Voth Family

Chiropractic, L.L.C.

1957 Thompson Rd.
Coos Bay, OR 97420

In compliance with requirements for the government EHR !ncent:ve program

First Name:

Last Name:

Email address:

@

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

DOB: _/ _/ 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 / | Decline to Answer

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

Do you have any medication allergies?

[ 1 choose to decline receipt of my clinical summary after every visit (These summaries are often bfank as o

result of the nature and frequency of chiropractic care.)

Patient Signature: Date:
For office use only
Height: Weight: oot Pressire: /




1 Who is responsible for this account?

Relationship to Patient

| Insurance Co.

Group #

First Name Middle Initial

Address

[INo

Is patient covered by additional insurance? [ Yes

1 City

1 Subscriber's Name

State

Birthdate

E-maii

1 Relationship to Patient

Sex OM [OF Age
Birthdate

] widowed ] Minor

(] Divorced

] Married [ Single

(] Separated [ Partnered for years

Occupation

Insurance Co.

Group #

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

and assign directly to

Name of Insurance Company(ies}

Dr. all insurance benefits,

Patient Employer/School

if any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. |

Employer/School Address

authorize the use of my signature on all Insurance submissions.

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents

Employer/School Phone (

1 for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when

Spouse’s Name

my current treatment plan is completed or one year from the date signed below.

Birthdate

Signature of Patient, Parent, Guardian or Personal Representative

S5#

Spouse's Employer

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

Whom may we thank for referring you?

Date Relationship to Patient

Home Phone (

Celi 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

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

Attorney Name (if applicable)

Reascn for Visit

When did your symptoms appear?

G

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

Is this condition getting progressively worse? []Yes

[ Sharp ] Dull
[(1Burning [ Tingling

How often do you have this pain?

Type of pain:
[] Cramps

[jThrobbing [J Numbness [] Aching
[] Stiffness

O No  []Unknown

[ Shooting
[18welling [ Other

Is it constant or does it come and go?

Poes it interfere with your [ JWork [ Sleep  [] Daily Routine

[ Recreation

Activities or movements that are painful to perform [ Sitting [ Standing [] Walking [} Bending [] Lying Down
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Name and address of other doctor(s) wha have treated you for your condition

[ Chiropractic Services

What treatment have you already recelveci for your cor&dmon’ﬁ [1 Medications

[ None ] Cther

Ij Surgery

[] Physncal Therapy

Date of Last: Physical Exam Spinal X-Ray Biood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-8can, Bone Scan
Placeia mark on “Yes” or “No” {o indicate if you have had any of the following:
AIDSHIV TiYes [ No Diabetes [Yes [ONo Liver Disease [MYes [ No Rheumatic Fever [JYes [ No
AlcohI lism [JYes []No Emphysema COYes [ INo Measles [OYes [[1No Scarlet Fever MYes [[INo
Allergy Shots [OYes [INc  Epilepsy {lYes ONo  Migraine Headaches [ |Yes [JNo  Sexually
Anemia [COYes [INo Fractures Yes [No Miscarriage COYes []Nc -gigi?émd Yes [JNo
Anorexia [(JYes [INo  Glaucoma CJYes [JNo  Mononucleosis [IYes [ No Stroke “Yes [JNo
Appendicitis [dYes [INo  Goiter [JYes O No Multiple Sclerosis [JYes ] No Suicide Atternpt CJYes [ No
Arthritis [dYes [ONo - Gonorhea Yes [INo Mumps [OYes [No Thyroid Problems  []Yes [7]No
Asthma [OYes [INo Gout [(OYes [[dNo Osteoporosis OYes [INo Tonsillitis CYes []No
Bleeding Disorders [ [Yes [ No Heart Disease COYes [ No Pacemaker [O¥es []No Tuberculosis [MYes [INo
Breast Lump [[JYes [ No Hepatitis [dYes [INo Parkinson's Disease [ Yes [ |No Tumors, Growths [ Yes [ No
Bronchitis [Yes [ No Hernia [OYes [jNo Pinched Nerve CYes [ No Typhoid Fever [ves [ No
Bulimia []Yes [JNo  Herniated Disk [OYes (ONo  Pneumonia [TYes []MNo Ulcets [CYes 1 No
Cancer CJYes [ No Herpes ClYes [[]No Polio OYes [ No Vaginal Infections  [Yes []No
Cataracts OYes []No High Blood Prostate Problem []Yes []No ]
Chemical Pressure [IYes [1No Prosthesis CYes [[[No Whooping Cough L Yes [INo
Dependency [IYes [INoc  High Cholestero! [Yes [INo Psychiatric Care MYes [JNo Other

Chicken Pox [OYes [INo Kidney Disease [[IYes [IMNo Rheumatoid Arthyitis DYes M No
EXERCISE WORK ACTIVITY HABITS
O None ] Sitting ] Smaoking Packs/Day

-+ [0 Moderate (] Standing [] Alcohol Drinks/Week

" [ Dalily {1 Light Labor [ Coffee/Caffeine Drinks Cups/Day

[ Heavy [ Heavy Lahor [ High Stress Level Reason

Are you pregnani? [JYes [ MNo Due Date

Falls

Head Injuries
Broken Beones
Dislocations

Surgeries

Injuries/Surgeries you have had

Description

Date
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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

SIGNATURQ 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 io 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 alf the risks
and complications | understand the results and are not guaranteed. | wish to rely on the
doctor to exercise good judgement and prescribe a course of treatment that, based on
the facts know, will be in my best interests.

| have read (or have read to me) this consent form. By signing 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 suit or action, including appeal, is tried, heard, or decided.

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

| agree to the terms as stated above.

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

Date



VOTH FAMILY CHIROPRACTIC

Benjamin

L. Voth, D.C.

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

Patient Name:; [ate: J f
' Please read instructions carefully:
Tiils questionnaine has heen dasigned to give ha doctcr inlomnagon 2510 how your low back pain has aftected your abilfy 1 masage in averyday e, Ineach
section, plaase fllin OME cirtle which most closaly destribes Yo proksiem,
SECTION 1~ PAIN INTENSITY SECTION 6 - STANDING
2 The pain comes and goes ened s very mild. O {censtand as long as | want wihout pain.
8 Thepainis milc and does el vary much. O | have some pain on slanding but i does nol increzse with ime.
B Thepain comes and goes and is modanate. O | cannat stend for longar than one four without incteasing pain.
@ Tiepain is moderate and does act vary much, O Feannct standfor longer than 32 hour withou incresslng pain.
@ The pain comes and goes and & very savere. @ eant stand for longer than 1€ minutes without inoreasing pain.
@ Thepain s severs and dossn't very such. O |avoidstending becais it increases the pain straight zway.
SECTION 2 « PERSONAL CARE ‘SECTION 7 - SLEEPRIG
0 |canlook aiter myself wilhout causing axtra pain. QO lgetnopain inbad.
O fean ook after myself normally but it causes extra pain, O |get pain nbed but f dogsn prevent me from sleaping well.
O iris paiful o fook afler mysel and | am siow and careful. U Because of pain my normal night's slesp is redused by < 14
Qi need some help but can manage masi of my personal czre, | 0 Beoause of pain my nommal night's sleep & reduced by < 14
Q  [need help every day in most aspects of sef care. 3 DBecaues of pain my normal night's sleep s rediced by < %
O |do notget dressed, | wash with difficulty and stay in bed. G Pain preverds me from stoeping at

SECTION 3 - LIFTING

30 0

bw]

]

F pan Ut haavy weight without exiea pakr.

} ean 1t heavy welght but 3 pives extra pain,

Fain pravents fe fram §iing haavy weights off tha flzcr.
Pain prevants eme from Hilng heavy weights, but | can
mianage Jf they are conveniendy pasiionad,

Pain preverde me from Kfiing heavy waights, but foan
manags light-madiLim weights If they are eonvenlenily
positioned,

i can only il very light welghts at the most,

SECTION 4« WALKING

£ 00 oo o

| have nio pain welking. .
| cannot walk mote thanone mils wihout increasing pain.
| cannst vaall mote than Y mile without Increzsing pals,

| cannol walk more than Y mile withou! increasing pein,

[ can watk with crches.

| cannpl wedk 2t af without increasing pair.

SECTION 5 - BITTING

B 0L e e L

Foan sith any chalr aslong as Hike,

F can orthy 5t in my favorts chair as long s like.
Paln prevanis mairom sittng more fhan ore hout,
Pain prevenis meftom sitting mors than & half hour,
Paln nraverts me from sitting more than 10 minutes.

{ avold siing becausa ftincreases pain straight away.

SECTION 5 - TRAVELING

1get no pain while raveling.

} get some pain while fraveling but rone of my usuel forms of
{ravel makeit any worse,

| get extra naln while fravling but it coes not compei me 10 saek
slternative forms of travel :

| gat extra pain while raveling which compels ms o seek
altematle forms of travel

Pain festricts &l forms of travel

Pain pravenis all forms of trevel exaept that are dore lying down,

SECTION 9~ SOCIAL LIFE

My sociliive is normal and gives me ho pan,

My social life is nomal but increases the degres of paln.

Pain Siifs my more enargatic Interests, e.. dancing, ete,

Pain has testricted my social e and £do ot ga out very often,
Paln hias restricied my social lfe to my home.

[ have hardly any sacis! ife betause of the paln.

[np a N ol wly =l

SECTION 16 - CHANGING DEGREE OF PAI

My pain is rapidly gefting bafter,

My pain fisctuates but ovarallIs diefinfisly getiing befter.

My paln sserms b be getting better but impravernent is slow.
My pain I nalthar gedting better nor worse.

My pain is qradually woreaning.

My pain is rapidly worsening.

[ =] uly aly n) ]

For afflee use only— Score;




VOTH FAMILY CHIROPRACTIC

Benjamin L. Voth, D.C.

1957 Thermpson Ret. Ste. & Cops Bay, OR 97420

TheDawestry Ni

Datient Name: Date:

uck sl Tdes Confidentil

Pleas chock only ONE ttement i exh sefion tatdesoibes how you'e feling TODAY

| Fean fook afer myself normally but i causes extra pein,
L] Ris painfi tolook afer myself znd [ am slow and careful
[} need some help but manage most of my personal care,
[ meed el every day in mostaspeets of seff cr,

[} 1do not gpt dressed. | ash with difficulty and stay in bed.

Seetion 1 - Pain Intensify fom § - Coscentration
)1 hae 8 pain at the moment, ﬁcancmmtmtt fully when ! want to with ao difficudty.
] Pain s very mild atthe moment, [ 1 can concentrate Flly when T waat to with light ciffculy,
] Pain s modenste atthe morment, [ have a B degres of ifficulty in concentrtin,
[ B s iy severe ot the moment, |l have a lotof ifficaly in conctrtrafing when [ want o,
[ Pain is very severe of he moment, [ have & great deal of diffcalty in concentrating,
{1 Pain i the wosst imaginghle ot the moment D[cammt concentrat; at all
Seaion 2 - Persongl Care (Washing, Dressing, ¢fc) Seion 7 Work
T can ook after myself nocmally without causing extra pain, [ cim work a5 much as [ want to.

(1 can amly do my nsual work but a0 mote.
[} can do most of my usual work but no more,
" cannot do my usul wodk.

_JLcan hardly do any work st al,

[l canmot do any work atall

Section 3 - Lift

I H can lift heavy weignis without extez pain,

[ canlift hoayy weights but it gives extra pain.

{_J1can Lft vy weightifems if conveniently positioned.
[l can it Yightfmedium welghts if comveciently positioned,
[ can hift very light meigts.

[ 11 cannot it or camy amything ak al

Section 8- Driving

[ can drive my car without any neck pain,
[ candrive my car a5 desived with tight neck pein.
[ 1l cam dive oy car a desired wilh moderate neck pein,
[l camnot drive sy car nwuch becanse of moderate neck pain,
'] cam by ive ot ol because of sevete pain in my neck.
[ one'tdrive my cr aal,

isin i
can read &5 much as T want fo with no pain in my neck.

[ JF can read 2 vach as ] want fo with light pain in my neck,
L3 can fust read as much as T want with modesate neck pan,
[ cannot read as much because of moderate neck pai,

{11 can headly read at alf because of severe pain in my neck,
[ W camot read at sl

%@9 - Sleeping
[ have no trouble slecping.

[ My steep is il distorbed (fess than 1 hour sleepless),
[ My seep is mikly disturbed (1-2 hours locpless),
[Ty seep s moderately disturbed (2-3 hous sleepless)
[ My sloep s grealy disturbed (-5 hotrs sleepless)
[y sleep is comptetely disturbed (3-7 houts sleepless).

Seetion § - Headathes

i ﬁ have no headaches atal,

{1 hawe slight headaches which come infrequently,

[0 have moderste headaches which come infrequently.
have moderate headaches which came frequently,
fiave severs headaches which come frequently.

{_ ) ave headaches almost ol th tme

Seetion 16 - Rerreation
| can engage in alf my vecrentional activities with no seck po

[t can do ol recreation actvities with some nesk pain,

[T cam doymost,mot all ecreations] activities wilh some neck
[\ can do some recteational activitics with seck pein,

[l can haelly do secreational aciivities because of neck pain,
[ M camnot do rcreational activities at all,

Section 11 - Rate your overaH pain:

mild

No pain

01 1 3

i 5 6 7 8 9 10
discomfort _ distressing  homible _ exetuciating




Date

Patient Name
Date of Accident

Time of Accident

O a.m.
O pm.

{1 Please describe the accident in your own words:

O Driver

Were you the:
y (1 Rear Passenger

O Front Passenger
[ Pedestrian

How many people were
in the accident vehicle?

Road/Street Name

City/State
Nearest intersaction with road/street

Which direction were you headed?

Driving conditions (] Dry [JWet [ icy [J Other

Speed you were traveling?

| Make and model of vehicie you were in:

OlYes [1 No
O Lap {1 Shoulder

[T No

"{ Were you wearing a seatbelt?
_ if yes, what type?

Was vehicle equipped with airbags? [1Yes
If yes, did it/they inflate properly? L[1Yes 1 No

| Did your seat have a headrest? ClYes [INo
If yes, what was the position of the headrest?
[ Low [ Midposition [T High

| Did any part of your body strike anything in the vehicle?

“1 Yes [ No If yes, explain
4 Was impact from :

“ | Was your foot on the brake?

;| Did your car impact another vehicle?

1 Did your car impact a structure?

OYes [0 No
OYes [ No

If yes, explain

[ Front [J Rear [ Left [ Right [1 Other

At the time of impact were you:
[ Looking straight ahead
[ Looking to the left
[[] Looking up

] Looking to the right
] Looking down

Were both hands on the steering wheei? [1Yes [ No
If no, which hand was on the wheel? [ Right [ Left

OYes [INo
If yes, which foot was on the brake? [ Right [ Left

Were you: [] Surprised by impact {1 Braced for impact

1 Make and model of other vehicle

1 Which direction was other vehicle headed?

| Speed other_vehicle was traveling

- ] Were there any wiinesses? OYes [dNo
<} Was a police report filed? OYes [INo
Was a traffic violation issued? Oyves HElNo

1 Did the police come to the accident site? [] Yes

3 Na

if yes, to whom?

- (Vers, C2S8E04)

#20546 ~ @ 2004 Maulical Arts Prass® 1800-326-2170



Were you unconscious immediately after the accident? []Yes O No If yes, for how long?
Please describe how you felt immediately after the accident: :

Did you go to the hospital? []Yes I No

| When did you go? [1 Immediately after accident [] Next day [] 2 days or more after the accident
How did you get to the hospital? [] Ambulance [ Private transportation
Name of hospital Name of doctor.

Diagnosis

Treatment received

X-rays taken

Have you been able to work since this injury? [1Yes [ No How many work days have you missed?
Prior to the injury were you able to work on an equal basis with others your age? [lYes Cl Na
If you have had any of the following symptoms since your injury, please ¥/ check:

[ Arm/shouider pain [l Feettoe numbness [0 Neck pain
[ Back pain [0 Handffinger numbness [0 Neck stiff
[1 Back stiffness [1 Headaches [0 Shortness of breath
[ Chest pain [ Irritability [} Sleep difficulty
] Dizziness [ Jaw problems [ Stomach upset
[ Ear buzzing 7 Leg pain [1 Tension
[] Ear ringing O Memory loss - [1 Vision blurred
[ Fatigue [0 Nausea
i this condition getting progressively worse? [Yes 3 No 1 Unknown

aMark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 {least pain) to 10 {severe pain)

Type of pain: [ Sharp 3 Dulk 3 Throbbing [} Numbness
[0 Aching [JShooting L1 Burning [ Tingting
[ Cramps 7 Stiffness O Swelling 0 Other

How often do you have this pain?

s it constant or does it come and go?
| Does it interfere with your: [ Work L1 Sleep [} Daily Routine [ Recreation

Movements that are painfut to perform: [ Sitting [ Standing [ walking
I Bending [ Lying Down

gt B o

To the best of my knowledge, the above information is complete and correct. | undarstand that it is my respansibifity to inform my doctor if [, or my minoy chltd,'ever have a

change in health.

Signature of Patlent, Parent, Guardian or Personal Representative Date

Please print name §f Patient, Parent, Guardian or Persanal Representative Realationship to Patient




Voth Family Chiropractic LLC

Benjamin L. Voth, D.C.
4957 Thompson Rd. Coos Bay, OR 97420
Telephone (541) 266-8000

FINANCIAL AGREEMENT FOR AUTO ACCIDENT PATIENTS

_ Voth Family Chiropractic LLC will giadly bill your auto insurance company for chiropractic
services relating to your recent automobile accident. The insurance of the owner of the
automobile you were driving or riding in at the time of the accident is known as “your insurance

company”.
You must provide us with accurate information regarding the accident and the auto

insurance.

If your insurance company denies payment for any reason you are responsible for
payment in full of Voth Family Chiropractic LLC charges. We may bill your group heaith
insurance at that time if you would like us to. We wili be willing to set up a payment plan if
necessary. Voth Family Chiropractic LLC might run a credit check on you.

If your insurance company denies payment and you wish to appeal their decision we
MUST have a lien and a release of information form filed with your attorney. ff these conditions
are met we will be happy to set up a workable payment pian until you and your attorney have
reached a settlement with your insurance company, provided you do not have any liens or
judgements that precede us.

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

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

Print patient name

Signature of patient (or parent or legal guardian) Date

Witness Date



