PERFORMANCE
————HEALTH

An accurate health history is important to ensure that it is safe for you to receive treatment. If your health status changes in the future, please let us
know. All information that is gathered for this treatment is kept strictly confidential, except as required by law.

PATIENT INFORMATION (Please print)

Name:

Birthday: /

Address:

/ MM/DD/YYYY

Apt# /

/ /

Phone: Home #:

Cell #:

Email:

City Province  Postal Code

Gender: OMOF O Other:

How did you hear about us?

Family Doctor:

Occupation:

Emergency Contact Name:

Phone #:

What brings you in today?

When did it start?

Are there any other areas of minor complaint or concern?

Has there been a medical diagnosis?

Is this pain the result of a: Motor Vehicle Accident? Yes/No or Work Related Injury? Yes/No
/ MM/DD/YY Health Insurance:

If Yes, date of accident: /

Height:

Weight:

(Ibs) Shoe Size: (for Custom Orthotics)

MEDICAL/SURGICAL HISTORY

Please check if you have ever had:

O Arthritis 0 Lung/Breathing problems O Allergies

O Broken Bones O Diabetes/High Blood Sugar O Stroke

O Osteoporosis O Parkinson’s Disease 0 Head Injury

O Blood Disorder O Thyroid Problems O Multiple Sclerosis
0 Circulation Problems 0 Cancer -Type: O Seizures/Epilepsy
00 Heart Problems O Ulcers/Stomach Problems O Skin Disorders

O High Blood Pressure O Drug Resistant Infections O Kidney Problems
O Depression/Anxiety O Infectious Diseases O Other:

Please check if you have experienced the following symptoms in the past year:

O Chest pain O Difficulty in walking O Urinary problems
O Heart palpitations 0 Joint pain or swelling O Fevers/chills/sweats
U Hoarseness O Pain at night O Headaches

O Shortness of breath O Difficulty sleeping O Hearing problems
0 Coordination problems O Difficulty swallowing O Other:

O Weakness in arms or legs
O Loss of balance or falls

O Bowel problems
0 Unexpected weight gain/loss

Have you ever had surgery? O Yes O No
1) D
2) D
3) D

If yes, please describe and provide date:

ate:

ate:

ate:
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An accurate health history is important to ensure that it is safe for you to receive treatment. If your health status changes in the future, please let us
know. All information that is gathered for this treatment is kept strictly confidential, except as required by law.

PATIENT INFORMATION (Please print)

MEDICATIONS

Do you take any medications? O Yes O No [f yes, please list below:

1) 3)

2) 4)

DIAGNOSTIC TESTS

Please indicate if you have had any of the following tests within the past year:
O X-Rays O Bone Scan 0 Ultrasound
O CT Scan 0O EMG (Electromyogram) O Angiogram
O MRI(Magnetic Resonance Imaging) 0 NCV (Nerve Conduction Velocity) O Stress Test
O Myelogram O Arthroscopy

What was your area of imaging? :

CONTRAINDICATIONS TO SOME THERAPIES
Please indicate if you have been diagnosed or treated with:

O DVT and/or atherosclerosis 0 Haemophiliac O Pacemaker
O Active/suspected cancer O Allergies (electrodes/gel/tape) O Raynaud’s Disease
O Pregnant Due Date: O Acute feverfiliness O Dermatitis
O Other: area:
SYMPTOM DIAGRAM
Please indicate on the diagram below: What is your pain on scale from 1 to 10
X - Pain/Stiffness N - Numbness/Tingling (1= mild pain, 10 = severe pain)? /10

Disclaimer:

I hereby certify that | have read and understand all of the questions relative to my health and medical history. | have completed the information accurately and am
aware of no other health conditions not specifically mentioned in the above questionnaire. | hereby absolve Performance Health of all claims and responsibility for
detrimental effects to my health as a result of treatment. | hereby certify that | have properly informed Performance Health of any known infectious diseases, high
blood pressure, pregnancy and / or surgical implants.

Client Signature: Date: / / MM/DD/YY

R I -
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CONSENT TO CHIROPRACTIC TREATMENT

PERFORMANCE
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It is important for you to consider the benefits, risks and alternatives to the treatment options offered by
your chiropractor and to make an informed decision about proceeding with treatment.

Chiropractic treatment includes adjustment, manipulation and mobilization of the spine and other joints
of the body, soft-tissue techniques such as massage, and other forms of therapy including, but no limited
to, electrical or light therapy and exercise.

Benefits

Chiropractic treatment has been demonstrated to be effective for complaints of the neck, back and other
areas of the body caused by nerves, muscles, joints and related tissues. Treatment by your chiropractor
can relieve pain, including headache, altered sensation, muscle stiffness and spasm. It can also increase
mobility, improve function, and reduce or eliminate the need for drugs or surgery.

Risks
The risks associated with chiropractic treatment vary according to each patient's condition as well as the
location and type of treatment. The risks include:

» Temporary worsening of symptoms - Usually, any increase in pre-existing symptoms of pain or
stiffness will last only a few hours to a few days.

o Skin irritation or burn - Skin irritation or a burn may occur in association with the use of some types of
electrical or light therapy. Skin irritation should resolve quickly. A burn may leave a permanent
scar.

e Sprain or strain - Typically, a muscle or ligament sprain or strain will resolve itself within a few days or
weeks with some rest, protection of the area affected and other minor care.

e Rib fracture - While a rib fractures is painful and can limit your activity for a period of time it will
generally heal on its own over a period of several weeks without further treatment or surgical
intervention.

e Injury or aggravation of a disc - Over the course of a lifetime, spinal discs may degenerate or become
damaged. A disc can degenerate with aging, while disc damage can occur with common daily
activities such as bending or lifting. Patients who already have a degenerated or damaged disc
may or may not have symptoms. They may not know they have a problem with a disc. They also
may not know their disc condition is worsening because they only experience back or neck
problems once in a while.

Chiropractic treatment should not damage a disc that is not already degenerated or damaged, but if
there is a pre-existing disc condition, chiropractic treatment, like many common daily activities, may
aggravate the disc condition.

The consequences of disc injury or aggravating a pre-existing disc condition will vary with each patient.
In the most severe cases, patient symptoms may include impaired back or neck mobility, radiating pain
and numbness into the leg or arms, impaired bowel or bladder function, or impaired leg or arm function.
Surgery may be needed.
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e Stroke - blood flows to the brain through two sets of arteries passing through the neck. These
arteries may become weakened and damaged, either over time through aging or disease, or as a
result of injury. A blood clot may form in a damaged artery. All or part of the clot may break off
and travel up the artery to the brain where it can interrupt blood flow and cause a stroke.
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Many common activities of daily living involving ordinary neck movements have been
associated with stroke resulting from damage to an artery in the neck, or a clot that already
existed in the artery breaking off and travelling up to the brain.

Chiropractic treatment has also been associated with stroke. However, that association occurs very
infrequently, and may be explained because an artery was already damaged and the patient was
progressing toward a stroke when the patient consulted the chiropractor. Present medical and scientific
evidence does not establish that chiropractic treatment causes either damage to an artery or stroke.

The consequences of a stroke can be very serious, including significant impairment of vision, speech,
balance and brain function, a well as paralysis or death.

Alternatives
Alternatives to chiropractic treatment may include consulting other health professionals. Your
chiropractor may also prescribe rest without treatment, or exercise with or without treatment.

Questions or Concerns

You are encouraged to ask questions at any time regarding your assessment and treatment. Bring any
concerns you have to the chiropractor's attention. If you are not comfortable, you may stop treatment
at any time. Please be involved in and responsible for your care. Inform your chiropractor immediately
of any change in your condition.

DO NOT SIGN THIS FORM UNTIL YOU MEET WITH THE CHIROPRACTOR
I hereby acknowledge that | have discussed with the chiropractor the assessment of my condition and
the treatment plan. | understand the nature of the treatment to be provided to me. | have considered
the benefits and risks of treatment, as well as the alternatives to treatment. | hereby consent to
chiropractic treatment as proposed to me.

Name (Please Print)

Date: 20

Signature of patient (or legal guardian)

Date: 20

Signature of Chiropractor



2528 Dougall Ave. Windsor, ON N8X1T6

PERFORMAN CE Phone: (519) 966-3444
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www.phwindsor.com

Informed Consent to Treatment

Doctors of chiropractic, medical doctors, physiotherapists, acupuncturists and massage therapists
may use manual therapy techniques such as spinal and extremity manipulation/mobilizations, soft
tissue manipulation, acupuncture, moxibustion, cupping, electroacupuncture, exercises and physical
therapy modalities. Health care providers are required to advise patients that there are or may be
some risks associated with such treatment. In particular you should note:

a) While rare, some patients have experienced rib fractures or muscle and ligament sprains or
strains following spinal manipulation;

b) There have been reported cases of injury to a vertebral artery following cervical spinal
manipulation. Vertebral artery injuries have been known to cause stroke, sometimes with
serious neurological impairment and may on rare occasion result in serious injury. The
possibility of such injuries resulting from cervical spinal manipulation is extremely remote;

c) There have been rare reported cases of disc injuries following cervical and lumbar spinal
manipulation although no scientific study has ever demonstrated such injuries are caused, or
may be caused, by spinal manipulation.

d) Thereis a small possibility that as a result of massage and manual muscle therapy the skin
may locally be slightly red or sore and even less likely bruised.

| acknowledge | have discussed or have had the opportunity to discuss, with my Treatment Provider
the nature and purpose of my treatment in general and my treatment in particular as well as the
contents of this consent. | consent to the treatments offered or recommended to me by my
Treatment Providers, | intend this consent to apply to all present and future care.

Missed Appointment Policy: Twenty four (24) hours notice is required if you need to cancel your
appointment. You may do so via email or by telephone. If it is less than 24 hours before your
appointment, you must telephone the clinic. Itis the clinic’s policy to charge the patient $25 for

missed appointments without appropriate notice: (patient initials).
Dated this day of , 20

Patient Signature Verification Signature
Name: Name:

(Please print) (Please print)
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ELECTRONIC TRANSMISSION AUTHORIZATION AND CONSENT FORM

Consent to collect and exchange personal information

This form must be filled out when claims are submitted electronically by the provider on the patient’s behalf.
Personal information that we collect and disclose about you, and if applicable, your spouse and/or dependents, is
used by the insurer and/or plan administrator and their service provider(s) for the purposed of assessing your claims,
underwriting, investigating, auditing and administering the group benefits plan, including the investigation of fraud
and/or plan abuse.

Authorization and Consent

| authorize my healthcare provider to collect, use and disclose personal information concerning any claims
submitted on my behalf with the insurer and/or plan administrator and their service provider(s) for the above
purposes.

I authorize the insurer and/or plan administrator and their service provider(s) to:

e use my personal information for the above purposes.

e exchange personal information with any individual or organization, including healthcare professionals,
investigative agencies, insurers and reinsurers, and administrators of government benefits or other benefits
programs when relevant for the above purposes.

e exchange personal information concerning any claims submitted with the plan member or a person acting
on behalf of the plan member.

o exchange personal information for the above purposes electronically or in any other manner.

| understand that personal information may be subject to disclosure to those authorized under applicable law.

| agree that a photocopy or electronic version of this authorization shall be as valid as the original, and may remain in
effect for the continued administration of the group benefits plan.

Additional Consent Applicable to Plan Members Only

| confirm that | am authorized by my spouse and/or dependents, if any, to disclose personal information about them
to the insurer and/or plan administrator and their service provider(s) for the purposed described above and | confirm
that my spouse and/or dependents also authorize the insurer and/or plan administrator and their service provider(s)
to disclose information about their claims to me, for the purposes of assessing and paying a benefit, if any, and
managing the group benefits plan. | also authorize my spouse and/or dependents to assign benefit payments under
the plan to the healthcare provider.

In the event there is suspicion and/or evidence of fraud and/or plan abuse concerning claims submitted, |
acknowledge and agree that the insurer and/or plan administrator and their service provider(s) may use and
disclose relevant personal information to any relevant organization including law enforcement bodies, regulatory
bodies, government organizations, medical suppliers and other insurers, and where applicable my Plan Sponsor, for
the purposes of investigation and prevention of fraud and/or plan abuse.

If there is an overpayment, | authorize the recovery of the full amount of the overpayment from any amount payable
under the group benefits plan, and the exchange of personal information with other persons or organizations,
including credit agencies and, where applicable, my Plan Sponsor, for that purpose.

Print Name Signature Date



