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

Electronic Health Records In -

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

pee: _ /_/ Gender {Circle one}: Male / Female Preferred Language:

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

CMS requires providers to report both race and ethnicity

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

Ethnicity [Circle one): Hispanic or Latino / Not Hispanic or Latino / 1 Decline to Answer

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

Do you have any medication ailergies?

11 choose to dedline receipt of my clinical summary after every visit (These summaries are often blonk as o

result of the nature and frequency of chiropractic care.)

Patient Signature: . - Date:

For offfce-use only

load Pressure

Height: _______ - Weight:______. [

o



{ Who is responsible for this account?

| Relationship to Patient

First Name Middle Initial

Address

City

1 Subscriber's Name

State

| Birthdate

E-mail

Sex O0M [JF Age
Birthdate
(] Married

] Minor

[] widowed
[1 Diverced

[1Single
(] Separated [] Partnered for years

Occupation

1 Insurance Co.

{ Group #

Patient Employer/School

Employer/School Address

Employer/School Phone {

Spouse’s Name

Birthdate

554

Spouse’s Employer

Whom may we thank for referring you?

Is patient covered by additionaf insurance? [JYes [ No

Relationship to Patient

ASSIGNMENT AND RELEASE

11 certify that I, and/or my dependeni(s), have insurance coverage with

and assign directly to

MName of Insurance Company{ies)

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

The above-named docter may use my health care information and may disclose
such information to the above-named Insurance Company(ies} and their agenis
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 treatmant plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative

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

Date Ralationship to Patient

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?

o [J Auto Insurance [] 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
[1Burning [ Tingiing [ Cramps

How often do you have this pain?

JNe  [JUnknown
Mark an X on the picture where you continue te have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 {least pain) to 10 (severe pain}

[0 Throbbing [] Numbness [] Aching
[] Stiffness

{1 Shooting
(] Swelling [J Other

Is it constant or does It come and go?

Does it interfere with your (] Work [ Sleep [J Daily Routine

[] Recreation

[1walking [ Bending []Lying Down

Activities or movements that are painful to perform [ Sitting ] Standin




i]iﬁ! [

T

} What freatment have you already recewed for your condnt:on? | Medlcatxons O Surgery [] Physical Therapy

I

[} Chiropractic Services ] None 7] 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 MRI, CT-Scan, Bone Scan

Place a mark on “Yes” or “No" to indicate i you have had any of the followi'ng:

AIDS/MHIV OYes []No Diabetes [JYes [JMNo Liver Disease CYes [ Ne Rheumatic Fever [JYes [No
Alcoholism OYes [[INo  Emphysema [IYes [JNo  Measles [JYes [JNo  Scarlet Fever {{lYes [INo
Allergy Shots [JYes [JNo  Epilepsy OYes [ONo  Migraine Headaches [JYes [INo Sexually.

Anemia 1 Yeé [ONo  Fractures [CiYes [OJNo  Miscarriage Yes [INo 'll:')r;r;s;;}éﬁed CYes [ No
Anorexia [Yes [[JNo Glaucoma [JYes []No Mononucleosis [I¥Yes [JNo Stroke [JYes []No
Appendicitis CYes [JNo Goiter OYes [ No Multiple Sclerosis  [[1Yes [ Mo Suicide Attempt [OYes [JNo
Arthritis [NYes []No Gonorthea Yes [ No Mumps [OYes [JNo Thyroid Problems  []Yes [ No
Asthma [TYes []MNo Gout MYes [ Nc Osteoporosis [OYes [ No Tonsillitis [IYes [INo
Bleeding Disorders [IYes [ No Heart Disease ClYes []No Pacemaker [MYes [JMNo Tuberculosis FYes [JNo
Breast Lump CYes [ No Hepatitis CYes [1No Parkinson's Disease [ ] Yes [ No Tumors, Growths  []Yes []No
Bronchitis [dYes [1No Hernia ClYes [1No Pinched Nerve COvYes [JNo Typhold Fever “lYes [ No
Bulimia OYes [[TNo Herniated Disk [[JYes [1No Pneumonia [OYes [1No Ulcsrs JYes [JNo
Cancer [JYes [INo  Herpes [Yes [JNo Palio [(TYes 1No Vaginal Infections [ ]Yes [JNo
Cataracts OYes [ No High Blood Prostate Problem []Yes [ MNo .

Chemical Prassure [Yes [INo Prosthesis [COYes []No Whooping Cough  L1Yes [ MNo

Dependency MYes [ No High Chotesterol []Yes [ No Psychiatric Care []Yes []No Other
Chicken Pox [d¥Yes [INo  Kidney Disease CYes [ No Rheumatoid Arthritis (] Yes [ No
" EXERCISE WORK ACTIVITY | HABITS

[] None [] Sitting [ Smoking Packs/Day

] Moderate (] Standing [] Alcohol Drinks/\Week

[ Daily ' ] Light Labor . [ Coffee/Caffeine Drinks ‘Cups/Day

] Heavy [[] Heavy Labor [1 High Stress Level Reason

Are you pregnant? [iYes [ No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head [njuries

Broken Bones

Dislocations

Surgeties

VI T e e

TS e

| AliEnGies | Vinay

Pharmacy Name

Pharmacy Phone ( } ‘

T —
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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 1 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 below | 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 sulit 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



This uestionisine has been teaigned to give the doctor information 25 to how ¥

VOTH FANILY CHIROPRACTIC

Benjamin L. Voth, B.C.

1957 Thompson Rd. Ste. B Coos Bay, OR 97420
REVISED OSWESTRY LOW BACK PAIN AND DISABILITY

Date: -

Patient Name;

Pleass read instructions carefully:

ot fon back el has afierted your abily to manage in averpday e, I each

secton, pieass fif in OME circle which most dlossly dessiibes yaur problem,

SECTION 1 - PAIN INTENSITY

[ o0 iR ne e v s )

The paln comes and goes and is very mild.
The pain Is mild and does net vasy much.

The pain comes aid goes and is moderte.
The pain is moderate and does zot vary much,
This paln comes 2nd goes and is very savere.
The pain Iz seveta and dossn't vary muth,

SECTION 2 - PERSONAL CARE

g
a
a
v
¥}
K]

1 oan louk aftar myselt without eausing #xtra pain.
1 cart Iok afiar myseif normelly but it canses extea pain,
it s painful tz lock after myself and | an: siow and carefl

| naed some help but ean manags most of my personal care.

| nand help every day in most aspects of self care,

I do not get dreseed, | wash with dificufty and stay inbed.

SECTION 3~ LIFTING

[ e i ]

[ ]

Q

F can it heavy welght without exira pain,

T ean Hit heavy weight et & gives extra pain,

Pain prevenis me fram #ting heevy weights off the flocr.
Pakn prevents me from iing haawy welghts, but | can
rrianzge i they ane convenently posilionad.

Faln prevents me from Hiing heavy weights, but fcan
rmanage fight-medium weighis if they are convenlexly
positioned.

1 can oy 11t very ight welghts &t the most.

SECTION 4 < WALKING

B £33 8010

| hava no pain walking. :

f cannat watk mote than one rile withou! increasing pain.
| cannot walk more than 3 mile withotit Increastng pain.

{ cannot walk morz than Y mile without increasing pain.

[ can walk with crutehes,

| canriot walk 2 ail without imeraasing palr.

SECTION § - SITTING. -

fm iy R )

i cah st in any-ohair s long &5 1ike.

F e arsly sit in my favorta chalr as long as | like.
Palr prevents ma from sitting mare ftn one hour,
Fain pravents me from siting more than a half hour,
Pain prevents me from siting mers than 18 minutes,

| avoid siting hecaus it incraases pain straight away.

0ooDoR

SECTION 6§ - STANDING

1 can siand as fong as | want witheut pain.

1 have some pain on sianding b} & does rot icrease with fme,
| cannot stand for longer than one hour witliaut incteasing pein.
1 carinot stane for longer than % hour without increasing pain.
{gan't stand for lenger than 10 minules withou! increasing pain.
| avold standing because [t increases the pain shaight away.

0 ae .

SECTION7 - SLEEPING

et o pain in bed.

I get paln in bed but if doesnl prevent me from sieeping wall
Because of paln my normal nighi's slesp is reduced by < %.
Becakise of pain my nowmal night's sleep Is raduced by < %,
Becakse of pain my normal night's sleep is reduiced by <%
Pain peawvans me from sleeping at &l

[ Sy wiy iy e ]

SECTION 8~ TRAVELING

@ igeine pain while fraveling.

O iget some pain while travelriy but none of my usuel forms of
fravel makerii any worse,

U | getantra pain wiile travaling but it does not compei me io seek
sfternative forma of travel :

O | gat extra paih while fraveling which compels me fo seek
alternatiee farmws of travel,

[ Pain resiricts &l forms of travel,

O Pain prevends all fomns of traved except that are done (ying down.

SECTION 9~ SOTIAL LIFE

My sotial live is normal and gives me no pein.

My soclal lfe is nermal but increases e dagree of pals,

Pain limiis my mare angrgetlc Interests, &g, danring, ekc,

Paln has tesiricied my sorial ife and | do hot go sut very cften.
Pain has restrictec my social Ife to my horse.

| heve hardly any socigt e betatse of the pain.

NEBECOQGE

SECTION 10 - CHANGING DEGREE OF PAIN

0 iy pain is rapidly getfing batter,

My pai fiuctuates bl overa? is defintely getling belter.

My paln seerms i be gelting better but mpravernant is slow.
bty pain Is reither gedling bether nor worse. _
My pain is gradusfiy worsening.

iy pain is rapidly worsening.

Fer office use anly - Seote:




VOTH FAMILY CHIROPRACTIC

Benjamin L. Voth,

D.C.

1957 Thompson Rd. Ste. B Coos Bay, QR 97420

The Oswestry Nock Disabilty e (Confidentisl)

Patient Name: Dete:
Please check only ONE statement in each gection that describes how you'e feeling TODAY
Section |- Pain Intensify W
[ 1 have 00 pain 2t the moment, can concentrate foly when { want o with.no difficuly.
[ ] Pt s very mild atthe moment, {1 can concentate ully shen T wantfo with slight dificlty.
["] Puinis modera 1t the reoument, [Jthave & fairdegee of ifficalry fn concentrating,
|| Painis fairly severe a the moment, [ ]I have & 1ot of difficulty n conceatraing when I want fo,
[ Pain s very severe t the momet, [ have 2 great deal of difficuley in conceirating,
[ P it wost imaginabl 2 fhe moment, [ camnot conoentae at ol
Section 2 - Personal Care (Washing, Dressing, o) Setion 7 - Wark

T can Lok after sayself normally without causing extra pain. [ can work as much as [ want fo.

1 Tean look afer myseff normaly but it causes extra i,
1| s painful tolook fter myself and [ am slow and careful,
[T necd some help but aunage most of my personal cre,
{_] T need help every day in most aspects of seff ca.

[ 1do not get dressed. 1 wash with difficulty and stay i bed.

(1 can only do oy usual work but no mote.

[ W can do most of my asual work but a0 more,
[ camnot do my usual work.

[} can bardty do any work ot af,

[ 1 camnot o uny work at all,

Section 3 - Fifting
can lifi heavy weights withoot extre pain,
[ can 1t heavy weigits but it gives extra pain,
U1l can it heavy waightitems if convesiently positioned,

I can it Hightfoedinm weights if convendently positioned.

%‘m 8 - Driving

[ can drive my car without any neck poln,

[ Wean drive my car as desired with fight acck pain,

[l can drive my car s desired with modssate neck pein

Ul camnot rive mny car rvich because of moderafe eek pain,

[ 38 can lf very lghi weights, [ 11 cam hardly drive o all because of sevee pain in my fieck.
[ cannot i or caney anything af ll DI oan't drive my car at all
%Mtl-ﬂ Secion - Sleeping

can fead & much as [ want fo with o pain in my neck. { 1 ave no roube seeping,

[ 1 can read a5 mach as I want to with slight pain in my neck,
U0 can just read s much as T wan with rodesute neck pai,
[ cannot read s much becanse of modesate neck pain.

[ bl read afall because of sevese pain in my neck,
[ cammot sead at al,

[ My steep is mildy disturbed (lessthan | hour sloepless),
[Ty slep is iy dsturbed (1-2 hous sloepless),

My stoep s moderaiely distusbed (2-3 hours sleepless).

[ My sloep s geealy disturbed (3-5 hours sleepless)
[ My sleep is completeby disturbed (3-7 bows sleepless),

%ﬁuni - Headaches

1 have no beadaches at ol

I W have stight headaches which come infrequently.
Ut have moderate headaches which corme infregquently.
[ 1 rave moderaie headaches which come frequently.

(1 bave severe headaches which come frequenly.

ﬁ{_x_n' g 10 - Recreation
can engage in all my recreational activities with no meck pa

[l can do alt ecreation actvities with some teck pain,
[Trcan do most, mot all ecreationsl nctvities wilh some neck
[ L can do some recreationa] activities with reck pain,
[ can hardy do recteationsl activites because of neck puin,

{1 have headaches almostal the fime, | Jfcannot do rercationalucivties tal,
Section1l-Rafevouroveralipai: G ! 2 4 4 5 6 7 & 4. W
Nepain  mld  discomfot  distessing  homible exeruciating




VOTH FAMILY CHIROPRACTIC, L.L.C.

BENJAMIN VOTH, D.C.
1957 Thompson Road Ste. B
Coos Bay, OR 97420
Telephone (541) 266-8000
Fax (541) 266-8022

FINANCIAL AGREEMENT FOR PATIENTS ON A WORKER’S
COMPENSATION CLAIM

If you have been injured on the job, we are required to bill your employer's worker's compensation insurance

company.

© You must provide us with accurate information regarding the accident, and the worker's compensation

carrier.

If the insurance company denies the claim, you have the right to retain an attorney, and appeal their
decision. If you wish to appeal we MUST hawe a lien and a release of information form filed with your

attorney.

Should you lose in appeal, you are responsible for payment in full of Voth Family Chiropractic, L.L.C."s
charges. We may bill your group health insurance at that time if you would like us to. We will be wiiling to
set up a payment pian if necessary. Voth Family Chiropractic, L.L.C. may run a credit check on you.

Ifit is necessary to refer my account for coflection | 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 of courts in which the suit or action, including appeal,

is tried, heard, or decided.

| have read (or have had read to me) the above statements and understand fully the content. | agree o the
terms as stated abowe. :

Print patient name

Signature of patient {(or parent or legal guardian) Date

Date

Witness



