Work Phone:

PERSONAL INJURY INTAKE FORM

Today’s Date:

Home Phone:

‘Social Security Number:

Last Name: MI: First Name: B
| Home Address: City: State: Zip:
Diate Birth: Age: _l Q(.:cup&li{m: Emplaver:
Height: Weight: Marital Status (Circle): Single, Married, Divarced, Widowed

| Cell Number:

AUTOMOBILE INSURANCE INFORMATION

Do vou or someone else have medical payment
insurance for the vehicle you were in?

O I have. O Someone else has coverage. Indicate the name of
the person that the policy 1s under:

How is this person related to you?

01 Self, O Parent, O Friend, O Other

Name of vour Automobile Insurance Carrier:

Address of your Aulomaobile lnsurance Carrier:

Claim Adjusters Name/Telephone Number:

Mame; Telephone farea codel:

laim Number:

Do vou have an Insurance Deductible?

O Yes, O Na Deductible is: §

Do you know your Policy Limits for medical bills?

O Yes, O No Limitis: §

Have you reported this injury w your insurance carrier”

O Yes, O No

L Yes, O No. Do vou have an aitorney representing
vou? If ves, indicate name, address and telephone of
wour retained attorney:

Altorney Namae:
Address:
Telephone:

W | Dauthorize said Doclor o release medical information necessary to process this claim to the above insurance carrier,

v | A photocopy of this authorization shall be considered as valid as the original,

v | 1 authorize direct payment of medical henefits to the undersigned doctor for services/procedures or supplies described in the
billing statement or CMS-1500 form. [ authorize said Doctor to use my name in the “Signature on File” in future billings.

W | I authorize use of this form on all my insurance submissions (billings).

You are uitimately responsible for any charges incurred in this office and will be “balance Billed” for any amount the insurance
carrier{s) does not pay (Excess Payments). [t is your responsibility to pay any deductible amount, co-insurance, and or any other
balances not paid by vour insurance carrier,

I acknowledge that | am Llftiln_sliaiy responsibkle for all charges that are |
incurred at the doctor’s office. [ agree to pay for any outstanding hills
(including Excess Payments) incurred in this office, as well as paying

| for co-insurance or deductihles,

The 1996 Health Insurance Portability and Accountahility Act (HIPAA) requires that all health care providers comply with paticne privacy and
security laws (45 CFROT60, 164). Patenl confidentiality and privacy/secueity applies Lo uny protected health information (PHI).  This notice
explaing hew my protected health information (PHT) may be used and whar their office’s respansibilities are regarding my privacy rights and
protected health information.  Indicate whether you are the parent or a legal guardian of the patient or minor. If yon want 1o discuss anyithing
privately thal you do not want to be overheard by other persons in the doctor's office, please infarm the staff belare vou see the doctor so a privare
riem can be arranged. Please sign and date below,

Patient Signature Date:

a copy of their HIPAA privacy practices and [ have been able to read the
practice policies notice that is posted on |he waiting room wall, |

Patient Signature and Date:

Doctor’s Name/Address: Jeffrey R. Rockenmacher, DC, 4152 Katella Ave., Ste 102, Los Alamitos, CA 90720

i www chiropracticofficeforms.com



The symptom(s} that have prompted me to seek care today include;

2 And the results of ; O An accident o injury
1 Werk £ Auta 121 Othar
[ A waorsening lang-term problam
O An inferest in: O Weliness O Other

43 Onset (Ween did you st noties your surrant 4,

5. Duration and Timing (How often do

Intensity (How xtrarme are your curear

Syphams ¥ symptoms?) yo feelit?)
[ Conatantly (76-100%)
C 1000000000010 i banl
Absent Uncomiriatle Agonizng Gt !
[ ocasionalty (#6-50%:
O Intermitienly (0-25%:)
5. Quality of Symptoms 7. Location [Whese does it hurt?) & Radiation (Does it affect olher areas of your body? To what asas does

[What coss it fesl ke?) Wark the areais) an the llusiration, {he pain radiate, shoot or ravel?)

LI Mumbriess

LI Tingting =

[ Blfness 3, Aggravating or relieving factors (\What rakes it bather o wirse,
0 DuII. such ag ime of day, movemants, cartain activiies, sic?)

. id'liﬂl;l What tends to worsen the

Z Cramps problerm?

I Nagaing

1 3harp

1 Burning What fends to lessen

= Shoofing the problemm?

[ Throbbing

E 3;*:';'3'"9 10, Prior Interventions (What have you dane 1o rellevs the symploms®)
1 Cthar

[ Prascription Madication T Surgary Olee
[ Owerdhe-counter érugs O] Acupunchure [ Heat
[l Hemeopatnic remedies O Chirapracic

[ Physical Theragy [l Massags

L1 Oer

11. Have you traveled internationally in the last 6 months? O Yes O No Wyes, where?
12, What else should the doctor know about your current condition?

13. Review of Systems
Chinapractic care foruses on e indegrity of your nervous system, which controlz and requiates your enbre your body, Plesse mark the box beside any conditons that
you Had ar currantly Hawe and initial o the rignt

d Have  Had Have Hid Hoe Had - Heve Had Have Had Hive

O COsweopoross O LlAdheis O CScaliosis O DlNeck paln O ClBackProblams 0 [l Hip disorders
O [Dneeinjures O ClFcotiankiepain [0 [IShoukderProbems [  [ClEbow/wrstpain [ [ITMJlssues O [ Poor posture
CINONE ' e
b, Neurological
Had  Have Hed Hawe Had Hawe Had Have Had Have Had Have

O Dhnxisty O [Cepesson [ CHeadachs L1 _Dzdness L CIPns & needles 0 ClHumbness
1 NOME Initiats
¢ Cardiovascuy
g r:rmhm O Clow blood O CHigh cholesteral O OPoorciculation O Cidngina O [OExcessie:
pressurs. : bruising
Initials

d. Respiratory
Had Have Had  Have Had  Have Had  Have Had  Have Had  Hawe
[ [lasthma O DOapnea Cshortress ofbreath O CIHay fever O TEmphysema O CFneumonia
[ NONE mitials

B w0 ) b . : -
Had gg@% ol ik Had Have Had Have Had Hava Had  Heve
0 U'n.!lfﬂ‘f o O ClFod serstvives o S o oo : 0 Ciobihes
CINONE H“H!_h ; j ik nitial

f. Sensory
Hatd Have Hagl  Have Had  Have Hagd  Have Had  Have Hael  Have
O COBumedymion O LIRinging inears L CIChrnic ear infection 10 Hedrng loss Ll Clioss of smell [l Cllossof 1asie
1 HOME Initials

Pationt Name

Doctor's Initials

2| ™El B



g. Intequmemtary

Haidl Hawe Had Hawe Had Have Had Have Had Have Hai  Have
1 5kin cancer O [CPsofiass O CEczema O Dhcne ] Harr loss [ [CRash
0 NONE Initials

. Endocring
Had  Haye Hed Have Had Have Had  Have Had  Havo Had Hawe
B EThyraidssues O Climmenediordar & CIFnequeant urinatian O CHypoghoemia: O CEwcienglands [ Cllow enery
[ NONE Initials

i, Genitourinany
Had  Have Had Have Had Hawe Had Hawe Had Hawe Had  Hawi
| Ikidney storas. [ Clinfiartlity O O=rectile dysfunction 0 OProgtate issues O OBedweting O COPME symploms
~1 HONE Imitials

J. Constitutional
Had  Have: Had  Have Had  Have Had Have Had  Have Hal  Have
Tl CEFainting O Clowlibido [ CEusden wegnfchange [ LlFatigue [ ClFcar appetite [ ClWeakness
[ NONE Initials

Past Personal, Family and Social Histary

Flease wantfy your past heaith history, incleding gocoents, injuries, ilnesses and tealments. #lease complets 2ach section fully.

14, llinesses
Check the illnesses vou have Had ir the past of Have now,
15. Qperations 16, Treatments

Had - Hawe

L1 Aleohalism

[ Areriosclerosis

Ll Gancer

-Ghnacken Fox

_| Digketes

-1 Epilapsy

] Glaucoma

1 Galter

L] Gowt

71 Heart disease

[T] Hepatitis

L1 Malara

[T Measkas

LI Mulbiple Sclerosis

1 Wurnas

1 P

[ Rhetmeatic Fevar

[ 5narlet Faver

[~ Baxually transmitted
disease

[T Shoke

|

B 1 2 0 o S [ B e e B

18. Family History

|| Alzheimer's
[7] Arthritis

20. Social History

Had Have
El C Tuberculosis:
O] T Typhoid fever
£ B Uipas:
0 O Alemgies
Food:
Pedications:
Ervimnmental
[T E1Cthar
A7 Injuries
Hewe your gvsr,,
= Had & fractured or broken bone
If:a0, where
wheg L

L Had'spine or nerve disorder

[ Baerknocked Unconssious
O Seen injured inaz accident
ifeo, when 1

[C Cancar [

[ Depregsion

Ciabetes

L} Heart dizease

19. Are there any other hereditary health issues that you know about?

Bumgical interventons which may or
may ot iave neluded hospitatzaticns,

Data

[ Appendic Remeval = !
(] Bypess sirgary ot e
L} Cancar P [
[ Coarmetic Sumery 0 0
[ Elactive Surgary; B
[ Eye Surgary i i
[ Hyserectomy SeeenE
[ Pacamaker ] B
[ Spineg: SRl e
I Tensillectomy e

[ Wazaclomy =T
[ Other !

1 ideed A crutch af gther soppart
_| \Used neck ar back brecing

] Receved 2 talfoo

| Had & body piering

T Hyperengion
LI Siroke

Chieck fhe anes you ve feceived I
fhie-Past o are secelvmg Currantly,

F

st Currently
[ Actipuneiung
L] Antibintics
1 Birth Contral Pills
1 Elaod fransfusions
1 Charnatherapy
_| Chiropractc cars
1 Diialysiz
I Herbs
+ ] Homeopsthy
71 Horrene replacement
I Inhaler
[ Massage therapy
| Physical therapy
[ Mutrdional supplersss:

SENEIT R EEER )TN Bkl SHaE

Ly
LH

(1 [ Medicaticns {Prescripdions
& Cner the Counter)

Sn!m health issues are hareditzry. Tell the doctor about the health of your immediate family members, e.g. mother, father, ssber, rother

1 Thyrald disaredar
1 &iher

Te'l tre doctor about your health habils and stress levels

Aloohol use Ll Daily  LJWeekly  [Mever  How mueh?

Coffee use ClDaly [ Weekly  [INewer  Howmueh?

£ Tobccouse  CDaly [ Weekly  DiNever - Howmuon?

o} Bercsig LDy [ Weeky DNever Howmuch?

Fain Refisvars [ Daly [ Weskly  [Chever  How moes?

_ Soft drinks C Dgly [ Weskly  Chever  How mueh?

Watar intake C Dally  OWeekly [Chever  How much?
Hotibies:. |3 =l

L Prayerormedifation? [ ¥es [T No
Job pressurefshess? [ ves [ Mo
Financial paace? C¥es 1SN
s Vecoinated? H¥es [iho
: Mercury filings? O¥es [ Mo
Recraaton drugs? C¥es [1HNo

Patient Hame

| Doctor's Initials

gl



21, Activities of Daily Living
Hiw cicess B conddion intzrere with your lifle and ability 1o funclion?

Ho Mild  Moderate  Severe Wo Mild Moderate  Severe
Affect  Affect Affect Affact Affect Affact Affect Affact

Sitting O [ 7l C Grosery shopaing £ £ il il
Rising aut of chair | O & C Househald chores i) O O |
Sranding [ [ 1] C Liffing abjects = [ O ]
Walking C B O C Reaching overhead | = L _I
Lying down O [= O 0 Showering or bathing & [= 0O -
Bendirg over C [ O N [Dressing myset R = O =
Climaing stairs [ O Ll [ Love Iife - 5| [ ]
Using & computer [ O = O Getting ke slaep O O E [l
Gefing injout of car O O c | Staying aslesp O O = O
Drving a car O O = ] Cancentrating 5 | [ [
Laookirg over shouloer H O O =] Exercizing - [ - I
Caring for family 7 | ] ] Yarowork E O [ Ol
22 Wral is the major stresser in your lifa? 23, How much sleep o you average pernight? __ Hours
24, Wha is fhe type and approximate age of your maitress and pillow? 25, What is your preferned sleeping posiion?
26, Desoribe your lyplcal gating hails: 01 Skio beaakfast T Twemeals aday 1 Theee meals aday T Snacking between meals

27, What would be the most significant thing you could do o improve your heaitn®?

28, In agdition to the main reasen for your visit loday, what acdiiona! health goals do you have? —

Acknowledgements
T zefclear expectatons, improve communications snd help you get the best results in the shortest amound of time, péease read each slatement and initial your

agreement

| instruct the chiropractor to deliver the care that, in his or her professional judgement, can best help me in the

Iritials restoration of my health. | also understand that the chiropractic care offered in this practice is based on the best
available evidence and designed to reduce or correct vertebral subluxation. Chiropractic is separate and distinct
healing art from medicine and does not proclaim to cure any named disease or entity.

| may request a copy of the Privacy Policy and understand it describes how my personal health information is protected
Initials and released an my behalf for seeking relmbursement from any involved third partles.

| realize that an X-ray examination may be hazardous to an unborn child and | certify that to the best of my knowiedge |
Initials am not pregnant. Date of late menstrual period (MMIDDMYYY):

| grant permission to be called to confirm or reschedule an appointment and be sent occasional cards, letters, emails ar
nitizds health information to me as an extension of my care of this office.

| acknowledge that any insurance | may have is an agreement between the carrier and me and that | am responsible for
Inika's the payment of any non-covered services | receive,

To best of my ability, the information | have supplied is complete and truthful, | have not misrepresented the presence,
Initals severity of cause of my health concem,

If patient is a minor child, print child's full name:

gnaure Date (MMDOAYYYY)

Patient Nama

Doctor's Initials

4] apye



PEDESTRIAN COLLISION EVENT

PATIENT INFORMATION

Patient Name: Date:

Address: City fip.
Home Telephone: Work Telephone: B
Date of Birth: Social Sccurity No:

Daate of injury: Time of injury: OAM 0O PM

City where pedestrian injury occurred:
Streel (location) where injury occurred:

{0 Yes, U No Did the police come to the collision seene and make a report?
[0 Yes, O No Were you cited by the police? 1I'ves. name of officer:
O Yes, O No Is an attorney currently representing you? Name/address/phone:

DESCRIBE HOW THE PEDESTRIAN INJURY HAPPENED:

INDICATE (CHECK) STREET/CROSSWALK ENVIRONMENT YOU WERE IN:

O | In marked crosswalk with stop signs

O | In marked crosswalk with lighled pedestrian signs

O | In unmarked area of the streel. Injury did not oceur in marked crosswalk area

O | Other

AT THE TIME OF IMPACT YOU WERE:

O Walking O Running/Jogging

O Stopped O Other

DESCRIPTION OF VEHICLE/PERSON/OBJECT THAT HIT YOU OR THAT YOU HIT:
0 Passenger car O Motorcyele O Bus

O Sports Utility Vehicle U Bicyele 0 Semi-truck

O Pick-up Truck 00 Large truck O Other

POSTED SPEED LIMIT IN IMPACT AREA (If uncertain check the unknown box):

WHAT IS THE SPEED LIMIT POSTED IN THE AREA WHERE THE INJURY OCCURRED?
MPH. O Unknown

| Doctor’s Name/Address: Jeffrey R. Rockenmacher, DC. 4152 Katella Avenue, Suite 102, Los Alamitos. CA 90720

L www chiropracticofficeforms.com



PEDESTRIAN COLLISION (Page 2)

AT THE TIME OF IMPACT THE VEHICLE/PERSON THAT HIT YOU WAS:
O  Slowing down O  Gaining Speed
| O Braking. You heard the brakes. U Moving at steady speed

DURING AND AFTER THE IMPACT, DID YOUR BODY:

O | Stay upright, not falling down Flip upwards onto the hood or roof of the car
L1 | Fall down hitting street or sidewalk Slide along street or sidewalk

O | Got hit by another vehicle Slide under the striking vehicle

O | Flip end-over-end in front of the vehicle Other

O0|0O|o

INDICATE IF YOUR BODY HIT SOMETHING OR WAS HIT BY ANY OF THE FOLLOWING:
Please draw lines and match the left side to the right side.

Head Front Windshicld
Face Front Bumper
Shoulder Light Fixtures
Arm/hand Frant grill of vehicle
Front chest wall Hood of car
Side chest wall Pavement/Street Surlace
Hip/abdomen Frame of car near windows
Knee Roof of other vehicle
Leg Other
Foot Other |

CHECK IF ANY OF THE PARTS BROKE, BENT, OR WERE DAMAGED IN THE VEHICLE THA'T
HIT YOU:

O  Front Bumper O  Front Windshicld
O Front Hood O Roof of vehicle
O  Front Grill O Unknown

* If vour body was thrown or slid after the impact, estimate how many feet vou slid or were thrown?
feet, If unknown, write in “unknown.”

Patient Name: Date: Doctor: Jelfrey R. Rockenmacher, DC
4152 Katella Avenue, Suite 102
L.os Alamitos, CA 9072

Form 4120

£ www chiropracticoltice forms. com



EMERGENCY ROOM, DISABILITY, & CURRENT TREATMENT (Page 4)

YES | NO EMERGENCY ROOM

0 | Did you go to the emergency room atterward? It no, go to the bottom of this form and fill out the

disabilitv/treatment sections. I yes, indicate when date and time:

MName ol the emergency room? Clity:

[}d you go to emergency room in an ambulance?

Did you or another person drive you to emergency room? Name of other person:

Were you hospitalized after being seen in the Emergency Room? If ves, how many days:

Did the emergency room doctor take X-Rays? Check what regions x-rays were taken:
O Skull/Face x-rays O Rib/Chest x-rays
O Neck or Middle back x-ravs O Collar bone x-rays
O Low back or Hip/Pelvis x-rays O Shoulder, Arm or Hand x-rays
O Leg or Foot O Other

Did the hospital or clinic take MRI or CT SCAN of vour body? 1T ves, indicate what areas of body:
O Skull, O Neck, O Low back or hip/pelvis, 0 Other

Did you have any broken bones/fractures? If ves, where:

[3d vou have a splint or cast put on for any sprain or fracture? If ves, type/location:

Did vou have any dislocations? If ves, where:

Did you have any cuts, lacerations, or abrasions? If ves. where:

Did you require any stitching for cuts? If yes, where:

Did you have any visible bruises or lumps? 11 ves, where:

Did you have any visible bruises along the shoulder or lap portions of your seathelt?

[vid the emergency room doctor give vou pain medications or muscle relaxants?

Did the emergency room doctor give you any other medications/prescriptions?

Did you require any surgery after the accident? [If yes, describe type and date:

Were vou hospitalized overnight? If ves, indicate dates hospitalized:

|

Oajoigia
O|0o(0| 0o

O|O00oooooooiol o
O|OnOoooooooio O

~What did the Emergency Room or Hospital Doctor(s) say was wrong with you?

| DISABILITY-HAVE YOU BEEN UNABLE TO WORK SINCE INJURY? |
O YES, ONO 1 have lost days (time) off work? If ves, check if you were off work: O Partially O Completely
Please list all dates off work: From to

If ves, what physical activities (sitting, bending, lifting, walking, etc) have limited your ability to work?

CURRENT TREATMENT

O YES, O NO Are yvou currently seeing any other doclortherapist? [ ves, who!

O ¥ES, O NGO Are vou currently using any type of brace, supporl, collar, cane, erutches, TENS unit, or other devices to help your
pain since the injury? If ves, indicate what type and how often vou use:
O YES O NGO Are you currently taking any over-the-counter or preseribed medications to help vour pain? If ves, list these
medications and how often you take them:

O YES, ONO Have you been treating vourself (ice, heat, lotions, etc.)? If ves. list;

| Patient Name: | Dare: [ Doctor: Jefﬂ‘e;ﬁ.ﬂ_mkenmacher. B[S |
Form 2000

L www chiropracticolfice forms.com



' PROVIDERS SEEN SINCE THE COLLISION (Page 5)

Start with the first hospital/clinic/doctor/therapist that you went fo after your motor vehicle crash and list all
health care providers (all types of doctors or therapisis), up o your last health care provider seen, and check
all that apply for each. Be certain to list these in sequence from first health care provider seen fo the last one,

® Name Emergency Room, hospital/doctor/therapist/center: —
Adidress: Dale
Indicate what was done:

O Fxam-consultation

O Exam or consult only (no treatment)

O Xeray of neck or head

O Xeray of chestribs/middle buck

O Xeray of low backs pelvisthips

O X-ray of shoulder/arms/legs

O MRECT sean

[ Rehabilitation

O Ultrasound

O Spinal adjustments

O Muscle massage/myotherapy
O Musche stimulation

O Physical therapy

O Anti-inflammatory medications

O Exercises

O Acupunclure

O Injectionis)

O Wrist brace-splint
O Meck collar (brace)
O 1.ow back brace

O Heut packs

O EMGMNerve conduction study O Pain medications O Tee packs
O Other tests I Muscle relaxants O Chher:
Indicate if treatment with this provider: O Helped, O Did not help, 0O Made condition worse

® MName hospital/doctor/therapist/center seen:

Address: Male
Indicate what was done:

O Exam-consultation

O Exam or consult only {no treatment)

O X-ray of neck or head

O X-ray of chest/ribs/middle back

O X-ray of low back/pelvis‘hips

O X-ray of shoulder/anmileg

O MRIACT scan

O EMG/MNerve conduction study

O Other tests:

O Rehahilitation

O Ultrasound

O Spinal adjustments

O Muscle massage/myotherapy
O Muscle stimulation

O Physical therapy

O Anti-inflammatory medications
[0 Pain medications

O Muscle relaxants

[ndicate if treatment with this provider: O Helped,

O Exercises

O Acupuncture

O Injectionis}

O] Wrist brace-splint
O WNeck collar {brace)
O Low back brace

O Heat packs

O Tce packs

O Other;

O Did not help, O Made condition worse

®‘.\‘ame of hospital‘doctor/therapist/center;

Address; Diate
Indicate what was done:

O Exam-consultation

O Exam or consult only (no freatment)

O X-ray of neck or head

O X-ray of chest/ribs/middle back

O X-ray of low back/pelvisthips

O X-ray of shoulder/arm/leg

O MRLACT scan

O EMGMerve conduction study

[0 Other tests:

O Rehabilitation

O Ultrasound

O Spinal adjustments

O Muscle massage/myotherapy
O Muscle stimulation

O Physical therapy

O Anti-inflammatory medications
O Pain medicalions

O Muscle relaxants

Indicate if treatment with this provider: O Helped,

O Exercizes

O Acupuncture

O Injectionis)

O Wrist brace-splint
O MNeck collar (brace)
O Low back hrace

O Heat packs

O lee packs

O Other:

O Did not help, O Made condition worse

| Patient Name: | Date:

- Doctor: Jeffrey R. Rockenmacher, DC

2 www chiropracticofTiceforms.com




HEADACHE/MIGRAINE/HEAD/FACE PAIN AND/OR INJURY HISTORY (Page 3)

Plzase print clearly, Check all boxes that apply to you and describe your “YES" respanses. Your doctor will be going over
this guestionnaire with you during vour consultation, and you can clarify your answers at that time

NO GEMERAL PRIOR HEAD REGION HISTORY

Have you recently had a fever, chill, respiratory or other infection, rash. circulatory disorder, or joint pain‘swelling?
Hive vou had any illness or disease involving vour museles, collagen, blood, blood vessels, skin, or nerves?
Have you heen told that you have an antoimmune or genelic condition of the head, brain or spine/spinal cord?
Have vou been told you have arthritic, neurological, or vascular disease in your body or head‘brain arecas!?

Iave vou had a previous head injury, blow or fall, striking your head, or concussion in the past?

Have vou ever had a disease or disorder to the skull, blood vessels, brain. eyes, or spinal cord? Describe below.
Have vou been told that vou have ever had a stroke. blood clot, artery blockage. or Trans-Ischemic Attack (TIA)?
Recently, have you had blurry or double vision, rrouble speaking/swallowing, dizziness, fainting spells, nausea,
trouble walking or balance problems. or hand/feet numbness or weakness? Describe below.

In the past four weeks has vour head/neck been exposed to any vielent motionderking or force? Describe below.

Y

O] 0O|o|ojoooo|o&s
Oy 0O|Oojo|o|o|ojoo

If yes, describe and provide dates:

If you have ever had headaches or migraines in the past, would you describe the type and severity of your
current head pain/symptoms as being similar to the head pain you have had in the past, better than usual,
slightly worse than usual, or a type of head pain that is entirely new or unusually severe? Describe below.

Patient; Describe any condition, accident, activity, medication, posture, diet, stress, ete., that may have caused or contributed
for your currcnt head pain/symptoms:

O No O Yes, Have you had a_ﬁsi;ry ni‘_llaving prior headaches/migraines/head/face pain/sympioms in the 12 months before
this motor vehicle collision? Il ves, describe their frequency and severity?

HEAD PAIN/SYMPTOM DESCRIPTION

Describe your head pain Tocation (top head, forehead, eye
area, left side, right side. both sides, or back of your head).

Deseribe how or why yvour pain began (mechanism).
Describe all head/neck injuries and whal happened.

Dieseribe all aggravating physical activities/motions.

What makes your head pain worse?

Drescribe any relieving physical activities.

What activities lessen vour head symptoms?

Diescribe how your symptoms feel (examples: dull; sharp,

ache, sore, pain, numbness. tingling, worst pain ever, etc),

Diescribe any svmptoms that originate from your neck or

Jaw repion that radiate to your head, -
low frequent and severe are your pain/symploms? | Percent of lime Ya, Pain Severity (0-10)

List all prior doctors you have seen for your headaches/head

pain hefore, describe any treatment/medications used, and

describe the name or types ol headaches/migraines that

| doctors have diagng.wd VOU a5 having,

 Patient Name: Date: Doctor: Jeffrey R, Rockenmacher, DC
Form 1010

£ wewwe chiropracticolTice forms. com



NECK, BACK, HIP, PELVIS PAIN AND/OR INJURY HISTORY (Page 3)

Flease print clearly. Check all boxes that apply to you and describe your "YES" responses. Your doctor will be going over
this questonnaire with you during your consultation, and vou can clarify your answers at that time.

GENERAL SPINE HISTORY (HEAD, NECK, MIDDDLE-LOW BACK, SACRUM, AND PELVIS)

Have you been told that you have scoliosis, spondyvlolisthesis, spina bifida, or fused vertebrae?

Told that you have a bulging'herniated disc or dise degeneration in the spine?

Taold you have weak bones, osleoporosis, osteopenia, or ankylosing spandylitis in vour spine or joints?

Told you have arthritis, degeneration, or rheumatoid arthritis in your spine or joinis?

ITave vou had a previous head injury or brain/spinal cord disease in the past?

[Tave vou injured vour neck, back, sacrum or pelvis in the past?

Have vou ever had an injection into vour discs or spine {facet joints) in your back, sacrum or neck?

e
O/|0|0|0|0|o|o| 0| =
DDDDDDDDE

Do yvou have a stomach, intestinal, digestive, malabsorption disorder (wheat allergy, ete.). muscle disease, prostare,

ovarian, or ulerine problem, condition or disease that could be affecting vour back?

If ves, deseribe anﬂ provide dates:

SYMPTOM OR COMPLAINT ONSET

O Suddenly, O Gradually. Check box indicating if vour current neck/back symptoms developed gradually or suddenly,

Deseribe your neck pain location (left side, right side.
middle of your neck, both sides, front, or back).
When did vour neck pain begin and/or injury cceur? Date required:

NECK PAIN AND/OR INJURY HISTORY

Deseribe how or why vour pain began (mechanism).
Describe what happened.

Describe all aggravating physical activities/motions.
What makes vour neck or referring arm pain worse?

Describe any relieving physical activities.

What activitics lessen your neckiarm symptoms?
Describe how your symploms feel (examples: dull,

sharp, ache, sore. pain, numbness, tingling, stiff).

Deseribe any s}:'mptnms that originate from your neck
that radiate to your head/shoulders/arms/hands.

THow frequent are your pain/symptoms { Percent)?!

How severe are your pain/symptoms { Zero-to-10}7

NECK REGION HISTORY CONTINUED

Do vou et dizzy when you look up or twist your head? 1f ves, how aften;

Do you black out. lose vour halance or get a headache when vou look up or twist vour head?

Do you feel your neck pain sends pain downwards between your shoulders or to the front of your chest?

Have vou had a new type of headache or an unusually severe headache recently?

o|o|olojnlZ

Have you noticed vour head leaning or tilting to one side recent]y?

| Patienl Name:

| Date: | Doctor: Jeftre v R Rockenmacher, DC

Form 1010
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UPPER-MIDDLE BACK, LOW BACK, PELVIS REGION HISTORY (Page 4)
{Skip this page if you do not have any injuries or symptoms here)

Deseribe vour pain location (middle back, lower back.
sacrum and it located in the front/side/back of body)

When did your pain begin and/or injury occur? Date required;

Describe how or why your pain began {mechanism).
Describe what happened.

Describe all aggravating physical activities/motions.
What makes your back or referring leg pain worse?

Describe any relieving physical activities.
What activitics lessen vour back or leg symploms?

Desenbe any symptoms that nﬁéinaﬂ: from your back
that radiate to your chest, hips, legs. or feet,

Describe how your symptoms feel (examples: dull,
sharp, ache, sore, pain, numbness, tingling, stiff, etc),

How frequent are your paindsymptoms (Percent}?

How severe are vour painfsymploms ( Zero-to-10)7

i List all doctors you have seen for vour back before.

YES NO THORACIC AND LOW BACK REGION HISTORY CONTINUED

Do vou have pain that shoots or radiates outward along your rib cage?

Does vour middle back or chest wall pain intensify when vou take in a deep breath or cough?

Do vou have a tight band-like feeling sometimes around vour chest?

Da vou recently have any associated unusual indigestion, chest pressure, or pain down your lefl arm?

When you move your neck around, does vour middle back pain or chest pain increase?

When you cough, sneeze, o bear down to have a bowel movement, does your back/leg pain get worse?

that is relieved by resting or sitting down? This pain resumes after walking for same distance.

o you have a consistent pattern of getting severe leg pain or cramping after walking for similar distance

This pain doesn’t bother vou at night or while sitting,

Do you get leg pain or hip pain while walking that is consistently relieved by sitting down or lving down'?

Does either leg or foot drag on the floor when vou walk!?

Do vou have a lot of leg cramps al night recently?

Have vou recently had any urinary or bowel incontinence or had difficulty urinating?

Do vour feet feel cold recently? If yes, indicate which foot or if both feet:

Have you recently noticed that either of your legs oceasionally gives out on vou when vou walk?

Does one or both of vour legs feel weak recently?

g|ojo|o|onono| o Oooooo|o
OOoooooo o Ooo/oooo

las vour anal-rectal region been completely numb recently?

Please print clearly

| Patient Name: Drate: | Doctor: Jeffrey R. Rockenmacher. DC

i www chiropracticofficeforms, com
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EXTREMITY PAIN OR INJURY QUESTIONNAIRE

Answer the following questions if vou have extremity symptoms or injury. Skip this page if vou de not. 1T some of the guestions are
unclear to vou, skip ahead to the next question. Your doctor will be going over this questionnaire with, Please print clearly.

SHOULDER, ARM, ELBOW, WRIST AND HAND REGION
Diescribe pain location (left. right, middle, front, back,

top). Example: top of shoulder joint/inside left elbow)

When did vour pain begin and/or injury occur? Date required:

Deseribe how or why yvour pain began (mechanism).
Dieseribe what happened.

Describe all aggravating physical activities/motions.
What makes your shoulder-arm symptoms worse?

Describe any relieving physical activities/motions,
Whal lessens your shoulder-arm pain-symptoms?

Ii present, deseribe which tingers or part of your hand
you have any pain, numbness. or tingling,

Describe how your symptoms feel (examples: dull,
sharp. ache. sore, pain, numbness, tingling, stiff).
How frequent are vour pain/symptoms {Percent)?

How severe are vour pain/symptoms { Zero-to-10)7

List all doctors you have seen for your shoulder, arm,
or hands before,

HIP, LEG, KNEE, ANKLE AND FOOT REGION
| Describe vour pain location (left, right, middle, front,
back). Example: front of hip/outer calf area.

When did your pain begin and/or injury occur? Date required:

Describe how or why your pain began (mechanism).
Describe what happened.

Deseribe all aggravating physical activities/motions:
What makes your hip-leg pain-symptoms worse?

Deseribe any relieving physical activities:
What lessens your hip-leg symptoms-pain?

If present, describe which toes or part of your leg/foot
vou have any pain. numbness, or tingling,

Describe how vour symptoms feel (examples; dull,
sharp, ache. numbness/lingling, stll], ele),

How frequent are vour pain/symptoms (Percent)?

How severe are your pain/symptoms (Zero-to-10)7

List all doctors vou have seen for vour mp,'lcg, knee,
ankle. and foot before. |

O No, O Yes. HAVE YOU HAD ANY PRIOR INJURIES OR FRACTURES TO YOUR ARMS AND LEGS?
Describe body part, date, and residual pain:

Daetor: Jeffrey R. R::¢kunmaﬂhcr,__DC
Form 10110

| Patient Name: | Dare:
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POST-TRAUMATIC SYMPTOM QUESTIONNAIRE

PATIENT NAME: DATE:

PATIENT INSTRUCTIONS! Look af each svmplom listed in the left cofumn and make @ single check mark or several check marks
in the appropriate columns (o the vight for the specific symptons which apply to vou relative fo the onset and curreni complaints,
Leave the raw blank if the syvmptom lsted below does not apply to you,

SYMPTOM LIST BEGANIN | SYMPTOMS | YOUHAVE | YOU HAD SIMILAR
(Chicikoall-af thi syiptons ghilt Begn LESS THAN BEGAN SYMPTOMS | SYMPTOMS WITHIN
o g 24 HOURS | 1 TO 7 DAYS | PRESENTLY 12-MONTHS
after your injury that apply to you) AFTER AFTER PRIOR TO THIS
INJURY INJURY INJURY

leadache/migraine/face pain

MNausea and’or vomiting

Tinnilus {ear ringing)

Blurry vision or other visual symptoms

Memory problems or forgetful

Poor concentration or less mental stamina

Diizziness or giddiness

IF'eel unsteady on feet when it is dark at night

Balance problems when reaching overhead

Loss of coordination with arms/hands/legs

Ieel unsteady when walking

Misjudges distance when moving about

Feel unsteady bending down o pick-up tlems

Tripping while walking since injury

Light-headed when turning head-looking up

Feel unsteady when standing up/sitling down

Sensitivity to light or sound

Fatigue since injury

Loss or absence of smell and/or tasle

Pain/difficulty swallowing

Jaw pain/soreness or difficulty chewing

Meck paindsorenessfaching/sulT

Shoulder pain/stiffhess

Arm‘hand pain/tingling/numbness

Weakness in arms or hands

Upper/middle back pain/soreness

Chest pain or bruising

Rib cage pain or bruising

Abdominal-Pelvie pain or bruising

Low back pain/soreness/aching

Hip pain or bruising

Lpper leg or thigh pain

Lep numbness/lingling |

Weakness in legs or feet

Pain radiating down leg(s)

Knee. lower leg or call pain

Ankle/Toot1oe pain

Oither

Jeffrey R. Rockenmacher. DC, 4152 Katella Avenue, Suite 102, Los Alamitos. CA 90720

Form 1050
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GENERAL HEALTH HISTORY (Page 1)

' DESCRIBE ALL OF THE REASON(S) WHY YOU HAVE COME TO OUR OFFICE {Symptomis/injury). Print Clearly

{heck no or yes io the guestions below. If ves, check if vou had it vecently or had the condition in the past?

NO | YES GENERAL QUESTHINS

Do you have a history of poor healing or told thal you have a healing disorder?

Do you smoke cigarettes or use tobacco products recently or currrenty”

Do vou have a thyroid, kidney, liver/gallbladder, or other endocrine-metabolic disorder?

Have you been told vou are pre-diabetic (hypoglyeemia), diabetic or have high cholesteral?

Have vou had a heart attack, heart disease, a heart pacemaker or & neck or chest shunt?

Do vou have any infectious diseases such as AIDS, Tuberculosis, Meningitis, Hepatitis, elc.?

Do vou have difficulties or intolerance to heat packs or ice packs on your skin?

Do vou have problems with dizziness, blacking out, balance problems, fainting, or ripping?

Do vou have an epilepsy-seizure-Convulsion history or any other neurclogical disease?

History ol multiple sclerosis, lupus, psoriasis, paralvsis, or disease affecting nerves?

Have vou heen diagnosed with cancer o had cancer treatment or surgery of any rype?

Have vou had 4 stroke or transient ischemic attacks (TIA).

Have you had blood clots, bleeding or vascular disorders, or Lold vou have an abdominal or brain aneurysm?

Do you have hypertension or high blowd pressure? I yes, name of MD currently seeing:

Do you have an autoimmune disease, digestive or intestinal disease, or respiratory diseases, ec?

Do vou have a history of fatigue, weight loss/gam, fever, kidnev/ovarian pain, or bowel/bladder disorders

OO ooooooooooooo|o)/n;
O|Oooooooooooooo/oom

Women only; Check oy to lelt i there any chanee that vou are currently pregnan

If you checked yes above, please describe:

HAVE YCOU HAD PRIOR INJURY OR PREVIOUS MUSCULOSKELETAL PAIN?
O NG, O YES. (Check NO box if you have never had a history in the past) If yes. please describe below:

HAVE YOU HAD FRACTURES/BROKEN BONES IN THE PAST?
O NG, O YES, (Cheek NO box i you have never had any broken bones in the past). 1 ves, please describe below:

HAVE YOU EVER BEEN HOSPITALIZED?
0 NO, O YES. (Check NO box if you have never been hospitalized in the past) I yes, please describe below:

| Patient Name: | Date: Doctor; Jelfrey R Rockenmacher, DC

HAVE YOU HAD ANY PREVIOUS SURGERIES?

O ~NO, O YES. (Check NO box if you never had any surgical procedure in the past). I yes (including silicone implants, cancer,

spine, herniated discs, genetic conditions, ports in the chest/abdomen), please describe type and when:

% www _chiropracticofficeforms.com



GENERAL HEALTH HISTORY (Page 2)

PRIOR INTERVENTION BY OTHER HEALTH CARE PROVIDERS

O No. O Yes. Have you seen any other doetors for the same condition(s) that you are seeking chiropraetic today?

[T'yes, list doctor names, tests, and results: o - 5

O No, O Yes. Have you taken any pain or anti-inflammatory medications today? If ves, deseribe the name(s) of the
medication(s) and when vou took it last:

LI No, O Yes. Do you have a fever, cold, virus, or infection currently? If ves, describe:

O No. O Yes. Do you have a family history of high blood pressure, stroke, heart attacks, scoliosis, spina bifida, genetic
conditions of the spine, rheumatoid arthritis, other forms of joint or spine arthritis, herniated discs in the spine, spinal cord disease,

11 yes, please describe!

O No, O Yes. Have you been treated by a Chiropractor for any condition and/or injury in the past?
List Chiropractor’s Name: City;  Year o
List Problem(s) that the Chiropractor treated you for:

FPlease list the name of your primary medical |
doctor and when you had your last appointment? |

O No. O Yes. Do you have any problems laying face down on an examination table (tender hreasts, chest or
breast surgical implants, ports, etc? If ves, why:

SLEEPING PATTERNS AND/OR DISORDERS

L Mo, O Yes. Do you sleep normally at night? [n no, please describe your sleeping problems below:

MEDICATION HISTORY (PRESCRIBED AND OVER-THE-COUNTER)
O No, O Yes. Are vou taking any medications currently? In ves, list all medications that you are taking:

FOOD OR MEDICATION ALLERGY HISTORY
LI No, [ Yes. Do you have allergies to any medications, foads, shellfish, seafood, ete? If yes. List;

EXERCISE ROUTINE

|ﬂh’en| Name: Date: | Doctor: Jeffrey R. Rockenmacher, DC
Form 1010
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Oswestry Disability Index

MName:

Date: =

Score:

PLEASE READ: Please complele this questionnaire. Itis designed to give us information as to how your back {or leg) trouble has affected your

ability to manage in everyday life.

Please answer every secfion. Mark ONE box only in each section that most closely describes you today.

Section 1— Pain Infensily

[ 1 have no pain at the moment

O The pain is very mild at the moment

[ The pain is moderate at the moment

[ The pain is fairly severe al the moment

[ The pain is very severe at the moment

[l The pain is the worst imaginable al the moment

Mmoo m

Section 6 - Standing

[ | ean stand as long as | want without exira pain

L1 | can stand as long as | want but gives me extra pain

[ Pain prevents me from standing for more than 1 hour

[ Pain prevents me from standing more than ¥ hour

[ Pain prevents me from standing for more than 10 minutes
(I Pain prevents me from standing at all

TMmo o o>

Secrran 27— Personal Care {washing, dressing, efc. )

O | can look after myself normally without causing extra pain
[ | can look after mysell normally but it is very painful

[ It is painful to look after myself and | am slow and careful
[ | need some help but manage most of my personal care
O I need help every day in most aspects of self care

[ | do not get dressed, wash with difficully and stay in bed

echion 3 - Liffing

O | can lift heavy weighls without extra pain

[ | can lift heavy weighis, but it causes exira pain

] Pain prevents me from lifting heavy weights off the floor, but |
can manage if they are conveniently positioned, e.g. on a table
[ Pain prevents me from lifting heavy weights, but | can manage
light to medium weights if they are conveniently positioned.

[ | can only lift very light weights, at the most

[ | cannot lift or carry anything at all

CmPrpmmMMmOaom e

=

mom

Ssc.rmn 7 - Sleaping

A T My sleep is never disturbed by pain

B, [ My sleep is occasionally disturbed by pain

C. [ Because of pain | have less than § hours' sleep
D. [ Because of pain | have less than 4 hours' sleep
E. [ Because of pain | have less than 2 hours' sleep
F. LI Pain prevent me from sleeping at all

Section 8— Social Life
A, [ My social life is normal and causes me no extra pain

B. 1 My social life is normal, but increases the degree of pain

G. [ Pain has no significant effect on my social life apart from
limifing my more energetic interests, e.0., spors, efc.

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

E. [ Pain has restricted my social life to my home

[ [ have no social life because of the pain

e

Section 4- Wailking

[ Pain does not prevent me from walking any distance

[ Pain prevents me from walking more than one mils

[ Pain prevents me from walking more than ¥ mile

[ Pain prevents me from walking more than 100 yards

[ | can only walk while using a stick or crutches

[ 1 am in bed most of the Eme and have to craw! to the toilet

Mmoo m

Section 9 —'ﬁavafr'ng

[ | can travel anywhere without pain

1 | can travel anywhere but it gives me exfra pain

(] Pain is bad but | manage journeys over 2 hours

[ Pain restricts me to joumeys of less than 1 hour

[ Pain restricts me fo short necessary journeys under 30 minutes
[] Pain prevents me from fraveling except to receive freatment

T O W

Secrron 5 — Sifting
[ | can sit in any chair as long as | like

[ | can only sit in my favorite chair as long as | like

(1 Pain prevents me from sitting more than 1 hour

[ Pain prevents me from sitting more than ¥ hour.

[ Pain prevents me from sitting more than ten minutes
[ Pain prevents me from sitting at all

mTmOo oW

Sam‘mn 10 - Employment’ Homemaking

A O My nomnal homemaking/job activities do no cause pain

B. [ My normal homemaking/job activities increase my pain, but |
can sfill perform these lasks.

C. U lcan perferm most of my homemaking/job activities, except for
more physically stressful activities

D. [ Pain prevents me from doing anything but light duties

[ Pain prevents me from doing even light dutias

F. L Pain prevents me from performing any job or homemaking
chores.

m

COMMENTS:
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Rockenmacher Chiropractic Financial Agreement for Personal Injury Patients

We would like to take a moment to welcome you to our office and to assure you that you will receive the very best
care available for your injury. In order to familiarize you with the financial policy of our office, | would like to explain
how your medical bills will be handled,

PARTY RESPONSIBLE:
If you were involved in an auto accident in your own vehicle, we will bill the medical payments portion or Personal
Injury Protection portion of your insurance policy to cover treatment charges incurred in our office.

MEDPAY: If you were a passenger in another vehicle, the insurance company which insures the automaobile may
be billed for your medical services incurred.

PIP: If you were a passenger in another vehicle, and your own car which has PIP coverage, the insurance company
which carries your policy will be responsible ta pay your medical bills.

3 PARTY: If another vehicle has caused the accident, we will first bill your automobile MedPay or PIP policy for
coverage PRIOR to submitting a claim to the insurance carrier of the party at fault.

It is also to your advantage for our office to bill your own health insurance policy for your medical services, providing
your policy does not state otherwise. Any amount received above or beyond your total bill in this office will be

refunded to you.

ATTORNEY LIENS:

If you hire an attorney to represent you in a law suit, it is our policy to have your attorney sign a Doctor's Lien. This
will guarantee direct payment to our office for any undid balance upon the settlernent of your law suit. We retain the
right to first submit all charges to your private andfor auto insurance policy for payment. Further, this office does not
discount or reduce the amount of your balance based upon the outcome of your settlement,

RESPONSIBILITY FOR PAYMENT:

As a courtesy to you, we will gladly submit your charges to your insurance company(ies) andfor your attorney;
however, all services rendered by this office are charged directly to you, and ultimately, you are personally
responsible for payment for these charges, regardless of any insurance reimbursement or settlement you may or
may not receive.

Once again, we welcome you to our office. We hope that this has answered any questions that you might have

about our financial arrangements. If, at any time, you have further questions about your care, please, don't hesitate
to ask.

| have read and agree to the above

Patient's Signature Date
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INFORMED CONSENT TO CHIROPRACTIC TREATMENT
| hereby request and consent to the performance of Chiropractic adjustments and any other Chiropractic procedures,
including examination tests, diagnostic x-rays and physical therapy technigues, on me (or on the patient named
below for which | am legally responsible) which are recommended by the doctor of Chiropractic named below and/or
other licensed doctors of Chiropractic who now, or in the future, render treatment to me, while employed by, working
for, or associated with, or serving as backup for the doctor of Chiropractic named below.

| understand that, as with any health care procedures, these are certain complications which may arise during
Chiropractic adjustment, Those camplications include, but-are not limited to; fracture, disc injuries, dislocations,
muscle strain, Homer's Syndrome, diaphragmatic paralysis, cervical myelopathy and costovertabral strains and
separations. Some types of manipulation of the neck have been associated with injuries ta the arteries in the neck,
leading to, er contributing to serious complications including stroke, | da not expect the docter to be able to anticipate
all risks and comglications; and | wish to rely on the doctor to exercise judgment during the course of the procedures
which the doctor feels at the time, based on the facts then know, are in my best interest.

| have had an opporiunity to discuss with the doctor named below andfor with office persannel the nature, purpose
and risks of Chiropractic adjustments and other recommended procedures and have had my questions answered to
my satisfaction. | understand that the results are not guaranteed.

| have read or have had read to me the above explanation of the Chiropractic adjustment and related treatment. By
signing below | state that | have weighted the risks involved in undergoing treatment and have myself decided that it
is in my hest interest to undergo the Chiropractic treatment recommended. Having been informed of the risks, |
hereby give my consent to that treatment. | intend this consent form to cover the entire course of treatment for
present condition and or any future conditions for which | seek treatment,

Frint name {s) of Doctor Treating This Patient
Jeffrey B. Rockenmacher, D.C.

4152 Katella Ave, Ste #102

Los Alamitos, CA 80720

DO NOT SIGN UNTIL HAYE READ AND UNDERSTAND THE ABOVE

Printed Name of Patient Lale
Signature of Patient Date
Si_gnature of Patient's Representafive Date
Witness to Patient's Signaturs _ Date N
Translated by Dala

Office (562) 598-9609 + Fax (562) 799-1462
4152 KATELLA AVE., SUITE 102 - LOS ALAMITOS, CA 90720



ROCKENMACHER
CHIROPRACTIC - SPORTS MEDICINE - WELLNESS
HIPAA

PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES®

*Notice of Privacy Practices can be obtained at hitp://rockenmacherchiropractic.com/mew-patient-center/notice-of-
privacy-practice. itml or you can request a hard copy from our front desk.

You may refuse to sign this acknowledgement. In refusing we may not be allowed to process your
insurance claims.

Date:

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for
this healthcare facility. A copy of this signed, dated document shall be as effective as the original,

Flease print name of Patient Patient signature | If Guardian please sign

Flease print name of Legal Representative/Guardian  Relationship of Legal Representative / Guardian

 Office Use Only

As Privacy Officer, | atternpted to obtain the patient’s (or representatives) signature an this
Acknowledgement but did not because:

It was emergency treatment

| could not communicate with the patient
The patient refused to sign

The patient was unable to sign because

Other (please describe)

Signature of Privacy Officer
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Authorization to Use or Disclose Protected Health Information

Patient Name:
Address:
Date of Birth: Date of Request:

As required by HIPPA Privacy Regulations, protected health information may not be used or disclosed to a third
party without patient authorization.

| hereby authorize Dr. Jeffrey Rockenmacher and his employees to disclose my Patient Health Information to the following
person, health care provider or other:

1. Health Insurance Payer(s):

2. Family Member(s):

Patient health information authorized to be disclosed:

1. Patient intake forms, chart notes, patient records, Dr’s reports, diagnostic studies, diagnosis, prognosis,
appointments, balances.

2. Other:

For the specific purpose of:
1. Processing of claims, obtaining authorization for treatment, scheduling appointments, collecting balances, and
obtaining patient information to facilitate healthcare operations.

2. Other:

Effective dates for this authorization: 1/1/2021 through 12/31/2021. This authorization will expire at the end of the above
period.

| understand that the information disclosed above may be re-disclosed to additional parties and no longer protected for
reasons beyond your control.

| understand | have the right to:

1. Revoke this authorization by sending written notice to this office and that revocation will not affect his office’s
previous reliance on the uses or disclosure pursuant to this authorization.

Inspect a copy of the Patient Health Information being used or disclosed under federal law.

Refuse to sign this authorization.

Receive a copy of this authorization.

Restrict what is disclosed with this authorization.

abrwd

| also understand that if | do not sign this document, it will not condition my treatment, payment, enroliment in a health
plan, or eligibility for benefits whether or not | provide authorization to use or disclose protected health information.

Signature of Patient or Patient’s Authorized Representative Date



% oF 6

ROCKENMACHER

CHIROPRACTIC - SPORTS MEDICINE - WELLNESS

NOTICE OF DOCTOR'S LIEN

Patient: Date of Accident:

| do hereby authorize to furnish you, my attorney, with a full
report of his examination, diagnosis, treatment, prognosis, etc., of myself in regard to the
accident in which | was recently involved.

| hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may
be due and owing him for the medical service rendered me both by reason of this accident and
by reason of any other bills that are due his office and to withhold such sums from any
settlement, judgment or verdict as may be necessary to adequately protect and fully
compensate said doctor. And | hereby further give a Lien on my case to said doctor against any
and all proceeds of my settlement, judgment, or verdict which may be paid to you, my attarney,
or myself, as the result of the injuries for which | have been treated or injuries in connection
therewith.

| fully understand that | am directly and fully responsible to said doctor for all medical bills
submitted by him for service rendered and that this agreement is made solely for said doctor's
additional protection and in consideration of his awaiting payment. And | further understand that
such payment is not contingent on any settlement, judgment or verdict which | may eventually
recover said fee.

| agree to promptly notify said doctor of any change or addition of attorney(s) used by me in
connection with this accident, and | instruct my attorney to do the same and to promptly deliver
a copy of this lien to any such substituted attorney(s).

Please acknowledge this letter by signing below and returning to the doctor's office. | have been
advised that if my attorney does not wish to cooperate in protecting the doctor’s interest, the
doctor will not await payment and may declare the entire balance due and payable.

DATED PATIENT'S SIGNATURE

The undersigned being attorney of record for the above patient does hereby agree to cbserve
all the terms of the above and agrees to withhold such sums from any settlement, judgment, or
verdict, as may be necessary to adequately protect and fully compensate said doctor above-
named. Attorney further agrees that tin the event this lien is litigated, that the prevailing party will
be awarded attorney fees and costs.

DATED ATTORNEY SIGNATURE
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RESCISSION OF ATTORNEY ASSIGNMENT OF BENEFITS

FATIENT:
INSURED:
DATE QOF INJURY:

CLAIM#HPOLICY#:

SOCIAL SECURITY#:

|, being the insured on this policy, specifically direct you, my insurance company to rescind and
cancel any assignment given to you by any third party including my attorney, EXCEPT to my
physician listed below:

Rockenmacher Chiropractic Inc.
4152 Katella Avenue, Ste #102
Los Alamitos, CA 80720
Tel (562) 598-9609 Fax (562) 799-1462

As owner and beneficiary of this policy, | further direct that reimbursement for ALL services be
paid DIRECTLY to my physician, the provider of services, under the terms of my contract with
this company. NO other third party, including my attorney, should receive payment of my
medical bill for the remainder of this claim.

Thank you for your cooperation in this matter.

Fatient/Insured Signature Date
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Rockenmacher Chiropractic Consent to Treat a Minor

|, undersigned parent/guardian having legal custody/legal guardianship of

, @ minor, do hereby authorize to perform x-rays
(Name of minor) (Provider)

Examination and provide any chiropractic diagnosis or treatment, which is deemed
advisable by a licensed chiropractor in the state of California.

It is understood that this authorization is given prior to any specific diagnosis or treatment
being required, but is given to provide authority to give specific consent to any and all such

diagnosis and treatment which , meeting the requires of this
(Provider)

authorization, may, in the exercise of his/her best judgment, deem advisable.

This authorization shall remain in effect until is 18 years of age, or
the authorization is revoked in writing (Name of minor)

Signature of Parent/Legal Guardian:

Printed Name of Parent/Legal Guardian:

Relationship to Patient:

Date:

Office (562) 598-9609 - Fax (562) 799-1462
4152 KATELLA AVE., SUITE 102 - LOS ALAMITOS, CA 90720



