Optimum Wellness & Rehab Center
Office of Dr. Jason B. Jones

706 W. Ehringhaus St. Elizabeth City, NC 27909
252-335-2225 www.optimumwellnessandrehab.com

Personal Information

CONFIDENTIAL PATIENT INFORMATION

Full name: Date:
Address:
Street City State Zip
Home phone: Work phone:
Cell phone: Email address:
Best time/place to contact you:
Date of birth: Age:
No. of children: Pregnant?  Yes [0 No O
Height: Weight:

Driver’s license number:

Social Sec. #:

Marital status: M S W D

Spouse/guardian name:

Your Occupation:

Employer’'s name & address:

Spouse’s Occupation/Employer:

Name of person responsible for account:

Do you have insurance that covers Chiropractic care ?

Yes [ No O

Do you have Medicare coverage?

Yes [ No O

Name of Insurance Company:

Insurance Policy number:

Insurance Company phone number:

Insurance Company address:

Who may we thank for referring you?

Addressing What Brought You Into This Office:

If you have no symptoms or complaints and are here for Chiropractic Wellness Services, please skip to the “General Health History”

Health Concerns

Please list your health concerns Rate of severity When did this If you had this | Did the problem | % of the time
according to their severity 1 = mild episode start? condition begin with an pain is
_ before, when? injury? Or present
.10 = worst something else?
imaginable

»w N

What does it feel like (Circle all that apply)? Sharp * Dull * Achy * Throbbing * Tingling * Numb * Cramping * Burning * Stiffness *

Tightness * Stabbing * Shooting * Electric * Other

Does the problem move/radiate to other body parts? If so, where? Arm * Hands * Buttocks *Thigh * Calf * Feet * Ribs

*Abdomen * Chest * Head * Neck* Groin* Other

Since the problem started is it: About the same? [

Getting better? [

Getting worse? [

Which activities aggravate your condition (Circle all that apply)? Sitting * Standing * Walking * Lifting * Working * Exercising *

Lying Down * Other

Is this condition interfering with any of the following (CIRCLE ALL THAT APPLY ):

*Playing w/Children *Bathing *Running *Housework *Yardwork *Hobbies *Lifting *Eating *Dressing

*Sitting  *Lying down *Sex *Walking

*Other (please explain)

*Work *Sleep *Sports/Exercise *Daily Routine

*Grooming *Standing




What have you done for this condition? Tylenol * Advil * Aleve * Prescription Drugs * Muscle Rubs * Heat * Ice * Stretching * Exercise *
Home Remedies * Physical Therapy * Surgery *Other

How helpful were the above? (Circle One) Not helpful * Somewhat helpful * Moderately helpful * Very helpful

Have you ever had x-rays taken for this condition?
Area of body: When? Where?

Anyone in your family with a history of this or similar symptoms (Please explain):

Other doctors you have seen for this condition:

“Limited Scope” Chiropractor (focuses mainly on neck and back pain)

“Wellness” Chiropractor (focuses on health and well being as well as underlying cause of pain and health concerns)

Medical Doctor

Dentist

O o ooo

Other (please describe)

Doctor’s details (from above doctors seen):

Name: Address:
When did you see them?

What did they say was wrong?

Did it help? What did they do?

Name: Address:

When did you see them?

What did they say was wrong?

Did it help? What did they do?

Have you been "forced" or "felt the need" to make any "positive" changes in your life due to this pain, illness, condition, etc?
(i.e., eat better, less alcohol or drugs, meditate or breathe more, less destructive sports, activities, etc.) If so, what?

General Health History
Often times, accumulation of life’s stress can lead to health problems and influence our ability to heal. Please pay close
attention to this as it will help us help you!

Have you had any surgery? (Please include all surgery)

1. Type: When? Doctor
2. Type: When? Doctor
3. Type: When? Doctor
4. Type: When? Doctor
Have you had any accidents and/or injuries: auto, work-related, or other? (Especially those related to your present problems).
1. Type: When?

P Hospitalized? Yes 1 No [
2. Type: When?

P Hospitalized? Yes [ No O
3. Type: When?

P Hospitalized? Yes [1 No [

Do you wear orthotics or heel lifts? Yes 1 No [




Current Medicines and Supplements
Please list any medications/drugs you have taken in the past 6 months and why: (prescription and non-prescription)

Please list all nutritional supplements, vitamins, homeopathic remedies you presently take and why:

Often times lifestyle factors over a long period of time effect our health in ways that we may not even be aware of.
Please take special care to answer the following questions carefully. Thank you.
Diet -------- Please circle any dietary selection that is appropriate for you, and grade according to the following scale:

D - Consume this daily | FD - Consume this a few times per day | W - Consume this weekly | FW - Consume this a few times per week
FM - Consume a few times per month (less than weekly) | M - Consume this monthly | O - Do not consume this

Alcohol Eggs Fasting Artificial Sweetener
Tobacco Fruit Diet food Weight Control Diet
Coffee Beef Refined Sugar Raw Vegetables
Soda Poultry Fish Whole Grains

Fried Foods Organic foods Seafood Dairy

Cooked or canned vegetables Fast Food Candy Bread

The type of diet | usually follow is classified as:

Stressors
Because accumulation of stress affects our health and ability to heal please list your top three stresses  (you have ever had)
in each category:

1. Physical stress (falls, accidents, work postures, work injuries, sports injuries, repetitive work postures, etc.)
a.
b.
c.

2. Bio-chemical stress (smoke, unhealthy foods, missed meals, don’t drink enough water, medications, drugs/alcohol, etc.)
a.
b.
C.

3. Psychological or mental/emotional stress (work, relationships, finances, self-esteem, etc.)

----- Have you ever had psychotherapy or counseling? oYes oNo If Yes, Diagnosis?
oCurrently being seen oPreviously If Previously, from to

What kind of counseling?

On a scale of 1-10 please grade your present levels  of stress (including physical, bio-chemical and psychological or mental/emotional):

At work: At home: At play: ‘

On a scale of 1-10 , (1 being very poor and 10 being excellent) please describe your :

Eating habits: Exercise habits: Sleep: General health: Mind set: ‘

How do you grade your physical health?

Excellent (] Good [ Fair Poor [ Getting better [ Getting worse [

How do you grade your emotional/mental health?

Excellent [ Good [ Fair (I Poor ] Getting better [ Getting worse [




CHECK ANY OF THE FOLLOWING YOU HAVE HAD IN THE PAST 6 MONTHS:

In the blank provided (when appropriate)please fill

oAllergies

oArm Pain
oCold/Tingling Extremities
oConfusion/Depression
oConstipation
oConvulsions

oDiarrhea

oDizziness

oExcessive Thirst
oFainting

oFatigue/ Low Energy
oFever

olssues with Memory
oFrequent Nausea
oGeneral Stiffness
oHeadaches
oHemorrhoids

oJoint Pain/Stiffness
oKidney Problems

oLiver Problems

oLoss of Sleep

oLow Back Pain

oNeck Pain

oNervous

oNumbness

oPain Between Shoulders
oParalysis
oPoor/Excessive Appetite
oStress

oTMJ/Clicking Jaw
oVomiting

oWalking Problems

oHot Flashes/Night Sweats
oUrinary Tract Infections
oGout

oKidney Stones
olrritability

oAlways Hungry
oProblems Sleeping

Please list other problems you have or had (please explain)

in how often the symptom occurs

oDental Problems
oColitis/Crohn’s/IBS/Diverticulitis
oStroke

oLung Problems/Congestion
oMood Swings

o Swollen Ankles/Hands
oProstate/Sexual Dysfunction
olrregular Heartbeat
oMenstrual Cramps
oVaricose Veins

oVision Problems

oEar Aches/Infections
oHeart Problems

oVaginal Pain/Infection
oPainful/Excessive Urination
oHearing Difficulty

oSinus Problems
oAbdominal cramps
oAsthma/Breathing Problems
oWeight Trouble

oRecurring Infections
oGas/Bloating After Meals
oBlack/Bloody Stool
olrregular Periods
oShortness of Breath
oHeartburn/Acid Reflux
oBlood Pressure Problems
oMenstrual Irregularity
oGall Bladder Problems
oBladder Trouble

oBreast Pain/Lumps
oDiscolored Urine
oEczemal/Acne/Psoriasis
oFibromyalgia

oCarpal Tunnel

oHigh Cholesterol
oFrequent Antibiotic Use
oAnxiety/Depression

oTired after meals

. (Example: pﬁeartbum 3x/week)

Are you interested in knowing more about how your nutrition (food you eat) affects your overall Yes 0 No O Maybe [
health and well-being?

If dietary changes are indicated would you be willing to make changes in your diet? Yes 0 No O Maybe [
Would you take whole food supplements if indicated? Yes [0 No [ Maybe I
If specific exercises or stretching would help would you consider adding them to your program? Yesl No L Maybe [J
If reducing stress would you help you would you like to know ways to reduce stress? Yes[ No [0 Maybe J

Is there anything else which may help to better understand your condition which has not been discussed?

Why are you here at this point in time?

| understand that any fee for service rendered isd  ue at the time of service and cannot be deferred to a later date.
Print Patient Name: Date:
Signature:




CONSENT FOR USE OR DISCLOSURE OF HEALTH INFORMATION (required by NC Law)

Our Privacy Pledge
We are very concerned with protecting your privacy. While the law requires us to give you this disclosure, please understand
that we have, and always will, respect the privacy of your health information.

There are several circumstances in which we may have to use or disclose your health care information.

*  We may have to disclose your health information to another health care provider or a hospital if it is necessary to refer

you to them for the diagnosis, assessment, or treatment of your health condition.
 We may have to disclose your health information and billing records to another party if they are potentially responsible
for the payment of your services.

 We may need to use your health information within our practice for quality control or other operational purposes.
We have a more complete notice that provides a detailed description of how your health information may be used or disclosed.
You have the right to review that notice before you sign this consent form (8 164.520). We reserve the right to change our
privacy practices as described in that notice. If we make a change to our privacy practices, we will notify you in writing when
you come in for treatment or by mail. Please feel free to call us at any time for a copy of our privacy notices.
Appointment Reminders
Your chiropractor and members of the practice staff may need to use your name, address, phone number, and your clinical
records to contact you with appointment reminders, information about treatment alternatives, or other health related
information that may be of interest to you. If this contact is made by phone and you are not at home, a message will be left on
your answering machine.
Your Right to Limit Uses or Disclosures
You have the right to request that we do not disclose your health information to specific individuals, companies or
organizations. If you would like to place any restrictions on the use of disclosure of your health information, please let us know
in writing. We are not required to agree to your restrictions. However, if we agree with your restrictions, the restriction is
binding on us.
Your Right to Revoke Your Authorization
You may revoke your consent to us at any time; however, your revocation must be in writing. We will not be able to honor your
revocation request if we have already released your health information before we receive your request to revoke your
authorization. If you were required to give your authorization as a condition of obtaining insurance, the insurance company
may have a right to your health information if they decide to contest any of your claims.

| have read your informed consent, insurance and financial statements and privacy pledge and agree to its terms.

Signature Date

NUTRITIONAL INFORMED CONSENT

According to the Federal Food, Drug, and Cosmetic Act, as amended, Section 201 (g), the term “DRUG” is defined to mean:
“Articles intended for use in the Diagnosis, Cure, Mitigation, Treatment or Prevention of disease.”

A vitamin is not a drug, neither is a Mineral, Trace Element, Amino Acid, Herb, or Homeopathic Remedy.

Although a Vitamin, Mineral, Trace Element, Amino Acid, Herb, or Homeopathic Remedy may have an effect on any disease
process or symptoms, this does not mean that it can be misrepresented, or be classified as a drug by anyone.

Therefore, please be advised that any suggested nutritional advice or dietary advice is not intended as any primary treatment
or therapy for any disease or particular body symptom.

Nutritional counseling, vitamin recommendations, nutritional advice, and the adjunctive schedule of nutrition is provided solely
to upgrade the quality of foods in the patient’s diet in order to supply good nutrition supporting the physiological and
biomechanical processes of the human body.

| have read and understand the above information regarding nutrition:

Signature Date



INFORMED CONSENT FOR CHIROPRACTIC CARE (required by NC Law)

A patient, in coming to the doctor of chiropractic, gives the doctor permission and authority to care for the patient in
accordance with the chiropractic tests, diagnosis and analysis. The chiropractic adjustment or other clinical procedures are
usually beneficial and seldom cause any problem. In rare cases, underlying physical defects, deformities or pathologies may
render the practice member susceptible to injury. This doctor, of course, will not give a chiropractic adjustment, or health care,
if he/she is aware that such care may be contraindicated. Again, it is the responsibility of the patient to make it known or to
learn through health care procedures whatever he/she is suffering from: latent pathological defects, illnesses, or deformities
which would otherwise not come to the attention of the doctor of chiropractic.

| understand that the doctor will perform an examination in order to minimize any risk of care, however, | do not expect the doctor to
be able to anticipate and explain all risks and complications. | therefore wish to rely on the doctor to exercise judgment during the
course of the procedure which the doctor and/or intern feels at the time, based upon the facts as then known, is in my best interest.

Be advised that at Jones Family Chiropractic, PC no cures are ever implied or promised.
| have read, or have had read to me, the above consent. | have also had an opportunity to ask questions about its content,
and by signing below, | agree to the procedures. | intend this consent form to cover the entire course of care for my present

condition(s) and for any future condition(s) for which | seek care.

| also state that | am here for evaluation, examination, recommendations and treatment only and am here for no other
purposes.

Signature Date

This must be signed by legal
guardian for anyone being

seen under 18 years of age

CONSENT TO EVALUATE, TREAT AND ADJUST A MINOR CHILD

l, being the parent or legal guardian of grant
permission for my child to receive treatment in this office.

If you agree, sign below:

Signature Date



