PERSONAL INJURY INTAKE FORM

Today’s Date:

 Last Name: B ) MI: First Name:
_ Home Address: City: State: Zip:
| Date Birth; Age: ().Aui;;'upaLEnn: Employer: =
HeighE Weighl: T'\-'{tll'ltiﬂ Status (Circle): Single, Married, Divorced, Widowed
Home Phone: Social Security Number;
Work Phone: B Cell Number:
AUTOMOBILE INSURANCE INFORMATION
D vou or someone else have medical payment O I have, O Someone else has coverage. Indicate the name of
insurance for the vehicle vou were in? the person thal the policy is under;
How is this person related to vou? O Self. O Parent. O Friend, O Other

MName of vour Automobile Insurance Carrier:

Address of your Automobile Insurance Carrier;

Claim Adjusters Name/Telephone Number: e Telephone farer code);
Claim Number:

Do you have an Insurance Deductible? O Yes, 00 No Deductible is: §

Do vou know your Policy Limits for medical bills? O Yes, [0 No Limit is: §

Have you reported this injury to vour insurance carrier? O Yes, O No

[ Yes, O No. Do you have an attorney representing | Attorney Name:
vou? I ves, indicate name, address and telephone of | Address:
vour retained attorney: Telephone:

v | Lauthorize said Doctor to release medical information necessary to process this claim Lo the above insurance carrier,
v | A photocopy of this authorization shall be considered as valid as the original.

5| T authorize diveet payment of medical benefits to the undersigned doctor for services'procedures or supplics described in the
billing statement or CMS-1500 form, 1 authorize said Doctor to use my name in the “Signature cn File™ in iture billings.
2| T authorize use of this form on all my insurance submissions (hillings).

You gre ultimately responsible for any charges incurred in this office and will be “balance Billed” lor any amount the insurance
carrier(s) does not pay (Excess Payments). It is vour responsibility to pay any deductible amount, co-insurance, and or any other
balances not paid by vour insurance carrier.

I acknowledge that 1 am ultimarely responﬂtﬁ?ﬁ all charges that are
incurred af the doctor’s office. [ agree to pay for any ouistanding hills
{including Excess Payments) incurred in this office, as well as paying

Patient Signature Dhate: ; 4
| for co-insurance or deductibles,

The 1996 Health Insuranee Porability and Accountability Act (HIPAA) requires that all health care providers comply with patient privacy and
security laws (45 CFR 160, 164). Paticnt confidentiality and privacy/security applies 1o any protecied health information (PHIL  This notice
explains how my protected health information (PHT) may be used and what their office’s responsibilitics are reparding my privacy rights and
protected health information.  Indicatc whether you are the parent or a legal guardion of the patien! or miner. I you want o discuss ansthing
privately that you do not want o be overheard by other persons in the doctor’s office, please inform the seaff before you see the doctor saoa private

room can be artanged. Please sign and date below.
By signing this form, | acknowledge that this office has presented me with

a copy of their INIPAA privacy practices and | have been able to read the
| Patient Signature and Date: practice policies notice that is posted on the waiting room wall.

| _l.'kﬁ‘:m?s Name/Address: Jeffrey R. Rockenmacher, DC, 4152 Katella Ave., Ste 102, Los Alamitos, CA 90720

i www chiropracticoffice forms.com



|, The symptomis) that have prompted me to seek care today include:

Patient Name

And the results of - [ An accdent ar injury
[ Wiore [0 Autn [0 Other
O & wersening long-temn prablem
1 &ninterest in: O Wellness O Other

r

3 Onset {When dic you firet ratice your curment 4. Intensity (How exirarme are your cuman 5. Duration and Timing {How cfen do
symplons?) Evmptems T you feel it¥)
O Constantiy (7E-100%)
TS . ifnlulsislalsisiuy stk o

1 Frequentiy i51-75%,

Ansent Uneamiortatis Aganizing y
[ Crecasionally {25-50%)
O Intermitientiy (0-25%)
6 Quality of Symptoms 7. Location (Where does i hur?) a4  Radiation (Doas it afiac ciher areas of your beay? To what areas does
(Wit does 1 fee like?) fark the areaz] on the lustrafion i1 pain radiate, shoot or ravel?)
T Murriness
1 Tingling =
O3 Sllinass Aggravating or relieving factors {What makes it better or werse,
= D”"_ such as fime of day, movements, ceriain achviies, etc?)
I;' At ‘What tends to wersen the
L1 Cramps problem?
I1 Nagging
[0 Sharp
[ Burming What tenos 1o easen
[ Shanting the problem?
O Throsoing
B gt;::mg Prior Interventions (What have you done 1o refeve the symploms?)

_ Breserplicn Medicetion [ Sungery Oilee
_ Oner-thecountar drugs L Apapuncure L] Heal
| Homeopathic remedies _ Chirmpractis

] Physical Therapy ] Massage

1 Cahar

11.  Have you traveled intemationally in the last § months? C Yes [ Mo If yes, where?
12. What else should the doctor know about your current condition?

13. Review of Systems
Chiropractic care ocuses on the integrdy of your nenrvous syatem: which comirls and regulates your esdire yvour bov, Please mark the pox beside any cenafions that
yiou Had or currenty Have and initia! to te right.
Wad Haes  Had Have i Have Hed Hwe Hod Hawe  Had HWeve
O CDsteoporosis [ ClArdhits 0 OSoolisis B DONeckpan D CibackProblems L. [Ihipdisosders
0 [ikmesingses [0 ClFootanklepan O OShoulderProblems = [CEbow/wrstpain O CITMIlssues [ O Poorposture
CINONE Inthade .
h. Hewrological
Had Hawe Had Have Had Hawe Had Have Had Hawe Had Hawe
[ O % =14 71 CIDeprassion T [CHeadache O [ClDiziness = [OPrsé&neadles O TNumbnass
Initials
O Cllowblood £ OHghcholesterst 0 CPoorcimulaion O Déngna 0 CExcessive.
presssure. '  bising
Initizls
d. Respiratory
Had  Hawe Had  Have Had  Have Had  Have Had  Have Had  Hawve
0 Ohsthma [ [CApnea O OShordnessof bresth O C”Hay fever O CDEmphysama . LIPneumomria
[ I NONE Initials
Had  Havo. Hid Have Had  Have Had Have Had  Have
O OAnomesialBubmia 0 CFoodsensthites O CHearbum O OConstipsion O ODiarhea
Had Have Had  Have Had Hawe Had  Have Had Have
L LlBlursd vision [ CIRinging in aars 0 ClChronic gar infection [ ClHearing ‘oss C [logs of smell [ [CLoss of taste
T NOME Initials

Doctor's Initials

L) Fae



g. Integumemtary
Had Have Had Have Had - Have Had Have Had Have Had Have
Clikin cancsr 0O  [OFzonasis O DOEczems O Ohcre O Oz loss O [ORash
L NONE Inftials
h. Endocrine
Had Have Had  Hawe Had Hawe Had  Have Had  -Havi Had Have
[T Cimavrold s2ues O Climmunegisorder 000 TFraquent emation 0° CHypoglycemiz: [ Clowollenglands . [ Cllow energy
1 HONE |sitials
i, Genitourinary
Had Have Had Have Hatl  Have Had  Hawi Hatl  Hawe Had Hawe
[0 CHidneystones T Dirferility ' OEmctiedysfunciion O  COProstateissues O TBedwetting O COPMS symoloms
CINONE Initials
J. Constitutional
Had  Hawe Had = Have Had  Have Had Have Had Have. Had  Have
0O [OFainting 0 CLow libida [ Cisudeenweightchange [ ClFatigue Ll ZPoor appetits [ CWeakness
CINONE Initials
Past Personal, Family and Soclal History
Please identify your past health history. including acoidents, injuries, linesses ana treatments. #eaze complete each section fully,
14, llinesses
Check the ilinesses you have Had in the past of Have now,
; 15. Operations 16, Treatments
Had Have Had Have Burgical Interventicns whic may or Gheck the ones youbve recaived In
[ [CADs 1 I Tuberculosis may nod have included Rospitalzations, the Past o ais recaning Currently,
[ Alcobolism C1 T Typnoks fevar
LI L Arterioaclamsis O et Data £ast Burraetly
O [ Ganer [ T Alergies L) AppendicRemoval 4 T1 T Acupunciura
1 LI Ghicken Pox Food: IBypesssugary, . HL- Clastblois
1 T Diaketes Medicatons: [T Canzer oy L e S T R - antﬂ:ﬁ F‘Illls
21 _l Epilepsy : [ Cosmeflo Sumery 0 2 Tl Bkod bensfusions
Ol 7 Gacoma ~ Emvirmnmental [ Elective Sugery 4 1 1 Chemetherapy
Ll Ol Goiter LT SRR 3 2 Chiropractic care
i o e | [ Eve Surgary I_ul_ I j Dialysis
(] LI Hear disasse Etitessniy o W B Elas
M [ Hepattie S MRLT Tt i Pacﬂmakar it ot 1 121 Homeopathy
L O Mslars L1 Eping! S o S I:Iarmcne raplaceimant
[ [ Measies I 7 [ inhaker
C [ Mulie Sclerasis JTonslectomy. L 0O O Massage therapy
r | MLIITIFS al ﬁ.rasgcmm-y _'I_-'I_ I_l =l F‘hﬁ"slm mE[Ep'!,l
el M 1 her; e [ O Miibensl supplements:
E [T PFalo st
[ | Rheumatc Faver L.
[ [ Scadet Faver 17. Injuries
2 R S_E:mally franamitisd Have your ayer 21 T Medications [Pragcriptions
d'H?EB 1 a2 fraciured oo brokes bone [71 Uizad acritch of ethiar support & Cver the Counbes)
Fl T Biroks It 50, where [ Used neck o back braging
el A e [T Recaived a taton
1 Had siping o nenve disarder [ Hax & body piercing

Patient Kame

|| Been knacked unconscious 2]l
[T Been injured in an seckisnt

[so, whan _f

18. Family History
Su!'ne health issues s hersditary, Tell the doctor about the health of your immediate farmdy memoers, e, mother, tather, sister, brother,

> I Akheimers 1 Gancar [ Diabetes [77 Hyperansion [71 Thyreid disorder
; | Arthrits 1 Depression 1 Hear! disease [ Stroke LI Gither
19, Are there any other hereditary health issues that you know about?
20. Social Higtory
Tedl the dacior abaut your health hab-s and stress lavels
Alochol use Ol Dally O Weekly  Thever  How much? Prayeror meditation? (Tl Yes: ClNo
e sse L Daily 1 Waekly  Chever  How much? Job pressureiirass? Cyes ClHo
Tobaccouse (I Daly Tl Weekly TiNever  How mush? Financial peaca? [¥es [Np
Exarcizing O Daily  CI'Weekly  CiNever  How much? Yaoenated? CYes [Iho
Pain Rélisvers 1] Daily U] Weekly  CiNever  How much? Mercury fillings? Cives [l ho
Soff drinks L0 Daily O Weekly  Tihever  How much? Recreation drugs? CiYes LN
Wafarintake EiDally [ Weekly  Tlhlever  How mugh?
Hobbjes: = = = .
; Doctor's nitials

4|



1. Activitles of Daily Living

Hew does this conditon inerfiene with your like and ability 10 function? Patient Name
Mo Wild  Moderate  Sever Ma Wild Moderate  Severe
Affect  Affect Affect Affect Affect Affect Affect Affact
Sitting =] O =] | Grocery shopping El | | |
Rising out of chair = O | | Houszahold chores | [l | |
Standing | ]| 2| = Lifting chjects | | = =]
Walking O L O | Reaching averhaad 1 O <] B
Lying dawn O ] Ol O Showering or bathing ] ] 2l u
Bending over O = =l | Dressing myself | | = =
Climbing stairs ] [ [ | Love fife | = El =]
Uzing a computer 3 = = C Catting to sleep =] =] [ |
Getfing infoul of car E [ ] [ Staying asleep O C ] m|
Driving a car O O O = Concenirating 0 - 0 0
Looking cver shoulder [0 B C C Exari:sing [ C O B
Caring for family O O = £ Yarcwork ] = (] £
22 What is the major strassor in your |fa? 23, How much sleep do you average perniohi? __ Hours
24 Winat is the type and approximate age of your matiress and pillow? 25, What is your prafered slesping position?
26, Desoribe your typical eating nabits: 1 Skip breakfast 17 Two meals aday 1 Three meals aday L Snacking belween meals

27, What would oe the most significant thing you could do to improve your health?

2B, Ir addificn to e main reason for your wisit today, what adeitional health goals do you nave?

Acknowledgements
To set iear expectafions, improve communications and e you ged the best result in the shortest amount of fime, please read each statement and iniial your
Agreament
| instruct the chiropractor to deliver the care that, in his or her professional judgement, can best help me in the
Initiats restoration of my health. | also understand that the chiropractic care offered in this practice is based on the best
available evidence and designed to reduce or cormect vertebral subluxation. Chiropractic is separate and distinct
healing art from medicine and does not proclaim to cure any named disease or entity.

| may request a copy of the Privacy Policy and understand it describes how my personal health information is protected
Initials and released on my behalf for seeking reimbursement from any involved third parties.

_lrealize that an X-ray examination may be hazardous to an unborn child and | certify that to the best of my knowledge |
Iritials am not pregnant. Date of late menstrual period (MMDODNYYYY):

| grant permission to be called to confirm or reschedule an appointment and be sent occaslional cards, letters, emails or
ritizls heatth information to me as an extension of my care of this office.

_ lacknowledge that any insurance | may have is an agreement between the carrier and me and that | am responsible for
nitials the payment of any non-coverad services | recelve.

To best of my ability, the information | have supplied |s complete and truthful. | have not misrepresented the presence,
nitials severity of cause of my health concern.

If patient is a minor child, print child's full name:

Signatura Dara (MMIDDA Y

[ Doctor's Initials

W e



MOTORCYCLE COLLISION

Date:
PATIENT INFORMATION

Patient Name:

Address: City : Zip

[ome Telephone:  Work Telephone:

Date of Birth: Social Security No:
Date of injury: Time of injury: - UAM 0O PM

City where crash occurred:
Street (location) where crash occurred: o
What is the estimated damage to your motorcycle? $
Name of company/person giving damage estimate:
O Yes, O No Did the police come to the collision scene and make a report?
O Yes, O No Were you cited by the police? If ves, name of officer:
L] Yes, O No s an attorney currently representing you? Name/address/phone;

DESCRIBE HOW THE MOTORCYCLE CRASH HAPPENED:

COLLISION DESCRIPTION
Check all that apply (o you, Were you involved in the following type of collision event:

_r O Single-motorcycle crash O Two-motorcycles in crash O  Three-or-more vehicles
| O Motoreyele-to-car crash [0 Lost control O  Ran oft road
O  Motoreyele-to-truck crash O Hit guardrail/tree/object O Other

YOU WERE THE:
| O Driver O  Rear passenger |

OTHER PERSON ON MOTORCYCLE:
[L'l Yes ONo Was there another person riding on the motorcyele? If yes, Name: |

DESCRIBE THE MOTORCYCLE YOU WERE ON:
Model Year/Make and if modified: |

HELMET USE

O Yes O No  Were you wearing a moloreycle helmet at the time of the crash?

O Yes O No I ves, did your helmet break or crack?

O Yes ONo  If you were wearing a helmet was it a full faced helmet? (Includes chin and face)

| Dur.:l_ur" b_ Nit]'!lc.-";"'uddl'ESS:T[tt_f'f'rE}' E. I{uaenmachen B, 4152 Katella Avenue, Suite 102, T.os Alamitos, CA ‘?IE}T'E__
Form 4100

i www . chiropracticotficeforms.com




MOTORCYCLE COLLISION (Page 2)

DESCRIBE THE OTHER VEHICLE/OBJECT THAT YOUR MOTORCYCLE HIT:

'O  Small car O Mid-sized car OO0 Tull-sized car
O  Pick-up truck/Sport utility vehicle O  large truck 0 Large bus or Semi-truck
O  Motoreyele 0  Pedestrian O  Other

AT THE TIME OF IMPACT YOUR MOTORCYCLE WAS:

O  Slowing down O Gaining speed
O  Stopped O Moving at steady speed

AT THE TIME OF IMPACT THE OTHER VEHICLE WAS:

L Slowing down

O  Gaining Speed

Moving at steady specd

O Stopped U

DESCRIBE HOW YOUR MOTORCYCLE MOVED DURING AND AFTER IMPACT:

INDICATE IF YOUR BODY HIT SOMETHING OR WAS HIT BY ANY OF THE FOLLOWING:

Please draw lines and maich the lell side to the right side.

Head

Face

Shoulder
Armhand
Front chest wall
Side chest wall
Hip/abdomen

Front Windshield

Side window

Side door or side of car
Front grill of vehicle

Hood of car
Pavement/Street Surface
Frame of car near windows

Knee Roof of other vehicle
Leg Another occupant/animal
Foot (ther

CHECK IF ANY OF THE FOLLOWING PARTS BROKE, BENT, OR WERE DAMAGED ON YOUR

MOTORCYCLE

O  Front wheel [0 Seat frame O  Faring

[0 Handle bars O Motor O Other

O Fromt forks [0 Rear wheel 0 Other

Patient Name: B ) | Date: | Doctor: Jeffrev B Rockenmacher, DC

i www chiropracticolTiceforms.com
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EMERGENCY ROOM, DISABILITY, & CURRENT TREATMENT (Page 4)

YES | NO EMERGENCY ROOM
L L | Did you go to the emergency room afterward? If no, go to the bottom of this form and i1l out the
disability/treatment sections. [0 yes, indicate when date and time: -
Name of the emergency room? City:
= U | Did vou go to emergency room in an ambulance?
O O | Did vou or another person drive vou to emergency room? Name of other person:
| O | Were vou hospitalized afier being seen in the Emergency Room? If ves, how many days:
(| [0 | Did the emergency room doctor take X-Rays? Check what regions x-rays were taken:
O Skull/Face x-rays O Rib/Chest x-rays
O Neck or Middle back x-rays O Collar bone x-rays
O Low back or Hip/Pelvis x-rays O Shoulder. Arm or Hand x-rays
O Leg or Foot O Other
O O | Did the hospital or clinic take MRI or CT SCAN of vour bodv? If yes, indicate what areas of body;
O Skull, O Neck. O Low back or hip/pelvis, O Other
| L | Did vou have any broken bones/fractures? If yes, where:
O O | Pid you have a splint or cast put on for any sprain or fracture? If ves, type/location:
a 00 | Did vou have any dislocations? [f ves, where:
a O | Did vou have any cuts, lacerations, or abrasions? If yes, where:
O O | Did vou require any stitching for cuts? I ves, where:
O I | Did you have any visible bruises or lumps? If ves, where:
O O | Did you have any visible bruises along the shoulder or lap portions of your seatbelt?
O O | Did the emergency room doctor give vou pain medications or muscle relaxants?
k=] O | Did the emergency room doctor give vou any other medications/preseriptions?
O O | Did vou require any surgery afier the accident? If ves, describe type and date:
EI O | Were vou hospitalized overnight? If ves, indicate dates hospitalized:;

What did the Emergency Room or Hospital Doctor(s) say was wrong with vou?

DISABILITY-HAVE YOU BEEN UNABLE TO WORK SINCE INJURY?

O YES, ONO 1 have lost days (time) off work? If ves. check if vou were off work: O Partially O Completely
Please list all dates off work: I'rom Lo

11" ves, what physical activities (sitting, bending, lifting, walking, etc) have limited your ability to work?

CURRENT TREATMENT

O YES, ONOQ Are you currently seeing any other doctor/therapist? IF ves, who:

O YES. ONO Are you curtently using any type of brace, support, collar, cane, crulches, TENS unit, or other devices Lo help your

pain since the injury? If ves, indicate what type and how often vou use:

O ¥LS5, 0O NO Are vou cwrently taking any over-the-counter or prescribed medications 1o help your pain? If ves, list these

medications and how often vou take them:

O ¥ES, O NO Have vou been treating voursell (ice, heat, lotions, e, )7 1 ves, list:

Paticnl Name: | Date: | Doctor: Jeffrey R. Rockenmacher, DC

Form 20040

i waw chiropracticafficefornis.com



PROVIDERS SEEN SINCE THE COLLISION (Page 5)
Start with the first hospital‘clinic/doctor/therapist that vou went to after your mator vehicle crash and list all
health care providers (all types of doctors or therapisis), up to your last health care provider seen, and check
all that apply for each, Be certain to list these in sequence from first health care provider seen to the last one.

Address:

(D Mame Emergency Room, hospitalidoctortherapist/center:

Date

Indicate what was done:
O Exam-consultation
O Exam or consult only {no treatment)
O X-ray of neck or head
O X-ray of chestribs/middle back
O X-ray of low back! pelvis‘hips
' O X-ray of shoulder/arms/legs
O MRLCT scan
O EMG/MNerve conduction study
O her tests

Indicare if treatment with this provider;

O Helped,

O Kehabilitation

O Cltrasound

O Spinal adjustments

O Muscle massage/myotherapy
O Muscle stimulation

O Physical therapy

O Anti-inflammatory medications
O Pain medications

O Muscle relaxants

O Exercises

O Acupuncture

O Injectionis)

O Wrist brace-splint
O Meck collar (brace)
O Low back brace

O Heart packs

O lee packs

O Other:

O Did not help, O Made condition worse

Address:

® Mame hospital/doclortherapist/center scen:

Drate

Indicate what was done:
O Exam-consultation
O Exam or consult only {ne treatment)
O X-ray of neck or head
O X-ray of chesvribs/middle back
O X-ray of low back/pelvisthips
O X-ray ol shoulder/arm/leg
O MRIET scan
O EMGMNerve conduction study
O Other tests:

{Indicare if treatment with this provider:

[ Helped,

O Rehabilitation

O Ultrasound

O Spinal adjustments

O Muscle massage’'myotherapy
O Muscle stimulation

O Physical therapy

O Anti-infammatory medications
O Pain medications

O Muscle relaxants

O Did not help,

O Exercises

O Acupuncture

O [njectionis)

O Wrist brace-splint
O Meck collar {brace)
O Low back brace

O Heat packs

O lee packs

O Chher:

O Made condition worse

@ Name ol hospitalidoctor/therapisiicenter:
Address:

[ate

Indicate what was done:
O Exam-consultation
O Exam or consult only {no tredtment)
O X-ray of neck or head
O X-ray of chestribs/middle back
O X-ray of low back/pelvisthips
O Xeray of shoulder/armieg
O MEI/CT scan
O EMG/Nerve conduction study
O Oiher tests:

Indieate if treatment with this provider:

O Helped,

[0 Kehabilitation

O Ultrasound

O Spinal adjustments

0O Muscle massage/myotherapy
O Muscle stimulation

O Physical therapy

O Anti-inflammatory medications
O Pain medications

O Muscle relaxants

O Lxercises

O Acupunciure

O Injection(s)

O Wrist hrace-splint
O Neck collar (brace)
O Low back brace

O Heat packs

O Ice packs

O Other:

O Did not help, O Made condition worse

Patient MName:

Diate:

| Doctor; Jeffrey R. Rockenmacher, DT

i woanw chiropracticofficeforms,com




HEADACHE/MIGRAINE/HEAD/FACE PAIN AND/OR INJURY HISTORY (Page 3)

Flease print clearly. Check all boxas that apply to you and describe your "YES" responses. Your doctor will be going over
this guestionnaire with you during your consultation, and yvou can clarify yvour answers at that time,

Y

&
~
-

GENERAL PRIOR HEAD REGION HISTORY

Have vou recently had a fever, chill, respiratory or other infection, rash, circulatory disorder, or joint pain‘swelling?

Have you had any illness or disease involving vour muscles, collagen, blood, blood vessels. skin, or nerves?

Have you been told that vou have an autoimmune or genetic condition of the head, brain or spine/spinal cord?

Have you been told vou have arthritic, neurological, or vascular disease in vour body or head/brain areas?

Have you had a previous head injury, blow or fall, siriking vour head, or concussion in the past?

Have vou ever had a disease or disorder to the skull, blood vessels, brain, eves, or spinal cord? Describe below.

Have vou been told that vou have ever had a stroke; blood clol, artery blockage, or Trans-Ischemic Adtack (TIA)?

Recently, have vou had blurey or double vision, ouble speaking/swallowing, dizriness, fainting spells, nausea,
trouble walking or balance problems, or hand/feet numbness or weakness”? Describe below.

O 0Ojo|OojOojoj o)

o| olo|olo|ololalaol;

In the past four weeks has your head/neck been exposed Lo any violent motionjerking or force? Describe below.

| It yes, describe and provide dates:

If you have ever had headaches or migraines in the past, would you describe the type and severity of your
current head pain/symptoms as being similar to the head pain you have had in the past, better than usual,

slightly worse than usual, or a type of head pain that is entirely new or unusually severe? Describe below.

Paticnt: Deseribe any condition, aceident, aetivity, medication, posture, diet.;tr‘exs, ete., that ll.'..tii.,:';:_l'.l-ﬂ\"l: caused or contributed
for your current head pain/symptoms:

O Mo O ¥Yes. Have you had a history of having priur_heﬁda?:hﬁsa’migruinwﬂleada’face pain/symptoms in the 12 months before
this motor vehicle collision? If yes, describe their frequency and severity?

HEAD PAIN/SYMPTOM DESCRIPTION

Deseribe your head pam location (top head, forehead, eye

arca, left side, right side, both sides, or back of your head),

When did your head pain begin and/or injury oceur? Date required:

Describe how or why your pain began {mechanizm).
Describe all head/neck injuries and what happened.

Diescribe all aggravating physical activities/motions.
What makes vour head pain worse?

Deseribe any relieving physical activities,
What activities lessen your head symptoms?

Deseribe how your symptoms feel (examples: dull, sharp,
ache, sore, pain, numbness, tingling, worst pain ever, etc).

Dreseribe any symptoms that originate from vour neck or
| jaw region that radiale to your head.
How frequent and severe are yvour pain/symploms? Percent of time . Pain Severity (0-10]

List all prior doctors you have seen for your headaches/head
pain before, describe any treatment/medications used, and
describe the name or tvpes of headaches/migraines that

Patient Name;

| Date: | Doctor: Jeffrey R, Rockemmacher, DC

Form 1010

2 waw chiropracticofficeforms.com



NECK, BACK, HIP, PELVIS PAIN AND/OR INJURY HISTORY (Page 3)
Flease print cleary. Check all boxes that apply to you and describe your "YES™ responses. Your doctor will be going over
this guestionnaire with you during your consultation, and you can clarify your answers al that fime.

-
o

NO GENERAL SPINE HISTORY (HEAD, NECK, MIDDDLE-LOW BACK, SACRUM, AND PELVIS)

Have vou been told that you have scoliosis, spondylolisthesis. spina bifida, or lised vertebrae?

I'old that vou have a bulgingherniated disc or disc degeneration in the spine?

I'old vou have weak bones, osteoporosis, osteopenia, or ankyleosing spondylitis in your spine or joints?

Told you have arthritis, degeneration, or rheumatoid arthritis in your spine or jeints?

Have you had a previous head injury or brain/spinal cord disease in the past?

Have you injured your neck, back, sacrum or pelvis in the past?

Have you ever had an injection inle your dises or spine (Tacel joints) in your back, sacrum or neck?

O0O0ooooio)=
Ojojoo|Oojoya

Do you have a stomach, intestinal, digestive, malabsorption disorder (wheat allergy, ele.), muscle discase, prostate,
ovarian. or uterine problem, condition or disease that could be affecting your back?

If yes, describe and provide dates:

SYMPTOM OR COMPLAINT ONSET

O Suddenly, O Gradually. Check hox indicating if your current neck/back symptoms developed gradually or suddenly.

NECK PAIN AND/OR INJURY HISTORY

Describe vour neck pain location (left side, right side,
middle of your neck, both sides, front, or back).

When did your neck pain begin andfor injury occur? | Date required:

Describe how or why your pain began {(mechanismy).
Describe what happened.

Describe all azeravating physical activitics'motions,
Whal makes your neck or referring arm pain worse?

Describe any relieving physical activities.
What activities lessen your neck/arm symptoms?

Describe how your symptoms feel (examples: dull,
| sharp, ache, sore, pain, numbness, tingling, stifl).

Describe any symploms thal originate from vour neck
that radiate to vour head/shoulders/arms/hands.

How Frequent are vour paindsymptoms { Percent)?

How severe are vour pain/symptoms (Zero-to-1077

YES NO

List all doctors you have seen for vour neck before.

NECK REGION HISTORY CONTINUED

Do vou get dizzy when vou look up or twist vour head? If ves, how often:

Do you black out, lose your balance or get a headache when you look up or twist your head?

Do vou feel vour neck pain sends pain downwards between vour shoulders or to the front of vour chest?

Have you had a new type of headache or an unusually severe headache recently?

ajOojo|go|ia
| ] ]

Have vou noticed your head leaning or tilting to one side recently?

| Patient Name:

| Date: | Doctor: Jeffrey R. Rockenmacher, DC
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UPPER-MIDDLE BACK, LOW BACK, PELVIS REGION HISTORY (Page 4)
{Skip this page if you do not have any injuries or symptoms here)

Deseribe vour pain location {(middle back, lower back,
sacrum and if located in the front/side/back of body)

When did your pain begin and/or injury occur? Date required:

Describe how or why your pain began (mechanism).
Deseribe what happened.

| Describe all aggravating physical activitiesrmotions,
What makes vour back or referring leg pain worse?

Drescribe any relieving physical activities.
Whal activitics lessen vour back or leg symploms?

Deseribe any symptoms that originate from your back
that radiate to vour chest, hips, legs, or feet.

Describe how vour symptoms feel (examples: dull,
sharp, ache, sore, pain. numbness, tingling, stitt, etc).

Howe Trequent are your painfsvmptoms (Percent)?

How severe are your pain/symptoms { Zero-to-1077

List all doctors you have seen for your back before.
YES NO THORACIC AND LOW BACK REGION HISTORY CONTINUED
0 | O | Do you have pain that shoots or radiates outward along your rib cage?
0 O | Does vour middle back or chest wall pain intensify when you take in a deep breath or cough?
O O | Do vou have a tight band-like feeling sometimes around vour chest?
O O | Do you recently have any associated unusual indigestion, chest pressure, or pain down your left arm?
O O | When you move your neck around, does your middle back pain or chest pain increase?
O O | When vou cough, sneeze, or bear down 1o have a bowel movement, does vour back/leg pain pet worse?
O 0 | Do you have a consistent pattern of getting severe leg pain or cramping after walking for similar distance
that is relieved by resting or sitting down? This pain resumes after walking for same distance.
| O | Do you get leg pain or hip pain while walking that is consistently relieved by sitting down or lving down?
This pain doesn’t bother you at night or while sitting,
| Ol | Does either leg or foot drag on the floor when vou walk?
&l O | Do vou have a lot of leg cramps at night recently?
] [0 | Have you recently had any urinary or bowel incontinence or had difficulty urinating?
O | O [ Do your feet feel cold recently? If yes, indicate which foot or if both feet:
B 0 | Have you recently noticed that either of vour legs occasionally gives out on you when vou walk?
O | O | Does one or both of your legs feel weak recently?
O O | Has vour anal-rectal region been completely numb recently?

_Please print clearly

If yes, describe and indicate dates:

| Patient Name:

| Date: Doctor: Jetfrey R, Rockenmacher, DC
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EXTREMITY PAIN OR INJURY QUESTIONNAIRE

Answer the following questions if vou have extremity symptoms or injury. Skip this page il you do not, 15 some ol the guestions are
unclear to vou, skip ahead to the next question. Your doctor will be going over this questionnaire with. Flease print clearly.

SHOULDER, ARM, ELBOW, WRIST AND HAND REGION

Deseribe pain location (left, right, middle, front, hack |

When did vour pain begin and/or injury occur?
3 p 2 Jur

Describe haw or why vour pain began (mechanism).
Describe what happened.

top). Example: top of shoulder joint/inside left elbow)

Date required:

| Describe all aggravating physical activities/motions.
What makes your shoulder-arm symptoms worse?

Deseribe any relieving physical activities/motions,
What lessens your shoulder-arm pain-symptoms?
I present, describe which fingers or part of your hand
vou have any pain. numbness, or tingling.

Deseribe how yvour symptoms feel {exumpla?duil,
sharp, ache, sore, pain, numbness. tingling, stiff).

How frequent are your pain/symptoms (Percent)?

How severe are your pain/symptoms (Zero-to-10)?

List all doctors vou have seen for your shoulder, arm,
ar hands betore,

HIP, LEG, KNEE, ANKLE AND FOOT REGION

| Describe vour pain location (lefl. right, middle, front, |
back). Example: front of hip/outer calf area.

When did your pain begin and/or injury occur?

Date required:

Describe how or why your pain began (mechanism).
Deseribe what happened.

Describe all aggravating physical activities/motions:
What makes vour hip-leg pain-symptoms worse?

Deseribe any relieving physical activities:
What lessens your hip-leg symploms-pain?

If present, describe which toes or part of vour leg/foot
vou have any pain, numbness. or tingling.

Describe how your symploms feel (examples: dull,
sharp. ache, numbness/tingling, stiff, etc).

How [reguent are vour pain/symptoms (Percent)?

How severe are vour painfsymptoms (Zero-to-1007

' List all doctors you have seen for vour hip, leg, knee,
ankle, and foot before.

O No, O Yes. HAVE YOU HAD ANY PRIOR INJURIES OR FRACTURES TO YOUR ARMS AND LEGS?

| Describe body part, date, and residual pain:

| Patient Name: | Date:

13 www chiropracticofficeforms.com
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POST-TRAUMATIC SYMPTOM QUESTIONNAIRE

PATIENT NAME:

DATE:

PATIENT INSTRUCTIONS: Look af dach symptom listed in the left column and make a svingle check mark or several check marks
in the appropriate columns (o the right for the specific symptomy which apply lo vou relative 1o the onset and cuvrent complaints,

Leave the row Blank § the spmpiom listed below does not apply o vou,

SYMPTOM LIST
(Check all of the symptoms that began
after your injury that apply to vou)

BEGAN IN
LESS THAN
24 HOURS
AFTER
INJURY

SYMPTOMS
BEGAN

1 TO 7 DAYS
AFTER
INJURY

YOU HAVE
SYMPTOMS
PPRESENTLY

YOU HAD SIMILAR
SYMPTOMS WITHIN
12-MONTHS
PRIOR TO THIS
INJURY

Headache/migraine/Tace pain

Nausea and/or vomiting

l'innitus (ear ringing)

Blurry vision or other visual symploms

Memory problems or forgetful

Poor concentration or less mental stamina

Dizeiness or giddiness

Fecl unsteady on [eet when it is dark at night

Balance problems when reaching overhead

Loss of coordination with arms/hands/legs

Feel unsteady when walking

Misjudges distance when moving about

Feel unsteady bending down to pick-up items

Tripping while walking since injury

Light-headed when trning head-looking up

Feel unsteady when standing up/sitting down

Sensitivily to light or seund

Fatigne since injury

Loss or absence of smell and/or taste

Pain/ditficulty swallowing

Jaw pain/soreness or difficulty chewing

Meck pain/soreness/aching/stiff

Shoulder pain/stiffness

Arm/hand painftingling/numbness

Weakness in arms or hands

Upper/middle back pain/soreness

Chesl pain or bruising

Rib cage pain or bruising

Abdominal-Pelvic pain or bruising

Low back pain/soreness/aching

Hip pain or bruising

Lpper leg or thigh pain

Leg numbness/tingling

Weakness in legs or feet

Pain radiating down leg(s)

Knee, lower leg or calf pain

Anklefdootloe pain

Other

Jeffrey R, Rockenmacher, DC. 4152 Katella :"-.vcﬁc. Suitc_l 02, Los ﬂimnimsﬁ CA 90720
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GENERAL HEALTH HISTORY (Page 1)

DESCRIBE ALL OF THE REASON(S} WHY YOU HAVE COME TO OUR OFFICE {Symptoms/injury). Print Clearly

Check no or yes to the questions below. If ves, check if vou had it vecently or had the condition in the past?
NO | YES GENERAL QUESTIONS

Do you have a history of poor healing or told that you have a healing disorder?

Do you smoke cigareties or use tobacco products recently or currrently?

Do you have a thyroid, kidney, liver/gallbladder, or other endocrine-metabolic disorder?

Have vou been told vou are pre-diabetic (hypoglvcemia), diabetic or have high cholesterol?

Have vou had a heart attack, heart disease, a heart pacemaker or a neck or chest shunt?

Ui vou have any infectious diseases such as AIDS, Tuberculosis, Meningitis, [epatitis, etc.?

Dy you have difficulties or intolerance 1o heat packs or ice packs on vour skin?

D vou have problems with dizziness, blacking oul, balance problems, fainting, or tripping?

D you have an epilepsy-seizure-Convulsion history or any other neurological disease?

History of multiple sclerosis, lupus, psoriasis, paralysis, or disease alfecting nerves?

Iave vou been diagnosed with cancer or had cancer treatment or surgery ol any tvpe!?

Iave vou had a stroke or fransient ischemic attacks (TIA).

Iave vou had blood clots, bleeding or vascular disorders, or told vou have an abdominal or brain ancurysm?
Do you have hypertension or high blood pressure? If ves, name of MD currently seeing:

Do vou have an autoimmune disease, digestive or intestinal disease, or respiratory diseases, ete?

| Do vou have a history of fatizue, welght loss/oain, fever, kidney/ovarian pain, or bowel/bladder disorders

OiOojoio|OjoioO o ojg Qoo
UjOioo|O| o0/ o|o|o|ojo|ojo|ogjao

Women only: Check box to felt if there any chance that you are currently prezpant

If vou checked ves above, please describe:

HAVE YOU HAD PRIOR INJURY OR PREVIOUS MUSCULOSKELETAL PAIN?
O NO, O YES, (Check NO box if you have never had a history in the past) Il yes, please describe below:

L__

HAVE YOU HAD FRACTURES/BROKEN BONES IN THE PAST?
O NO, O YES. (Check NO box if you have never had any broken bones in the past). 11 yes, please describe below:

HAVE YOU EVER BEEN HOSPITALIZED?
O NO, O YES. (Check NO box if you have never been hospitalized in the past) [f ves, please describe below:

L_ - )

HAVE YOU HAD ANY PREVIOUS SURGERIES?
O wo, O YES. (Check NO box if you never had any surgical procedure in the past). If ves (including silicone implants, cancer,
_sping, herniated discs, genetic conditions, ports in the chest’abdomeny), please describe type and when:

| Patient Name: | Date: Doctor; Jeftrey B, Rockenmacher, DO
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GENERAL HEALTH HISTORY (Page 2)

PRIOR INTERVENTION BY OTHER HEALTH CARE PROVIDERS

0 Mo, O Yes. Have you seen any other doctors for the same condition(s) that you are secking chiropractic today?

) = i
[ yes, list doclor names, lests, and resulis?

O Ne, O Yes. Have you taken any pain or anti-inflammatory medications today? Il ves. describe the name(s) of the
medication(s) and when you took it last:

O Noo O Yes. Do vou have a fever, eold, virus, or infection currently? Il yes, describe;

[ No. O Yes. Do you have a family history of high blood pressure, stroke, heart attacks, scoliosis. spina hifida, genetic
conditions of the sping, rheumatoid arthritis, other forms of joint or spine arthritis, herniated discs in the spine, spinal cord disease,
brain disease, nerve disease, blood vessel aneurvsms, blood disease. or other discases?

1f vies, please describe:

O No, O Yes, Have you been treated by a Chiropractor for any condition and/or injury in the past?
List Chiropractor’s Name: City: Year:
List Problem(s) thal the Chiropractor treated you for:

Please list the name of your primary medical
| doctor and when you had your last appointment?

O No, O Yes. Do you have any problems laying face down on an examination table (tender breasts, chest or
breast surgical implants. ports. ete? If ves, why:

SLEEPING PATTERNS AND/OR DISORDERS
0 Mo, O Yes. Do you sleep normally at night? In no, please describe vour sleeping problems below:

| _ _

MEDICATION HISTORY (PRESCRIBED AND OVER-THE-COUNTER)
O No, O Yes. Are you taking any medications currently? In yes, list all medications that you are taking:

FOOD OR MEDICATION ALLERGY HISTORY
O No, O Yes. Do you have allergies to any medications, foods, shellfish, seafoed, etc? If ves, List:

EXERCISE ROUTINE
I O No, O Yes. Do you exercise every week? If yes, describe your typical routine over the past month.

_P_u_l_i_un!!__T_'_x_l_;_i_f_n_g-:_:_ | Date: Dﬂctﬂ]':_.!g_ff_rgx mockunmuﬂhgn_ P
Form 1010
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Name:

Oswestry Disability Index

Date:

Score:

PLEASE READ: Please complete this quesfionnaire. It is designed o give us information as fo how your back {or leg) trouble has affected your
ability to manage in everyday life.

Please answer every section. Mark ONE box only in each section that most closely describes you foday.

Section 1— Pain Intensiy

[ | have no pain at the moment

[ The pain is very mild at the moment

1 The pain is moderate af the moment

[ The pain is fairly severe at the momeant

[ The pain is very severe at the moment

[ The pain is the worst imaginable at the moment

Section 6 - Standing

[ 1 can stand as long as | want without extra pain

L1 I can stand as long as | want but gives me exira pain

[ Pain prevents me from standing for more than 1 hour

[ Pain prevents me from standing more than ¥ hour

[] Pain prevents me from slanding for more than 10 minules
[ Pain prevents me from standing at all

"ﬂ!‘npnm;ﬁ@.‘nrﬂprzm;ﬁ-

ction 2 - Personal Care (washing, dressing, efc. )

O 1 can look after myself normally without causing extra pain
1 | can look after myself normally but it is very painful

O Itis painful to look after myself and | am slow and careful
O | need some help but manage most of my personal care
[ | need help every day in most aspects of self care

[ 1do not get dressed, wash with difficulty and stay in bed

A
B
C
)
E
F.
Se
A,
B
C
n}
E
F

ction 7 - Sleeping
L1 My sleep is never disturbed by pain
1 My sleep is occasionally disturbed by pain
[] Because of pain | have less than 6 hours' sleep
(1 Because of pain | have less than 4 hours' sleep
[} Because of pain | have less than 2 hours' sleep
[ Pain prevent me from sieeping at all

A,
B.
C.

B8

E.
F.

Sedtion 3 Lifing

[ | gan lift heavy weights without extra pain

[ | can lift heavy weights, but it causes extra pain
[l Pain prevents me from lifting heavy weights off the floor, but |
can manage if they are conveniently positioned, e.g. on a table
[ Pain prevents me from lifing heavy weights, but | can manage
light to medium weights if they ars convenienlly posifioned.
[2] | can only lift very light weights, at the most

[ | cannot lift or carry anything at all

Section § - Social Life

A
=

C.

D

nom

1 My social life is normal and causes me no exira pain

] My social life is normal, but increases the degree of pain

[] Pain has no significant effect on my social life apar from
limiting my more energetic inlergsts, €.0., sporis, etc,

[ Pain has restricted my social life and | do not go out as often.
[ Pain has restricted my social life to my home

1 | have no social life because of the pain

mTMooO o

- Saction 4 - Walking

[ Pain does not prevent me from walking any distance

[ Pain prevents me from watking mors than one mile

[ Pain prevents me from walking more than ¥ mile

[ Pain prevents me from walking mare than 100 yards

[ | can only walk while using a stick or crutches

1 lam in bed mast of the time and have to craw! to the toilet

Section 8- Traveling

Tmoo®m e

L1 | ean travel anywhere without pain

L7 1 can fravel anywhere bul it gives me extra pain

[ Pain is bad but | manage journeys over 2 hours

O Pain restricts me to jourmeys of less than 1 hour

1 Pain restricts me to shord necessary joumeys under 30 minutes
1 Pain prevents me from traveling except to receive reatment

COMMENTS:

Seman 5 - Sitting

A, O | can sit in any chair as long as | like

[ I can only sitin my favorite chair as long as | like

(1 Pain prevents me from sitfing more than 1 hour

[ Pain prevents me from sitting more than % hour.

LI Pain prevents me from sitting more than ten minutas
[ Pain prevents me from sitting at all

Tmoom

Secfmn 10— Employment/ Homamaking

A,
B.

C.

m

[ My normal homemaking/job activities do no cause pain

' My normal homemakingfjob activities increase my pain, but |
can still perform these tasks.

(7 | can perform most of my homemaking/job activities, except for
more physically stressful activities

[ Pain prevents me from doing anything but light duties

[ Pain prevents me from daing even light duties

[ Pain prevents me from performing any job or homemaking
chores.
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Rockenmacher Chiropractic Financial Agreement for Personal Injury Patients

We would like to take a moment to weicome you to our office and to assure you that you will receive the very best
care available for your injury. In order to familiarize you with the financial policy of our office, | would like to explain
how your medical bills will be handled.

PARTY RESPONSIBLE:
If you were involved in an auto accident in your own vehicle, we will bill the medical payments portion or Personal
Injury Protection partion of your insurance policy to cover treatment charges incurred in our office,

MEDPAY: if you were a passenger in another vehicle, the insurance company which insures the automobile may
be billed for your medical services incurred.

PIP: If you were a passenger in another vehicle, and your own car which has PIP coverage, the insurance company
which carries your palicy will be responsible to pay your medical bills.

3 PARTY: If another vehicle has caused the accident, we will first bill your automobile MedPay or PIP policy for
coverage PRICR to submitting a claim to the insurance carrier of the party at fault.

Itis also to your advantage for our office to bill your own health insurance policy for your medical services, providing
your policy does not state otherwise. Any amount received above or beyond your total bill in this office will be

refunded to you.

ATTORNEY LIENS:

If you hire an attorney to represent you in a law suit, it is our policy to have your attorney sign a Doctor's Lien. This
will guarantee direct payment to our office for any undid balance upon the settlement of your law suit, We retain the
right to first submit all charges to your private andfor auto insurance policy for payment. Further, this office does not
discount or reduce the amount of your balance based upon the outcome of your settlement.

RESPONSIBILITY FOR PAYMENT:

As a courtesy to you, we will gladly submit your charges to your insurance company(ies) andfor your attorney;
however, all services rendered by this office are charged directly to you, and ultimately, you are personally
responsible for payment for these charges, regardless of any insurance reimbursement or settiement you may or
may not receive.

Once again, we welcome you to our office. We hope that this has answered any questions that you might have

about our financial arrangements. If, at any time, you have further questions about your care, please, don't hesitate
to ask.

| have read and agree to the above

Patient's Signature Date
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INFORMED CONSENT TO CHIROPRACTIC TREATMENT
| hereby request and consent to the performance of Chiropractic adjustments and any other Chiropractic procedures,
including examination tests, diagnostic x-rays and physical therapy techniques, on me (or on the patient named
below for which | am legally responsible) which are recommended by the doctor of Chiropractic named below and/or
other licensed doctors of Chiropractic who now, or in the future, render treatment to me, while employed by, working
for, or associated with, or serving as backup for the doctor of Chiropractic named below,

| understand that, as with any health care procedures, these are certain complications which may anse during
Chiropractic adjustment. Those complications include, but are not limited to; fracture, disc injuries, dislocations
muscle strain, Homer's Syndrame, diaphragmatic paralysis, cervical myelopathy and costovertabral strains and
separations. Some types of manipulation of the neck have been associated with injuries to the artenes in the neck,
leading to, or cantributing to serious complications including stroke. | do not expect the dactor to be able to anticipate
all nsks and complications, and | wish to rely on the doctor to exercise judgment during the course of the procedures
which the doctor feels at the time, based on the facts then know, are in my best interest.

| have had an opportunity to discuss with the doctor named below andior with office personnel the nature, purpose
and risks of Chiropractic adjustments and other recommended procedures and have had my guestions answered to
my satisfaction. | understand that the results are not guaranteed.

| have read or have had read to me the above explanation of the Chiropractic adjustment and related treatment. By
signing below | state that | have weighted the risks invelved in undergoing treatment and have myself decided that it
is in my best interest to undergo the Chiropractic treatment recommended. Having been informed of the risks, |
hereby give my consent to that treatment, | intend this consent form to cover the entire course of treatment for
present candition and or any future conditions for which | seek treatment,

Print nama (8) of Doctor Treating This Fatient
Jeffrey R Rockenmacher, 0.C.

4152 Katella Ave, Ste #102

Log Alamitos, C4 90720

DO NOT SIGN UNTIL HAVE READ AND UNDERSTAND THE ABOVE

Printed Name of Patient Date

Signature of Paient Date _

éﬁturé of Patient's -Hepreaenta.’j.';ré 3 - Date

Witness to Patient's Signature - Date

Translated by Data -

Office (562) 598-9609 + Fax (562) 799-1462
4152 KATELLA AVE., SUITE 102 + LOS ALAMITOS, CA 90720



ROCKENMACHER
CHIROPRACTIC - SPORTS MEDICINE - WELLMESS
HIPAA

PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES*

*MNotice of Privacy Practices can be obtained at hitp.#rockenmacherchiropractic. com/mew-patient-center/notice-of-
privacy-practice html or you can request a hard copy from our front desk.

You may refuse to sign this acknowledgement. In refusing we may not be allowed to process your
insurance claims.

Date:

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for
this healthcare facility. A copy of this signed, dated document shall be as effective as the original.

Flease print name of Patient Fatient signature ! If Guardian please sign

Flease print name of Legal Representative/Guardian  Relationship of Legal Representative / Guardian

 Office Use Only

As Privacy Officer, | attempted to obtain the patient’s (or representatives) signature on this
Acknowledgement but did not because:

It was emergency treatment

| could not communicate with the patient
The patient refused to sign

The patient was unable to sign because

Other (please describe)

Signature of Privacy Officer
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Authorization to Use or Disclose Protected Health Information

Patient Name:
Address:
Date of Birth: Date of Request:

As required by HIPPA Privacy Regulations, protected health information may not be used or disclosed to a third
party without patient authorization.

| hereby authorize Dr. Jeffrey Rockenmacher and his employees to disclose my Patient Health Information to the following
person, health care provider or other:

1. Health Insurance Payer(s):

2. Family Member(s):

Patient health information authorized to be disclosed:

1. Patient intake forms, chart notes, patient records, Dr’s reports, diagnostic studies, diagnosis, prognosis,
appointments, balances.

2. Other:

For the specific purpose of:
1. Processing of claims, obtaining authorization for treatment, scheduling appointments, collecting balances, and
obtaining patient information to facilitate healthcare operations.

2. Other:

Effective dates for this authorization: 1/1/2021 through 12/31/2021. This authorization will expire at the end of the above
period.

| understand that the information disclosed above may be re-disclosed to additional parties and no longer protected for
reasons beyond your control.

| understand | have the right to:

1. Revoke this authorization by sending written notice to this office and that revocation will not affect his office’s
previous reliance on the uses or disclosure pursuant to this authorization.

Inspect a copy of the Patient Health Information being used or disclosed under federal law.

Refuse to sign this authorization.

Receive a copy of this authorization.

Restrict what is disclosed with this authorization.

abrwd

| also understand that if | do not sign this document, it will not condition my treatment, payment, enroliment in a health
plan, or eligibility for benefits whether or not | provide authorization to use or disclose protected health information.

Signature of Patient or Patient’s Authorized Representative Date
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NOTICE OF DOCTOR'S LIEN

Patient: Date of Accident:

| do hereby authorize to furnish you, my attorney, with a full
report of his examination, diagnosis, treatment, prognosis, etc., of myself in regard to the
accident in which | was recently involved.

| hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may
be due and owing him for the medical service rendered me both by reason of this accident and
by reason of any other bills that are due his office and to withhold such sums from any
settlement, judgment or verdict as may be necessary to adequately protect and fully
compensate said doctor. And | hereby further give a Lien on my case to said doctor against any
and all proceeds of my settlement, judgment, or verdict which may be paid to you, my attarney,
or myself, as the result of the injuries for which | have been treated or injuries in connection
therewith.

| fully understand that | am directly and fully responsible to said doctor for all medical bills
submitted by him for service rendered and that this agreement is made solely for said doctor's
additional protection and in consideration of his awaiting payment. And | further understand that
such payment is not contingent on any settlement, judgment or verdict which | may eventually
recover said fee.

| agree to promptly notify said doctor of any change or addition of attorney(s) used by me in
connection with this accident, and | instruct my attorney to do the same and to promptly deliver
a copy of this lien to any such substituted attorney(s).

Please acknowledge this letter by signing below and returning to the doctor's office. | have been
advised that if my attorney does not wish to cooperate in protecting the doctor’s interest, the
doctor will not await payment and may declare the entire balance due and payable.

DATED PATIENT'S SIGNATURE

The undersigned being attorney of record for the above patient does hereby agree to cbserve
all the terms of the above and agrees to withhold such sums from any settlement, judgment, or
verdict, as may be necessary to adequately protect and fully compensate said doctor above-
named. Attorney further agrees that tin the event this lien is litigated, that the prevailing party will
be awarded attorney fees and costs.

DATED ATTORNEY SIGNATURE



s T KX
ROCKENMACHER

CHIROPRACTIC - SPORTS MEDICINE - WELLNESS

RESCISSION OF ATTORNEY ASSIGNMENT OF BENEFITS

FATIENT:
INSURED:
DATE QOF INJURY:

CLAIM#HPOLICY#:

SOCIAL SECURITY#:

|, being the insured on this policy, specifically direct you, my insurance company to rescind and
cancel any assignment given to you by any third party including my attorney, EXCEPT to my
physician listed below:

Rockenmacher Chiropractic Inc.
4152 Katella Avenue, Ste #102
Los Alamitos, CA 80720
Tel (562) 598-9609 Fax (562) 799-1462

As owner and beneficiary of this policy, | further direct that reimbursement for ALL services be
paid DIRECTLY to my physician, the provider of services, under the terms of my contract with
this company. NO other third party, including my attorney, should receive payment of my
medical bill for the remainder of this claim.

Thank you for your cooperation in this matter.

Fatient/Insured Signature Date



