Pediatric Health History

Name: Age: Date:

Address: City: State: Zip:

Home Phone: Mother’s Name: Father’s Name:

Social Security #: Birth date: Male: Female:

Reason for consulting our office:

Whom may we thank for referring you?

Health Profile

Why is this form important?

As a full spectrum Chiropractic office, we focus on your child’s ability to be healthy. Our goals are first to address the
issues that brought you to chiropractic, and second, to offer you and your child the opportunity of improved health
potential and wellness services in the future. On a daily basis we experience physical, chemical, and emotional
stresses that can accumulate and result in serious loss of health potential. Most times the effects are gradual and
begin very early in life. Answering the following questions will give us a profile of the specific stresses your child
has faced in their lifetime, allowing us to better assess the challenges to your child’s health potential.

Birth and Infancy

Pregnancy:
Were there any complications to the pregnancy?

Was Mom on any medications, prescription or over-the-counter? YES NO

If yes, explain:

Did Mom or Dad smoke during pregnancy? YES NO Who?

Was the baby ever in the Breech position? YES  NO How many ultrasounds were performed?
Birth and Delivery:
Where was the baby born? HOSPITAL HOME BIRTHING CENTER OTHER
Was the delivery VAGINAL CAESARIAN?  Were any devices used to assist? ~ FORCEPS VACUUM
How long was the labor? How long was the delivery?
Infancy:
Was the child vaccinated? YES NO
Was there any prolonged use of medicine such as antibiotics or an inhaler? YES NO
Did the child suffer any traumas such as serious falls or car accidents as an infant? YES NO
Was the child under regular Chiropractic care as an infant? YES NO

Please give us any other health information that you feel would be helpful:




Childhood Years

Did/does the child have any childhood illnesses? YES
Does the child play youth sports? YES
Has the child had any surgery? YES
Has the child fallen/jumped from a height over three feet?

Was the child involved in ANY car accidents? YES

Has there been any prolonged use of medications? YES

NO If yes, explain:

NO

NO If yes, explain:

YES NO

NO Please list:

NO If yes, explain:

Has the child suffered any other traumas (physical or emotional)? YES NO

Please give us any other health information you feel would be helpful:

Addressing Any Current Issues

If your child has no symptoms or complaints, and you desire wellness services, please check (V) here . Others need to briefly
describe the chief area of complaint, including the affect it has had on the child’s life.

If he/she is experiencing pain, is it...
_ Sharp
Since the problem started, it is...

What makes it worse:

Yes, it interferes with:
Other Doctors seen for this problem:

Chiropractor:

Medical Doctor:

Other:

List any medications the child is taking:

_ Dull _ Comes & Goes _ Travels _ Constant
___ About the same _ Getting better _ Getting worse
___School ___Sleep ___Walking ___Sitting ____Hobbies ___Sports

The statements made on this form are accurate to the best of my recollection and I request and give consent to
Dr. Edward Thomas to examine my child for further evaluation:

Parent’s signature:

Date:
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Patient Authorization regarding chiropractic care being provided in an “open
adjusting’environment

It is the practice of this office to provide chiropractic care in an“open
adjusting”environment.“Open adjusting”involves several patients being seen in the same
adjusting room at the same time. Patients are within sight of one another and some ongoing
routine details of care are discussed within earshot of other patients and staff.This environment
is used for ongoing care and is NOT the environment used for taking patient histories,
performing examinations or presenting reports of findings.These procedures are completed in a
private, confidential setting.

We are requesting this authorization of you due to various interpretations under federal law with
respect to what is known as an“incidental disclosures” of health information. It is our view that
the kinds of matters related in an “open adjusting”environment are incidental matters, in the
event you or someone else would not agree with us we are providing this disclosure.

The use of this format is intended to make your experience with our office more efficient and
productive as well as to enhance your access to quality health care and health information. If
you choose not to be adjusted in an open-adjusting environment other arrangements will be
made for you.Your decision will have no adverse effect on your care from Dr. Edward Thomas,
Il or on your relationship with our staff.

Your signature indicates your authorization of this activity.

Name (printed) Signature
Date

This authorization may be revoked by you at any time. Revocation may be accomplished by
advising us in writing of your desire to withdraw your authorization. Please allow a reasonable
processing time for the change in our procedures to be completed.
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Egg gzgg;jg THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION

ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION.PLEASE REVIEW IT CAREFULLY.

In the course of your care as a patient at Total Body Healthcare we may use or disclose personal and
health related information about you in the following ways: *Your protected health information, including
your clinical records, may be disclosed to another health care provider or hospital if it is necessary to refer
you for further diagnosis, assessment or treatment. *Your health care records as well as your billing
records may be disclosed to another party,such as an insurance carrier, an HMO, a PPO, or your
employer, if they are or may responsible for the payment of services provided to you. *Your name,
address, phone number, and your health care records may be used to contact you regarding appointment
reminders, information about alternatives to your present care, or other health related information that
may be of interest to you. You have a right to request restrictions on our use of your protected health
information for treatment, payment and operations purposes. Such requests are not automatic and require
the agreement of this office. Your name, address, telephone number, e-mail address and health records
may be used to contact you regarding appointment reminders, information about alternatives to your
present care, or other health related information that may be of interest to you. If you are not home to
receive an appointment reminder or other related information, a message may be left on your answering
machine or with a person in your household. You have a right to confidential communications and to
request restrictions relative to such contacts. You also have the right to be contacted by alternative means
or at alternative locations.

We are permitted and may be required to use or disclose your health information without your
authorization in these following circumstances: *If we provide health care services to you in an
emergency. *If we are required by law to provide care to you and we are unable to obtain your consent
after attempting to do so. *If there are substantial barriers to communicating with you, but in our
professional judgement we believe that you intend for us to provide care. *If we are ordered by the courts
or another appropriate agency. You have a right to receive an accounting of any such disclosures made by
this office. Any use or disclosure of your protected health information, other than as outlined above, will
only be made upon your written authorization. If you provide an authorization for release of information
you have the right to revoke that authorization at a later date. Information that we use or disclose based on
this privacy notice may be subject to redisclosure by the person to whom we provide the information and
may no longer be protected by the federal privacy rules.

We normally provide information about your health to you in person at the time you receive chiropractic
care from us. We may also mail information to you regarding your health care or about the status of your
account. If you would like to receive this information at an address other than your home or, if you would
like the information in a specific form please advise us in writing as to



your preferences. You have the right to inspect and/or copy your health information for as long as the
information remains in our files. In addition you have the right to request an amendment to your health
information. Requests to inspect, copy or amend your health related information should be provided to us
in writing.

We are required by state and federal law to maintain the privacy of your patient file and the health
protected health information therein. We are also required to provide you with this notice of our privacy
practices with respect to your health information. We are further required by law to abide by the terms of
this notice while it is in effect. We reserve the right to alter or amend the terms of this privacy notice. If
changes are made to our privacy notice we will notify you in writing as soon as possible following the
changes. Any change in our privacy notice will apply for all of your health information in our files.

If you have a complaint regarding our privacy notice, our privacy practices or any aspect of our privacy
activities you should direct your complaint to: Dr. Edward Thomas, III. If you would like further
information about our privacy policies and practices please contact: Dr. Edward Thomas, III. You also
have the right to lodge a complaint with the Secretary of the Department of Health and Human Services.
If you choose to lodge a complaint with this office or with the Secretary your care will continue and you
will not be disadvantaged by this office or our staff in any manner whatsoever. 3 This notice is effective
asof .

This notice, and any alterations or amendments made hereto will expire seven years after the date upon
which the record was created.

My signature acknowledges that I have received a copy of this notice.

Name (Printed) Signature Date

If you are a minor, or if you are being represented by another party

Personal Representative (Printed) Personal Representative Signature Date

Description of the authority to act on behalf of the patient.
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i CONSENT TO TREAT A MINOR

{615) B18-0758

PATIENT NAME:

| hereby request and authorize Dr. Ed Thomas to perform diagnostic tests and render
chiropractic adjustments and other treatment to . This authorization
also extends to all other doctors and staff members and is intended to include radiographic
examination at the doctor’s discretion.

As of this date, | have the legal right to select and authorize health care services for the minor
child named above.

(If applicable) Under the terms and conditions of my divorce,separation or other legal
authorization,the consent of a spouse/former spouse or other parent is not required. If my
authority to so select and authorize this care should be revoked or modified in any way, | will
immediately notify this office.

Signature Date

Name (Printed) Relationship to
Patient



X

9 Total Body

Healthcare

Dr. Edward Thomas AP POlNTM ENT POL'CY

family chiropractor

1307 Central Court Request an appointment by calling 615-678-8745. Please arrive on time for your
Hermitage, TN 37076 gppointment, or if you need to reschedule, allow us 24 hours notice so that we can open

(615) 678-8745
{615) B18-0758

that time slot up for other patients. A $55.00 missed appointment fee may be charged to
your account for frequently missing appointments without calling. We accept walk-in patients
as well that will be worked into the schedule accordingly. If you have any questions regarding
our office policy or your appointments, please do not hesitate to ask.

FINANCIAL POLICY

It is the policy of this office that all services rendered are charged directly to you, the patient,
and that ultimately the patient is responsible for all services including those not reimbursed by
third-party payors. All payments are expected at the time of service, or at the end of each week.
Patient balances may not exceed $150 AT ANY TIME. Returned checks and balances over 30
days may be subject to additional collection fees and interest charges of 2% per month. Total
Body Healthcare, Inc. is dedicated to keeping medical costs down for you, the consumer. As you
know the purpose of insurance company is to make money for their owners. This id
accomplished by denying as many claims as possible. HMO’s and PPQ’s further restrict your
ability to choose who you can go to and what services they can provide. Insurance is a privilege.
Therefore when we accept insurance from you there are a few things you need to know. You
are considered to be a cash patient until our office “qualifies” your coverage to determine the
extent of benefit under your policy. All deductible payments MUST be made prior to insurance
submittal. All co- payments are payable when service are rendered or at the end of each week.
A $150 co- payment balance must not be exceeded at any time. Should you discontinue care
for any reason other than discharge by the doctor, any and all balances due will become
immediately payable in full, regardless of any claims submitted. This office does not promise
that an insurance company will reimburse you for usual and customary charges submitted by
this office, nor will we enter into any dispute with an insurance company over the amount of
reimbursement. Since we do not own your policy and occasionally experience difficulty in
collecting from he carrier, we may ask for you assistance in collecting payment from your
insurance company. Lastly, it is the goal of this office to provide you with the finest quality
chiropractic care available. If you have any questions about your health care or any of our
policies, please let us know. We look forward to your referrals and to a doctor —patient
relationship that works for our mutual benefit. | herby accept responsibility for charges and
agree to reimburse Total Body Healthcare, Inc. for reasonable attorney’s fees and collection
costs in the event it becomes necessary to collect monies owed Total Body Healthcare, Inc.

Signed Date
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X-RAY AUTHORIZATION

This is to confirm that | have been advised by the doctor/staff that x-rays can be hazardous to
an unborn child. At this time,to the best of my knowledge, | am not pregnant and consent to
radiographic pictures.

Date of last menstrual period:

Signed: Date:




