Patient Iinformation

Name: Birth Date: / / SS# Age:
Address: City: State: Zip:

Home Phone: { ) Cell Phone: ( ) Weork Phone: {___)

Email Address: Employer:

Spouse Name: Spouse Birth Date: / !

Referred By: (Website) (Yelp) (Google) (WalkIn/Drive By) (Patient: )

Are you receiving care from other health professionals? Yes No If yes, please state reason:

List any serious condition the doctor should be aware of:

Please list any drugs, medications, vitamins/herbs/homeopathics/other you are taking:

Where is the problem? Please use the illustrations and lines below to explamn. /™

Has condition: gotten worse  stayed constant comes and goes

Front

Back

Do you have T~ Pain [/ Numbness = Tingling

Are symptoms affected by [ Sitting T Walking "'Bending | Lying down

Does this condition interfere with ~ Work T Sleep 7 Daily Routine [ Other

Please explain:

Office Policies If ] am accepted as a patient, 1 agree to pay for all services, including services not covered by my insurance
company. In the event that I receive checks from my insurance company for services rendered at this facility, I understand that
[ am to sign the checks over to my provider immediately. If I suspend (or terminate) my treatment without the doctor's
permission. it will be understood that I have reached maximum healing for my condition. 1 then agree to be fully responsible

Jor my condition and future care. 1understand that no medical records or x-rays will be released from this office if I owe any

money on my accournt.

Signature: Date:

Parent/Guardian: Date:




Please answer the tollowing questions 1o help us determine possible risk factors:
UESTION - : T
CENERAL Q ) YES DOCTOR’S COMMENTS
Have you ever had am adverse (i.e. bad) reaction to or following ]
chirepractic care?
BONE WEAKNESS
Have you been diagnosed with osteoporosis?
Do you take corticosteroids (e.g. prednisone)?
Have you been diagnosed with a compression fracture(s) of the spine?
Have you ever been diagnosed with cancer?
Do you have any metal implants?
VASCULAR WEAKNESS
Do you take aspirin or other pain medication on a regular basis?
If yes, about how much do vou take daily?
Do you take warfarin (coumadin), heparin, or other similar “blood
thinners”?
Have you ever been diagnosed with any of the following
disorders/diseases?
* Rheumatoid arthritis
* Reiter’s syndrome, ankylosing spoadylitis, or pseriatic
arthritis
s Giant cell arteritis (temporal arteritis)
Osteogenesis imperfecta
e Ligamentous hypermobility such as with Marfan’s disease,
Ehlers-Danlos syndrome
®  Medial cystic necrosis (cystic mucoid degeneration)
®  Bechet’s disease
s Fibromuscular dysplasia
Have you ever become dizzy or losi consciousness when turning your
head?
SPINAL COMPROMISE OR INSTABILITY
Have you had spinal surgery?
if yes, when?
Have vou been diagnosed with spinal stenosis?
Have vou been diagnosed with spondyfiofithesis?
Have you had any of the following problems?
s  Sudden weakness in the arms or legs?
e Numbness in the genital area?
» Recent inability to urinate or lack of control when urinating?
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I have read the previous information regarding risks of chiropractic care and my doctor has
verbally explained my risks (if any) to me and suggested alternatives when those risks exist. 1
understand the purpose of my care and have been given an explanation of the treatment, the
frequency of care, and alternatives to this care. All of my questions have been answered to my
satisfaction. I agree to this plan of care understanding any perceived risk(s) and alternatives

to this care.
PATIENT [br PARENT/GUARDIAN] SIGNATURE DATE

INTERN SIGNATURE DATE

DOCTOR’S SIGNATURE DATE




Informed Consent Form Chiropractie

The dector of chiropractic evaluates the patient using standerd examination and testing procedures. A chiropractic
adjustment involves the application of @ quick. precise force directed over 2 very shor distance o a s;-eciﬁc vertebra or
bone. There are a number of different techniques that may be used 1o deliver the adjustment, some of which utilize
specially designed equipment. Adjustments are usually performed by hand bur may also be peﬁonmd by hand-guided
.:mmn‘»cmf; [n addition w adjustiacits, other toatmanls wsed by chiropractors ine hm.. phis sical therapy modalities
(heat. ice. ultrasound, sofi-tissuwe manipulation). nutritional recommendations and rehabilitative procedures.

Chiropractic treatments are one of the satest interventions available to the public demonstrated through various clinical
rials and indireerly reflected by the low malpractice insurance paid by chiropractors. While there are risks involved
~vith treatment. these are scldom great eaough to contralndicate cave. Referral for further diagnosis or management to a
medical physician or other health care provider will be suggested bused on history and examination findings.

m‘cd bUD\\ are summaries of both common and rare side-effects complications associated with chirepractic care:

5 most cormmoniy repolied are local sorenessdiscomion {33%). headaches (12%), tiredness (1%
radiating discomiort { H¥s), dizziness, the vast majority of which resolve within 48 hours
Rare **
Fractures or joint injuries in isolated cases with underlying physical defects. deformities or pathologies
Physiotherapy burmns dug ta some theranies
Dise herniations
Caunds Fguina Syndrome ' (1 case per 1060 miltion ¢ L%_ru nents!
Compromise of the veriebrobasilar artery {1.e. s &L) ange: |ease per 400.000 to 1 million cervical splue
adjustments [manipulations]). This associated r also Yound with consubting & medical doctor for pationts
under the age of 45 and is higher for those older thsn 45 swhen seeing s medical doctor,
Please indicate to vour docror if vou have head achc ¥ neelt pain that is the worst you have every felt™®

s @ & ® ©

T understand that there are beneficial effects associated with these weatmrent procedures including deereased pain.
improved mobility and function. and reduced muscle spasm l aleo understand that my ¢ condition may worsen and
referral may be necessary ifa course of chiroprastic care da es nat help or improve my gondition.

Reasonable alternatives to these procedures have been explained to me including preseription medications, over-the-
counter medications. gossible surgery, and non-treatment. Listed befow are summaries of concern with the associated
alternative procedures.
e Long-term use or overuse of medication carries some risk of' dependency with the use of pain madication the
risk of yastrointestinal bleeding among other risks
e Surgical risks may include unsuccesstul outcome. complications such as infection. pain, reactions 1
anesthesia, and profonged recovery™.
e Potential risks of refusing or neglecting care may result in increased pain. restricted motion. fncreased
inflammation. and worsening of my condition’
Neck and back pain generally improve in time. however. recurrence is common, Remaining active and positive improve
vour chanees of recovery.
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CHIROPRACTIC

Appointment Cancellation Policy

At Horst Chiropractic there is nothing more important than our commitment to your
health. We take this responsibility very seriously. In an attempt to be consistent with this,
we have an Appointment Cancellation Policy that allows us to schedule appointments for
all patients. Due to the busy nature of our practice, a scheduled appointment means that
time has been reserved only for you and with an early cancellation it will give another

Our policy is as follows:

We request that you please give our office a 3 hour notice in the event that you need to
reschedule/or cancel your appointment with Dr. Horst. This allows other hurting patients
to be scheduled into that appointment. It also makes it possible to reschedule your
appointment more efficiently. If a patient misses/or cancels an appointment with less than
a 3 hour notice, this is considered a missed/late cancellation appointment and a fee of $30
will be charged at the patient next visit.

To cancel appointments please call 951-693-2208. If you do not reach the receptionist,
you may leave a detailed message on the voice mail system 24 hours a day. We will call
you to reschedule your appointment first thing the following business day. You may also
cancel via email: horstchiropractic@gmail.com.

If you have any questions regarding this policy, please let our front desk staff know and
we will be glad to clarify any question you have.

We want to thank you for choosing us as your Chiropractic health provider. In order to
provide you and our other Patients with the best optimal care, we request that you follow
our guidelines regarding missed/or cancelled appointment.

I have read and understand the Appointment Cancellation Policy of the practice
and I agree to be bound by its terms.

Patient’s Signature Date

31217 Pauba Rd, Suite 204 Temecula, CA 92592
Ph (951) 693-2208 Fax (951) 693-4197



