APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC

Name: DOB- - Age: o Maleo Female
Address: City: State: Zip:
o Home o Cell: Would youTigrt Message Reminders:Noo Yes

Statuso Marriedo Divorcedo Widowedo Single  E-Mail:

Do you have insurance:Noo Yes Insurance Co:

Insurance ID: SSN: - - * Required fol¥party billing
Would you like reports/updates sent to your phgsieo Noo Yes

If yes,: Physician: Physician’s number:

Employer: Occupation: Work Number:

Spouses Name: : DOB- - # of children:
Emergency Contact: Phone: Relationship to you:

MOTOR VEHICLE ACCIDENT INFORMATION
Mark anX on the picture where| What specifically brought you to the office:
you are feeling pain or symptoms:

Date Problem(s) Began:

How Problem(s) Began:

Date accident happened:

Position:o Driver o Front Passengen Left Rear Passenger
o Middle Rear Passenger Right Rear Passenger

Time accident happened: : am/pm
Location: o On o At o In:
Your vehicle speed mph Other vehicle speed mph

Damage to your vehicleo Mild o Moderateo Extensiveno Totaled

Visibility : o Poor o Fair o Good

Weather was o Snowing o Raining o Windy o Foggy o Clear

‘ Who hit who: o | hit someonea Someone hit mea | ran into an object
If object, what object:

Point of impact. o Front o Left Front o Right Front

o Rear o Left Rear o Right Reamn Left Side o Right Side

Were you using a seatbelta No o Yes

Were you using a shoulder harnessa No o Yes

Does your vehicle have airbagss No o yes Did it deploy: o No o Yes

Did you strike anything in the vehicle o No o Yes

If yes, what:o Gear shift lever/knoln Seatbacko Airbag o Headresto Side dooro Armrest o Rearview mirror
o Side window o Center consolen Roofo Wheel o Dashboardo Rear windowno Windshield o Other:

Did you see the accident comings No o Yes Does your vehicle have headrests No o yes

If yes, what position are the headrestd=ven with top of heads Even with bottom of headi Middle of neck

Were you braced for impact o No o Yes Were you dazed?s No o Yes
Did you lose consciousness?No o Yes If yes, for how long? o Minutes o Hours
Direction of your head: o Forward o Turned Righto Turned Left Was your head injured?o No o Yes




APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC
Other parts injured: (Bruised, bleeding, swelling, lacerations, etc.)

Immediately after, experienced o Headacheo Neck Paino Low Back Pain
Did you go to the hospitalo No o Yes If yes, which hospital:
Transported by:o Ambulanceo Drove Selfo Somebody Elser Police o Helicopter
Tests done at hospitatt X-Rayso MRI o CT-Scano Lab Work o Other:
Any prior doctor for this accident: o No o Yes If yes, who:
Do you feel your condition is o Improvingo Unchangedh Getting worse

Have you lost time from work o No o Yes If yes, for how long: day(s) week(s)  month(s)
Can you perform physical activities o Yeso No If no, because ofa Pain o Weaknessy Stress

What activities of daily living are you having trouble with:

Can you sleep without problemso No o Yes
Do you waken because of paimo No o Yeslf yes, where

Did you have sleep problems beforeo No o Yes

*When filling in complaints, please list ONE comipiat a time.
Complaint #1:

Pain Levet (1-10 — ten being the worst pain imadejaameon: o Gradually o Immediately

Is Getting: o Same o Better o Worse Intensity: o Mild o Moderaten SevereFrequency. 25% 50% 75% 100%
Describe the feelinga Dull o SharpoAching oShooting oSpasmaThrobbing oBurning ocNumbing oTingling
oOther:

Please mark all of the following that apply:Mark A for Aggravates oR for Relieves
____Morning Time ___ Afternoon Time ____ Bendingward __ Bending Back ____ Bending Left ___ Bendinght

_ Twisting Left __ Twisting Right ___ Cougbin ___ Sneezing __ Straining___ Standing
___Lifting ___Sitting ___Heat___ Ice ___ Rest ___LyingDown __ Medications
Pain Radiatesto:__ Head __ Neck __ Shoulder Arm Hand Hip _ Leg ___ Foot
Complaint #2:

Pain Level (1-10 — ten being the worst pain imad#jaameon: o Gradually o Immediately

Is Getting: o Same o Better o Worse Intensity: o Mild o Moderaten SevereFrequency. 25% 50% 75% 100%
Describe the feelinga Dull o SharpoAching oShooting oSpasmaThrobbing oBurning ocNumbing oTingling
oOther:

Please mark all of the following that apply:Mark A for Aggravates oR for Relieves
____Morning Time ____ Afternoon Time ___ Bendingward __ Bending Back __ Bending Left _ Bendinght

_ Twisting Left __ Twisting Right ___ Cougbin ___ Sneezing __ Straining___ Standing
___Lifting ___Sitting ___Heat___ Ice ___ Rest ___LyingDown __ Medications
Pain Radiatesto:.  Head = Neck __ Shoulder Arm Hand Hip _ Leg ___ Foot
Complaint #3:

Pain Level (1-10 — ten being the worst pain imadejaameon: o Gradually o Immediately

Is Getting: o Same o Better o Worse Intensity: o Mild o Moderaten SevereFrequency. 25% 50% 75% 100%
Describe the feelinga Dull o SharpoAching oShooting oSpasmaThrobbing oBurning ocNumbing oTingling
oOther:

Please mark all of the following that apply:Mark A for Aggravates oR for Relieves

____Morning Time ____ Afternoon Time __ Bendingward __ Bending Back __ Bending Left _ Bendinght
_ Twisting Left __ Twisting Right ___ Cougbin ___ Sneezing __ Straining___ Standing
___Lifting ____Sitting ___Heat___ Ice ___ Rest ___LyingDown __ Medications
Pain Radiatesto:.  Head = Neck __ Shoulder Arm Hand Hip _ Leg ___ Foot
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Please mark all the following that apply:Mark aP for Personal Histor¥ for Family History orB for Both

____Alcohol/Drug Dependence ___Recent Fever __abd&es ____High Blood Pressure

____ Stroke (Date: ) ____ Cortison/Prednisone _ Taking Birth Control ___ Dizziness/Fainting
___Numbness in Groin/Buttocks __ Osteoporosis pilefsy/Seizures ____ Prostate Problems
____Menstrual Challenges ____Cancer/Tumor ____riRaoblems ____Frequent/Painful Urination
____ Loss of Bladder Control ____ Caolitis ____lrrimiColon ____Constipation

____ Digestion Issues ____Hearing Changes ____ Swdllhanges ____Visual Disturbances
____Heart Disease/Chest Pain ____Rapid Heartbeat __ Shortness of Breath ~__ Heart Problems/Palpitsti
____Morning Pain/Stiffness ____Pain at Night ___e®hatoid Arthritis ____ Pain unrelieved by position
____Abnormal weight gain/loss ____ Currently Paagn

Smoking status; _ Current Daily Smoker___ Current Some Day Smoker Former ___ Never

Alcoholic Beverage Consumption: No __ Yes Caffeinated Beverage Consumption: No __ Yes
Surgical History:

Medications:

Allergies:

| hereby authorize payment to be made directlyes@am Family Chiropractic (GFC) for all benefitsigh may be
payable under a healthcare plan or from any otbkateral sources. | authorize utilization of thgplication or copies
thereof for the purpose of processing claims afetehg payments, and further acknowledge thatdabsgnment of

benefits does not in any way relieve me of payrliebility and that | will remain financially respsible to GFC for any
and all services | receive at this office.

Patient Printed Name Patienr Authorized Person’s Signature Date Completed
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Financial Policy

The purpose of this agreement is to clarify your financial responsibilities so we can devote our efforts to helping you get the best results in the
shortest period of time.

Fees: Our service fees are based on values determined to be usual and customary for this geographic region. Our fee schedule for the most
common services we provide is available upon request. There is a $20 statement fee. Unpaid balances are subject to an 18% interest fee per
annum (1.5% monthly). There is a $25 fee for all returned checks.

First Visit: Fees for treatment rendered are payable, due in full, and expected at the completion of the first appointment.
Missed Appointment: A $46.00 fee will be posted to your account for any missed or cancelled chiropractic appointment without 24 hour

advance notice being given. A $29.00 fee will be posted to your account for any missed or cancelled massage appointment without 24 hour
advance notice being given. Payment for missed appointment fees is your responsibility and not the responsibility of your insurance company.

Self-Pay Accounts: Payment at the time of service is expected unless prior arrangements have been made. We accept Visa, MasterCard, and
Discover, as well as cash payments and personal checks.

Health Insurance: As a courtesy, we will bill your personal health insurance company should you choose to assign payments directly to the doctor.
Such payments will be applied directly to your account. You are required to pay your co-pay at the time of your visit. Estimated co-insurance
portions and any unpaid deductible, (up to the amount of services rendered for that day, based upon our usual and customary fee schedule,) is due
at the time of your visit. All necessary payments not made at the time of service, as directed above, are subject to a $20.00 statement fee. Any
amount remaining once your insurance company has paid is your responsibility, including any amount that they have denied payment for any
reason. A statement will be sent to you for the remaining balance due on your account. All accounts are due 30 days net. If you do not pay your
balance within 30 days of statement issue, a $20.00 billing charge will be included for each additional 30-day billing cycle that your account remains
unpaid. If you do not choose to assign payment directly to the doctor, your account will be handled as a self-pay account as described above. One
monthly statement will be made available to you per month. Additional statements are $20.00.

Medicare: All Medicare billings will be handled by our account manager if you direct this office to do so. This office has chosen not to accept
assignment. This means all services performed are the responsibility of the patient and due at the time of service. We will bill Medicare for
you and direct them to send payment directly to you. Itis also the patient’s responsibility to bill their secondary insurance or Medicare supplement.
Medicare does not provide for payments on: maintenance care, x-rays, examinations, physiotherapy, orthopedic supports or dietary supplements
when provided by a chiropractor. Medicare may deny payments on all or part of any treatment received in this clinic based upon Medicare
guidelines and “medical necessity”. You are still responsible for payment.

Automobile Insurance: If your injuries were sustained in a motor vehicle accident, your medical expenses should be covered by the Personal
Injury Protection (PIP) coverage of the vehicle you were in. Itis our office policy and Oregon Statute to bill medical expenses to the PIP carrier of the
vehicle you were in, not the other driver’s insurance, regardless of fault. If you have any questions regarding this, we can refer you to the office of
the Oregon Insurance Commissioner. You must complete and submit the PIP benefits application supplied by the insurance company in order for
medical expenses to be paid to this office. If you do not submit the PIP benefits application, all medical expenses in this office become your
responsibility and are subject to the above stated policies. If your PIP benefits are denied for any reason, all incurred expenses become your
responsibility. It is our office policy to not carry an account balance past one year of the motor vehicle accident. Representation of an attorney who
has either signed an attorney lien or a letter of protection directing payment to this office out of the settlement is required. A minimum monthly
payment of $ 100.00 will be expected on account balances. A monthly statement fee of $20.00 will apply on each monthly billing.

Worker’s Compensation Insurance: If your injuries were sustained in a work related incident, your medical expenses may be covered by your
company’s Worker’s Compensation Insurance. You and your employer must submit documentation of the incident to file a claim for benefit eligibility.
Payments for supports and supplements are the patient’s responsibility. Unaccepted claims are the patient’s responsibility to maintain a zero
account balance until the claim is either accepted or denied. Acceptance of the claim may take as long as 60 working days. During this time, the
patient is responsible for all charges accrued in this clinic. In such a case of claim denial, any and all previously unpaid amounts will become
immediately due in accordance with the above stated account policies. Patients will be refunded all amounts previously paid once this office has
received in writing from the responsible insurance company that the claim has been accepted for the condition the patient was being treated for. If
the claim is accepted for any condition other than the conditions being treated for in this clinic, any portions paid toward the non-accepted condition
will be placed towards a self-pay account and will not be refunded.

Patient Printed Name:

Patient/Guardian Signature: Date:




APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC
DR. ROBERT W RAMSEY, DC PC
575 NE 29 Street - GRESHAM, OR 97030
Phone: 503-667-6744 Fax: 503-661-7896

Informed Consent to Care

You are the decision maker for your health caret &aour role is to provide you with informatioa assist you in
making informed choices. This process is oftenrreteto as “informed consent” and involves your enstanding and
agreement regarding the care we recommend, thditseaned risks associated with the care, altereatiand the potential
effect on your health if you choose not to recéhescare.

We may conduct some diagnostic or examination phees if indicated. Any examinations or tests caeld will be
carefully performed but may be uncomfortable.

Chiropractic care centrally involves what is knoasa chiropractic adjustment. There may be additismpportive
procedures or recommendations as well. When prayidn adjustment, we use our hands or an instrutbeaposition
anatomical structures, such as vertebrae. Potdetiadfits of an adjustment include restoring norfmiak motion,
reducing swelling and inflammation in a joint, rethg pain in the joint, and improving neurologiéahctioning and
overall well-being.

It is important that you understand, as with aliltirecare approaches, results are not guaranteddhare is no promise
to cure. As with all types of health care intervemns, there are some risks to care, includingnotifimited to: muscle
spasms, aggravating and/or temporary increasenipteyns, lack of improvement of symptoms, burns @ansiéarring
from electrical stimulation and from hot or colethpies, including but not limited to hot packs &g fractures (broken
bones), disc injuries, strokes, dislocations, sfgand sprains. With respect to strokes, theagase but serious condition
known as an “arterial dissection” that typicallyceused by a tear in the inner layer of the attesty may cause the
development of a thrombus (clot) with the poterttidiead to a stroke. The best available sciengifidence supports the
understanding that chiropractic adjustment doesaase a dissection in a normal, healthy arterse&se processes,
genetic disorders, medications, and vessel abniti@saihay cause an artery to be more susceptildessection. Strokes
caused by arterial dissections have been assoeidttedver 72 everyday activities such as sneeanging, and playing
tennis. Arterial dissections occur in 3-4 of ev&®p,000 people whether they are receiving heaité or not. Patients
who experience this condition often, but not alwgyssent to their medical doctor or chiropractd@hweck pain and
headache. Unfortunately a percentage of thesenpstigll experience a stroke. The reported assiocidetween
chiropractic visits and stroke is exceedingly rame is estimated to be related in one in one mili®one in two million
cervical adjustments. For comparison, the incideridespital admission attributed to aspirin usefimajor Gl events
of the entire (upper and lower) Gl tract was 12dé&ng¢s/ per one million persons/year and risk otlidas been
estimated as 104 per one million users. It is mgortant that you understand there are treatmgtitres available for
your condition other than chiropractic procedutgkely, you have tried many of these approachesaaly. These options
may include, but are not limited to: self-adminiet&care, over-the-counter pain relievers, physiwdsures and rest,
medical care with prescription drugs, physical @ipgr bracing, injections, and surgery. Lastly, hawe the right to a
second opinion and to secure other opinions abmurt gircumstances and health care as you see fit.

| have read, or have had read to me, the aboveenbrisappreciate that it is not possible to comsglery possible
complication to care. | have also had an opponuniask questions about its content, and by sggh&low, | agree with
the current or future recommendation to receiveoghactic care as is deemed appropriate for mygistance. | intend
this consent to cover the entire course of canm fab providers in this office for my present caioh and for any future
condition(s) for which | seek chiropractic carenfrthis office.

Patient Name: Signature: Date:

Parent or Guardian: Signatur Date:

Witness Name: Signature: Date:




APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC

DR. ROBERT W RAMSEY, DC PC
575 NE 2nd - GRESHAM, OR 97030
Phone: 503-667-6744 Fax: 503-661-7896

PARTIAL ASSIGNMENT OF CAUSE OF ACTION, ASSIGNMENT ®PROCEEDS, CONTRACTUAL LEIN
AND TREATMENT AGREEMENT.

Consideration: In order to facilitate the ability of the Offide collect its charges directly from various Payand thereby to enhance the patient-
provider relationship, |, the undersigned, as aarsition for the Office’s services, agree to tHiwing and direct all Payers as follows:

Partial Assignment of the Cause of Action, Assignnme of Proceeds, and Contractual Lienl herby assign, insofar as permitted by lawpéliny
rights, remedies, and benefits to the Office, ab agany and all causes of action that | mightehaow or in the future against the Payer to the
extent of my Charges, the right to prosecute sacises of action either in my name or in the Offiagame, and the right to settle otherwise resolve
such causes of action as the Office sees fitrthémn assign my right to receive and proceeds fmognPayer to the Office and further grant a
contractual lien to the Office with any respectrtg charges. | understand that these assignmenight$é and contractual lien may effectuate,
automatically or otherwise, a secured interest utiaeapplicable Uniform Commercial Code. | intdadthis Agreement to effectuate such a lien
and hereby authorize the Office to file the fornt(sjmally filed with the Secretary of State or atgevernmental agency in order to perfect such
lien. Except as provided herein, nothing in thggéement shall be construed as an election or whivéhe Office to a secured interest under any
other statutory lien law. Consistent with thegt$, | hereby direct any and all Payers, to paypttoceeds directly and immediately to, and
exclusively in the name of, the Office in the amboihmy Charges.

Other Terms: | understand that | remain personally respondiinleny Charges. Consistent with law or contraetgiee to pay the full amount of
my Charges to the Office upon its demand. Unlesmiatly agreed in writing, the receipt and procegshpartial payments by the Office shall not
constitute a waiver of the Office’s right to reae@payment-in-full upon demand and shall not camstiain accord and satisfaction of my Charges,
irrespective of any restrictions indicated on aayments. | understand that at any time, | can rcaieopy of my total Charges. | hereby waive any
statute of limitation, which may apply to the cetien of my Charges.

In the eventthat | retain one or more attorneys to assistmwlilecting any proceeds, | direct each attormegsue an irrevocable letter of
protection to the Office regarding my Charges.riffar direct (and the Office hereby requests) edfdrney to provide immediate notice to the
Office regarding any Proceeds received by theragtgrto promptly pay the Office in-full out of suBtnoceeds, and to provide a full accounting of
such Proceeds to the Office.

| authorize and direct the Office to submit my charges to amy all Payers, including, without limit, my healibnefit plan. | understand, however
that in the event that my charges are submitteddie than one Payer, | hereby authorize and dinecOffice to apply any Proceeds received from
one Payer to any reductions, write-offs or disceussued by another.

| authorize the Office to endorse or sign my name on any dinthacks listing me as a payee, which are recebyethe Office for payment of
Charges incurred by me, my spouse or my dependédntther authorize the Office to apply any crdaifances on my Charges to any other
outstanding Charges still owed by me, my spouseyodependents regardless of whether these otheg€$ are related to my condition.

This Agreementshall not be modified or revoked without the mlituatten consent of the Office and myself. | herebvoke the terms of any
previously signed documents to the extent thosegeonflict with the terms of this Agreement.

This Agreementshall be governed under the laws of the state evtier Office is located and performable in the ¢pwhere the Office is located.

| hereby consent to personal jurisdiction and vesfueny court in said county and waive all objectidbased on improper jurisdiction, venue, or
forum non-convenes.

| agreethat each and every provision of this Agreemen¢asonable necessary for the protection of thegignd interest of the Office and myself.
However, should any provision of this Agreemenfdaend to be “invalid, illegal or unenforceable,for any reason cease to be binding on any party
hereto, all other portions and provisions of thgggement shall, nevertheless; remain in full faed effect”

Definitions: For the purpose of this Agreement, the followiegns shall have the following meaning: “Office’adlirefer to Gresham Family
Chiropractic located at 575 NE%Street Gresham, OR 97030. “Payer” shall refewithout limit, any insurance carrier, health behpfan
administrator and fiduciary, health maintenanceanization, preferred and independent provider argdion, attorney, at fault party, tortsfeasor,
individual, and any other entity, which may elexbe obligated to payer disburse Proceeds to itreiow or in the future, for any reason.
“Proceeds” shall include, without limit the procedtom any settlement, judgment, or verdict, thecpeds from any promise to payer reimburse,
and the proceeds relating to the following bengfitans, or coverage: individual and group heatthdfits, Medicare, Medicaid, Worker's
Compensation, disability, uninsured and underirganetorist, no-fault, medical payments benefitgsppal injury protection, lost wages, lost
services, property damage, and malpractice; “Clséigieall include, without limit, the full fees féine Office’s services (including, without limit,
treatment, medical equipment, supplies, supplemaatsative reports, depositions, and testimonyy, @ollections Costs incurred by the Office,
18% interest on outstanding Charges, and any @harges incurred by me at the Office; “Collectioms@” shall include, without limit, any pre and
post judgment court costs, filing fees, servicprmicess charges, attorney fees, and any othera@ostdiection incurred by the Office in any effort
or action to collect my Charges either from meroyy Rayer.

Patient Name (please print)

Patient Signature Date

Name of Custodial Parent or Legal Guardian, on Betfidhe Patient (please print)

Parent/Guardian Signature: Date
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IRREVOCABLE DOCTOR'’S LIEN AND ASSIGNMENT OF RIGHT TO RECOVERY
In consideration and exchange for not having to immediately pay the debt owed and in
consideration for receiving future care at or by the clinic and doctors whose letterhead this document
is printed (hereinafter “Clinic”), I, the undersigned, hereby assign and convey to the Clinic a legal
and equitable interest in any and all causes of action or rights of recovery I may have arising out of
that certain accident or injury-producing event which occurred on or about the __ day of
, 20 , to the extent of the cost of treatment provided or to be provided to me by the

Clinic.

I hereby authorize and direct my attorney(s) to hold in trust, and to pay directly to the Clinic
such sums as may be due and owing the Clinic for treatment and other professional services
rendered me both by reason of this accident and by reason of any other bills that are due to the Clinic
and to withhold such sums for any settlement, judgment or verdict as may be necessary to
adequately pay and protect the Clinic. I herby further give, grant, assign, and covey a legally
enforceable interest and lien on my case to the Clinic against any and all proceeds any and all causes
of action, settlements, judgments, or verdicts by which I may be paid to or through my attorney, or
myself, as the result of the injuries or conditions for which I have been treated by the Clinic.

I fully understand that I am directly and fully responsible to the Clinic for all bills incurred for
services rendered me and that this agreement is made solely for the Clinic’s additional protection and
in consideration for the Clinic waiting for payment. I further understand that payment for services
rendered by the Clinic is not contingent on any settlement, judgment, or verdict for which I may
eventually recover. I am personally responsible for my bills, regardless of the outcome of any legal
claim or case.

I fully understand if my attorney(s) does/do not protect the Clinic’s interest, the Clinic may
require me to make payments on a current basis. The Clinic may also bring a cause of action against
my attorney(s) for failing to honor this binding and irrevocable agreement between me and the
Clinic.

I further understand and agree that the Clinic is not responsible for paying any of my
attorneys’ fees and the Clinic does not agree to pay my attorney(s) any attorney’s fees for honoring
this agreement between me and the Clinic.

“I HAVE READ AND FULLY UNDERSTAND THIS DOCUMENT, AND I AM VOLUNTARILY
SIGNING THIS DOCUMENT. I AM DIRECTLING MY ATTORNEY(S) TO PROTECT THE
CLINIC’'S INTEREST AT THE THIME OF SETTLEMENT, AND I AM ASSIGNING AND
CONVEYING CERTAIN LEGAL RIGHTS OVER TO THE CLINIC. I ALSO KNOW THAT I MAY
NOT REVOKE THIS AGREEMENT AT ANY TIME WITHOUT PRIOR WRITTEN
AUTHORIZATION FROM THE CLINIC. I UNDERSTAND THAT, AMONG OTHER THINGS,
THIS IS A BINDING AND ENFORCEABLE CONTRACT, ASSIGNMENT CONVEYANCE, AND
LIEN.”

Patient Name: Signature: Date:
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DR. ROBERT W. RAMSEY, DC PC
575 NE 29 St
GRESHAM, OR 97030
(503) 667-6744

ACKNOWLEDGEMENT OR RECEIPT OF NOTICE OF PRIVACY PRACTICES:

This Notice is in effect as of April 14, 2003.

| acknowledge that | was provided a copy of theidéobdf Privacy Practices and that | have read
them or declined the opportunity to read them amdeustand the Notice of Privacy Practices. |
understand that this form will be placed in my eatifile and maintained for seven years.

Patient Name (Please print)

Patient Signature

Parent Signature for a Minor Bat
(Parent, Guardian or Patient’s legal representajive



