INFORMATION/APPLICATION FOR CARE

The following information is needed in order to better serve you. Please complete all questions. If you need help please ask
the receptionist. PLEASE PRINT

FIRSTNAME _ LASTNAME MIDDLE ________ ,
BIRTHDATE AGE MARITAL STATUS: SM W D GENDER:M F UNSPECIFIED
Dwove OwoRK __________ L. CELL -

ADDRESS. CITY_____ STATE. ZIP_ __ _ B
EMAIL ADDRESS. WORK EMAIL - -

EMPLOYMENT STATUS EMPLOYED FT STUDENT PT STUDENT OTHER RETIRED SELF EMPLOYED
PRIMARY CARE PHYSICIAN REFERRED TO OUR OFFICE BY: -

IS YOUR CONDITION DUE TO AN ACCIDENTI YES _D nol] DATE OF ACCIDENT

TYPE OF ACCIDENTI AUTCD WORK/ONJOB_|:_| AT HOMED OTHER -

HAYE YOU EVER BEEN IN AN AUTO ACCIDENT? PAST Y EARD PAST 5 YEARS OVER 5 YEAR Sl:lNEY ER

I (WE) AGREE TO PAY FOR SERVICES RENDERED TO ABOVE MENTIONED PATIENT AS THE CHARGE IS INCURRED. I
UNDERSTAND AND AGREE THAT HEALTH & ACCIDENT INSURANCE POLICIES ARE AN ARRANGEMENT BETWEEN AN
INSURANCE CARRIER AND MYSELF AND THAT I AM PERSONALLY RESPONSfBLE FOR PAYMENT OF ANY AND ALL
SERVICES COVERED OR NOT COVERED. [ ALSO UNDERSTAND IF I SUSPEND OR TERMINATE MY CARE AND TREATMENT,
ANY FEE FOR PROFESSIONAL SERVICES RENDERED TO ME WILL BE IMMEDIATELY DUE AND PAY ABLE.

PATIENT'S SIGNATURE. _  DATE

NOTICE TO OUR NEW PATIENTS; FULL PAYMENT FOR SER VICES RENDERED IS DUE AT THE END OF EACH VISIT. F

FOR ANY REASON THIS REQUEST CANNOT BE MET, ARRANGEMENTS SHOULD BE MADE IN ADVANCE BEFORE SEEING
THE DOCTOR.



HISTORY OF PRESENT ILLNESS/CONCERN CC#

AS A NEW PATIENT, PLEASE COMPLETE THE FOLLOWING INFORMATION BELOW TO THE BEST OF YOUR ABILITY, SHOULLD YOU HAVE
MULTIPLE AREAS OF CONCERN (NECK, BACK, HEADACHES, TREMORS, VERTIGO..)

DESCRIBE THE PROBLEMS/SYMPTOMS THAT YOU ARE EXPERIENCING.

WHEN DID THIS PROBLEM BEGIN? -

FTHIS A REOCCURRENCE OF ANEXISTING CONDITION, WHEN DID THE PROBLEM ORIGINALLY BEGIN? HOWHOW DID YOUR —

HOWOFTEN ARL:YOU EXPERIENCING SYMPTOMS? (CIRCLE ONE)

A CONSTANTLY (76-100%0 OFTHE DAY)
B. FREQUENTLY (51-75% OF THE DAY)
C  OCCASIONALLY (26-50% OF THE DAY)
0 . INTERMITTENTLY (0025% Of THEDAY)

N.TURE OF YOURSYMPTOMS & INDICATE ON OtAGAAM Q

A. SHARP

B, SHOOTING

C. DULL ACHE

D. NUMB

E. BURNING

F. TINGLING o
INDICATE THE AVERAGE INTENSITY OF YOUR NHE 1 2 3 4 5 6 7 8 9 10UNBEARABLE
SYMPTOMS: HOWARE YOURSYMPTOMS CHANGING? WHATTESTING HAVEYOU HAD FOR THIS CONDITION?

AGETTING BETTER O »= [l X-RA:[S\TOR

LABORATORY
8.NOTCHANGING O crsean [ A oK
C. GETTING WORSE ] Exe ClomeRrye

WHATMAKES THE CONDITION BETTER?

WHAT MAKES IT WORSE?

DOES IAFFECT YOUR ABILITY TO SLEEP OR WAKE YOU ATNIGHT? YES NO

HHOW MUCH HAS THIS CONDITION INTERFERED WITH YOUR ACTIVITIES OF DAILY LIVING ( INCLUDING WORK, SOCIAL, SELF/FAMILY CARE)
A.NOT AT ALL. B.A LITTLEBIT C. MODERATELY D.QUITEA BIT E. EXTREMELY

PLEASE LIST ANY OTHER PROVIDERS (MEDICAL DOCTOR, PHYSICAL THERAPIST, CHIROPRACTOR, ETC...) THAT YOU HAVE CONSULTED FOR THIS CONDITION.
LIST THE APPROXIMATE ATE OF THE LAST VISIT, DIAGNOSIS AND THEIR CONTRACT INFORMATION. (USE BACK IF NECESSARY

1.

2,

PLEASE INCLUDE ANY OTHER RELEVANT HISTORY/INFORMATION REGARDING THIS COMPLAINT.




Consent for Chiropractic Treatment & Acknowledgment of Receipt of Information

To the patient: Every type of health care is associated with some risk of potential problem. Health care
providers, including chiropractors, are required, by law, to tell you the nature of your condition, the
general nature of treatment, the risks involved, and the reasonable therapeutic alternatives.

In keeping with the Florida

law of informed consent, you are being asked to sign a

confirmation that we have discussed all these matters. We have already discussed with you the common
problems and risks. Please read carefully. Ask about anything you don’t understand, and we will explain

it.

In general, chiropractic treatment includes examination, taking of x-rays,
manipulation/adjustment, and application of physical therapy modalities. Although their occurrence is
extremely remote, some risks are known to be associated with these procedures. These include:

1) Stroke: is the most serious problem associated with spinal manipulation. The results can be temporary
or permanent dysfunction of the brain, with a very rare complication of death (1 in 20 million). Spinal
manipulations have been associated with strokes that arise from the vertebral artery (located in the neck
vertebrae). (This problem occurs so rarely that there is no conclusive data to quantify probability.)

2) Disc Herniations: that create pressure on the spinal nerve or spinal cord are frequently successfully
treated by chiropractors. Rarely, treatment may aggravate the problem, resulting in increased low back
pain, radicular pain and numbness of a transient nature, Residuals may last for a few days but seldom for

longer periods of time.

3) Soft tissue injury: Soft tissue primarily refers to muscles and ligaments. Muscles move bones and
ligaments limit joint movement. Rarely, treatment may injure some muscle and ligament fibers. The
result is temporary increase in pain and necessary treatments for resolution, but there are no long term

affects for the patient.

4) Rib fractures: The ribs are found only in the thoracic spine or middle back. Rarely, a manipulation
will fracture a rib bone. This occurs only on patients who have weakened bones from such things as
osteoporosis. Osteoporosis can be noted on your x-rays. We adjust all patients carefully, especially those
who have indications of osteoporosis on their x-rays.

I hereby authorize and direct

Rob Thomson DC

provide chiropractic treatment

Patient’s name

together with associates and assistants of his choice, to

including examination/diagnostics, spinal manipulation/adjustment, carious
modes of physical therapy, x-rays and any additional procedures or services that may be deemed necessary or
reasonable. This treatment has been explained to me, and alternative methods of treatment (if any) have also
been addressed. I have read and understand all information set forth in this document, including any
attachments. | acknowledge that I have had the opportunity to ask any questions about the contemplated
procedure and that my questions have been answered to my satisfaction. This authorization for and consent to
chiropractic treatment is and shall remain valid until revoked.

Date

Signature of patient / guardian

Relationship to patient




Client/Patient Testimonial Solicitation and Release Authorization Form

As part of our ongoing effort to bring the best care to Pensacola and surrounding communities we use several
avenues to market to the region including but not limited to; Facebook, Google, Yelp, Instagram, Twitter etc.
We truly appreciate your help in taking the time to honestly review the service you’ve received here and in
helping the community discover the same health benefits as you.

Purpose of Authorization: By signing this authorization form, | am providing Robert Thomson Jr DC to solicit,
distribute, and share my client testimonial that | provided. Sharing my client testimonial may include posting
the information on the company website, posting the testimonial information on Robert Thomson Jr DC’s
social media pages, and including my testimonial on printed advertisements and promotions. | agree that |
am voluntarily sharing my testimonial about services from Robert Thomson Jr DC and | am receiving no
financial remuneration from Robert Thomson Jr DC for providing my testimonial and allowing them to use my
protected health information for marketing purposes.

Right to Revoke: | understand that | have the right to revoke this authorization at any time by providing a
written request to the Privacy Officer at Robert Thomson Jr DC | understand that if | choose to revoke this
authorization, it will become effective on the day of the revocation of the authorization. Any prior uses and
disclosures of my testimonial with my protected health information will not be subject to the revocation of
the authorization. | understand that Robert Thomson Jr DC will make it best effort to remove my testimonial
and protected health information from the Robert Thomson Jr DC’s website and other social media pages.

Components of my Testimonial: | understand that the client testimonial for Robert Thomson Jr DC will only
include my name, location, photograph, and information provided to the organization in my testimonial. |
understand that all other protected health information that Robert Thomson Jr DC creates and maintains for
purposes of my care will not be used in my testimonial or for marketing purposes without prior authorization
per privacy regulations of the state and Health Insurance Portability and Accountability Act (HIPAA).

By signing below, | agree and acknowledge that | have read and understood all of the elements of this
authorization for use of my client testimonial. This authorization will expire 24 months after the date of the
signature. After the expiration, | understand that Robert Thomson Jr DC will not be allowed to use my
testimonial for any future marketing purposes. It does not require Robert Thomson Jr DC to remove my
testimonial from the website or other social media pages unless | specifically request a revocation of this
authorization.

Signature: Date:

If not patient, Relationship to Patient:

Name (Printed):




Dr. Rob Thomson Jr, DC
6050 N 9th Ste D
Pensacola, FL. 32504
Telephone (850) 900-8565

APPOINTMENT REMINDERS AND HEALTH CARE INFORMATION AUTHORIZATION

Your chiropractor and members of the practice staff may need to use your name, address, phone number, and clinical
records to contact you with appointment reminders, information concerning 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 or work, a message
will be left on your answering machine, with a family member, friend, co-worker or employer. In addition, by signing this
form you are giving us authorization to contact you with these reminders and information.

Y ou may restrict the individuals or organizations to which your health care information is released or you may revoke
authorization to us at anytime; however, your revocation must be in writing and mailed to us at our office address. 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 authorization. In addition, 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.

Information that we use or disclose based on authorization you are giving us may be subject to re-disclosure by anyone
who has access to the reminder or other information and may no longer be protected by federal privacy rules.

You have the right to refuse to give us this authorization. If you do not give us authorization, it will not affect the
treatment we provide to you or the methods we use to obtain reimbursement for your care.

You may inspect or copy the information that we use to contact you to provide appointment reminders, information about
treatment alternatives, or other health related information at anytime. (164.524)

This authorization will expire seven years after the date on which you last received services from us.

I authorize you to use or disclose my health information in the manner described above.

Patient name printed Date
Patient signature Authorized provider representative
Personal representative printed Personal representative signature

Description of personal representative’s authority to act for patient.
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