:( CHIROPRACTIC
) CLINIC

8711 Venice Blvd, Suite A. = Los Angeles, CA 90034 « P: (562) 262-2225 « F: (424) 204-0425 « E: Tyler@sanpedrocc.com

Patient Personal Information DATE:

Last Name: ~ First Name: o ME

Date of Birth: ~— / Ager Social Security # - .

Sex: OMale OFemale Marital Status:  OMarried ODivoreed OSingle  OWidowed
Height: Weight:

Address: Gy State:r ZipCode:
Home phone: . o o Mabile phone:

Work phone: - o L-mail address:

Medical History:

Do you have, or have you ever had, any of the following conditions (cirele any that apply):

Allergy Shots Anorexia Arthritis Breast Lump Bulimia Cataract
High blood pressure Heart Discase Ieart attack Cancer Herpes Polio
Thyroid Discase Seizures / Epilepsy Stroke Diabetes Goiter Mumps
Bleeding Disorder Hernia Appendicitis Bronchitis Tumors Gout
Chicken Pox Fractures Blood clots Alzheimer’s Tuberculosis Ulcers
High Cholesterol Alcoholism Hepatitis Adds/Hiy Emphysema Asthma
Chemical Dependency  Multiple Sclerosis Pancreatitis Glaucoma Osteoarthritis ~ Anemia
Rheumatoid Arthritis Kidney Problems Liver problems

0 Smoke, Packs /Day 0 Alcohol, Drinks / Week 0 Colfee/Calfeine, Cups/Day

Are you pregnant? 0O Yes O No Have you ever had any surgeries? 0O Yes [0 No

I *yes™, please list each surgery with year received:

Family Medical History (examples: Diaberes, High Blood Pressure, Cancer. ete.)
Mother: o Father:
Siblings/Other Relatives:

Have you ever been involved in a previous O Car accident O WC Accident [0 Other:

If “pes”. how many: When: o
Do vou have a complete recovery from those accidents: O Yes 0 No
I no™ what are the residual complaints? e T
Do vou have any allergies to medications: 0 Yes 01 No 1 yes” please list:

Are you allergic to (0 Latex O Medical Tapes?

Please list ALL medications (prescribed and over-the-counter) that you CURRENTLY take:

Do you exercise: O None 0 Moderate 0 Daily 0 Heavy

Work Activity: O Sitting 0 Standing J Light Labor [ Heavy Labor



3'

In the unlikely event of an emergency during your treatment in our facility, who should we contact?

Name:

Phone Number:

Relation to you:

Date of accident: Time of accident:

Type of accident: J Automobile Accident 3 Worker's Compensation Accident/Injury

O Slip/Fall Accident O Pedestrian Accident
0 Other Accident:

Location of Accident (street/cross streets):

O Other Injury:

If pedestrian were you: CICrossing a street [JOn sidewalk O Walking/riding in the street OJOther:
Were you thrown to the ground:  OYes (ONo Speed of the other vehicle at impact:

If Auto Collision: What part of your car was hit?

OBack end OBack end passenger side OBack end driver side  OJFront end
OFront end passenger side OFront end driver side
Side impact OSide front OSide middle Oside rear
Where were you in the car?
OThe driver of the car OJPassenger in a car
If passenger were you in: OFront seat OBack seat right OBack seat middle
OBack seat left OThird row seat right ~ O3Third row seat middle OThird row seat left
Was your head turned upon impact? OYes ONo  OOther:
Were you leaning forward at the time of impact?  (OYes ONo  (OOther:
Was your body tumed at the time of impact? OYes ONo OOther:
Did you brace for the accident? OYes ONo OOther:
Were you wearing your seatbelt? OYes ONo OOther:
Did the airbag deploy? OYes ONo OOther:
Did you hit your head? OYes ONo OOther:
Describe in your own words what happened:
. Immediately Afteraccident / Tnjury... -
Did you lose consciousness? OYes ONo OUnknown
How did you feel (check all that apply):
OConfused ODazed ODizzy ONervous OOther:



Where did you immediately develop PAIN (Q) or have lacerations:CUTS (O) (check all that apply):

O 0O Head O 3 Neck O O Upper'Mid Back O O Lower back O O Pelvis O O Abdomen O O Shoulders
O O ChestRib Cage O O Arms O T Elbow O T Forearms O (1 Wrists O (3 Hands O O Buutocks

O O Hips O O Thighs O O Knees O O Legs O O Ankles O O Feet O O Other:

Did police come to the scene? OYes ONo Do you have police report? JYes [ONo

Did you receive emergency care at the accident/injury site? 0 No 1 Yes - (please check all that apply):
0O Bandages O3 Splints O Brace (O Neck Collar - O Other:

Afier the accident/injury, where did you go?

O Hospilal 3 Home 3 School O Work goter:

By whom were you driven?

0O Myself O Friend O Family 0 Ambulance O Other:

When did you go to the hospital? O Immediately (3 Later That Day O Next Day
0O Days Later O Other: 0 Never

Hospital name: Examined by doctor:

O X-rays O Cat Scan 0O MRI  were taken of what body part/s:

0 Head O Neck DOltipper/Mid Back 0O Lower Back O Pelvis

3 Abdonien {3 Shoulders 1 ChestRib Cage OArms 3 Elbows

O Forearms O Wrists O Hands 0 Buttocks O Hips

O Thighs O Knees O Legs 0 Ankles O Feet

3 Other: O No x-rays taken 0 No Cat Scan taken O No MRI taken

What was the diagnosis given at the hospital (describe location on body):

0O Concussion 3 Whiplash 1 Disc Injury O Dislocation 03 Fracture

O Sprain 0 Swrain O Laceration O Contusions (1 Other:

What treatment was administered at the hospital?

O Oral Medication O Sutures 3 Splint a Collar O Injection O lce Pack
03 Cast O support A Brace 1 Surgery O Hot Packs O Bandages O Antiseptics
OOther: o (0 No Treatment

Upon discharge, whom were you told to see?

0 General Practitioner O Chiropractor 0 Neurologist {3 Physical Therapist O Orthopedist
O Internist O General Surgeon 3 Plastic Surgeon O Other: O No one

Upon discharge, what recommendations were made?

O Rest Olce OHeat 3 Collar 7 Support O Time off work
O Other: 03 No further care 0O No recommendations
Upon discharge, what medications were prescribed? O Pain 0 Anti-inflammatory

[ Antibiotics 3 Nervousness [0 No medications



How much later did additional symptoms develop?

O Immediately O Hours 0 That Evening (O Next Morning {J Days [J Weeks
0 Month 0 Other: O No other symptoms

What additional symptoms developed?

Please indicate with a mark on this line, the level ol pain you are now experiencing:

No Pain | [Maximum Pain
1 2 3 q 5 6 7 8 9
Listed below are 5 types of pain. Sclect the type (or Types) of pain patient is experiencing.

Mark the body figures below to indicate where on the body the pain is being fell. Be sure to use the
corresponding symbols or cach type of pain. Please include the time spent per area.
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Since your accident/injury. have you suffered from:
OBlurred Vision ODouble OvVision Trouble O Hearing Trouble
OEar Ringing (OChest Pain OBreathing Trouble OPalpitations
OConstipation ODiarrhea ONausea OVomiting
OFrequent Urination CIPainful Urination Oincontinence {JAnxicty
O Depression OMood Swings ONervousness {OPoor Memory
OTension OConvulsion ODizziness OHeadaches
OFainting [l.oss of Balance OFatigue ORestlessness
Olnsomnia Olight Sensitivity OReduced Appetite O Weakness

OWeight Gain OWeight Loss O0ther: ONo additional symptoms



What makes your pain better?

ORest OMedications Heat Olce OStretching OLying down
OOther:

What makes your pain worse?
OSitting OStanding OBending OLifting OWwalking OLying Down
OOther:

Are you restricted in any of the following areas as a result of this accident / injury?
ODaily Living OWork/Occupational ~ ORecreational Activities
OOther: DOINo restrictions

Have you missed work due to this accident / injury?

OMissed no work OLimited work activity OMissed work from: to

Did you self-treat your symptoms?

Olce OHeat (OBed rest OOTC Medication
OOther: ODid not self-treat

Did you seek health care elsewhere?
OGeneral Practitioner  Olnternist OChiropractor ONeurologist
OOrthopedist OGeneral Surgeon OPlastic Surgeon OPsychologist
OOther: ODid not seek other health care

Name/s of doctor/s:

Diagnosis, treatment and recommendations:

Have you had any of the following tests?
OCT Scan OMRI OEMG OOther: ONo tests

What is the reason for seeking today’s consultation?

OPersisting Complaints OWorsening of Symptoms OOther:
Have you contacted an insurance adjuster or representative regarding this claim?
ONo OYes—Company: Claim#:
Adjuster:
Have you engaged the service of an attorney?
ONo OYes—Attomey:
Address: Phone:

Additional information:




Please complete diagram below showing the position of all vehicles, persons, stoplights, stop

signs and other objects. Also show street names.

I certify that the information provided above is accurate and complete to the best of my

knowledge. I understand that if coverage is denied I am fully responsible for payment.

Patient Name (Plcasc Print) Palient Signature

Date Signed



Neck Index

ACN Group, Inc. Form NI-100

Patient Name

ACN Group, inc. Uss Only ruv 327/2003

- Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. Iif two or more stalements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

© 1 have no pain at the moment.

@ The paln Is very mild at the momenL

@ Tha paln comas and goss and ls moderate.

@ The pain is fairly severe &l tha momant.

@ The painis very sevare at the momsnt

® The painis the worst imaginable at the moment.

Sleeping

@ 1 have no trouble slesping.

@ My stesp is slighty disturbed (less than 1 hour sleepless).
@ My sleepis mildly disturbed (1-2 hours slespless).

@ My steep is moderataly disturbed (2-3 hours sleepless).
@ My staep is greatly disturbed (3-5 hours slespless).

® My sigep is complately disturbed (5-7 hours sleapless).

Reading

@ 1 can read as much as | want with no neck pain.
@ 1 can read a5 much &3 | want with slight neck pain.
@ 1can read as much as | want with moderate neck pain.

@ Icannot read as much as | want because of moderate neck pain.

@ | can herdly read at 8!l because of severe neck pain.
® | cannol read at ell bacausa of neck pain.

Concentration

© ! can concentrate fully when | want with no difficulty.

@ 1can concentrate fully when | want with slight difficulty.

@ 1 heve a fair degres of difficulty concantrating when | want.
@ |have a lot of diffcutly concentrating when | want.

@ | have a great deal of difficulty concentrating when | want.
® | cannot concentrale at all,

Work

@ 1 can do as much work as | want.

@ 1can only do my usua! work but no more.

@ |1 can oniy do most of my usual work but no mers.
@ | cannet do my vsual work.

® | can hardly do any work at all.

® 1cannot do any work a! all,

Personal Care

@ | can look after myself normatly without causing extre pein.
@ | can look after myee!f rormally but It causes extra pain.
@ ltis pelnful to look after myse!l and | am slow and careful.
® | need some help but | manage most of my personal care.
@ | need help every day in most aspscts of self care.

® 1 donot get dressed, | wash with difficully and stay in bed.

Lifting

@ | can IR heavy welghts withou! extra pain.

@ | cen lift heavy welghts but it causes extra pain.

@ Pain prevents me from lifting heavy weaights off the floor, but | can manage
if they are convenlently positioned (e.g., on a table).

@ Pain pravents me from lifting heavy weights off the flcor, bul | can manage
fight to medium weights if they are conveniently positioned.

@ I can only lift very ight weights.

® | cannot [ift or camry anything &t all,

Driving

@ 1 can drive my car without any neck paln.

@® | can drive my car as long as | want with slight neck pain.

@ 1 can drive my car as long as | want with moderate neck pain.

@ | cannot drive my car as long as | want because of moderate neck paln.
@ i can hardly drive at all because of sevare neck pain.

® 1 cannot drive my car at el because of nack pain.

Recreation

@ |am able to engage in all my recreation activilies without neck pain.

@ am able to engage in all my usual recreetion eclivities with some nack pain,

@ 1am able lo engage in most but not &ll my usual recreation activifies because of neck pain.
@ | am only able to engage in a few of my usual recreation activites bacause of neck paln.
@ | can hardly do any recreation activities because of neck pain.

® | canno! do any racreation activities et all.

Headaches

@ (have no headaches at ail.

@ 1 have slight headaches which coma Infrequently.

@ | have moderats headachss which coma Infrequently.
@ | hava modenate headaches which come frequently.
@ | have severe headaches which come frequently.

® | have haadaches almost all the tme.

Neck
Index

| Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 |

Score




Back Index

ACN Group, Inc. Form BI1-100

Patient Name

ACN Group, inc, Use Only rev 321/2003

- Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ The pain comes and goes and Is very mid.

@ The pain Is miid end doas not vary much.

@ The paln comes and goss and is moderate.

@ The paln is moderate and does not vary mugh.
@ The pain comes and goes and Is vary savere,
® The palnis vary severa and doss nat vary much.

Sleeping

© Igetno painin bed.

@ 1get pain In bed but R doas not prevent me from slesping wel,
@ Becauss of pain my nommal sleep Is reduced by less than 25%.
@ Becausa of pain my normal sleep Is reduced by less than 50%.
@ Bscause of paln my normal sleep Is reduced by less than 75%.
® Psin prevents me from steeping at afl

Sitting

@© Icansitln any chalr as long as | like.

@ I can only sit In my favorite chalr es long s | fike.

@ Pain pravents ma fiom sitting more than 1 hour.

@ Pain prevents ma from sitting more then 172 hour,
@ Paln prevents me from sitting more than 10 minutes.
® !aveid elting because i Increases pain immediately.

Standing

@© |can stand as long as | want withoul pain.
@ havesome paln while standing but it doas not Increase with time.

@ ) cannot stand for longer than 1 hour without Increasing patn.

@ |cannet stand for langer than 1/2 hour withoul increasing pain.
@ Icannot stand for tonger than 10 minutes without increasing pain.
® 1avold standing because it Increases pain immediately.

Walking

@ 1have no pain whils walking.

@ 1 have some pain whils walking but it deasn't Increass with distance,
@ | cannot watk more than 1 mile without Increasing pain.

@ |cannot walk more than 1/2 mile without increasing paln.

@ 1 cannot walk more than 174 mile withoul lncreasing pain.

@ | cannot walk at all without tncreasing pain.

Personal Care

@® 1do not have to change my way of washing or dressing in order to avoid pain,
@ 1 do not nommally change my way of washing or dressing aven though it causes some paln.
@ Washing and drassing incroases the pain but | manags not to change my way of doing It

@ Washing and dressing increases the paln and | find [t necessary to changs my way of doing iL.

@ Becausa of the pain | em unable to do some washing and dressing withcut help.
® Bacause of the pain | am unable to do any washing and dressing without help.

Lifting

@ 1 can it heavy weights without extra pain.

@ | canlift heavy welghts but {t causes extra pain.

@ Paln pravents me from (ifting heavy weights off the floor.

® Pein pravents me from lifing heavy weights off the fioor, bul | can manage
if they are conventently positioned (e.g., on a table).

@ Paln prevants ma from lifting heavy welghts off the floor, but | can manage
light to medium welghts if they are conveniently positioned.

® | can only liR very ight welighs.

Traveling

© |getro pain whils traveling.

@ 1get soma pain while treveling but none of my usua! forms of travel make it worse.

@ | getextra pain while traveling tut it does not cause me 1o seeX altemata forms of travel.

@ |getextra pain while traveling which causes me to sesk altemate forms of travel.
@ Paln restricts alf forms of travel except that dene while lying down.

® Pain restricts all forms of travel,

Social Life
@ My social tife is normal and gives me o extra pain.
@ My sodial lifa Is normal but increases the degres of paln.

@ Pain has no significant affect on my socia! [ifs aparl from limiting my more
energetic Intarests (e.g., dancing, elc).

@ Pein has restricted my socis! life and | do not go out very often.
@ Paln has resticted my social life to my home.
® | have hardly any socia! life because of the pain,

Changing degree of pain
© My painis repidly getting beller.
@ wy pain fluctuates but overall Is definitely getting batter.
® My pain seems fo be getling better bul improvement (s stow.
@ My pein is neither getting batter or worse.
@ My pain Is gradually worsentng.
® My pain is rapidiy worsening.

Back

|Index Score = [Sum of all statements selacted / (# of sections with a statement selected x 5)] x 100 |

Index
Score




CHIROPRACTIC
CLINIC

8711 Venice Blud, Suite A. « Los Angeles, CA 90034 « P: (562) 262-2225 = F: (424) 204-0425 « L: Tyler@sanpedrocc.com

Informed Consent for Care

Please read and sign below:

|, as a patient coming to Los Angeles Chiropractic Clinic, give the doctors permission and consent to care for
myself in accordance with appropriate testing, diagnosis, and treatment. The clinical procedures in this office
are typically beneficial and rarely have side effects or risks. However, although rare, medical treatments,
chiropractic, physical therapy and other treatments do carry a small risk with treatment, including but not
limited to: swelling, disc injuries, muscle aches, stroke, and sprains/strains.

I do not expect the doctor to be able to anticipate and explain all risk and complications. | wish to rely on the
doctor to exercise judgment during the course of the procedures, which the doctors feel at the time, based on
the facts then known, are in my best interest. We use all precautions (exams, x-rays) and gentle treatment
procedures to mitigate risk. We cater the care plans to your individual needs.

This office does not perform breast, pelvic, prostate, rectal, or full skin evaluations. We also do not provide
care for conditions (such as high blood pressure, diabetes, high cholesterol, etc.) other than those addressed in
your treatment care plan. Treatment for conditions other those being addressed in our office should be
performed by your family physician, or other specialist/provider. We do not prescribe or refill any controlled
substances; this aspect should be taken care of by your primary care physician or the original prescriber. The
patient assumes all responsihility/liability if the patient does not report on any health forms any past medical
histary, illnesses, medications, or allergies.

| have read, or have had read to me, the above consent. By signing below, | agree to the above, and allow the
chiropractors/providers affiliated with Los Angeles Chiropractic Clinic to perform treatment procedures and
protacols. | intend for this consent to cover the entire course of treatment for my present condition and any
further condition(s) for which | seek treatment for in this office.

Patient name (Print) Date

Patient (or guardian) signature

Privacy Policy Statement

By signing this document, | acknowledge that | have received/read a copy of Los Angeles Chiropractic Clinic's
privacy policy. | also acknowledge that | can request a copy of the privacy policy at any time, as well as read the
one posted in this office.

Patient name (Print) Date

Patient (or guardian) signature



Personal Medical Information Consent Form

The Health Insurance Portability Accountability Act of 1996
(HIPAA) requires that we receive your permission before we use
the personal information in your medical records for any reason.

This consent form gives us permission to use your Protected
Health Information (PHI) to carry out treatment, receive and/or as
part of health care operations of our practice.

HIPPA also requires us to have a written notice of our privacy

policy describing how medical information about you may be used
and disclosed. If you so desire, this written notice is available at
the front desk for you to read.

You have the right to revoke, in writing, this consent form at the

time, although any services performed prior to the revocation of
this consent are covered by this consent.

Patient Signature: Date:

Restrictions:

Right to revise Privacy Practices: As permitted by law, we reserve
the right to amend or modify our privacy policies and practices.
These changes in our office’s and practice may be required by
changes in federal and state laws and regulations. Upon receipt, we
will provide you with the most recent notice on an office visit. The
revised policies and practices will be applied to all protected health
information we maintain.

Doctor/Staff Signature: Date:




:( GHIROPRACTIC
z) CLINIC

8711 Veniee BIvd, Suite A » Los Angeles, CA Y0034 « P2 (562) 262-2225 « 11 (4124) 204-0425 « 12 Tylera sanpedroce.com

NOTICE OF DOCTORS LIEN

Patient: Date of Accident:

I do hereby authorize the doctors practicing at Los Angeles Chiropractic Clinie to furnish vou. my
attorney. with a full report of his/her examination. diagnosis. treatment, prognosis, ele., of mysell’
in regard to the accident inwhich [ was recently involved.

I hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may be
due and owing him/her for the medical service rendered me both by reason of this accident and
by reason of any other bills that are due his/her office and to withhold such sums from any
settlement, judement, or verdict as may be necessary to adequately protect and fully compensate
said doctor. And | hereby further give a lien on my case to said doctor against any and all
proceeds of my settlement. judgment, or verdict which be paid to you. my attorney. or mysell as
the result of the injuries for which [ have been treated or injuries in connection therewith,

I fully understand that I am direetly and fully responsible to said doctor for all medical bills
submitted by him/her for service rendered me and that this agreement is made solely for said
doctor’s additional protection and in consideration of his awaiting payment. and [ Turther
understand that such pavment is not contingent on any settlement. judgment. or verdict by which
[ may eventually recover said fee,

[agree to promptly notify said doctor ol any change or addition of attorney(s) used by me in
connection with this accident. and 1 instruct my attorney to do the same and to promptly deliver a
copy of this lien to any such substituted attornev(s).

Please acknowledge this letter by signing below and returning to the doctor’s office. | have been
advised that if'my attorney does not wish to cooperate in protecting the doctor’s interest. the
doctor will not await payment and may declare the entire balance due and payable.

DATED PATIENT'S SIGNATURE

The undersigned being attorney of record for the above patient does hereby agree to observe all
the terms of the above and agrees to withhold such sums from any settlement, judgment. or
verdict, as may be necessary to adequately protect and fully compensate said doctor above-
named. Attorney Turther agrees that in the event this lien is litigated. that the prevailing party will
be awarded attorney [ees and costs.

DATED “ATTORNLY SIGNATURE




Los Angeles Chiropractic Clinic Record Release

8711 Venice Blvd, Suite A, Los Angeles, CA 90034
phone: (562) 262-2225 fax: (424) 204-0425

Dr. Ramin Eshghi, DC. Dr. Tyler Clark, DC

AUTHORIZATION TO RELEASE MEDICAL RECORDS

To:

Address:

I, Birth Date: request the following information:
X-RaysHistory Records Diagnosis Reports Treatment

Concerning my: lllness Accident Injury Other

D.O.I:

To be released to: Los Angeles Chiropractic Clinic, at the above address.

For the purpose of: ~ Review and Treatment

I understand that I have a right to receive a copy of this authorization upon my request.

Signature: Date:

Patient Spouse Parent Guardian



