Michael J. Snyder, D.C.
1601 Dove St. #170
Newport Beach, CA 92663
949-229-5297

CONFIDENTIAL PATIENT INFORMATION

Name Date

Home Ph. Cell Ph.

Address City Zip SS#

Age Birth Date Mantal Status M S W D How many children?
Occupation Employer Office Ph.

Work Address Email Address

Name of Spouse Occupation Employer
Emergency Contact Phone ( )

How did you hear about us?

Your Age Height ft. in. Weight Ibs

Chiropractors you have seen before:

Name City State When
Name City State When
List medical doctors seen within past year:

Name City State When
Name City State When

Date of last physical examination

X-Rays (last taken and body region)
MRI (last taken and body region)

List all surgeries:

Type When

Type When

Type When

Past accidents or injuries:

Type When Hospitalized? Yes No
Type When Hospitalized? Yes No

Type When Hospitalized? Yes No




PRIMARY CONDITION - PLEASE DESCRIBE ONE AREA OF COMPLAINT
Please describe your primary complaint:
When did it start? Have you had it in the past: [] Y [] N When:

Please check the appropriate box: The painis [] constant [ ] it comes and goes
From a scale from 1-10 with 10 being the worst circle the level ofpain 1 23 456 7 8 9 10
Please check the box(es) that best describe the pain:

[[] Sharp/Stabbing [_] Buming [] Dull [_] Tingling [_] Numbness Other
Does your pain travel from the point of pain? []Y [N If yes, where:
Have you seen any other dociors for this condition: [_]Y [] N Name:
What makes it better: Worse:

Do any of the following aggravate your condition? [_] Walking [] Sitfing [_] Coughing

[] Sneezing [ Driving [_] Breathing [_] Working [_] Bowel Movements [_] Sleeping

Is this the result of an automobile accident []Y [JN  Work related injury: [ 1Y []N
If ves, to either question above, please explain:
What other freatment have you had for this condition:
[] Chiropractic [_] Physical Therapy [_] Surgery [_] Other

SECONDARY CONDITION (If Applicable)
Please describe your secondary complaint
When did it start? Have you had it in the past: [_] Y [_] N When:
Please check the appropriate box: The painis [ ] constant [_] it comes and goes
From a scale from 1-10 with 10 being the worst circle the level of pain 1 23456 7 8 9 10 ‘ _
Please check the box(es) that best describe the pain: N Tt
[] Sharp/Stabbing [_] Buming [] Dull [] Tingling [_] Numbness Other
Does your pain travel from the point of pain? [_]Y [N If yes, where:
Have you seen any other doctors for this condition: [_]Y [ ] N Name:
What makes it better: Worse:

Do any of the following aggravate your condition? [ | Walking [] Sitfing [ ] Coughing
[] Sneezing [] Driving [ Breathing [_] Working [_] Bowel Movements [_] Sleeping

Is this the result of an automobile accident: [ ]Y [JN  Work related injury: [ ] Y [JN
If yes, to either question above, please explain:
What other freatment have you had for this condition:
(] Chiropractic [ Physical Therapy [_] Surgery [ ] Other
ADDITIONAL CONDITION (If applicable)

Please describe any additional complaint
When did it start? Have you had it in the past: [_] Y [_] N When:
Please check the appropriate box: The painis [ ] constant [ | it comes and goes
From a scale from 1-10 with 10 being the worst circle the level ofpain 1 23456 7 8 9 10

Please mark your areas of
pain on the figure below

++ Sharp/Stabbing ## Burning
XX Tingling/Numb 00 Dull

Please mark your areas of
pain on the figure below

Please mark your areas of
pain on the figure below

; ] ++ Sharp/Stabbing ## Buming
Please check the box(es) that best describe the pain: XX Tingling/Numb 00 Dull

[] Sharp/Stabbing [_| Buming [] Dull [_] Tingling [_] Numbness Other
Does your pain fravel from the point of pain? [_]Y [ N i yes, where:
Have you seen any other doctors for this condition: [ ]Y [_] N Name:
What makes it better: Worse:

Do any of the following aggravate your condition? [ ] walking [] Sitting (] Coughing
[] Sneezing [ Driving [_] Breathing [_] Working [_] Bowel Movements [_] Sleeping

Is this the result of an automobile accident: [ ]Y [ IN  Work related injury: [ ] Y []N
If yes, to either question above, please explain:
What other treatment have you had for this condition:
[] Chiropractic [_| Physical Therapy [ | Surgery [ ] Other




Please drcle the following activities are affected by your current condition.

Bathing Cooking Laying down Sleep

Bending Daily pet care Lifting items Sneezing

Brushing teeth Dressing Reading Sports

Caring for family Swallowing Reaching Static sitting
Carrying items Driving Running Static standing
Changing of pos. Eating Shaving Washing body/hair
Climbing stairs Exercising Showering Work activities
Computer use Getting out of bed Sexual activities Yard work
Concentration Household chores

Past and Present Conditions

Past Musculoskeletal Present Past Respiratory Present
[ ] Neck pain | [ ] Shortness of breath
Shoulder pain [ ] Chronic pain
Pain in upper arm or elbow | | [ ] Chronic cough
Hand pain [ ] [ ] Sinusitis
Upper back pain - [
Low back pain | Past Gynecologic Present
Leg pain ' ]  Cramps [ ]
Knee pain | [ ] Irregular menstrual flow [
Pain in ankle or foot [ ] Spotting
Jaw pain [ [ ]  Menopausal symptoms
Swelling in joints (list joints)[ |
Past Genito-Urinary Present
[] Stiffness of joints (list joints)[ ] [ ] Painful urination ‘
[ ] Loss of bladder control
[ ] Frequent urination
Past Nervous System Present [ ] Urethral discharge
] Depression [ ]
[ Insomnia ] Past GI Tract Present
[ Bedwetting b § [ ]  Abdominal pain |
[ Fainting ] [ ] Difficult swallowing
[ Convulsions - Heartburn/indigestion
I Dizziness | Constipation
[ Headache | [ ] Diarrhea
[ Muscular incoordination |
] Hearing loss 4 Past Skin Present
I Tinnitus (ear noises) [ ] [ ] Rash i
[ Ear pain ¥ Dermatitis or eczema
Impaired vision ] [ Persistent itching
] Eye pain !
[ ] Paralysis [ ] Please check any of the following that apply to
.
Past Cardiovascular Present T Tobacco
[ 1] Rapid heart beat ] [ 1  Alcohol
[ ] Chest pains [E [ ] Tranquilizers/Sedatives
[ ] Laxatives
Past Endocrine Present [ ] Coffee, cups/day
[ ] Loss of appetite | [ i Regular soda, cans/day
Abnormal weight gain Diet soda, cans/day
[ ] Abnormal weight loss [ ] Water

Listed below are common diseases and disorders. Please indicate whether you have had a particular disorder in the past
or presently troubled by a listed disorder.



Past Condition Present Past Condition Present

[ ] Hemorrhoids [ ] [ ] Emphysema
[ ] Rheumatic heart disease [ ] [ ] Arthritis
High blood pressure [ ] Drug or alcohol dependency
Angina [ ] Diabetes
Heart attack [ ] Ulcer
Stroke [ ] [ } Kidney stones
Asthma [ ] Bladder infection
Gallbladder ] Allergies
[ ]  Cancer [ ] (] oOther [ ]
[ ] HIV positive /AIDS -] [ ] Other [ ]
Family History: Insert age and check any box that applies
Age Heart | High High Bl | Diabetes | Cancer |Anemia| Neck [owBck |Carpal Head | Obesity
(fliving) | Dx |Cholest | Pressure Pain | Pain | Tunnel |aches
Self
Mom
Dad
Brother
Sister
Other
How many hours of sleep do you get per night Type of mattress
How old is your mattress How many pillows do you sleep with
Do you sleep on your: Side Stomach Back
Do you: watch TV in Bed Read in bed use a laptop in bed
How many hours a day do you spend on the computer Does sitting at the computer bother your condition
Do you wear: Arch Supports Heal Lifts Inserts Orthotics Braces Supports
If so please explain
Do you: Run Bike Swim Work Out Yoga Play other sports

How much and how often do you exercise

Is your current condition interfering with your exercise program and if so how

If you don’t or can't exercise at the moment, what are your future exercise goals

List medications and/or vitamins & minerals you are taking:

Type For How long
Type For How long
Type For How long
Type For How long
Type For How long
Type For How long
Type For How long
Type For How long

“| clearly understand and agree that all services rendered to me are charged directly to me and that | am responsible
for payment. | also understand that payment for services rendered is due at the time of service unless other
arrangements are made.”

Patient Signature Date
Guardian or Spouse’s Signature Authorizing Care Date
Information Taken By Date




Michael J. Snyder, D.C

CONSENT FOR USE AND/OR DISCOLOSURE OF
PROTECTED HEALTH INFORMATION
TO CARRY OUT TREATENT, PAYMENT AND/OR HEALTH CARE OPERATIONS
(Notice of Privacy Practice)

Through the use of the consent form, Michael J. Snyder, D.C. is notifying you and you agree that:

1.

10.
11.

Protected health information may be used and/or disclosed in order to carry out treatment, payment or health
care operations.

We will only disclose protected health information with your express written authorization.

A notice containing the offices privacy practice, including more complete description of uses and/or disclosure
necessary to carry out treatment, payment and/or health care operations, is available for you to read, and you
are hereby encouraged to do so prior to signing this consent form.

This office reserves the right to change its privacy practices that are described in the above referenced notice, in
accordance with applicable law, and will make available to all patient any and all revised and current notices.
You have the right to request that this office restrict how protected health information is used and/or disclosed
to carry out treatment, payment and/or health operations.

You have the right to inspect your records and amend or correct health information.

If this office agrees to a requested restriction it will take approximately 30 days to do so.

You have the right to revoke this consent, in writing, at any time, for all future transactions, with the
understanding that such revocation shall not apply to the extent that this office has already taken action in
reliance on this consent.

Should you revoke this consent at any time, the office retains its right to refuse treatment based on the
revocation and future lack of such consent.

You will sign and date all consents requested to which you agree.

| hereby authorized Michael J. Snyder, D.C. to use and/or disclose health information for the purpose of filing
your insurance claims, consult with other health providers and for billing purposes.

| have read and understand the foregoing notice, and all of my questions have been answered to my full satisfaction in a
way that | can understand.

Name of Individual (printed) Signature of Individual

Signature of Legal Representative Relationship
(Attorney-in-fact, Guardian, Parent if minor, etc.)

Date Signed

Michael J. Snyder, DC 1601 Dove St. #170, Newport Beach, CA 92660, ph. 949-229-5297, fax 949-258-5564



Michael J. Snyder, D.C

INFORMED CONSENT TO CHIROPRACTIC ADJUSTMENTS AND CARE

| hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures, including various modes of physical therapy and diagnostic x- rays, on me (or the patient
named below, for whom | am legally responsible) by the doctor of chiropractic named below and/or other
licensed doctors of chiropractic who now or in the future treat me while employed by, working or
associated with or serving as back-up for the doctor of chiropractic named below, including those working
at the clinic or office listed below or any other office or clinic.

| have had the opportunity to discuss with the doctor of chiropractic named below and/or with other office
or clinic personnel the nature and purpose of chiropractic adjustments and other procedures.

| understand and | am informed that, as in the practice of medicine and chiropractic there are some risks
to treatment, including, but not limited to, fractures, disc injuries, strokes, dislocations and sprains. | do not
expect the doctor to be able to anticipate and explain all risks and complications, and | wish to rely on the
doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based
upon the facts known, is my best interest.

| have read, and 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 above-named procedures. | intend this
consent form to cover the entire course of treatment for my present condition and for any future
condition(s) for which | seek treatment.

To be completed by patient:

Print Patient’'s Name

Signature of Patient

Date Signed

Michael J. Snyder, D.C., 1601 Dove St. #170, Newport Beach, CA 92660, ph. 949-229-5297, fax 949-258-5564



