Important Information About Your Injury, Treatment and Recovery

•

•

•

It is EXTREMELY important that you Take Your Time to fill out the information in this packet.
Please fill it out to the best of your ability. In order to get your recovered to pre-injury status,
our clinic needs the most accurate information – no detail is too large or small. If you have any
questions at any time, stop and contact us.
During your care at this clinic we ask THREE items from you as the patient:
1. Stay off all Social Media Sites – GO DARK. Information about you and your condition
can be gathered online and may be used against you; which prevents you from
obtaining the care that you need to heal from this injury.
2. Journaling – we ask that you make a journal entry each day during your treatment at our
clinic. This information helps us to see what your daily status of pain is affecting your
life and to ensure that our services are aiding in your healing process.
3. Follow Your Treatment Care Plan – it is imperative that you follow through with all
recommended treatment care plans. Make your treatments a priority – by doing this
you will ensure that you will heal in a timely manner and achieve recovery goals.
Finally – if at any time you have questions about your treatment at our clinic, please ask freely
of your provider or front desk staff. Your feedback and ultimately your recovery are our
priorities.

Advanced Health
Chiropractic and Massage

10709 N Division
Spokane, WA 99218

509-466-9008
AdvancedHealthSpokane.com

MOTOR VEHICLE COLLISION BILLING

Advanced Health Chiropractic and Massage will bill an auto insurance company for services related to a
motor vehicle collision ONLY under the following circumstances:
1) The auto insurance company we are billing is your own- A.K.A your Personal Injury
Protection (PIP) coverage.
2) The auto insurance company we are billing is for the vehicle in which you were a passengerA.K.A. their PIP coverage.
If PIP coverage is not available to you, Advanced Health Chiropractic and Massage DOES NOT wait for
settlement to receive payment for these collision related services. Depending on your circumstances,
your billing for these services will be handled as follows:
If you have health insurance:
Your health insurance policy will be billed. You are responsible for notifying your health plan
that these services are related to a Motor Vehicle Collision. They will want to collect from the party at
fault when your treatment is concluded. You will be responsible for payment of any co-payments,
deductibles, co-insurance, or any other insurance deemed patient remainders as services are rendered.
If you do not have health insurance:
In the event you are not covered by PIP coverage AND you do not have health insurance, you
are solely responsible for payment for these services at the time services are rendered.

Signature_____________________________________________ Date_____________________

For PIP coverage billing, please provide the following information:
Name of Motor Vehicle Insurance: ________________________________________________________
Insurance Plan Address:_________________________________________________________________
Street/ PO Box:_______________________________________________________________
City:________________________________ State:__________ Zip Code:_________________
Claim Number:__________________________________ Date of Accident:________________________
Claim Adjustor’s Name:_________________________________ Phone #:_________________________

Advanced Health
Chiropractic and Massage

10709 N Division
Spokane, WA 99218

509-466-9008
AdvancedHealthSpokane.com

Patient Information

Today’s Date: ____________________

Name _____________________________________________ Age ______
Gender: M F (Pregnant: Yes No)
Home Address ______________________________________ Home Phone _____________________________
City, State, Zip ______________________________________ Cell Phone
_____________________________
Email Address ___________________________________________________________________________________
Birth date ______________________ Social Security Number _______________ Marital Status: S M D W P
Occupation, Employer ____________________________________How many people in your household? ________
Emergency Contact ________________________________________ Phone _______________________________
How were you referred to this office? _______________________________________________________________
Who is your Primary Care Doctor? __________________________________________________________________
Is This Visit Related To A: Work Injury Car Collision Injury Home Injury
Non-Injury Symptoms
Gradual Onset Other
Experience with Chiropractic
DO YOU HAVE P.I.P.? Yes No Not Sure
Have you seen a Chiropractor before?
□Yes
□No
Who? ____________________________________________________
Reason for visit(s) with previous provider: _________________________________________________________________________
Did your previous provider take x-rays? □Yes: Year ______ □No What was the diagnosis? _________________________________
Did they recommend a specific course of treatment? □Yes □No
Did they recommend a home health care program? □Yes □No
If yes, what? ________________________________
How long were you treated? __________________________ Last treatment date: __________________________
How did you respond? _____________________________________ Have you ever had Massage Therapy Treatments? Yes No
Health & Lifestyle
Do you exercise? □Yes □No
How often? ______ day(s) per week; Do You Play An Instrument:_______________________
What are your current Hobbies? ______________________________________________________________________________
Do you smoke? □Yes □No
How much/how often? _________________________________________________________
Do you drink alcohol? □Yes □ No How much/how often? _________________________________________________________
Do you drink coffee? □Yes
□No
How much/how often?_____________________________________________________
How much water do you drink daily? ________ cups (1 cup = 8oz)
Do you take supplements? □Yes □No
Please list: ______________________________________________________________
Do you sleep on your: □ Back □ Side □ Stomach
Health History
Indicate whether Father, Mother, Sister, Brother, or Self has been diagnosed with the following:
___ STROKE
___ Diabetes
___ Neurological Problems
___ Lung Disease
___ Lumbago
___ Heart Disease
___ Circulatory Problems
___ Whooping Cough
___ Heat Murmur
___ Eczema/Psoriasis
___ Cancer
___ Broken Bones/Fractures
___ Pneumonia/Bronchitis
___ Osteoporosis
___ Varicose Veins
___ High Blood Pressure
___ Paralysis
___ Arthritis
___ Rheumatic Fever
___ Small Pox
___ Liver Disease
___ Metal Implants
___ Infectious Disease
___ Gall Bladder
___ Measles
___ Migraine Headaches
___ Appendectomy
___ Tonsillectomy
___ Hernia
___Pleurisy
___ Kidney Disease
___ Polio
___ Tuberculosis
___ Anemia
___ Mumps
___ Epilepsy/Seizures
___ Chicken Pox/Shingles
___ Blood Sugar Problems
___ Influenza
___Thyroid Problems
___ Other: _____________________________________________________________________________________________________________

Injury History
List ALL past Auto Collisions, Month/Year, type of collision (rear-end, side impact) and if care was given.
1.________________________________________________________________________________________________________
2.________________________________________________________________________________________________________
List ALL Worker’s Compensation claims, Injured Body Regions, Month/Year, and what type of care received.
1. ________________________________________________________________________________________________________
2. ________________________________________________________________________________________________________
List ALL past Hospitalizations and Surgeries (including augmentation), Month/Year, and type of injury.
1. ________________________________________________________________________________________________________
2. ________________________________________________________________________________________________________
3. ________________________________________________________________________________________________________
Please list all medications you are currently taking:_________________________________________________________________

WĂƚŝĞŶƚEĂŵĞ͗
ĂƚĞŽĨŽůůŝƐŝŽŶ͗

dŽĚĂǇΖƐĂƚĞ͗

WůĞĂƐĞĂŶƐǁĞƌƚŚĞƋƵĞƐƚŝŽŶƐďĞůŽǁ͘/ĨǇŽƵĚŽŶŽƚŬŶŽǁƚŚĞĂŶƐǁĞƌƚŽĂƋƵĞƐƚŝŽŶ͕ĚŽŶŽƚĂŶƐǁĞƌƚŚĂƚƋƵĞƐƚŝŽŶ͘
ϭ͘zŽƵƌsĞŚŝĐůĞdǇƉĞ
Ϯ͘zŽƵƌWŽƐŝƚŝŽŶŝŶƚŚĞĂƌ
ϯ͘tŚĂƚǁĂƐǇŽƵƌǀĞŚŝĐůĞĚŽŝŶŐĂƚƚŚĞƚŝŵĞŽĨƚŚĞĐŽůůŝƐŝŽŶ͍
පĂƌ
පdƌƵĐŬ
පƌŝǀĞƌ
ප&ƌŽŶƚWĂƐƐĞŶŐĞƌ
ප^ƚŽƉƉĞĚΛ/ŶƚĞƌƐĞĐƟŽŶ
ප^ƚŽƉƉĞĚŝŶƚƌĂĸĐ
ප^ƚŽƉƉĞĚĂƚ>ŝŐŚƚ
පsĂŶ
පƵƐ
ප>ĞŌZĞĂƌWĂƐƐĞŶŐĞƌ
පDĂŬŝŶŐĂZŝŐŚƚdƵƌŶ
පDĂŬŝŶŐĂ>ĞŌdƵƌŶ
පWĂƌŬŝŶŐ
zĞĂƌ͗ͺͺͺͺͺͺͺͺͺͺͺͺ
පZŝŐŚƚZĞĂƌWĂƐƐĞŶŐĞƌ
පWƌŽĐĞĞĚŝŶŐĂůŽŶŐ
ප^ůŽǁŝŶŐŽǁŶ
පĐĐĞůĞƌĂƟŶŐ
DĂŬĞ͗ͺͺͺͺͺͺͺͺͺͺͺ
පKƚŚĞƌͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
පKƚŚĞƌͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
DŽĚĞů͗ͺͺͺͺͺͺͺͺͺͺͺ
ϰ͘dŝŵĞͬ^ƉĞĞĚͬĂŵĂŐĞ ϱ͘ĞƚĂŝůƐŽĨŽůůŝƐŝŽŶ
dŝŵĞŽĨĐĐŝĚĞŶƚ͗ͺͺͺͺͺͺsŝƐĂďŝůŝƚǇĂƚƚŝŵĞŽĨĐŽůůŝƐŝŽŶ
zŽƵƌ^ƉĞĞĚ͗ͺͺͺͺͺŵƉŚ පWŽŽƌ
ප&Ăŝƌ
ප'ŽŽĚ
dŚĞŝƌsĞŚŝĐůĞΖƐ^ƉĞĞĚ͗
ͺͺͺͺͺͺͺͺŵƉŚ
tŚŽŚŝƚǁŚŽͬǁŚĂƚ͍
ĂŵĂŐĞƚŽǇŽƵƌsĞŚŝĐůĞ පzŽƵŚŝƚŽƚŚĞƌǀĞŚŝĐůĞ
පDŝůĚ
පDŽĚĞƌĂƚĞ පKƚŚĞƌsĞŚŝĐůĞŚŝƚǇŽƵ
පdŽƚĂůůĞĚ
ŽƐƚŽĨĂŵĂŐĞƚŽĂƌ͍ zŽƵ,ŝƚ͙͘;ŽďũĞĐƚͿ
Ψͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϳ͘KƚŚĞƌsĞŚŝĐůĞdǇƉĞ
පĂƌ
පdƌƵĐŬ
පsĂŶ
පƵƐ
zĞĂƌ͗ͺͺͺͺͺͺͺͺͺͺͺͺ
DĂŬĞ͗ͺͺͺͺͺͺͺͺͺͺͺ
DŽĚĞů͗ͺͺͺͺͺͺͺͺͺͺͺ
ϵ͘ŽĚǇWŽƐŝƚŝŽŶ
ŝĚǇŽƵƐĞĞƚŚĞĐŽůůŝƐŝŽŶĐŽŵŝŶŐ͍
tĞƌĞǇŽƵďƌĂĐĞĚĨŽƌƚŚĞŝŵƉĂĐƚ͍
ŝĚǇŽƵŚĂǀĞĂƐĞĂƚďĞůƚŽŶ͍

ϲ͘ZŽĂĚŽŶĚŝƚŝŽŶƐ
ZŽĂĚĐŽŶĚŝƚŝŽŶƐĂƚƚŚĞƚŝŵĞŽĨĐŽůůŝƐŝŽŶ
ප/ĐǇ
ප^ŶŽǁǇ
ප^ĂŶĚǇ
පĂƌŬ
පůĞĂŶĂŶĚƌǇ
tĞĂƚŚĞƌĐŽŶĚŝƚŝŽŶƐĂƚƚŝŵĞŽĨĐŽůůŝƐŝŽŶ
ප^ƵŶŶǇ
පůŽƵĚǇ
ප&ŽŐŐǇ
පZĂŝŶǇ
ප^ŶŽǁŝŶŐ
WŽŝŶƚŽĨ/ŵƉĂĐƚ
ප,ĞĂĚͲKŶ
ප>ĞŌ&ƌŽŶƚ
පZŝŐŚƚ&ƌŽŶƚ
පZĞĂƌͲŶĚ
ප>ĞŌZĞĂƌ
පZŝŐŚƚZĞĂƌ
tĂƐǇŽƵƌǀĞŚŝĐůĞŵŽǀĞĚĚƵƌŝŶŐƚŚĞŝŵƉĂĐƚ͍
පEŽ
ප>ĞƐƐƚŚĂŶϭͬϮĐĂƌůĞŶŐƚŚ
පϭͬϮĐĂƌůĞŶŐƚŚ
පKŶĞĐĂƌůĞŶŐƚŚ
පDŽƌĞƚŚĂŶŽŶĞĐĂƌůĞŶŐƚŚ
ϴ͘tŚĂƚǁĂƐƚŚĞŝƌǀĞŚŝĐůĞĚŽŝŶŐĂƚƚŚĞƚŝŵĞŽĨƚŚĞĐŽůůŝƐŝŽŶ͍
ප^ƚŽƉƉĞĚŝŶƚƌĂĸĐ
ප^ƚŽƉƉĞĚĂƚ>ŝŐŚƚ
පDĂŬŝŶŐĂZŝŐŚƚdƵƌŶ
පDĂŬŝŶŐĂ>ĞŌdƵƌŶ
පWĂƌŬŝŶŐ
පWƌŽĐĞĞĚŝŶŐĂůŽŶŐ
ප^ůŽǁŝŶŐŽǁŶ
පĐĐĞůĞƌĂƟŶŐ
පKƚŚĞƌͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

ප^ƚŽƉƉĞĚΛ/ŶƚĞƌƐĞĐƟŽŶ

ƚƚŚĞƚŝŵĞŽĨƚŚĞĐŽůůŝƐŝŽŶ͕ǁŚĂƚǁĂƐƚŚĞƉŽƐŝƚŝŽŶŽĨǇŽƵƌ ŚĂŶĚƐ͍
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ƚƚŚĞƚŝŵĞŽĨƚŚĞĐŽůůŝƐŝŽŶ͕ǁŚĂƚǁĂƐƚŚĞƉŽƐŝƚŝŽŶŽĨǇŽƵƌ ůĞŐƐ͍
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ŝĚǇŽƵŚĂǀĞĂƐŚŽƵůĚĞƌŚĂƌŶĞƐƐŽŶ͍
ƚƚŚĞƚŝŵĞŽĨƚŚĞĐŽůůŝƐŝŽŶ͕ǁĞƌĞǇŽƵǁĞĂƌŝŶŐ͗
ŽǇŽƵŚĂǀĞĂŶǇďƌƵŝƐŝŶŐͬƚĞŶĚĞƌŶĞƐƐŝŶƚŚĞ zĞƐපපEŽ
පǇĞŐůĂƐƐĞƐ
ĂƌĞĂŽĨƚŚĞƐĞĂƚďĞůƚ͍
ප,Ăƚ
පKƚŚĞƌͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ŝĚĚƌŝǀĞƌƐŝĚĞĂŝƌďĂŐƐĚĞƉůŽǇ͍ zĞƐපපEŽŝĚƉĂƐƐĞŶŐĞƌƐŝĚĞĂŝƌďĂŐƐĚĞƉůŽǇ͍ zĞƐපපEŽŝĚƐŝĚĞĂŝƌďĂŐƐĚĞƉůŽǇ͍ zĞƐපපEŽ
/ĨǇĞƐ͕ĚŝĚǇŽƵƌĞĐĞŝǀĞĂŶǇŝŶũƵƌǇĨƌŽŵƚŚĞĂŝƌďĂŐ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
KŶǁŚĂƚƉĂƌƚŽĨƚŚĞǀĞŚŝĐůĞĚŝĚƚŚĞĨŽůůŽǁŝŶŐ
ŽĞƐǇŽƵƌǀĞŚŝĐůĞŚĂǀĞŚĞĂĚƌĞƐƚƐ͍zĞƐපපEŽ
tŚĂƚǁĂƐƚŚĞƉŽƐŝƚŝŽŶŽĨǇŽƵƌŚĞĂĚƌĞƐƚĂƚŚĞƚŝŵĞŽĨƚŚĞŝŵƉĂĐƚ͍
ďŽĚǇƉĂƌƚƐŚŝƚ͗
පǀĞŶǁŝƚŚƚŽƉŽĨŚĞĂĚ
පǀĞŶǁŝƚŚďŽƩŽŵŽĨŚĞĂĚ
පDŝĚĚůĞŽĨEĞĐŬ ,ĞĂĚ,ŝƚ͗
ŝĚǇŽƵƌŚĞĂĚŐŽďĂĐŬŽǀĞƌƚŚĞƚŽƉŽĨƚŚĞŚĞĂĚƌĞƐƚ͍
ŚĞƐƚ,ŝƚ͗
පzĞƐ
පEŽ
පhŶƐƵƌĞ
ZŝŐŚƚͬ>ĞĨƚ^ŚŽƵůĚĞƌ͗
tĂƐƚŚĞŚĞĂĚƌĞƐƚĂůƚĞƌĞĚŽƌĚĂŵĂŐĞĚŝŶƚŚĞĐŽůůŝƐŝŽŶ͍
ZŝŐŚƚͬ>ĞĨƚƌŵ͗
පzĞƐ
පEŽ
ZŝŐŚƚͬ>ĞĨƚ,ŝƉ͗
tŚĂƚǁĂƐƚŚĞĚŝƌĞĐƚŝŽŶŽĨǇŽƵƌŚĞĂĚĂƚƚŚĞƚŝŵĞŽĨƚŚĞŝŵƉĂĐƚ͍
ZŝŐŚƚͬ>ĞĨƚ>ĞŐ͗
ප&ĂĐŝŶŐƐƚƌĂŝŐŚƚĨŽƌǁĂƌĚ
පdƵƌŶĞĚƚŽƚŚĞƌŝŐŚƚ
පdƵƌŶĞĚƚŽƚŚĞůĞŌ
ZŝŐŚƚͬ>ĞĨƚ<ŶĞĞ͗
ප&ŽƌǁĂƌĚĂŶĚůŽŽŬŝŶŐƵƉ
ප&ŽƌǁĂƌĚĂŶĚůŽŽŬŝŶŐĚŽǁŶ
KƚŚĞƌ͗
tŚŝĐŚŽĨƚŚĞĨŽůůŽǁŝŶŐĐĂƌƉĂƌƚƐďƌŽŬĞĚƵƌŝŶŐƚŚŝƐĐŽůůŝ ƐŝŽŶ͍
tŚĂƚďƌƵŝƐĞƐĂŶĚĐƵƚƐĚŝĚǇŽƵŐĞƚĨƌŽŵƚŚŝƐĐŽůůŝƐŝŽŶ͍͗
පtŝŶĚƐŚŝĞůĚ
ප^ƚĞĞƌŝŶŐtŚĞĞů
පƌŝǀĞƌƐtŝŶĚŽǁ
ප&ƌŽŶƚ^ĞĂƚĂĐŬ
පWĂƐƐĞŶŐĞƌtŝŶĚŽǁ
පKƚŚĞƌͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϬ͘dƌĞĂƚŵĞŶƚ,ŝƐƚŽƌǇ
zĞƐපපEŽ
zĞƐපපEŽ
zĞƐපපEŽ
zĞƐපපEŽ

&ŝůůŝŶĂŶǇŽƚŚĞƌĚŽĐƚŽƌ;ƐͿƐĞĞŶƉƌŝŽƌƚŽǇŽƵƌĨŝƌƐƚǀŝƐŝƚƚŽƚŚŝƐŽĨĨŝĐĞ͘
ϭ͘ƌ͘ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
&ŝƌƐƚǀŝƐŝƚĚĂƚĞ͗
^ƉĞĐŝĂůƚǇ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
yZz^ĚŽŶĞ͗ zĞƐපපEŽ
dǇƉĞŽĨƚƌĞĂƚŵĞŶƚƌĞĐĞŝǀĞĚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ŽǁŵĂŶǇƚƌĞĂƚŵĞŶƚƐƌĞĐĞŝǀĞĚ͍ͺͺͺͺͺͺͺͺͺͺͺͺ
ŝĚƚƌĞĂƚŵĞŶƚƐďĞŶĞĨŝƚǇŽƵ͍
zĞƐපපEŽ >ĂƐƚsŝƐŝƚĂƚĞ͗ͺͺͺͺͺ
WĂƚŝĞŶƚEĂŵĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

WĂƚŝĞŶƚ^ŝŐŶĂƚƵƌĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

ϭϭ͘ĨƚĞƌƚŚĞĂĐĐŝĚĞŶƚ
ŝĚĂƵƚŚŽƌŝƚŝĞƐƐŚŽǁƵƉ͍
පt^ƚĂƚĞWĂƚƌŽů
පŝƚǇWŽůŝĐĞ
පŽƵŶƚǇWŽůŝĐĞ
පEŽ/ŶǀĞƐƟŐĂƟŽŶ
tŚĞŶĚŝĚǇŽƵĨŝƌƐƚŶŽƚŝĐĞƉĂŝŶŽƌƐǇŵƉƚŽŵƐ͍
ප/ŵŵĞĚŝĂƚĞůǇ
පtŝƚŚŝŶϮϰ,ŽƵƌƐ
පtŝƚŚŝŶϭͲϳĂǇƐ
පKƚŚĞƌ
ŝĚǇŽƵƌŚĞĂĚŚŝƚĂŶǇƉĂƌƚŽĨƚŚĞĐĂƌ͍
tŝŶĚƐŚŝĞůĚ
zĞƐපපEŽ
ĂƐŚďŽĂƌĚ
zĞƐපපEŽ
KƚŚĞƌWĂƐƐĞŶŐĞƌ
zĞƐපපEŽ
^ƚĞĞƌŝŶŐtŚĞĞů
zĞƐපපEŽ
^ŝĚĞĂƌtŝŶĚŽǁ
zĞƐපපEŽ
DŝƌƌŽƌ
zĞƐපපEŽ
tŚĂƚƉĂƌƚŽĨǇŽƵƌŚĞĂĚǁĂƐŚŝƚ͍
&ŽƌĞŚĞĂĚ
zĞƐපපEŽ
ĂĐŬŽĨŚĞĂĚ
zĞƐපපEŽ
>ĞĨƚƐŝĚĞŽĨŚĞĂĚ
zĞƐපපEŽ
ZŝŐŚƚ^ŝĚĞŽĨŚĞĂĚ
zĞƐපපEŽ
dŽƉŽĨŚĞĂĚ
zĞƐපපEŽ
KƚŚĞƌ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ŝĚǇŽƵůŽƐĞĐŽŶƐĐŝŽƵƐŶĞƐƐ͍
zĞƐපපEŽ
ŝĚǇŽƵďůĂĐŬŽƵƚ͍
zĞƐපපEŽ
,ĂǀĞǇŽƵůŽƐƚĂŶǇŵĞŵŽƌŝĞƐƉƌŝŽƌƚŽ
zĞƐපපEŽ
ǇŽƵƌŝŶũƵƌǇ͍
/ŵŵĞĚŝĂƚĞůǇĂĨƚĞƌĚŝĚǇŽƵĨĞĞůĂŶĂůƚĞƌĞĚƐƚĂƚĞŽĨ
ĂǁĂƌĞŶĞƐƐ͕ĚĂǌĞĚ͕ĐŽŶĨƵƐĞĚ͕ƐŚŽĐŬ͕ŽƌĂŶŐĞƌ͍

zĞƐපපEŽ

,ĂƐǇŽƵƌŵĞŵŽƌǇďĞĞŶĚŝĨĨĞƌĞŶƚ
zĞƐපපEŽ
ƐŝŶĐĞǇŽƵƌŝŶũƵƌǇ͍
ŝĚǇŽƵŚĂǀĞĂůƵŵƉŽƌďƌƵŝƐĞŽŶĂ
zĞƐපපEŽ
ƉĂƌƚŽĨǇŽƵƌŚĞĂĚ͍
,ĂǀĞǇŽƵŚĂĚĂŶǇŚĞĂĚŝŶũƵƌŝĞƐŝŶ
zĞƐපපEŽ
ǇŽƵƌƉĂƐƚ͍
WůĞĂƐĞǆƉůĂŝŶ͗

tŚĞƌĞĚŝĚǇŽƵŐŽĂĨƚĞƌƚŚĞĂĐĐŝĚĞŶƚ͍
ප,ŽŵĞ
පtŽƌŬ
පZ
පWƌŝǀĂƚĞŽĐƚŽƌ
,ŽǁĚŝĚǇŽƵŐĞƚƚŚĞƌĞ͍
පWŽůŝĐĞ
පƌŽǀĞ^ĞůĨ
පŵďƵůĂŶĐĞ
ප^ŽŵĞďŽĚǇůƐĞ
tĞƌĞyZz^ƚĂŬĞŶ͍zĞƐපපEŽtĂƐůĂďǁŽƌŬĚŽŶĞ͍zĞƐපපEŽ
ŽĚǇƉĂƌƚƐyZzĞĚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
tŚĂƚůĂďǁŽƌŬ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
dŚĞyZz^ƌĞǀĞĂůĞĚ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ŝĚǇŽƵŚĂǀĞĂŶDZ/Žƌd^ĐĂŶ͍
zĞƐපපEŽ
dƌĞĂƚŵĞŶƚƐ͗පĞƌǀŝĐĂůŽůůĂƌප/ĐĞපKƚŚĞƌ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
DĞĚŝĐĂƚŝŽŶƐ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
&ŽůůŽǁͲhƉ/ŶƐƚƌƵĐƚŝŽŶƐ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ŚĞĐŬŽĨĨǇŽƵƌƐǇŵƉƚŽŵƐƌŝŐŚƚĂĨƚĞƌĂŶĚĂĨĞǁĚĂǇƐĨŽůůŽǁŝŶŐ͗
ප,ĞĂĚĂĐŚĞƐ
පŝǌǌŝŶĞƐƐ
ප>ŽƐƐŽĨŽŶĐĞŶƚƌĂƟŽŶ
පEĞĐŬƉĂŝŶ
පEĂƵƐĞĂ
පZĞĚƵĐĞĚƌŝǀĞͬDŽƟǀĂƟŽŶ
පEĞĐŬ^ƟīŶĞƐƐ
පŽŶĨƵƐŝŽŶ
පZĞĚƵĐĞĚdŽůĞƌĂŶĐĞƚŽůĐŽŚŽů
ප&ĂŝŶƟŶŐ
ප&ĂƟŐƵĞ
පďƐĞŶĐĞŽĨĂďŝůŝƚǇƚŽŶƟĐŝƉĂƚĞ
පZŝŶŐŝŶŐŝŶĂƌƐ
පdĞŶƐŝŽŶ
පŝĸĐƵůƚǇ&ŝŶŝƐŚŝŶŐdĂƐŬ
ප>ŽƐƐŽĨ^ŵĞůů
ප/ƌƌŝƚĂďŝůŝƚǇ
පďŶŽƌŵĂů>ĞǀĞůƐŽĨŶǆŝĞƚǇ
පWŽŽƌDĞŵŽƌǇ
ප/ŶŇĞǆŝďŝůŝƚǇ
ප/ŵƉĂŝƌĞĚ^ĞǆƵĂů&ƵŶĐƟŽŶ
පDŽƌĞƐƐĞƌƟǀĞ
ප>ĂŶŐƵĂŐĞŝĸĐƵůƚǇ
පŝĸĐƵůƚǇŚĂŶĚůŝŶŐŵƵůƟƉůĞƚĂƐŬƐ
ප&ŽƌŐĞƞƵů
පWĞƌƐŽŶĂůŝƚǇŚĂŶŐĞ
ප>ĞƐƐŝƉůŽŵĂƟĐƚŚĂŶEŽƌŵĂů
පŶŐĞƌKƵƚďƵƌƐƚƐ
ප,ĞĂĚdƌĞŵŽƌƐ
පZĞĚƵĐĞĚƩĞŶƟŽŶ^ƉĂŶ
පĞƉƌĞƐƐŝŽŶ
පDŽŽĚ^ǁŝŶŐƐ
ප/ŶĚŝīĞƌĞŶĐĞƚŽŽƚŚĞƌWĞŽƉůĞ
පDŝĚĂĐŬWĂŝŶ
පŽůĚ,ĂŶĚƐ
පDŽƌĞ^ŚĂůůŽǁZĞůĂƟŽŶƐŚŝƉƐ
ප>ŽǁĂĐŬWĂŝŶ
පŽůĚ&ĞĞƚ
පŝĸĐƵůƚǇǁŝƚŚWƌŽďůĞŵ^ŽůǀŝŶŐ
පEĞƌǀŽƵƐŶĞƐƐ
පŝĂƌƌŚĞĂ
ප>ĞƐƐDĞŶƚĂů^ƚĂŵŝŶĂ
ප>ŽƐƐŽĨdĂƐƚĞ
පĞƉƌĞƐƐŝŽŶ
පWĞƌĨŽƌŵĂŶĐĞ/ŶĐŽŶƐŝƐƚĞŶĐŝĞƐ
පdŽĞEƵŵďŶĞƐƐ
පŶǆŝŽƵƐ
පsĞƌďĂů>ĞĂƌŶŝŶŐWƌŽďůĞŵƐ
පŽŶƐƟƉĂƟŽŶ
පŚĞƐƚWĂŝŶ
ප^ůŽǁĞƌZĞĂĐƟŽŶdŝŵĞƐ
ප&ĂƟŐƵĞ
ප/ŵƉĂŝƌĞĚ:ƵĚŐĞŵĞŶƚ ප^ůĞĞƉŝŶŐWƌŽďůĞŵƐ
පůĂĐŬŽƵƚƐ
පůƵƌƌǇsŝƐŝŽŶ
ප^ŚŽƌƚŶĞƐƐŽĨƌĞĂƚŚ
ප>ŽƐƐŽĨĂůĂŶĐĞ
පEĞĞĚZĞŵŝŶĚĞƌƐ
පWĂŝŶďĞŚŝŶĚĞǇĞƐ
පKƚŚĞƌƐ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

ϭϮ͘WůĞĂƐĞĚĞƐĐƌŝďĞ͕ƚŽƚŚĞďĞƐƚŽĨǇŽƵƌŬŶŽǁůĞĚŐĞ͕ĞǆĂĐƚůǇǁŚĂƚŚĂƉƉĞŶĞĚ
ŵŝŶƵƚĞƐďĞĨŽƌĞƚŚĞĐŽůůŝƐŝŽŶƚŽǁŚĞŶǇŽƵĂƌƌŝǀĞĚŚŽŵĞ͘/ŶĐůƵĚŝŶŐĐĂƌƉŽƐŝƚŝŽŶŝŶŐ͕
ƐƵƌƌŽƵŶĚŝŶŐƐ͕ƌŽĂĚĐŽŶĚŝƚŝŽŶƐ͕ĐĂƌƐƉĞĞĚ͕ǁŚŽŚĞůƉĞĚ͕ĞƚĐ͘

WĂƚŝĞŶƚEĂŵĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

WůĞĂƐĞĚƌĂǁƚŚĞƉŽƐŝƚŝŽŶŽĨƚŚĞĐĂƌ;ƐͿ͕ƚŚĞƐƚƌĞĞƚ;ƐͿĂŶĚĂŶǇ
ŽƚŚĞƌŽďũĞĐƚƐ͘

WĂƚŝĞŶƚ^ŝŐŶĂƚƵƌĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

/ƐdŚŝƐsŝƐŝƚZĞůĂƚĞĚdŽ͗tŽƌŬ/ŶũƵƌǇĂƌŽůůŝƐŝŽŶ/ŶũƵƌǇ,ŽŵĞ/ŶũƵƌǇEŽŶͲ/ŶũƵƌǇ^ǇŵƉƚŽŵƐ'ƌĂĚƵĂůKŶƐĞƚKƚŚĞƌ
WĂƚŝĞŶƚEĂŵĞ͗
KŶƚŚĞƉŝĐƚƵƌĞďĞůŽǁ͕ƵƐĞƚŚĞŝŶĚŝĐĂƚĞĚŵĂƌŬƐƚŽƐŚŽǁĂƌĞĂƐǁŚĞƌĞǇŽƵŚĂǀĞ͕
ĂƚĂŶǇƚŝŵĞ͕ĞǆƉĞƌŝĞŶĐĞĚ͗
tŚĂƚďƌŽƵŐŚƚǇŽƵŝŶƚŽƐĞĞƵƐƚŽĚĂǇ͍
/ŶĚŝĐĂƚŽƌDĂƌŬƐ͗

,ŽǁĚŝĚǇŽƵŚƵƌƚǇŽƵƌƐĞůĨ͍

yyyy
ͬͬͬͬ
ΎΎΎΎ

WĂŝŶ͗
EƵŵďŶĞƐƐ͗
dŝŶŐůŝŶŐ͗

tŚĞŶĚŝĚƚŚĞƐǇŵƉƚŽŵƐďĞŐŝŶ͍

WůĞĂƐĞŝŶĚŝĐĂƚĞǇŽƵƌƉĂŝŶĨƌŽŵϬͲϭϬ͖ǁŝƚŚϭϬďĞŝŶŐƚŚĞǁŽƌƐƚƉĂŝŶĂŶĚϬďĞŝŶŐŶŽƉĂŝŶ͘
ŝƌĐůĞĂůůƚŚĂƚƉƉůǇ
EĞĐŬͺͺͺͺͬϭϬ͖ƚtŽƌƐƚͺͺͺͺͬϭϬ͖ƚĞƐƚͺͺͺͺͬϭϬ DŝĚͲĂĐŬͺͺͺͬϭϬ͖ƚtŽƌƐƚͺͺͺͬϭϬ͖ƚĞƐƚͺͺͺͺͬϭϬ >ŽǁͲĂĐŬͺͺͺͬϭϬ͖ƚtŽƌƐƚͺͺͬϭϬ͖ƚĞƐƚͺͺͺͬϭϬ
/ƐƚŚĞƉĂŝŶŽŶƚŚĞ͗>ĞĨƚZŝŐŚƚĞŶƚĞƌ
dǇƉĞŽĨWĂŝŶ͗

ƵƌŶŝŶŐ

EƵŵďŶĞƐƐ

^ƚĂďďŝŶŐ

Ƶůů

^ŚĂƌƉ

dŚƌŽďďŝŶŐ

dŝŐŚƚ

ĐŚŝŶŐ

dŝŶŐůŝŶŐ

dĞŶĚĞƌ

,ŽǁKĨƚĞŶŝƐWĂŝŶĚƵƌŝŶŐtĂŬŝŶŐ,ŽƵƌƐ͍

/ŶƚĞƌŵŝƚƚĞŶƚ;ϬͲϮϱйͿ
&ƌĞƋƵĞŶƚ;ϱϭͲϳϱйͿ
KĐĐĂƐŝŽŶĂů;ϮϲͲϱϬйͿ
ŽŶƐƚĂŶƚ;ϳϲͲϭϬϬйͿ
ƌĞǇŽƵĞǆƉĞƌŝĞŶĐŝŶŐ,ĞĂĚĂĐŚĞƐ͍
zĞƐපපEŽ
/ĨǇĞƐŚŽǁŽĨƚĞŶ͍
ƌĞǇŽƵĞǆƉĞƌŝĞŶĐŝŶŐƉĂŝŶĚŽǁŶǇŽƵƌĂƌŵƐ͍
zĞƐපපEŽ
/ĨǇĞƐ͕>ĞĨƚƌŵŽƌZŝŐŚƚƌŵŽƌŽƚŚ
,ŽǁĚŽƚŚĞĨŽůůŽǁŝŶŐŵŽƚŝŽŶƐĂĨĨĞĐƚǇŽƵƌƉĂŝŶ͍
EŽŚĂŶŐĞ
ZĞůŝĞǀĞƐ
/ŶĐƌĞĂƐĞĚ
>ŽŽŬŝŶŐhƉ
ප
ප
ප
>ŽŽŬŝŶŐŽǁŶ
ප
ප
ප
ZŝŐŚƚ,ĞĂĚZŽƚĂƚŝŽŶ
ප
ප
ප
>ĞĨƚ,ĞĂĚZŽƚĂƚŝŽŶ
ප
ප
ප

/ƐƚŚĞƉĂŝŶŽŶƚŚĞ͗>ĞĨƚZŝŐŚƚĞŶƚĞƌ
dǇƉĞŽĨWĂŝŶ͗

/ƐƚŚĞƉĂŝŶŽŶƚŚĞ͗>ĞĨƚZŝŐŚƚĞŶƚĞƌ
dǇƉĞŽĨWĂŝŶ͗

ƵƌŶŝŶŐ

EƵŵďŶĞƐƐ

^ƚĂďďŝŶŐ

Ƶůů

^ŚĂƌƉ

^ƚĂďďŝŶŐ

Ƶůů

^ŚĂƌƉ

dŚƌŽďďŝŶŐ

dŝŐŚƚ

ĐŚŝŶŐ

dŚƌŽďďŝŶŐ
dŚƌŽďďŝŶŐ

dŝŐŚƚ
dŝ
ŐŚƚ

ĐŚŝŶŐ

dŝŶŐůŝŶŐ

dĞŶĚĞƌ

dŝŶŐůŝŶŐ

dĞŶĚĞƌ

,ŽǁKĨƚĞŶŝƐWĂŝŶĚƵƌŝŶŐtĂŬŝŶŐ,ŽƵƌƐ͍

ƵƌŶŝŶŐ

EƵŵďŶĞƐƐ

,ŽǁKĨƚĞŶŝƐWĂŝŶĚƵƌŝŶŐtĂŬŝŶŐ,ŽƵƌƐ͍

/ŶƚĞƌŵŝƚƚĞŶƚ;ϬͲϮϱйͿ

&ƌĞƋƵĞŶƚ;ϱϭͲϳϱйͿ

/ŶƚĞƌŵŝƚƚĞŶƚ;ϬͲϮϱйͿ

&ƌĞƋƵĞŶƚ;ϱϭͲϳϱйͿ

KĐĐĂƐŝŽŶĂů;ϮϲͲϱϬйͿ

ŽŶƐƚĂŶƚ;ϳϲͲϭϬϬйͿ

KĐĐĂƐŝŽŶĂů;ϮϲͲϱϬйͿ

ŽŶƐƚĂŶƚ;ϳϲͲϭϬϬйͿ

ŽǇŽƵŐĞƚƉĂŝŶǁŝƚŚďƌĞĂƚŚŝŶŐ͍
/ĨzĞƐ͕tŚĞƌĞ͍

zĞƐපපEŽ

ŽĞƐǇŽƵƌƉĂŝŶǁƌĂƉĂƌŽƵŶĚǇŽƵƌƌŝďƐ͍

zĞƐපපEŽ

ŽǇŽƵŚĂǀĞƉĂŝŶǁŝƚŚĐŽƵŐŚŝŶŐ͕ƐŶĞĞǌŝŶŐŽƌŐŽŝŶŐƚŽ
ƚŚĞďĂƚŚƌŽŽŵ͍

/ĨzĞƐ͕tŚĞƌĞ͍

/ĨzĞƐ͕tŚĞƌĞ͍

ŽǇŽƵŚĂǀĞƉĂŝŶŝŶďƵƚƚŽƌĚŽǁŶƚŚĞůĞŐ͍

,ŽǁŵĂŶǇŚŽƵƌƐƉĞƌĚĂǇĚŽǇŽƵƐŝƚŝŶĂĐŚĂŝƌ͍

ŚƌƐ ,ŽǁĚŽƚŚĞĨŽůůŽǁŝŶŐŵŽƚŝŽŶƐĂĨĨĞĐƚǇŽƵƌƉĂŝŶ͍

,ŽǁŵĂŶǇŚŽƵƌƐƉĞƌĚĂǇĂƌĞǇŽƵĂƚĂĐŽŵƉƵƚĞƌ͍

ŚƌƐ

WĂƚŝĞŶƚ/ŶŝƚŝĂůƐ͗ͺͺͺͺͺͺͺͺͺͺͺͺĂƚĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

zĞƐපපEŽ

^ŝƚƚŝŶŐ
tĂůŬŝŶŐ
^ƚĂŶĚŝŶŐ
>ǇŝŶŐŽǁŶ
>ŝĨƚŝŶŐ
ĞŶĚŝŶŐ

EŽŚĂŶŐĞ
ප
ප
ප
ප
ප
ප

ZĞůŝĞǀĞƐ
ප
ප
ප
ප
ප
ප

zĞƐපපEŽ
/ŶĐƌĞĂƐĞĚ
ප
ප
ප
ප
ප
ප

>ŝƐƚŽĨǆƚƌĞŵŝƚŝĞƐ͗
^ŚŽƵůĚĞƌ
dD:ͬ:Ăǁ
<ŶĞĞ
ůďŽǁ
ZŝďƐ
ŶŬůĞ
tƌŝƐƚ
,ĂŶĚ
&ŽŽƚ

ǆƚƌĞŵŝƚǇ͗Z>ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͬϭϬ

WůĞĂƐĞŝŶĚŝĐĂƚĞZŝŐŚƚŽƌ>ĞĨƚďǇŝƌĐůŝŶŐ
ZŽƌ>

ǆƚƌĞŵŝƚǇ͗Z>ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͬϭϬ

dǇƉĞŽĨWĂŝŶ͗

ƵƌŶŝŶŐ

EƵŵďŶĞƐƐ

dǇƉĞŽĨWĂŝŶ͗

ƵƌŶŝŶŐ

EƵŵďŶĞƐƐ

^ƚĂďďŝŶŐ

Ƶůů

^ŚĂƌƉ

^ƚĂďďŝŶŐ

Ƶůů

^ŚĂƌƉ

dŚƌŽďďŝŶŐ

dŝŐŚƚ

ĐŚŝŶŐ

dŚƌŽďďŝŶŐ

dŝŐŚƚ

ĐŚŝŶŐ

dŝŶŐůŝŶŐ

dĞŶĚĞƌ

dŝŶŐůŝŶŐ

dĞŶĚĞƌ

,ŽǁKĨƚĞŶŝƐWĂŝŶĚƵƌŝŶŐtĂŬŝŶŐ,ŽƵƌƐ͍

,ŽǁKĨƚĞŶŝƐWĂŝŶĚƵƌŝŶŐtĂŬŝŶŐ,ŽƵƌƐ͍

/ŶƚĞƌŵŝƚƚĞŶƚ;ϬͲϮϱйͿ

&ƌĞƋƵĞŶƚ;ϱϭͲϳϱйͿ

/ŶƚĞƌŵŝƚƚĞŶƚ;ϬͲϮϱйͿ

&ƌĞƋƵĞŶƚ;ϱϭͲϳϱйͿ

KĐĐĂƐŝŽŶĂů;ϮϲͲϱϬйͿ

ŽŶƐƚĂŶƚ;ϳϲͲϭϬϬйͿ

KĐĐĂƐŝŽŶĂů;ϮϲͲϱϬйͿ

ŽŶƐƚĂŶƚ;ϳϲͲϭϬϬйͿ

tŚĂƚŚĂǀĞǇŽƵĚŽŶĞƚŽƚƌǇƚŽƌĞůŝĞǀĞƚŚĞƉĂŝŶ͍
,ĞĂƚ
/ĐĞ
^ƚƌĞƚĐŚŝŶŐ EŽƚŚŝŶŐ,ĞůƉƐ
ZĞƐƚ
DĞĚŝĐŝŶĞ
DĂƐƐĂŐĞ
KƚŚĞƌ͗

WůĞĂƐĞŵĂƌŬĞĂĐŚƚŚĂƚĂƉƉůǇƚŽǇŽƵƌĂŝůǇĐƚŝǀŝƚŝĞƐ͗
ප^ƚĂǇƐĂƚŚŽŵĞŵŽƐƚŽĨƚŚĞƟŵĞĚƵĞƚŽƚŚĞƉƌŽďůĞŵ
පŚĂŶŐĞƐƉŽƐŝƟŽŶĨƌĞƋƵĞŶƚůǇƚŽƚƌǇĂŶĚŐĞƚĐŽŵĨŽƌƚĂďůĞ
පtĂůŬƐŵŽƌĞƐůŽǁůǇƚŚĂŶƵƐƵĂůďĞĐĂƵƐĞŽĨƚŚĞƉƌŽďůĞŵ

,ĂǀĞǇŽƵƐĞĞŶĂŶŽƚŚĞƌƉƌŽĨĞƐƐŝŽŶĂůĨŽƌƚŚŝƐĐŽŶĚŝƚŝŽŶ͍
DĞĚŝĐĂůŽĐƚŽƌ͗
ŚŝƌŽƉƌĂĐƚŽƌ͗
WŚǇƐŝĐĂůdŚĞƌĂƉŝƐƚ͗
KƚŚĞƌ͗

පŽĞƐŶŽƚĚŽũŽďƐĂďŽƵƚƚŚĞŚŽƵƐĞďĞĐĂƵƐĞŽĨƚŚĞƉƌŽďůĞŵ
ප,ĂƐƚŽƵƐĞŚĂŶĚƌĂŝůƐƚŽŐĞƚƵƉƚŚĞƐƚĂŝƌƐ
ප,ĂƐƚŽůŝĞĚŽǁŶĂŶĚƌĞƐƚĨƌĞƋƵĞŶƚůǇĚƵĞƚŽƚŚĞƉƌŽďůĞŵ
ප,ĂƐƚŽŚŽůĚŽŶƚŽƐŽŵĞƚŚŝŶŐƚŽƐŝƚŽƌƐƚĂŶĚĨƌŽŵĂ ĐŚĂŝƌ
ප,ĂƐƚŽŐĞƚŽƚŚĞƌƉĞŽƉůĞƚŽĚŽƚŚŝŶŐƐĨŽƌǇŽƵ
ප,ĂƐĚŝĸĐƵůƚǇŐĞƫŶŐĚƌĞƐƐĞĚĚƵĞƚŽƚŚĞƉƌŽďůĞŵ

WƌŝŽƌ^ŝŵŝůĂƌ^ǇŵƉƚŽŵƐ
ප/ŚĂǀĞEKdŚĂĚƉƌŝŽƌƐǇŵƉƚŽŵƐƐŝŵŝůĂƌƚŽŵǇĐƵƌƌĞŶƚĐŽŵƉůĂŝŶƚƐ
පDǇĐƵƌƌĞŶƚĐŽŵƉůĂŝŶƚƐ/ĞǆƐŝƐƚďĞĨŽƌĞ͕ďƵƚŚĂǀĞŶŽƚďĞĞŶďŽƚŚĞƌŝŶŐŵĞ͘
පDǇĐƵƌƌĞŶƚĐŽŵƉůĂŝŶƚƐ>ZzĞǆŝƐƚĞĚĂŶĚǁĞƌĞǁŽƌƐĞŶĞĚ͘

පĂŶŽŶůǇƐƚĂŶĚĨŽƌƐŚŽƌƚƉĞƌŝŽĚƐĚƵĞƚŽƚŚĞƉƌŽďůĞŵ
ප,ĂƐĚŝĸĐƵůƚǇďĞŶĚŝŶŐŽƌŬŶĞĞůŝŶŐĚƵĞƚŽƚŚĞƉƌŽďůĞŵ
ප,ĂƐĚŝĸĐƵůƚǇƚƵƌŶŝŶŐŽǀĞƌŝŶďĞĚĚƵĞƚŽƚŚĞƉƌŽďůĞŵ
ප,ĂƐĂůŽƐƐŽĨĂƉƉĞƟƚĞĚƵĞƚŽƚŚĞƉƌŽďůĞŵ
පĂŶŽŶůǇǁĂůŬƐŚŽƌƚĚŝƐƚĂŶĐĞƐďĞĐĂƵƐĞŽĨƚŚĞƉƌŽďůĞŵ

,ĂƐǇŽƵƌ,ŝƐƚŽƌǇĐŽŶƚƌŝďƵƚĞĚƚŽǇŽƵƌĐƵƌƌĞŶƚƐǇŵƉƚŽŵƐ͍
පDǇŚŝƐƚŽƌǇ,^ĐŽŶƚƌŝďƵƚĞĚƚŽŵǇĐƵƌƌĞŶƚƐǇŵƉƚŽŵƐ͘
පDǇŚŝƐƚŽƌǇ,^EKdĐŽŶƚƌŝďƵƚĞĚƚŽŵǇĐƵƌƌĞŶƚƐǇŵƉƚŽŵƐ͘
ප/ΖŵEKd^hZŝĨŵǇŚŝƐƚŽƌǇŚĂƐĐŽŶƚƌŝďƵƚĞĚ͘

ප,ĂƐĚŝĸĐƵůƚǇƐůĞĞƉŝŶŐďĞĐĂƵƐĞŽĨƚŚĞƉƌŽďůĞŵ
ප,ĂƐƚŽŐĞƚĚƌĞƐƐĞĚǁŝƚŚƐŽŵĞŽŶĞΖƐŚĞůƉ
ප,ĂƐƚŽƐŝƚŵŽƐƚŽĨƚŚĞĚĂǇďĞĐĂƵƐĞŽĨƚŚĞƉƌŽďůĞŵ
ප,ĂƐŵŽƌĞŝƌƌŝƚĂďůĞďĞĐĂƵƐĞŽĨƚŚĞƉƌŽďůĞŵ
ප^ƚĂǇƐŝŶďĞĚŵŽƐƚŽĨƚŚĞĚĂǇďĞĐĂƵƐĞŽĨƚŚĞƉƌŽďůĞŵ

ŝƌĐůĞƚŚĞdKWϯĂĐƚŝǀŝƚŝĞƐǁŚŝĐŚĂƌĞŵŽƐƚĂĨĨĞĐƚĞĚďǇǇŽƵƌƉĂŝŶ͘ŝƌĐůŝŶŐĂŶĂĐƚŝǀŝƚǇĚŽĞƐŶŽƚ
ŶĞĐĞƐƐĂƌŝůǇŵĞĂŶǇŽƵĂƌĞƵŶĂďůĞƚŽƉĞƌĨŽƌŵŝƚ͕ŝƚƐŝŵƉůǇŵĞĂŶƐǇŽƵƌƉĂŝŶĂĨĨĞĐƚƐƚŚĞĂĐƚŝǀŝƚǇ͕
ĞǀĞŶũƵƐƚǇŽƵƌĞŶũŽǇŵĞŶƚ͘
tĂůŬŝŶŐ

^ŝƚƚŝŶŐ

^ŚŽǁĞƌŝŶŐ

:ŽŐŐŝŶŐ

^ƚĂŶĚŝŶŐ

ŝƐŚĞƐ

ZĞĂĚŝŶŐ

ƌŝǀŝŶŐ

^Ğǆ

^ŚĂǀŝŶŐ

'Ǉŵ

ŚŽƌĞƐ

tŽƌŬŝŶŐ

^ǁŝŵŵŝŶŐ

^ůĞĞƉŝŶŐ

ĞŶĚŝŶŐ

ƌĞƐƐŝŶŐ

'ĂƌĚĞŶŝŶŐ

WĂƚŝĞŶƚ/ŶŝƚŝĂůƐ͗ͺͺͺͺͺͺͺͺͺͺͺͺĂƚĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

,ŽǁŽĨƚĞŶĚŽǇŽƵŚĂǀĞƚŽƐƚŽƉĂĐƚŝǀŝƚŝĞƐƚŽƐŝƚŽƌůŝĞĚŽǁŶƚŽĐŽŶƚƌŽůǇŽƵƌƉĂŝŶ͍
පůůĂǇ
ප^ĞǀĞƌĂůƟŵĞƐĂĚĂǇ
පKĐĐĂƐŝŽŶĂ ůůǇ
පƉƉƌŽǆKŶĐĞƉĞƌĚĂǇ
පEĞǀĞƌ

Patient Name:

Date:

Did your head hit any part of the car?

What part of your head was hit?

Windshield

□ Yes

□ No

□ Forehead

□ Back of Head

Dashboard

□ Yes

□ No

□ Le" Side of Head

□ Right Side of Head

□ Top of Head

□ Other

Other Passenger

□ Yes

□ No

Steering Wheel

□ Yes

□ No

Side Car Window

□ Yes

□ No

Mirror

□ Yes

□ No

What is the very last thing you remember before the collision?

What is the very next thing you remember after the collision?

History
□ Yes

□ No

Did you lose consciousness or black out for any time (seconds or minutes)?

□ Yes

□ No

Did you feel an altered state of awareness, dazed or confused?

□ Yes

□ No

Have you lost any memory of events prior to your head injury?

□ Yes

□ No

Has your memory been different since the head injury?

□ Yes

□ No

Did you have a lump or bruise on part of your head after the head injury? Where?

□ Yes

□ No

Have you had any head injuries in your past?

□ Yes

□ No

Have you had any x-rays taken?

□ Yes

□ No

Have you had a CT or MRI scan taken of your head?

Please check the following boxes that correspond to any symptoms that yo uhave had since your neck or head injury.
YES

YES

□

Headaches

□

Blurry Vision

□

Loss of Coordination

□

Loss of Balance

□

Reduced Drive/Motivation

□

Difficulty Handling Multiple Tasks

□

Poor Memory

□

Dizziness/Lightheadedness

□

Difficulty Finishing Tasks

□

Irritablility

□

Sleep Disorders

□

Personality Change

□

Abnormal Levels of Anxiety

□

Head Tremors

□

Reduced Tolerance to Alcohol

□

Ringing in Ears

□

More Assertive

□

Less Diplomatic than Normal

□

Forgetful

□

Mood Swings

□

Anger Outbursts

□

Reduced Attention Span

□

Depression

□

Blackouts

□

Fatigue

□

Indifference to Other People

□

Absence of Ability to Anticipate

□

More Shallow Relationships

□

Inflexibility

□

Difficulty with Problem Solving

□

Impaired Sexual Function

□

Less Mental Stamina

□

Language Difficulty

□

Performance Inconsistencies

□

Impaired Judgement

□

Verbal Learning Problems

□

Need day-timer to remember home/work activities

□

Slower Reaction Times

Advanced Health
Chiropractic and Massage

10709 N Division
Spokane, WA 99218

509-466-9008
AdvancedHealthSpokane.com

NECK PAIN DISABILITY INDEX QUESTIONNAIRE
Name:

Date:

This questionnaire is designed to enable us to understand
how much your neck pain has affected your ability to
manage your everyday activities. Please answer each
section by circling the ONE CHOICE that most applies to you.
We realize that you may feel that more than one statement
may apply to you, but please just circle the one choice
which most clearly describes your problem right now.

Section 6: Concentration
1) I can concentrate fully when I want to with no difficutly.
2) I can concentrate fully when I want to with slight difficuly.
3) I have a fair degree of dificulty in concentrating when I want to.
4) I have a great deal of difficulty in concentrating when I want to.
5) I have a great deal of difficulty in concentrating when I want to.
6) I cannot concentrate at all.

Section 1: Pain Intensity
1) I have no pain at the moment.
2) The pain is very mild at the moment.
3) The pain is moderate at the moment.
4) The pain is fairly severe at the moment.
5) The pain is very severe at the moment.
6) The pain is the worst imaginable at the moment.
Section 2: Recreation
1) I am able to engage in all of my recreational activities, with no
neck pain at all.
2) I am able to engage in all of my recreational activities, with
some pain in my neck.
3) I am able to engage in most, but not all of my usual
recreational activities because of pain in my neck.
4) I am able to engage in a few of my usual recreational activities.
5) I can hardly do any recreational activities because of pain in
my neck.
6) I cannot do any recreational activities at all.
Section 3: Lifting
1) I can lift heavy weights without extra pain.
2) I can lift heavy weights, but it causes extra pain.
3) Pain prevents me from lifting heavy weights off the floor,
but I can manage if they are conveniently positioned,
e.g. on a table
4) Pain prevents me from lifting heavy weights, but I can
manage light to medium weights if they are
conveniently positioned.
5) I can lift very light weights.
6) I cannot lift or carry anything at all.

Section 7: Work
1) I can do as much work as I want to.
2) I can do only my usual work, but no more.
3) I can do most of my usual work, but no more.
4) I cannot do my usual work.
5) I can hardly do any work at all.
6) I cannot do any work at all.
Section 8: Driving
1) I can drive my car without any neck pain.
2) I can drive my car as long as I want with slight pain in my neck.
3) I can drive my car as long as I want with moderate pain in my
neck.
4) I cannot drive my car as long as I want because of moderate
pain in my neck.
5) I can hardly drive at all because of severe pain in my neck.
6) I cannot drive my car at all.
Section 9: Sleeping
1) I have no trouble sleeping.
2) My sleep is slightly disturbed (less than 1 hr sleepless.)
3) My sleep is mildly disturbed (1-2 hrs sleepless).
4) My sleep is moderately disturbed (2-3 hrs sleepless).
5) My sleep is greatly disturbed (3-5 hrs sleepless).
6) My sleep is completely disturbed (5-7 hrs sleepless).

Section 4: Reading
1) I can read as much as I want to with no pain in my neck.
2) I can read as much as I want to with slight pain in my neck.
3) I can read as much as I want to with moderate pain in my
neck.
4) I cannot read as much as I want because of moderate
pain in my neck.
5) I cannot read as much as I want because of severe pain
in my neck.
6) I cannot read at all.

Advanced Health
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Section 5: Headaches
1) I have no headaches at all.
2) I have slight headaches, which come frequently.
3) I have moderate headaches, which come infrequently.
4) I have moderate headaches, which come frequently.
5) I have severe headaches, which come frequently.
6) I have headaches almost all of the time.

Section 10: Personal Care
1) I can look after myself normally without causing extra pain
2) I can look after myself normally, but it causes extra pain
3) It is painful to look after myself and I am slow and careful
4) I need some help, but manage most of my personal care.
5) I need help every day in most aspects of self-care.
6) I do not get dressed, I was with difficulty and stay in bed.
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Neck Bournemouth Questionnaire
Patient Name:

Date:

Instructions: The following scales have ben designed to find out about your neck pain and
how it is affecting you. Please answer ALL the scales, and mark the ONE number on EACH
scale that best describes how you feel.
1. Over the past week, on average, how would you rate your neck pain?
No Pain
0

1

2

3

4

5

6

7

8

Worst Pain Possible
9
10

2. Over the past week, how much has your neck pain interfered with your daily activities
(housework, washing, dressing, lifting, reading, driving)?
No Interference
0
1

2

3

4

5

6

Unable to carry out activity
7
8
9
10

3. Over the past week, how much has your neck pain interfered with your ability to take part
in recreational, social, and family activities?
No Interference
0
1

2

3

4

5

6

Unable to carry out activity
7
8
9
10

4. Over the past week, how anxious (tense, uptight, irritable, difficulty in
concentrating/relaxing) have you been feeling?
Not at all anxious
0
1

2

3

4

5

6

7

Extremely anxious
8
9
10

5. Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic,
unhappy) have you been feeling?
Not at all depressed
0
1
2

3

4

5

6

7

Extremely depressed
8
9
10

6. Over the past week, how have you felt your work (both inside and outside the home) has
affected (or would affect) your neck pain?
Have made it no worse
0
1
2

3

4

5

6

7

Have made it much worse
8
9
10

7. Over the past week, how much have you been able to control (reduce/help) your neck
pain on your own?
Completely control it
0
1
2

3

4

5

6

7

No control whatsoever
8
9
10

Other Comments:
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REVISED OSWESTRY CHRONIC LOW BACK PAIN DISABILITY QUESTIONNAIRE
Name:

Date:

Section 1: Pain Intensity
1) The pain comes and goes and is very mild.
2) The pain is mild and does not vary much.
3) The pain comes and goes and is moderate.
4) The pain is moderate and does not vary much.
5) The pain comes and goes and is severe.
6) The pain is severe and does not vary much.

Section 6: Standing
1) I can stand as long as I want without pain.
2) I have some pain while standing, but it does not increase with time.
3) I can not stand for longer than one hour without increasing pain.
4) I can not stand for longer than 1/2 hour, without increasing pain.
5) I can not stand for longer than ten minutes, without increasing pain.
6) I avoid standing, because it increases the pain right away.

Section 2: Personal Care
1) I would not have to change my way of washing or
dressing in order to avoid pain.
2) I do not normally change my way of washing or
dressing even though it causes some pain.
3) Washing and dressing increases the pain but I
manage not to change my way of doing it.
4) Washing and dressing increases the pain and I find
it necessary to change my way of doing it.
5) Because of the pain, I am unable to do some
washing and dressing without help
6) Because of the pain, I am unable to do any washing
or dressing without help.

Section 7: Sleeping
1) I get no pain in bed.
2) I get pain in bed, but it doesn't prevent me from
sleeping well.
3) Because of my pain, my normal night's sleep is
reduced by less than 1/4
4) Because of my pain, my normal night's sleep is
reduced by less than 1/2
5) Because of my pain, my ormal night's sleep is reduced
by less than 3/4
6) Pain prevents me from sleeping at all.

Section 3: Lifting
1) I can lift heavy weights without extra pain.
2) I can lift heavy weights but it causes extra pain.
3) Pain prevents me from lifting heavy weights off
the floor.
4) Pain prevents me from lifting heavy weights off the
floor, but I can manage if they are conveniently
positioned, e.g. on a table.
5) Pain prevents me from lifting heavy weights, but I can
manage light to medium weights if they are
convienently positioned.
6) I can only lift very light weights, at the most.

Section 8: Social Life
1) My social life is normal; it gives me no pain.
2) My social life is normal, but increases the degree of
my pain.
3) Pain has no significant effect on my social life apart
from limiting my more energetic interests,
e.g. dancing, etc.
4) Pain has restricted my social life; I do not go out very
often.
5) Pain has restricted my social life to my home.
6) I have hardly any social life because of the pain.

Section 4: Walking
1) Pain does not prevent me from walking any distance.
2) Pain prevents me from walking more than one mile.
3) Pain prevents me from walking more than 1/2 mile.
4) Pain prevents me from walking more than 1/4 mile.
5) I can only walk while using a cane or on crutches.
6) I am in bed most of the time and have to crawl to
move.

Section 9: Traveling
1) I get no pain while traveling.
2) I get some pain while traveling, but none of my usual
forms of travel make it any worse.
3) I get extra pain while traveling, but it does not compel
me to seek alternate forms of travel.
4) I get extra pain while traveling which compels me to
seek alternative forms of travel.
5) Pain restricts all forms of travel.
6) Pain prevents all forms of travel except that done lying
down.

Section 5: Sitting
1) I can sit in any chair as long as I like without pain.
2) I can only sit in my favorite chair as long as I like.
3) Pain prevents me from sitting more than one hour.
4) Pain prevents me from sitting for more than 1/2 hour.
5) Pain prevents me from sitting more than ten minutes.
6) Pain prevents me from sitting at all.

Section 10: Changing Degree of Pain
1) My pain is rapidly getting better.
2) My pain fluctuates, but overall is definitely getting better.
3) My pain seems to be getting better, but improvement is slow at present.
4) My pain is neither getting better nor worse.
5) My pain is gradually worsening.
6) My pain is rapidly worsening.
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Back Bournemouth Questionnaire
Patient Name:

Date:

Instructions: The following scales have ben designed to find out about your neck pain and
how it is affecting you. Please answer ALL the scales, and mark the ONE number on EACH
scale that best describes how you feel.
1. Over the past week, on average, how would you rate your back pain?
No Pain
0

1

2

3

4

5

6

7

8

Worst Pain Possible
9
10

2. Over the past week, how much has your back pain interfered with your daily activities
(housework, washing, dressing, lifting, reading, driving)?
No Interference
0
1

2

3

4

5

6

Unable to carry out activity
7
8
9
10

3. Over the past week, how much has your back pain interfered with your ability to take part
in recreational, social, and family activities?
No Interference
0
1

2

3

4

5

6

Unable to carry out activity
7
8
9
10

4. Over the past week, how anxious (tense, uptight, irritable, difficulty in
concentrating/relaxing) have you been feeling?
Not at all anxious
0
1

2

3

4

5

6

7

Extremely anxious
8
9
10

5. Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic,
unhappy) have you been feeling?
Not at all depressed
0
1
2

3

4

5

6

7

Extremely depressed
8
9
10

6. Over the past week, how have you felt your work (both inside and outside the home) has
affected (or would affect) you back pain?
Have made it no worse
0
1
2

3

4

5

6

7

Have made it much worse
8
9
10

7. Over the past week, how much have you been able to control (reduce/help) your back
pain on your own?
Completely control it
0
1
2

3

4

5

6

7

No control whatsoever
8
9
10

Other Comments:
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Pain Disability Questionnaire
Name:

Date:

Instructions: This survey asks for your views about how your pain affects how you function in everyday activities. This
information will help you and your doctor know how you feel and how well you are able to do your daily tasks at this time.
Please answer every question by marking and "X" along the line to show how much your pain problem has affected you
(from having no problems at all to having the most severe problems you can imagine).

1. Does your pain interfere with your normal work inside and outside the home?
Work Normally

Unable to work at all

2. Does your pain interfere with personal care (such as washing, dressing, etc)?
Take care of myself completely

Need help with all my personal care

3. Does your pain interfere with your traveling?

Only travel to see Doctors

Travel anywhere I like
4. Does your pain affect your ability to sit or stand?
No problems

Cannot do at all

5. Does your pain affect your ability to lift overhead, grasp objects, or reach for things?

Cannot do at all

No problems
6. Does your pain affect your ability to lift objects off the floor, bend, stoop, or squat?

Cannot do at all

No problems
7. Does your pain affect your ability to walk or run?

Cannot do at all

No problems

Complete Page 2

Pain Disability Questionnaire
Name:

Date:

8. Has your income declined since your pain began?

No Decline

Lost all income

9. Do you have to take medication every day to control your pain?
No medication needed

On pain medication throughout the day

10. Does your pain force you to see doctors much more often that before your pain began?
See doctors weekly

Never see doctors

11. Does your pain interfere with your ability to see the people who are important to you as much as you would like?

Never see them

No problem
12. Does your pain interfere with recreational activities and hobbies that are important to you?
No interference

Total interference

13. Do you need help of your family and friends to complete everyday tasks (including both work outside the home and
housework) because of your pain?
Never need help

Need help all the time

14. Do you now feel more depressed, tense, or anxious than before your pain began?
No depression/tension

Severe depression/tension

15. Are there emotional problems caused by your pain that interfere with your family, social, or work activities?
No problems

Severe Problems

Office Use Only
Functional: 1_____ +2______ +3______ +4______ +5_____ +6 _______ +7______ +12 ______ +13 ______ = _______
Psycholosocial:
8 _______ +9 _______ +10 ______ +11 ______ +14 ______ +15 ______ = _______
Total =

Patient Name:
We would like to take a moment to welcome you to our clinic and assure you that you will receive the very best of care available
for your condition. The following are our clinic financial policies please familiarize yourself with our policies, please initial each
section. If you have any questions, please contact the front desk. Thank You
Covered/Non-Covered Services
I understand that the services rendered and/or supplies/aides given to me may not be considered eligible for benefits (eg. Services and/or
supplies/aides may be determined to be not medically necessary, non-covered or investigational) by my health insurance company. I
understand that my health insurance coverage has certain restrictions and limitations, such as authorization requirements, and noncovered services and/or supplies/aides. Since I have chosen to obtain the services and/or supplies/aides, I agree to be financially
responsible for any and all related charges, if they are not covered by my insurance.
Your treatment plan makes it necessary to utilize not only Chiropractic Care codes, but to also utilize what is best described as Physical
Rehabilitation codes. Policy benefits for both areas of care vary greatly by insurance policy and we cannot be aware of each person’s
specific policy benefits. To provide our best level of care, we provide a treatment plan that is specific for you and not based on your
insurance policy benefits. Your specific policy benefits will determine what your patient responsibility will be. Our clinic will not quote
insurance benefits; therefore, you are encouraged to contact your health plan. It is ultimately your responsibility to check with your
insurance to understand the contract and coverage.
If you are unsure of your insurance benefits or your deducible, a charge of $50 will be applied for each date of service until benefits can be
determined by your insurance carrier. These monies will be placed on your account towards any out of pocket expenses as determined by
your insurance plan.
Primary Insurance Company: ________________________

Secondary Insurance Company: ____________________________

Member ID #: _____________________________________

Member ID #: _________________________________________

Group #: _________________________________________

Group #: _________________________________________

____ PLEASE INITIAL AFTER READING
Billing and Payments
You, the patient or legal guardian, are responsible for all claims made to your insurance. Billing is a courtesy service which we provide to
our patients at no extra charge. This clinic will provide any necessary reports or required information to aid in insurance reimbursement of
services. In the event of the insurance plan’s denial of benefits or claim payments, the patient is responsible for the total balance due to
the provider. If the insurance carrier requires the patient to send in more information regarding his/her claim and the patient fails to
return the required information to the carrier, the patient will be billed for the entire balance on the claim, as the insurance company
requires the provider to do.
All co-pays and known co-insurance amounts are due at the time of service.
In the event you do not have health insurance coverage, we do offer a Time of Service reduction of our fee schedule. This reduced fee
must be paid at time of service in order to receive the reduction; if payment is not received on the same date of service, then our regular
fee schedule rates will be applied to your account.
Patient statements are sent out monthly for the previous months billing and payment activities. Payments on your account are due by the
last day of the month in which the statement was sent. Patients are given 90 days to make payments on account before sent to precollections. If at any time a payment cannot be made, please call our clinic to set up a payment plan or inform the clinic of your situation as
you may qualify for deferred payments.
All accounts with patient portion balance showing no patient payment activity will be charged a $5 monthly Account Maintenance Fee, for
each month no payment is made on the account.
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Patient Name:
All outstanding unpaid patient account balances over $100 will result in the inability for the patient to schedule future appointments, until
the patient portion of the account is paid, or payment arrangements are made.
____ PLEASE INITIAL AFTER READING
Assignment of Benefits
By signing this form you are authorizing payment of medical benefits will be made directly to this clinic. If your insurance carrier sends
payment to you for services incurred in this clinic, you agree to send or bring those payments to this clinic upon receipt. However if you
pay for your visits in full the assignment will not be reported by this provider and any payment will be send directly to you.
____ PLEASE INITIAL AFTER READING
Reminders/Missed Appointments
With the exception of emergencies, it is vital that you keep all your appointments. Reminder cards, emails and text messages are available
to help you save the date and time of your appointments.
Our patient’s, staff and doctor’s time is valuable, and we wish to provide every patient with an excellent experience. Please provide us the
courtesy of a 48 hour cancellation or change notice if you are unable to keep your appointment time. A $25 missed appointment fee will
be charged for a no call, no show appointment, or an appointment change without 48 hour notice.
____ PLEASE INITIAL AFTER READING
Statement of Privacy
We use and disclose the information we collect from you only as allowed by Health Insurance Portability and Accountability Act and
Washington State. This includes issues relating to your treatment, payment, and care operations. Your personal health information will
never be otherwise given to anyone without your written consent. You may give written authorization for us to disclose your information
to anyone you choose, for any purpose. Our clinic and systems are secure from unauthorized access and our team is trained to make
certain that the confidentiality of your records is always protected. Our privacy policy and practices apply to all former, current, and future
patients. We will only request personal information needed to provide our standard of quality chiropractic or massage care, implement
payment activates, conduct normal business operations, and comply with the law. This includes name, address, phone numbers, SSN,
employment date, medical history, health records, etc. We are obligated to provide information to law enforcement and governmental
officials under certain circumstances. We may use and/or disclose your information to communicate reminders about your appointments
including text messaging, voicemail messages, and mailings. You have a right to request copies of your healthcare information; all requests
must be in writing. We may charge for copies in the amounts allowed by law. If you believe your rights have been violated, we urge you to
notify us immediately. You can also notify the US Dept of Health and Human Services. We thank you for being a patient at our clinic.
____ PLEASE INITIAL AFTER READING
Release of Information
If we bill your insurance company, and you insurance company requires medical reports or records to document your treatment or
progress, your signature below authorizes this clinic to release the medical information necessary to process your claim.
If you pay at the Time of Service and insurance is not billed by our clinic, then your signature below verifies that our clinic will not bill
insurance for any services rendered and in turn your health insurance company will not be able to request medical records for services
rendered.
____ PLEASE INITIAL AFTER READING
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Patient Name:
Terms of Acceptance
When a patient seeks chiropractic care, it is essential for both patient and clinic to be working towards the same objective. Chiropractic has
only one goal. It is important that each patient understand both the objective and the method used to attain it. This will prevent any
confusion or disappointment. An adjustment is the specific application of forces to facilitate the body's correction of vertebral subluxation.
Vertebral Subluxation is a misalignment of one or more of the 24 vertebra in the spinal column which causes alteration of nerve
transmission of mental impulses, resulting in a lessening of the body's innate ability to express its maximum health potential. We do not
offer to diagnose or treat any disease or condition other than vertebral subluxation. However, if during the course of a chiropractic spinal
examination, we encounter non-chiropractic or unusual findings, we will advise you. If you desire advice, diagnosis or treatment for those
findings, we will recommend that you seek the service of a health care provider who specializes in that area. Regardless of what the
disease is called, we do not offer to treat it. Nor do we offer advice regarding the treatment prescribed by others. OUR ONLY PRACTICE
OBJECTIVE is to eliminate a major interference to the expression of the body's innate wisdom. Our only method is specific adjusting to
correct vertebral subluxations. The doctor and/or his staff will not be held responsible for any health conditions or diagnoses which are
pre-existing, given by another health care provider, or are not related to the spinal structural conditions diagnosed at this clinic.
____ PLEASE INITIAL AFTER READING

Informed Consent to Chiropractic Treatment
As with any healthcare procedure there are certain complications which may arise during chiropractic manipulation and therapy.
Doctors of Chiropractic are required to obtain your informed consent before starting treatment. In particular you should note:
1.) Some patients may experience some stiffness or soreness following the first few days of treatment.
2.) Some types of manipulation have been associated with stroke; strokes from chiropractic adjustments are very rare. I am
aware that nerve or brain damage including stroke is reported to occur once in one to ten million treatments. Once in a
million is about the same chance as getting hit by lightening. Once in ten million is about the same change as a normal dose
of aspirin or Tylenol causing death.
3.) I will make every effort to screen for any contraindications to care; however, if you have a condition that
would otherwise not come to my attention, it is your responsibility to inform me.
4.) Other complications may include fractures, disc injuries, dislocations, muscle strain, cervical myelopathy, costovertebral
strains and separations, and burns. When osteoporosis, degenerative disc or other abnormality is detected, this clinic will
proceed with extra caution.
The probabilities of these complications are rare and generally result from some underlying weakness of the bone or tissue which
Dr. Robinson checks for during the history, examination, and x-ray (when warranted).
I acknowledge I have had the opportunity to discuss the associated risks as well as the nature and purpose of treatment with my
chiropractor.
I authorize and agree to allow the doctor and his designated staff to work with my case, my spine and the spine of the charge I
represent through the use of spinal adjustments and rehabilitative exercises for the sole purpose of postural and structural
restoration of normal bio-mechanical and neurological function.
I intend this consent to apply to all my present and future chiropractic care.

Patient Printed Name: __________________________________________

Date: ________________________

Patient Signature: _______________________________________________________________________________
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