", PEDIATRIC HISTORY FORM [ {’

Dear New Patient,

It is a pleasure to welcome you to our family of happy and healthy chiropractic patients. Please let us know if there is any way we can make
you and your family feel more comfortable. To help us serve you better, please complete the following information. We look forward to working
with you to build better health for your family.

Patient Name: S S.#
Address: City:
State: Zip: Home Phone:

Birth Date: / / Work Phone:

Sex: Weight: Height: Referred By:

Names of Parents / Guardians:

Purpose For Contacting Us ?

Other Doctors Seen for this Condition: N Y , Doctors’ Names and Prior Treatments:

Other Health Problems ?

Check any of the Following Conditions Your Child has Suffered from During the Past Six Months:

{J Chronic Colds
[C] Recurring Fevers:

] Headaches
[J Growing / Back Pains

[J Seizures
[J ADHD

] Scoliosis
[l Digestive Problems

[ Ear Infections
(] Asthma / Allergies

[ Colic [ Bed Wetting [1 Car Accident ] Temper Tantrums [1 Other
Family History:

Previous Chiropractor:

Date of Last Visit: / / Reason:

Name of Pediatrician:

Date of Last Visit: / / Reason:

Are You Satisfied with the Care Your Child has Received There ? N Y
Number of Doses of Antibiotics Your Child has Taken:

During the Past Six Months: , Total During His / Her Lifetime:

Number of Doses of Other Prescription Medications Your Child has Taken:

During the Past Six Months: , Total During His / Her Lifetime: List:
Vaccination History:

Prenatal History:

Name of Obstetrician / Midwife:

Complications During Pregnancy ? N Y, List:

Ultrasounds During Pregnancy 7 N Y, Number:

Medications During Pregnancy / Delivery ? N Y , List:

Cigarette / Alcohol Use During Pregnancy: N Y

Location of Birth: Hospital Birthing Center _Home



Birth Intervention: __ Forceps ___ Vacuum Extraction

 Ceasarian Section , Emergency or Planned ?

Complications During Delivery ? N Y, List:
Genetic Disorders or Disabilities: N Y , List: o
Birth Weight: Birth Length: APGAR Scores: ,

Feeding History:

BreastFed: = N __ Y, How Long:

Formula Fed: N Y, How Long: Type:
Introduced to Solidsat: ___ Months , Cows' Milk at Months
Food / Juice Allergies or Intolerances: N Y, List

Developmental History:

During the following times your child’s spine is most vulnerable to stress and should routinely be checked by a doctor of chiropractic
for prevention and early detection of vertebral subluxation (spinal nerve interference). At what age was your child able to:

Respond to Sound ____ Cross Crawl

__Respond to Visual Stimuli Stand Alone
Hold Head Up Walk Alone
Sit Up

According to the National Saftey Council, approximately 50% of children fall head first from a high place during their first year of
life ( i.e., a bed, changing table, down stairs, etc.). Was this the case with your child ? N Y

Is / has your child been involved in any high impact or contact type sports (i.e., Soccer, Football, Gymnastics, Baseball,

Cheerleading, Martial Arts, etc.) ? N Y , List:

Has Your Child Ever Been Involved in a Car Accident ? N Yo sty

Has Your Child Been Seen on an Emergency Basis ? N Y, List: _

Other Traumas Not Described Above ? N Y , List: _ -
Prior Surgery: N_ Y, List - a
Menarche: N Y, Age:

Childhood Diseases:

Chicken Pox N/Y, Age Mumps N/Y, Age
Rubella N/Y, Age Whooping Cough N/Y, Age
Rubeola : N/Y, Age Other N/Y, Age B

WE ARE HERE TO SERVE YOU, AND ENCOURAGE YOU TO ASK QUESTIONS.
YOUR PARTICIPATION IS VITAL AND WILL HELP DETERMINE YOUR RESULTS.

AUTHORIZATION FOR CARE OF MINOR

| hereby authorize this office and its Doctors to administer care to my Son / Daughter as they deem necessary. | clearly understand
and agree that | am personally responsible for payment of all fees charged by this office.

Name of Insurance Company: ’ Policy #:

Signed: . ] Witnessed: ~_Date:  / /

Copyright By FUTURE PERFECT INC. 1997 To reorder call (908) 295-KIDS



PROFESSIONAL FEE SCHEDULE
(Effective January 1st, 2010)

Chiropractic CoONSUITATION .. .. .. e e $225 - $450
Chiropractic Examinations, Re-Evaluations, Report of Findings.............. $150 - $250
Chiropractic OffiCe ViSitS. .. uuiuuiitiitiiniit it eean e $125 - $300

(All fees are standard and based on our professional association’s guidelines for our geographic
area.)

Our experience has shown that it is wise to have an understanding with our patients as to our office
policies and fees. This form has been prepared for your convenience and information. We offer several
methods of payment for your Chiropractic Care at our office, and you may choose the plan that best
fits your needs. Please read carefully and choose the plan which you prefer. This information will
enable us to better serve you and help avoid misunderstandings in the future. If special arrangements
are necessary please consult with the Doctor. Our main concern is your health and well-being, and we
will do the best to help you.

(Check One)

PLAN #1 HEALTH INSURANCE: If you have health insurance that covers Chiropractic care, we
will bill your insurance directly and expect to be reimbursed by your insurance company. Please be
aware that payment from your insurance company cannot be guaranteed, and benefits are not
determined until your claim is processed. Until we have the completed, necessary insurance
information to verify chiropractic coverage, you will be required to pay for your care. Our staff will
collect any applicable deductible, co-payments, patient responsibilities and any charge for
non-covered services from you at the time of service. In the event the check should come to you, you
are expected to bring the check to us. If it turns out that insurance has covered one of your visits you
have paid for, we will reimburse to you the difference between your usual co-pay/patient responsibility
and what you paid for the visit.

PLAN #2 MEDICARE: We are Non-Participating providers of Medicare and will gladly refer you
to a chiropractor who is a participating provider.

PLAN #3 CASH AGREEMENT: Fees are discounted to $125 for the first visit and $85 per visit
after the initial visit. We can work with you visit by visit, however it may be more economical to
consider our Wellness Program. If you decide to participate in our Wellness Program, the doctor will
design a personalized regimen for you, which consists of chiropractic weekly visits (2-3 per week),
metabolic nutritional recommendations, cold laser therapy, exercise rehabilitation exercises, re-
evaluations and x-ray reviews. With our wellness plans....your fees get reduced even further to
approximately $70-$80/visit depending on the plan you choose.

We also offer spinal decompression therapy and that is a separate wellness package we will discuss
with you if you qualify for this plan. Necessary x-rays and nutritional supplements are not included with
these plans. More details on these plans will be discussed with you at your visit. Everything we do is
personalized to your clinical needs and preferences.

PLAN #4 AUTO INJURY: You need to supply us with a copy of your : 1) Driver's license, 2) your
Auto Insurance Declaration Page, 3) your Auto Insurance Claim Number, medical adjustor’'s name &
phone # , 4) your Health Insurance card, 5) Liable parties’ Auto Insurance information, 6) Police report,
if any, & 7) Attorney name & phone #, if any. We will bill your insurance directly after verification of
coverage. In the event that the check should come to you, you are expected to bring the check to us.
Most patients have either Medical Payments coverage or an attorney or both. The doctor will discuss
the lien arrangements between all parties on your second visit.



FAMILY CHIROPRACTIC/DR. LYNN KEREW
NOTICE OF PRIVACY PRACTICES

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

Family Chiropractic/ Dr. Lynn Kerew is required, by law, to maintain the privacy and confidentiality of your
protected health information and to provide our patients with notice of our legal duties and privacy practices with
respect to your protected health information.

Disclosure of Your Health Care Information

Treatment
We may disclose your health care information to other healthcare professionals within our practice for the
purpose of treatment, payment or healthcare operations. Dr. Lynn Kerew practices in an open-space area.

"On occasion, it may be necessary to seek consultation regarding your condition from
other health care providers associated with Family Chiropractic/ Dr. Lynn Kerew." "It is our
policy to provide a substitute health care provider, authorized by Family Chiropractic/ Dr.
Lynn Kerew to provide assessment and/or treatment to our patients, without advanced
notice, in the event of your primary health care provider's absence due to vacation,
sickness, or other emergency situation."

Payment
We may disclose your health information to your insurance provider for the purpose of payment or health care
operations. (example)

“As a courtesy to our patients, we will submit an itemized billing statement to your
insurance carrier for the purpose of payment to Family Chiropractic/ Dr. Lynn Kerew for
health care services rendered. If you pay for your health care services personally, we will,
as a courtesy, provide an itemized billing to your insurance carrier for the purpose of
reimbursement to you. The billing statement contains medical information, including
diagnosis, date of injury or condition, and codes which describe the health care services
received."

Worker's Compensation
We may disclose your health information as necessary to comply with State Workers' Compensation Laws.

Emergencies
We may disclose your health information to notify or assist in notifying a family member, or another person
responsible for your care about your medical condition or in the event of an emergency or of your death.

Public Health

As required by law, we may disclose your health information to public health authorities for purposes related to:
preventing or controlling disease, injury or disability, reporting child abuse or neglect, reporting domestic
violence, reporting to the Food and Drug Administration problems with products and reactions to medications,
and reporting disease or infection exposure.

Judicial and Administrative Proceedings.
We may disclose your health information in the course of any administrative or judicial proceeding.

Law Enforcement.

We may disclose your health information to a law enforcement official for purposes such as identifying or
locating a suspect, fugitive, material witness or missing person, complying with a court order or subpoena, and
other law enforcement purposes.

Deceased Persons.
We may disclose your health information to coroners or medical examiners.




Organ donation.
We may disclose your health information to organizations involved in procuring, banking, or transplanting organs
and tissues.

Research.
We may disclose your health information to researchers conducting research that has been approved by an
Institutional Review Board.

Public Safety.
It may be necessary to disclose your health information to appropriate persons in order to prevent or lesson a

serious and imminent threat to the health or safety of a particular person or to the general public.

Specialized government Agencies.
We may disclose your health information for military, national security, prisoner and government benefits
purposes.

Marketing.
We may contact you for marketing purposes or fundraising purposes, as described below: (example)

“As a courtesy to our patients, it is our policy to call your home on the evening prior to your
scheduled appointment to remind you of your appointment time. If you are not at home,
we leave a reminder message on your answering machine or with the person answering
the phone. No personal health information will be disclosed during this recording or
message other than the date and time of your scheduled appointment along with a request
to call our office if you need to cancel or reschedule your appointment.”

“It is our practice to participate in charitable events to raise awareness, food donations,
gifts, money, etc. During these times, we may send you a letter, post card, invitation or call
your home to invite you to participate in the charitable activity. We will provide you with
information about the type of activity, the dates and times, and request your participation in
such an event. It is not our policy to disclose any personal health information about your
condition for the purpose of Family Chiropractic/ Dr. Lynn Kerew sponsored fund-raising
events.”

Change of Ownership.
In the event that Family Chiropractic/ Dr. Lynn Kerew is sold or merged with another Organization, your health
information/record will become the property of the new owner.

Your Health Information Rights

» You have the right to request restrictions on certain uses and disclosures of your health
information. Please be advised, however, that Family Chiropractic/ Dr. Lynn Kerew is not
required to agree to the restriction that you requested.

» You have the right to have your health information received or communicated through an
alternative method or sent to an alternative location other than the usual method of
communication or delivery, upon your request.

» You have the right to inspect and copy your health information.

» You have a right to request that Family Chiropractic/ Dr. Lynn Kerew amend your protected
health information. Please be advised, however, that Family Chiropractic/ Dr. Lynn Kerew
is not required to agree to amend your protected health information. If your request to
amend your health information has been denied, you will be provided with an explanation
of our denial reason(s)and information about how you can disagree with the denial.

» You have a right to receive an accounting of disclosures of your protected health
information made by Family Chiropractic/ Dr. Lynn Kerew.

» You have a right to a paper copy of this Notice of Privacy Practices at any time upon
request.
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Changes to this Notice of Privacy Practices

Family Chiropractic/ Dr. Lynn Kerew reserves the right to amend this Notice of Privacy Practices at any time in the
future, and will make the new provisions effective for all information that it maintains. Until such amendment is made,
Family chiropractic/ Dr. Lynn Kerew is required by law to comply with this Notice.

Family Chiropractic/ Dr. Lynn Kerew is required by law to maintain the privacy of your health information and to
provide you with notice of its legal duties and privacy practices with respect to your health information. If you have
questions about any part of this notice or if you want more information about your privacy rights, please contact:
Family Chiropractic/ Dr. Lynn Kerew by calling this office at 310-399-0337. If not available, you may make an
appointment for a personal conference in person or by telephone within 2 working days.

Complaints
Complaints about your privacy, or how Family Chiropractic/Dr. Lynn Kerew has handled your health

information should be directed to Family Chiropractic/Dr. Lynn Kerew by calling this office at 310-399-0337. If Family
Chiropractic/Dr. Lynn Kerew is unavailable, you may make an appointment for a personal conference in person or
by telephone within 2 working days.

If you are not satisfied with the manner in which this office handles your complaint, you may submit a formal
complaint to:

DHHS, Office of Civil Rights

200 Independence Avenue, S.W.
Room 509F HHH Building
Washington, DC 20201

This notice is effective as of / /

| have read the Privacy Notice and understand my rights contained in the notice.

By way of my signature, | provide Family Chiropractic/ Dr. Lynn Kerew with my authorization and consent to useand
disclosed my protected health care information for the purposes of treatment, payment and health care operations
as described in the Privacy Notice

Patient’'s Name (print)

Patient’s Signature Date

Authorized Facility Signature Date




I nformed Consent for Chiropractic Care

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be
working for the same objective. It isimportant that each patient understand both the objective and the method that will
be used to attain it. Thiswill prevent any confusion or disappointment. Y ou have the right, as a patient, to be informed
about the condition of your health and the recommended care and treatment to be provided so that you may make the
decision whether or not to undergo chiropractic care after being advised of the known benefits, risks and alternatives.

Chiropractic isascience and art which concernsitself with the relationship between structure (primarily the spine)
and function (primarily the nervous system) as that relationship may effect the restoration and preservation of health.
Health is a state of optimal physical, mental and socia well-being, not merely the absence of disease or infirmity.

One disturbance to the nervous system is called avertebral subluxation. This occurs when one or more of the 24
vertebrae in the spinal column become misaligned and/or do not move properly. This causes alteration of nerve
function and interference to the nervous system. This may result in pain and dysfunction or may be entirely
asymptomatic.

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forcesto
correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the
spine. Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary
procedures such as physiotherapy and/or rehabilitative procedures may be included.

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings
and recommend that you seek the services of another health care provider.

All questions regarding the doctor’ s objective pertaining to my care in this office have been answered to my complete
satisfaction. The benefits, risks and aternatives of chiropractic care have been explained to meto my satisfaction. |
have read and fully understand the above statements and therefore accept chiropractic care on this basis.

Print Name Signature
Date

Consent to evaluate and adjust a minor child:
I being the parent or legal guardian of

have read and fully understand the above Informed Consent and hereby grant permission for my child to
receive chiropractic care.

Pregnancy Release:

Thisisto certify that to the best of my knowledge | am not pregnant and the above doctor and his/her
associates have my permission to perform an x-ray evaluation. | have been advised that x-ray can be
hazardous to an unborn child.

Date of last menstrual cycle:

Signature Date



