Voth Family 1957 Thompson Rd.
Chiropractic, L.L.C. Coos Bay, OR 97420

In compliance with requirements for the government EHR incentive program

First Name: Last Name:

Email address: @

Preferred method of communication for patient reminders (Circle one): Email / Phone / Mail

poB: _/_/ Gender {Circle one): Male /Female  Preferred Language:

Smoking Status (Circle one}: Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked

CMS reqsires providers to report both race and ethnicity

Race (Circle one): American Indian or Alaska Native / Asian / Black or African American / White (Caucasian)
Native Hawalian or Pacific Islander / Other / | Decline to Answer

Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / | Decline to Answer

Are you currently taking any medications? (Please include regularly used over the counter medications)

Po you have any medication aliergies?

[T 1 choose to decline receipt of my clinical summary after every visit {These summaries are often blank as a

result of the nature qnd frequency of chiropractic care.)

Patient Signature: ‘ Date:

For office use only
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First Name Middle Initial

Address

City

Subscriber's Name

State

E-mail

Sex (1M [JF Age

Birthdate

] widowed (] Single [ Minor

[1 Partnered for years

] Married
[] Separated

[1 Divorced

Occupaticn

4 Insurance Co.

Patient Employer/School

Employer/School Address

Employer.’Sch_ool Phecne (

Spouse’s Name

Birthdate

554

Spouse’s Employer

Whom may we thank for referring you?

Who is responsibie for this account?

Relationship to Patient

Insurance Co.

Group #

“| Is patient covered by additional insurance? [JYes [ No

Birthdlate

Relationship to Patient

Group #

ASSIGNMENT AND RELEASE
| certify that |, and/er my dependent(s), have insurance coverage with

and assign directly to

Name of Insurance Company{iss)

Dr. all insurance bensfits,
if any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. |
authorize the use of my signature on alf insurance submissions.

The above-named doctor may use my health care information and may disclose
such information tc the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Pérsonal Representative

Please print name of Patient, Parent, Guardian or Personal Representativa

Cate Relationship to Patient

Home Phone {

Cell Phone ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT
Name

Relationship

Home Phone (

Work Phone (

Is condition due to an accident? (] Yes [] No

Date

Type of accident [ ] Auto [JWork [ JHome []Other

To whom have you made a report of your accident?
[] Auto Insurance [T] Employer [JWorker Comp. [ Other

Attorney Name (if applicable)

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [] Yes

Type of pain:  [] Sharp [ Dull
[JBurning [JTingling [ Cramps

How often do you have this pain?

CONo [ Unknown
t . Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (ieast pain) to 10 (severe pain)

[ Throbbing [ ] Numbness [] Aching
[] Stiffness

1 Shooting
[1Swelling [ Other

Is it constant or does it corne and go?

Does it interfere with your (JWork [ Sleep  [] Daily Routine

] Recreation

1 Activities or movements that are painful to perform [J Sitting  [] Standing [ Walking (] Bending [ Lying Down
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What treatment have you aiready recelved for your condnz;on’? [j Medmat;ons O Surgery [] Physu:al Therapy

] Chirgpractic Services [[] None ] Other

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRL, CT-Scan, Bone Scan

Place a mark on “Yes” or “N¢” to indicate if you have had any of the following:

AIDS/HIV [lYes [INo Diabstes [Yes [INe¢  Liver Disease OYes [[INo  Rheumatic Fever [JYes []No
Alcoholism TYes [1Ne Emphysema COYes [No Measles Yes [JNo Scarlet Fever Yes []No
Allergy Shots {1Yes [IJNo  Epilepsy Yes [1No Migraine Headaches [Yes [1No Sexuallyl

Anemia ClYes (OMNo  Fractures OYes [JNo  Miscarriage CYes [ No "g;rézrggted FYes [JNo
Anorexia [JYes [JNo  Glaucoma [Yes [ONo  Mononucleosis [QYes [JNo Stroke JYes []No
Appendicilis [[JYes [INo  Goilter [JYes [INo  Multiple Sclerosis  [1Yes [ No Suicide Attempt IYes []No
Arthritis [OYes [1No  Gonorthea [JYes []MNo Mumps [OYes [ Neo Thyroid Problems ] Yes []No
Asthma [JYes [1No Gout [IYes [INo Qsteaoporosis CYes []Neo Tonsilitis []Yes []No
Bieeding Disorders [JYes []No Heart Disease OYes []No Pacemaker [MYes []No Tubsroulosis Yes [No
Breast Lump [1Yes [ No Hepatitis [Yes [JNo Parkinson's Disease [ ] Yes [ No Tumors, Growths [JYes []No
Bronchitis [OYes [JNo  Hernia [MYes [} No Pinched Nerve OYes [INo Typhoid Fever FYes [No
Bulimia OYes [INo Herniated Disk [OYes []No Pneumonia COYes [JNo Ulcers CYes [ No _
Cancer [Yes [JNo Herpes [OYes [INo Polic [JYes [ No Vaginal Infections []Yes [JNo i
Cataracts [JYes [ No High Blood Prostaie Problem [JYes [ MNo .

Chemical Pressure LiYes [INo Prosthesis [JYes [ No Whooping Cough L Yes []MNo

Depandency [Yes [INo High Cholesterol [JYes [No Psychiatric Care Cves [ No Other

Chicken Pox [OYes [ONo  Kidney Disease [[1Yes [ No Rheumatoid Arthriis (] Yes [] No
EXERCISE WORK ACTIVITY HABITS

1 None [] Sitting [] Smoking Packs/Day

] Moderate [ standing ] Alcohot Drinks/Week

[] Daily [] Light Labor ; [ Coffee/Caffaine Drinks Gups/Day
{1 Heavy [ Heavy Labor [] High Stress Level Reason

Are you pregnant? []JYes []No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries
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Pharmacy Name

Pharmacy Phone { )]
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Voth Family Chiropractic LLC

Benjamin L. Voth, D.C.
1957 Thompson Rd. Suite B Coos Bay, OR 97420
Telephone (541) 266-8000

SIGNATURE ON FILE

| understand that | am responsible for my bill. If it is necessary to refer my account for
collection | agree to pay Voth Family Chiropractic L.L.C. reasonable attorney fees and
collection costs, including any collection fees charged by a collection agency, even
though no suit or action is filed. If a suit or action is filed the amount of such reasonable
attorney’s fees or collection charges shall be fixed by the court or courts in which the suit
or action, including appeal, is tried, heard, or decided.

| authorize use of this form on ALL my insurance submissions.
| authorize release of information to all my insurance companies.

| authorize my doctor to act as my agent in helping me obtain payment from my insurance
companies.

| authorize payment directly to my doctor.

| permit a copy of this authorization to be used in place of the original.

Signature of patient (or parent or legal guardian)

Name of patient (please print)

Date



Voth Family Chiropractic LLC
- Benjamin L. Voth, D.C.
1957 Thompson Rd. Coos Bay, OR 97420
Telephone (541) 266-8000

Consent Form

| hereby request and consent to the performance of chiropractic adjustments and other
chiropractic procedures, including various modes of physical therapy, on me (or the
patient named below for whom | am legally responsible).

| am informed and | understand that, as in the practice of medicine, there are some risks
to treatment, including, but not limited to, soreness and a temporary worsening of
symptoms. | do not expect the doctor to be able to anticipate and explain all the risks
and complications | understand the results and are not guaranteed. | wish to rely on the
doctor to exercise good judgement and prescribe a course of treatment that, based on
the facts know, will be in my best interests.

| have read (or have read to me) this consent form. By signing beiow | agree to the
above-named conditions. | intend this consent form to cover the entire treatment for my
present condition, and for any future conditions for which | seek treatment at Voth
Family Chiropractic LLC.

Print patient’'s name

Signature of patient or guardian

Date



Voth Family Chiropractic LLC

Benjamin L. Voth, D.C.
1957 Thompson Rd. Suite B Coos Bay, OR 97420
Telephone (541) 266-8000

FINANCIAL AGREEMENT

| understand that | am responsible for
payment in full for services provided to me at Voth Family Chiropractic L.L.C.

Please be aware that each modality (therapy) has a reasonable fee. If you do not wish to
pay for a particular therapy please let the doctor or a staff member know BEFORE the

therapy is performed.

If it is necessary to refer my account for collection | agree to pay Voth Family Chiropractic
L.L.C. reasonable attorney fees and collection costs, including any collection fees
charged by a collection agency, even though no suit or action is filed. If a suit or action is
filed the amount of such reasonable attorney's fees or collection charges shall be fixed by
the court or courts in which the suit or action, including appeal, is tried, heard, or decided.

| have read (or have had read to me) the above statement and terms, and understand
fully the content.

| agree to the terms as stated above.

Signature of Patient Print patient name
(or parent or legal guardian)

Date



VOTH FAMILY CHIROPRACTIC
Benjamin L. Voth, D.C.
1957 Thompson Rd. Ste. B Coos Bay, OR 97420
Telephone (541) 266-8000
Fax (541) 266-8022

MEDICARE NON-COVERED SERVICES

This is to advise you that the only chiropractic service covered by
Medicare is manipulation of the spine.

Medicare does not cover exams, x-rays, physical therapy, supplies,
etc. ordered by a chiropractor. Payment for these and other services are

the patient’s responsibility.

Medicare will only pay for services that it determines to be “reasonable
and necessary” under section 1862(a)(1) of the Medicare law. If Medicare
determines that a particular service, although it would otherwise be
covered, is “not reasonable and necessary” under Medicare program
standards, Medicare will deny payment for that service.

Prior to receiving treatment at Voth Family Chiropractic, | have read (or
have had read to me) the above statement, and understand fully the
content.

Patient signature Date



VOTH FANHLY CHIRGPRACTIC

Benfamin L. Voth, B.C.

1657 Thompson Rd. $te, 8 Coos Bay, OR 97420
REVISED OSWESTRY LOW BACK PAIN AND DISABILITY

Patient Name; Date: [
' Please read instructions carefuly: ' ]
"Thia yuestiormaire has been designad in give ha doctor infoiration agin haw your low bask pain hos afieeted your abiiy 10 maRage it ovedyday life. In each
socion, plemss fil It ONE citcle vhinh most closaly desribed Yoy preilem.
SECTION 1.~ PAIN INTENSITY SECTION 8 - STANDING
0 The paln comes and goes and is very mild. O 1 canstand as long as | wart without pain. .
@ Thepain e mild and does nol vesy mich. O {have some pain on standing bu} i does not mwew fime,
G The pain comes and goes and i modarafe, O ] cannot stand for [omyer than one hour withut increasing paan,
@ The pain is moderata and dnes not vary mueh, O | carmot stand for lengar than 1 hour whout increasing pain.
@ Thepain comes and goes and s very severe, @ | can'tstand for Jonger then 10 minuies without increasing paln.
O Thepain It severs ant dossn’ vary much. U |avoid standing because it increases the pain straight away.
SECTION 2 - PERSONAL CARE SECTION 7 - SLEEFING
@ 1can ook after myesit without causing exira pain. U |getno pain in bed.
O | ean ook after syself normally but it causes exira pain. O | getpaininbed bt i dossnt prevert me from eleeping wall
G fris paintul io look after myself and | am slow and carehl. | L Because of pain my romnal right's sleap s recuced by < %
G §nesd some help but nan manage most of my personal care. | O Because of pain my rarmal night's Sieap i reduced by < 2.
O {need fielp every day in most aspects of self care. O Because of pain my norma right's siean ls redused by < ¥
O }do notget dressed, | wash with difieufty and stay In bed. O Pain preverts me from slesping at all
SECTION 3 - LIFTING SECTION 8- TRAVELING
G | oan lift heavy walght withoui extra pain. a |getno pain whieraveling.
@ can Bt heavy weight but It gives extra pain. 3 | getscme pain whis traveing but none of ry ususl forms of
[ Pain prevents me from fiting haavy weights off the fioar. iravel makeif any worse,
O Pain prevants me from lfting haavy weights, but | can O | get extra pain while raveling but it does nat compel me to seek

Q

tanage i they are corveniently positiored.

Paln prevents me from #fing heavy weights, but [can
marage ight-medium weights if they are convarnianly
positianed.

{can oniy fit very light weights at the most.

SECTION 4 - WALKING

[ e I v O I |

| fave no pain walking. i

| pannpt walk more tha ane mile withiou! increasing pain.
1 cannot walk more thran Y2 mile without increasing paln.

1 cannol walk more than % mile without increasing paie.

{ can wakk with cruches.

! cannet walk 2t al without increasing paln.

SECTION 5 - STTING -

B DL B el

Foan sit in any chair 28 long a5 |k,

Fean arly it in my favorte chak & long as 1 like.
Pain prevents mafrom siting more thian ona hour.
Pain prevents e from sitting mote dhan & half hour,
Pain revents mefrom siting more than 10 minutas.

{ avoid siing beoausa it increases pain straight away.

|-y 2

glterrstive formg of travel :

{ get extra pain while fraveling which compels me to saek
alternative forms of ravel.

Palr restrieds all fonns of travel

Pair provents all ferms of travel except fhat are done fying clown,

SECTION9 - SOCIAL LIFE

[l Wl - w i ]

My sacis!live is normal and gives me no pain.

My socal life is normal but inoreasss the dagres of pain,

Fain Brits my more enargetic Interests, e, dancing, efc.

Pain has reatricted my sockl s and tdo het go out very often.
Paln fias tecirictad my socil [ife to my home.

| have hardly eny socia! ife becasse of the paln.

SECTION 10 - GHANGING DEGREE OF PAIN

fulal nl sl Y ]

My pain is rapidly gefting befter.

My pain fucluates bul avaraf Is dafinisly etfing beter.

My pain ssetrs [0 be getting better bt impravernent s slow.
My pain Is nelthar gediing better nar worse.

My pain is gradually worsaning.

My pain is rapidlly worgenirg.

Fer offics use only - Seore:




VOTH FAMILY CHIROPRACTIC

Benjamin L. Voth, D.C. '

1957 Thompson Rl Bt B ¢oos Bay, OR 97420

TheOsvesty ek Dbl e Confdot)

Patient Name: Dete:

Please check: only ONE sttement ineach section that describes how ou'e feling TODAY

1 - Pain Infensi
I have a0 pain at the moment,

ion6-C jon
can concenirats fully when 1 want o with o dificully.

|1 can cortcentrae Flly whes T wont to with light iffculty,

[} can Took after rayself normalfy but it causes extra i,
1}t painful to ook after myself and | am slow and careful,

[ can look after tuysclf normally without causing extra pain.

] Pain s very mild o the morment
1| Pain i moderate at the moment, [ have & fir dogree o diffculty in conceafraing,
[ ] P fairy severe at the morment, [ hve ok of difculy in concentroing when T want o,
[ Pain is very severe ot the mome. [0 have & great deal o difficelty in concentrating,
[ 1 Painis the worst imaginable i the moment, [} cannot concentrate atal,
Serfion 2 ~ Persona] Care { Dresst Secdion T - Work
[ cam wotk 25 much a5 T wunt to.

[ can anly do my usual work bt no moe,
[ 1 cam do most of my usual work but £o more,

L1 can Ift heavy weight tems if conveniently positioned.
[} can ft lghtmediom weights if comveniently pasitioned.
[ 1 can lft veey light weighis.

(T cammot [ or carry anything o al

|} need som help but manage most of my personal care, [ cansiod do my usual work,

[ |1 need help every day in most aspects of seff car, (]l can hardly do any work at 2,

{11 do not 2ot dressed. ] wash with diffiudty and stay i bed. DI cannof do any work at all

Sevtion 3 - Lifting Section 8 - Driving

{ [T can lift heavy weights without exts pain, I ]I can drive aty car withou any neck pain,

[ can Lk heavy weights but it gives extra pain. [ Jcan drive my ca as desired with ight neck pein,

{1 cam drive my car & desived with moderate neck pat.

L Ir canno drive ny car mnuch becaase of moderats neck pain.
(11 ca harly deive ] becanse of sevene pain i my neck,
||l cae't rive my car

%E‘M
can read & much as T want fo with o pain in my neck.

[ i can tead a5 much as I want fo with dight pain in myneck,
11 car st ead ss moich as T want with modesate neck pain
[t carmot o as much because of moderste neck paia:

[T cun hardly nead at all ecense of severe pain in my peck.
M cannot read at all,

019 Sietn
i [ have o tronble slecping,

[ My steep is mildly disturbed (fessthan | hour sleepless),
[ My step s il distubed {1-2 hows sleepless),

Ty sleep s moderately disturbed (23 hoursslepless)

[ My sleep s grealy disturbed (3-3 howrs sleepless),
[ My steep is completely disturbed (5-7 hows slepless),

Section 3 - Headaches
| bave no headaches ot all,

Sectlon 19 - Recreation
[ can engage in all my recreational activities with no neck pa

U ave afght headaches which come infrequently, {1l can do o receeation activies with some seck pain,
[0 have moderate headaches which come infrequently. [T can do most, not all ecreational activites wilh some neck |
{1 have modesate headaches whick coms frequently. [ T can do some recreational activities with seck pan,
[ bave severe heudaches which come frequently. [} can hardty do recteational activites because of neck puin,
L..II hirve headaches almost all the tme. [l canot do recreational activites ot ol
Section 11 - Rale your overall pain: 6 2 4 4 5 6 7 8 910

Nopain ~ mild  discomfot  distressing  horible excruciating




