there is third party liability or pending litigation. In this event, this agreement will
be through the third pgrand you. Health Specialties does not participate in Third Party
Liability or claims.
13. Change of InformatiariWe ask that you keep Health Specialties informed in the occurrence of
Health Insurance policy changes, change of address and phonerponrbéerring physician. We
will not disseminate your information as protected by the Health Information Privacy Protection Act.
You do have the right to your records either in person or in writing.
14. If the patient refuses to sign this consenttiier purpose of treatment, payment and health
care operations, the chiropractic physician has the right to refuse to give care.
15. GuaranteesWe do not guarantee that we can prevent or cure any illness, injury, or
disease. In this office we find and rewe spinal distress through total body treatments so
that your nervous system will function optimally and your entire body does not degenerate
prematurely. The only guarantee is that wallihave the best service Dr. Trites can provide
you. | understanthat although the success percentage rate of patients accepted is high that it
does not guarantee my success rate regarding my case. | also understand titas @ill not
accept my case unless he sincerely feels confident that he will be able noehdifhe is
uncertain, some options may exist;

A recommended trial period only for a reasonable set limit of time

A recommended trial in conjunction with another health professional
16. Emergencies: Because of the extensive travel of Dr. Tritesnpagtant that you have a plan
for unexpected emergencies, such as a medical facility or allopathic physician (Medical Doctor).
It is important to inform Dr. Trites as soon as possible about your new condition so that a new
treatment plan may be discussedyour next visit.

I have read and understand how my PDS will be used and I agree to these contractual
policies and procedures. I signify that the above information is true. In respect of my
privacy and confidentiality, I give permission to the office(s) of Dr. Trites to use the contacts
that I have indicated above. I understand that no contacts will be used by Dr. Trites' office
unless so indicated by me.

Signature Date

C. Tell us howwe can help you
HEALTH CONCERNS: Please list your top health concerns in order of priority.(Why you are here)



1)
2)
3)
4)

TREATMENT: What type of treatment are you looking for?

- | am looking for the most minimal amount of care to Opatch up the symptomsO of my problem.
- | want to feel better for the least amount of my time and money | donOt care about the cause
- 1 donOt care about the scope of care offered at the officeToit€ or optimal genetic health
potential, | just want to be popped.

- | have a medical diagnosis and wish to continue medical treatment ONLY.

- | am looking to resolve my symptoms and then go on to Ofix the causeO of my problem.

= | want to find theause(s) of my problem(s), correct them, and do what | can to keep them from
coming back.

= | want to stabilize and retrain the muscles and ligaments of my spine.

- | want to do what | can to avoid losing my health.

- If my case is accepted and correcisomade, | want to maintain and preserve that correction

- | want to do all | can to preserve my current health status.

- | wish to do what | can, per Dr. Trif@slvice to obtain optimum health if that is possible.

| especially want the following sepes offered by Dr. TritegCircle all that apply. If you donOt
know about them itOs ok, we didnOt either a decade ago)

Acupuncture with needles Acupuncture without needles Weight Control

Pain Control Complete Nutritional Anlgsis Cardiovascular Studies
Metabolic Function Studies Blood Lab Profiles Applied Kinesiology
Contact Reflex Analysis Activator Education

Please check all that apply
- | have a health condition, | am concerned and | donOt know what it is
- | have a medical condition and am receiving medical treatment and am unhappy with my results
- | have a medical condition and wish to enhance my medical treatment
= | am here to séfeNatural Chiropractic treatment will help me
- | am here for the services Dr. Trites provides to meet my health needs
- | have been to other doctors and/or specialty doctors and thepgaveswers that donOt make
seng to me regarding a resolution of mroblem(s)
= | have been to other doctors and/or chiropractors and continue to have health problems and wish
to see if Dr.Trites'approach will help me
= | am currently on medications/drugs and wish to get off them
If yes have you suggested this to grescribing physicigh Yes No
= | am currently on medications/drugs and wish to stay on them
- | wish to discontinue medical treatment and am seeking an alternative method
- | wish to bexamined and evaluated fronmalistic Ototal personO apptoatere my mental,
structural, and physiologic systems are included in the treatment of my health or health problems

CONCERN/PROBLEM: In relation to your primary complaint or concerns:
-When did you first seek treatment for this problem?
-Has another doctor(s) treated you for this conditi¥n:N Length
-If yes, whom &'reatment(s):
-Have you had any intolerance or reactions to treatme¥its® Describe:
-If this is a recurrence, when was st time you noticed this problem?




-What occurred to cause or i@ggravate your concerns?

-Did this begin Suddenly ~ Gradually or Unknown ?

Please use the legend symbols below to accurately mark the areas in which you feel these sensations.
Stabbing/Cutting - ||| Tingling - ::: Burning - XXX Cramping - ***  Numbness - === Dull-###
(e M

|
d

Patient concerns. If you have pain or concerns please indicate by placingimith@#0x

1. Tingling ! 2. Pain! 3. Numbness! 4. Stiffness! 5. Soreness!

6. Weakness! 7. Swelling! 8. Mild! 9. Moderate! 10. Severe! 11.Burning! 12. Dull' 13. Sharp!
14. Shooting! 15. Aching!  16. Throbbing! 17. Occasidha 18. Intermittent!  19. Frequent!

20. Constant!  21. Improving! 22. Worsening! 23. Unchanging! 24. Resolvé&ther:

Area Left Right Both

Neck

Upper Back

Mid Back

Low Back

Buttocks

Pelvis

Ribs

Shouber

Arm

Elbow

Forearm

Wrist

Hand

Fingers

Hip

Thigh

Knee

Shin/Calf

Ankle

Foot

Toes

-Is there a particular time of day for your issueMorning Afternoon Evening NighAlways
-How frequent$ the condition?ConstantDaily 4ntermittent-Night only



-How long does it last?All day Few hoursMinutes
-Is this condition interfering with yourNork =Sleep-Daily routine-RecreationOther
-How long has it been since you really felt goeDays-Weeks-Months -Years—>10

-If this is an accident what environment did this occur? Work accident/Injury Personal
Auto Home Sports injury Other
-Is there anything that you can do to relieve the problem™ If yes, describe:

-If no, what have you tried to do that has not helped?

-What doyou believe is wrong with you?

-Are there any other conditions or sytoms that may be related to your major symptevh?N
If yes, what?
-Have you been in an auto accidef®ast yearPast 5 yeardOver 5 yearsNever
Describe:

-Could that accident add to your problenasv? Y N
-How would you rate your overall p&dn  NoneO 1 2 3 45 6 7 8 9 Wrse

-What makes your condition betteCrcle all that apply Nothing Rest
Sitting Stretching Exercise Standing Heat
Medication Ice Other

-What makes your conditions worséfcle all that apply Nothing Sneezing

Bending Coughing Lifting Walking Reaching Sitting

Standing Pulling TurningStraining at stool Lying

Twisting Dressing Meal Prep Cleaning Vacuuming

Housework Driving car  Riding in car Stairs Walking

Running Sleeping Typing Occupation  Recreation

Yard work Reading Intercourse  Shopping Dropping items

Child Care Other

-Have any of your complaints existed in the Past? Ydg
If yes indicate belowvhere by circling

Neck Uppe back  Mid Back Low back Ribs  Shoulder
Arm Elbow Forearm Wrist Hand
FingersHip Buttocks Thigh Knee Leg/Calf

Ankle Foot Others

-Since your symptoms begdmve you noticed a change in?

Bowel function Yes No
Bladder function Yes No
Sexual function Yes No

If you answered yehow?

D. Headaches If you are experiencing headaches please fill osétins, otherwise skip to
sectionE
-What seems to bring on your headachese@le all that apply

Physical Activity Excessive Stress Alcohol Caffeine Certain Foods
Menstrual Period Other

What date did your headaches b&gi  / /

-How often do they occurPime/week Times/month

Other



-How long do they last?2ess than andur 13 hours Longer than 3 hours
All waking hours Several hours to days

-Do youhealaches wake you from sleep®No

Other

Sometimes

-Do any of the following occur with your headach&fZle all that apply

Nausea/vomitig
problems

Nothing
Standing

Rest

Weakness

Tremor

Light/Sound sensitivityOther
-What makes your headaches bgt Circle all that apply

Lying down
NSAIDS(Aspirin, Tylenol)

Dizziness

Ice/Cold packs
Medication

Always

Vision

Massage
Other

-When do you headaches usually sta@#cle all that apply  Constant/Anytime awake
Upon wakingup in the morimg

Shooting

Midday
-What describes your pair@@rcle all that apply
Burning Dull Sharp
Deep Vice-Like Other

During the evening

Aching Throbbing

-How would you rate your overall headache None0 1 2 3 4 5 6 7.(BVorse

E. Review d systems Please circle any conditions and place and X or number in the

appropriate boxes

General Fatigue Weakness Fever Chills (continuous) Loss of sleep
(continuous)
Weight change Headaches Fainting Convulsions Nigh Sweats
Nervousness Anxiety Depression Phobias Memory loss
Mood swings Nose/Sinus pain Excessive drainag{ Nose bleeds Nasal infections
Absence of smell | Mouth sores Bleeding gums Enlarges glands | Absence of taste
Abnormal taste Tonsillitis Difficulty Heat/cold Sugar in urine
(infected) swdlowing intolerance
Goiter, large Tremor, shaking | Skin rash Redness of skin | Skin itching
thyroid
Skin dryness Eczema Hair changes Nail changes Bruise easily
Cough chronic Wheezing Difficulty Swollen Blue exremities
breathing extremities
Varicosities Rapid heart beat | Chest pain Heart palpitations | Heart murmur
Decreased Increased appetite| Abdominal pains | Hemorrhoids Excess gas
appetite
Vomiting Diarrhea Constipation Heartburn Indigestion
Painful urination | Inability to hold Frequent urination| Urinary retention | Bedwetting
urine
Irregular Painful Abnormal vaginal | Sterility Impotence
menstruation menstruation bleeding
Lumps in breast Redness, itching o] Dimpling of breast| Discharge from Breast pain
breast breast(s)
Left Right
Ringing in ears
Pain in ears
Ear discharge
Vision trouble
Pain in eyes
Eye discharge
Hearing trouble
None 1-2 per day 2-4 per day 5+

Smoking/day

Caffeinated




drinks/day

Alcohol use

Drug/substane
abuse, ever?

Exercise/week
type?

None 1-2 per day 2-4 per day 5+

Water/day in cups

Meals/day

Sleep in hours

Work hard

Level of stress

Use sweetener

Fruits and veggies

-Other Complaint® Do you have any c¢oplaintgconcernanot covered in this form? If so reply

below.

F. Medical History

S@mooooTy

m.

n.

Have you ever been to a chiropraétor
If so whom?
May we contact them if necessary?
May we have the contact informati®dn
Do you have personaphysician?Y N If so whom?
May we contact them if necessary?
May we have their contact informati®n
Date of last lab work
i. Ifinthe last 6 mo please attach
Date of last Xray or MRI
i. Results
What prompted these examinations
Have you had previous treatment for this problem?
i. List dates and physicians

ii. Have you had any intolerance or reactitmgreatment®
iii. Has the conditions been the same, better or worse since initial
treatmen?®
iv. How frequent is the conditiorSircle those that apply Constant
Daily Intermittent  Night only
v. How long does it la8t(circle) Allday Few hours minutes
vi. Does the condition interfere with y&Jcircle) work  sleep  daily
routine recreation other
vii. How long has it beesince you felt really good? (circld)ays weeks
months  years >10 years
Have you been hospitalized in the past?
i. List date and reason
Have you ever had surgery?
i. Listdate and reason
Have you ever had a serious accident or injuiy®s list dates
i. Auto
ii. Work related
iii. Personal




iv. Sports

v. Other
vi. Past or current lawsuit or planning to propose any hedétecelawsuit?
'Y!'N

0. Are you currently taking antype of medicatioB! Y! N ifyes fill in following
below

MEDICATIONS: Please check and list all medications that you are currently taking with the date you
began taking them.
Medication Date Began Prescribing MD  Still seeing MD?
I Antacids
I Antibiotics
! Antidepressants
! Anti-Diabetics
! Anti-Inflammatory
I Blood Pressure Lowering Meds.
1
1
1
1

Cholesterol Lowering Meds.
Hormone Replacements (HRT)
Oral Contraceptives

Other

e e e
ZZzzZzZZZ 22

What conditions are you taking these medication for?

Are you currently taking any over the counter medications? If so for what condition(s)?

ALLERGIES: Please check and list all allergies.
I Food:

I Medications:

! Seasonal/Other:

SUPPLEMENTS: Do you take Vitamins/Supplements or Herbs? ! Y! N If yes, who recommended them and
why are you taking them?

Has anyone ever tested you for you supplements?! Y! N How?

SCARS / SURGICAL PROCEDURES: List all scars and surgical procedures you have had.

Dental questions: Do you have any silver amalgam fillinysN
If yes, when and whe?pe
Have you ever had a root canaf?-N How many and when?

Women only D
i. To your knowledge are you pregnamtsuspect to be?

ii. If pregnant in the past, were the pregnancies atffm

iii. Are you seeing and OBGYN regularly?

iv. Number of births

v. Date of last exam

vi. Physicians name
vii. When was you last breast exam? Who performed?
viii. Do you perform self breast exama?-N

ix. Address of OBGYN and Ph#

x. Do you have difficulty urinatingy -N

xi. | have decreased libidey N




xii. | have fertility problemsy -N
xiii. | have a weak bladdey -N
xiv. | get headache¥ N
xv. | have foul flatulencey N
xvi. | have indigestiorY -N
xvii. | have belchingy N
Men Only-
Do you have difficulty urinating¥ N
| have an enlarged prostai¢ -N
| have decreased libider -N
| have erectile dysfunctiofy N
I have fertility problemsY N
| have a wak bladdery N
| get headache¥ N
| have foul flatulencey N
| have indigestioryY N
| have belchingy N

T TSaemoooo

G. Family History Please place an OXO in the appropriate box if your or anyone and your family
has had any of these condits.  Circléhere if adopted and no family history.

Self Father | Mother | Grandparentq Siblings Children

Cancer

Diabetes

Heart disease

High blood pressure

Stroke

Kidney disease

Anemia

Mental illness

Headaches

Osteoporosis

Arthritis

Joint problems

Scoliosis

Back problems

Disc problems

Congenital defects

Genital disease

Alcoholism

Emphysema

Mumps

Ulcers

Pneumaia

Gout

Polio

HIV/AIDS

Detached retina

Rheumatic fever

Eczema

Epilepsy

Pleurisy

Miscarriage




Cold sores

Goiter

Vein clots

OtherProblens??

If checked X plase put dates for you only

If checked other please explain

H. Conditions or lliness Please indicate if you NOW HAVE or HAVHAD IN THE
PAST any of the followmg conditions by placing an OXO in the box. There are duplicates
for a reason.

Condition NOW HAVE IN PAST
Sinus trouble
Hay Fever
Allergies
Emphysema
Tuberculosis
History of infection
Fever
Cancer/Tumor
Diabees
Visual Disturbances
Dizziness/ fainting
Epilepsy/ seizures
Thyroid trouble
High Blood pressure
Low blood pressure
Pacemaker
Heart trouble
Stroke
Aortic aneurysm
Rheumatic fever
Polio
Multiple sclerosis
Ulcer
Liver trouble
Kidney trouble
Urinary retention
Frequent urination
Prostate trouble
Arthritis
Osteoporosis
Scoliosis
Dislocated joints
Spinal disc disease
MentalEmotional difficulties
Sexually transmitted diseases
HIV
AIDS/ARC
Abnormal weight gain
Abnormal weight loss




Numbness groin or buttock

Bone fracture

Facial Pain

Blurred Vision

Dizziness

Earache

Forgetfulness

Confusion

Sinusitis

Teeth grinding

Walking problems

Eye Pain

Abdominal pain

Sore muscles

Blurred vision

Nausea/vomiting

Weak muscles

Tingling in feet

Paralysis

Earache

Fullness of bladder

Shakiness

Urination difficulty

Sweating excess

Lack of sweat

Confusion

Insomnia

Constipation

Fainting

Hemorrhoids

Convulsions

Dry mouth

Decreased libido

Irritability

Excessive thirst

Menstrual irregularities

Impatience

Unpleasant thirst

Elbow/hand pain

Fatigue

Neck pain

Tingling in hands

Feeling for Loss of control

Sore throat

Clammy hands

Lump in throat

Low back pain

Swallowing pain

Hip pain

Unsteady voice

Knee pain

Poor circulation

Persistent cough




Swollen joints

Slow heart rate

Rapid heart rate

Swollen ankles

Poor appetite

OTHER(write here)

I. Occupational information activities of daily living

a.
b.

@~ooo0

m.

Are you left or right handed
Job type Retired Unermogked  Fultime student Fulime Part
Time Temporary  SeEmployed Other
How many hour per day do you work -3046 79 10 11 12+
How many days per weekdoyouwork 0 1 2 3 4 576
How long have you been with your present employer  Years Mo
Do you present concerns affect the number of hours your work? Yes  No
What is your primary work position and location? Seated Standing Desk
Counter  Workbench Other
What movements does your job require? Bending Twisting Turning
Walking Stooping Walking Repetitive hand use Carrying
Does your work include any of the following? Prolonged computer
continuous phone
Does your jolrequire lifting? Never Occasional  Frequently Constantly
How many Ibs on average less than 20#5@050+
What best describes your stress level at work? None Minimal moderate
Extreme
How do you rate you physical activity work? Seated more than 50%

i. Manual labor Light Moderate Extreme
Does work activities aggravate your present complaintées  No

J. Health Status Questionnait€an you do these tasks? How well. Leave blank if no
problems exist

Limited mostly

Limited little None

Vigorous exercise & strenuous

Moderate exercise

Lifting or carrying

Climbing several flights of stairs

Climbing any stairs

Bending, kneeling, stooping

Walking moe than a mile

Walking several blocks

Bathing or dressing yourself

-During the past four weeks have your experienced any of the following as a result of physical or

mental health? yes explain

-Cutting down on the amount of time you spend on work or other activities?
-Accomplishing less than you would like?

-Were limited in the kind of work or other activities?

-Had difficulty performing the work or other activities?




-How much bodily pain havgou had in the past four weeks?None Mild Very mild

Moderate  Severe Very severe

-During the pat month how did pain interfere with your normal work in and outside the home?
None Little moderately Severe

Please place and “X” in the box for what describes you best

Always | Mostly Moderately | Some Little None

Full of pep

Nervoumess

Calm

Full of energy

Unable to cheer up

Worn out

Happy

Tired

Blue

True Mostly true DonOt know Mostly false False

| get sick a lot

| am healthy

| expect to get worse

My healthis excellent

-Do you feel your diet is adequate’?-N Where do you eat? Lunch Dinner
-Do you eat breakfast¥ N if no why not?
-Which do you eat the most of? Chips, Candy, Pop, Fruit, Veggies, Bread?
-Has your diet affected your quality of life? -N

-Are you primarily responsible for preparing you own mea¥s?N

-How many of your weekly meals do you eat out?
-What are your favorite foods?

-Do you often add spices, pepper or salt to yoad?-Y N Before tasting?y -N
-What foods do you dislike?
-More than 50% of my food is: Raw Cooked Migraved Canned Packaged
-Are you on a special diet or particular diet?-N  If yes explain
Your beliefs

=¥ N The body cannot heal itself unless | use of drugs and surgery

-¥ N Once you have a disease you will have it for life

- -N The food | eat does not have any influence on my health or mental state

< N My attituce towards my treatment canOt help me recover faster or not recover at all
=¥ N My thoughts have no affect on my health

- -N Natural health should never be attempted before medical procedures are tried first
- N Drugs and medicines are normatiaafe all the time

- N Cholesterol is not necessary for my existence, we need it as low as possible

- N To be well I must visit a doctors only a few times a year or less

-¥ N A disease is only chemical imbalances and has nothing to do witiofunc

- N All fevers and headaches are bad and should be suppressed by medication

Tally up you Yes answers to No for your beliefé N




ALL PATIENTS MUST COMPLETE

| believe to the best of my abilities that all contained in thiudwent is true to my knowledge
and that | am of sound mind and body willing to seek treatment. | also understand that by
completing the PDS does not Oguaranttes(fih Specialtiewill accept me as a patient.

Signature Date Time

Current President of the United States AND the Presidents place of residence (no joke)

(Medicare Patients only) Waiver of Liability/Advance Beneficiary Notice This

includes all services in our office throughout your treatment.
Provider Notice: Medicare will only pay for services that determines to be Oreasonable and necessaryO
under section 1862(a)(1) of the Medicare law. If Medicare determines that a pastéculeg, although it
would otherwise be covered, is Onot reasonable and necessaryO under Medicare program standards,
Medicare will deny payment for that service. | believe that, in you case, Medicare is likely to deny
payment.
This is my Advanced Benefary Notice (ABN) and will be used for all time and eternity as my signed
ABN for any audit.
Beneficiary Agreement:O | have been notified by my provider that he/she believes that, in my case,
Medicare is likely to deny payment for service. If Medicdeaies payment, | agree to be personally and
fully responsible for payment.O

Signature Date

Notice to Medicare Patients of Health Specialties

We do not file or participate in the Medicare system. Medicare requires a&boaenoved via a typical
Chiropractic adjustment that in the case of osteoporosis or weak joints could potentially damage a joint or
cause pain. We do not do any traditional Chiropractic adjustment of bone manipulation and therefore do
not provide serees that are covered by the Medicare system.



Dr. Alan S. Trites
Chiropractic Physician

2801 W Lost Rapids Dr dr_trites@yahoo.com 208.898.9060
Meridian, ID 83646 www.healthsp.com 866.280.9953 (fax)

INFORMED CONSENT

PATIENT NAME

Please read thisitire documenprior to signing. It is important you understand the information
contained in this document. Please ask questions before signing if anything is unclear.

The nature of the chiropractic adjustment.

The primary treatment | use as a Doctor of Chiropracspiisal, extremity and muscular
manual therapy. That is the procedure | will use to treat you. | may use either my hands or a
mechanical instrument upon your body in such a way to move your joints or strengthen a muscle.
You may feel a OclickO or solmeal tenderness in an area as well as a sense of movement.

Analysis/Examination/Treatment
As a part of the analysis, examination and treatment you are consenting to the following
procedures:

_____Spinal mobilization Orthopedic testg
_____Range of motion testing Postural Analysis

____ Muscle Strength Testing Cold/Therapy
_____Radiographic Studies Vital Signs
_____Laboratory Studies Basic Neurological Testing

Nutritional Analyis
Electrical Examination

Physical Examination

Electrical Stimulation
The material risks inherent in a chiropractic adjustment

As with any healthcare procedure there are certain complications which may arise during
chiropractic mobilization and therapy. Thesanplications include but are not limited to:
fractures, disc injuries, dislocations, muscle strain, cervical myelopathy, costovertebral strains
and separations, and burns. Some types of manipulation of the neck have been associated with
injuries to the geries in the neck leading to or contributing to serious complications including
stroke. Some patients will feel some stiffness and soreness followirigstewW days of
treatment. Dr. Trites and the Health Specialties staff will make egaspnable effort during
the examination to screen for contraindications to care; however, if you have a condition that
would otherwise not come to our attention it is your responsibility to inform us.

The probability of those risks occurring.



Fracturesare rare occurrences and generally results from some underlying weakness o the
bone which | check for during your history, examination and if needed radiographic examination.
Stroke has been the subject of tremendous disagreement. The incidences afstroke
exceedingly rare and are estimated to occur between one in one million and one in five million
cervical adjustments. The other complications are also generally described as rare.

The availability and nature of other treatment options
Other treatrants options for your condition may include:
-Selfadministered, ovethe-counter analgesics and rest
-Medical care and prescription drugs such asiaflammatory, muscle
relaxants pain killers, hospitalization, and surgery.
If you choose to use orwd the above noted Oother treatmentO options, you should be
aware that there are risks and benefits to such options that you are expected to discuss with the
prescribing or treating physician.

The risks and dangers attendant to remaining untreated

Renmining untreated may allow the formation of adhesions that can reduce mobility and
may set up a pain reaction further reducing mobility. Over time this process may complicate
treatment making it more difficulind less effective the longer treatment istpboned.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTOOD THE ABOVE.
PLEASE CHECK THE APPROPRIATE BLOCK AND SIGN BELOW

| have read ( ) Have had read to me () the above explanation of the chiropractic adjustment and
related treatment. | have discedst with Dr. Trites and | have had my questions answered to my
satisfaction. By signing below | state that | have weighed the risks involved in undergoing
treatment and have decided that it is in my best interest to undergo the treatment
recommendation. Having been informed of the risks, | hereby give my consent to that treatment.

Dated: Dated:

PatientOs Name Doctors Name

Signature (also parent or guardian if a minor Signature of Physician



