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PERSONAL HISTORY
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PATIENT-DOCTOR AGREEMENTS

The purpose of these agreements is to allow usote kompletely serve you and to get the best sesuthe shortest
amount of time. It is our experience that thosepts who adhere to the following agreements lgetiest results.

When you arrive, sign in at the front desk and pollr treatment card out of the box. You will baled and assigned a
treatment room in the order you signed in for yboctor (given you have arrived on time for your ajmpment). When you go
to the assigned treatment room, place the foldéndérdoor tray and lie face down. Rest and rafex,Doctor will be in as soon
as possible.

It is mandatory that all patients attend our Wedl\®rientation Workshop. This group consultati@pl@ns how the body
functions, how Chiropractic works and how resuls produced. Family and friends are welcome. @&liemo charge for the
consultation. If you are unable to attend, exin@etwill be set aside on one of your visits andréhwill be an additional
personal charge for a private workshop with thetboat a rate of $4 per minute (normally we allo@vrBinutes to cover all of
the points). Please attend the next group workshop.

We have set up a specific course of treatmentdor YA certain number of treatments in a set amofitite is required for us
to get the results we both desire. Thus, if yoed® change the time of your appointment, placotme another time the same
day. If the same day is not possible, be sureakenup the missed appointment within 7 days. Uf goss your appointment or
give less than a 24-hour notice and do not resdbgethere is a personal service fee of $65.00.

During your treatment series, progress evaluateom check ups may take place. The fee for thesdéces should be paid
according to your payment agreement. Please @fthetInitial Visit Financial Policy you received

Diets should be followed and vitamin supplement®etaas recommended by your Doctor or the Nutri@ounselor. Any
problem you may have with these recommendationsuldhbe communicated. We do not prescribe, but wwikke
recommendations to help speed your recovery. Yeweapected to pay for food supplements at the tifngurchase. If you
experience problems with any supplements, hand¥élitthe doctor.

Notify us right away if you are experiencing paindiscomfort in areas not addressed in your ing@lsultation or if you have a
new injury. _NOTE: If you are scheduled during our busiest patiemirg, the Doctor may not have the time to properly
address your new complaint. If this is the case wil be rescheduled later that day or the next slathe proper work up can
be done.

We are here to serve you. Please speak with yamatoD about any upsetting matter, i.e., long wastaff insensitivity,
confusion about treatment, etc. We see your cortsrenhelping us to help you and others.

Do not dismiss yourself from care. We are ethjcalid legally responsible for your health care omeeaccept you as a patient.
If you wish to discontinue care, notify the offiaad you will be scheduled for a no charge updatsatation and examination
to update your records.

If you stop care without this update consultatiod @xam you will be required to pay all outstandiegs in full immediately,
regardless of previous financial arrangements. él@w if you comply with this agreement we will lmorwhatever financial
agreements are in place.

Patient's Signature date
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WOMEN'S HEALTH SCREEN

Name Age Today's Date.

Current health problems/concerns:

Current medications, prescription (i.e. hormones) or over-the-counter

General Health (check any that apply):

Chronic fatigue___lrritability__ Shortness of breath__ Headaches__ Bone pain____Memory fails
Have you experienced unintentional weight loss or gain of 10 pounds or more in the last three months __
Gynecological History:

Date of last gynecological exam (PAP, mammogram) Results,

Date of last menstrual cycle Length of cycle Interval of time between cycles
Any recent changes in normal menstrual flow Age of first period

Form of birth control Number of children Number of pregnancies

C-section ____ Surgical menopause, date Describe Surgery

Endometriosis___ Infertility __ Fibrocystic Breasts___ Fibroids/Ovarian Cysts__Reproductive cancer__
Pelvic Inflammatory Disease__ Vaginal Infections __ Vaginal Yeast__ Genital Herpes___ STD__
Family Medical History (check any that apply):

Breast or other cancers ___ Cardiovascular disease __ Osteoporosis ___ Obesity ___ Alcoholism__
Mental lliness/Depression ___ Alzheimer's __ Diabetes ___ Arthritis Stroke
Lifestyle & Diet:

Rate the level of stress you are experiencing on a scale of 1 to 10 (1 being the lowest)
Identify the major causes

Do you eat (check any that apply):
Sweets, sodas, ice cream ___ Fried foods __ Whole grains, legumes, cereals __ Fruits/vegetables
List your 4 favorite foods

Do you (check any that apply):

Diet frequently __ Skip meals ___ How many meals do you eat per day ___ Dine out regularly

Use tobacco/smoke cigarettes __ How many cigarettes perday __ Exposed to passive smoke
Drink coffee ___ #cups per day __ Strong __ Mild __ Decaffeinated ___ Eat Chocolate __

Drink alcoholic beverages _ How many ounces per day/per week Preference

Exercise daily __ How many times per week/activity: _

Do you restrict your intake of or avoid completely (check any that apply):
Dietary fat __ Dairy products ___ Animal protein __ Salt __ Fiber __ All animal foods __

a1
3

2
4
5
6
7
8
9

Check the symptoms you experience regularly one_to two weeks before  your period:

Part 1 12. _ Craving for sweets
. Anxiety 13 __ Increased appetite
___lrritability 14. Heart palpitations

. __Nervous tension 15. Fatigue

. Aggressive or hostile toward family/friends 16. Headaches

. Engage in self destructive behavior 17.__ Shaky or clumsy

.__Weight gain 18. _ Depressed

. Water retention 19._ Withdrawn

. Abdominal bloating 20. Confused

. Tender, swollen and/or painful breasts 21: Forgetful

10. _ Breast lumps increase in size and tenderness 22. _ Insomnia/difficulty sleeping

11. Discharge from nipples
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Check the symptoms and/or behaviors that
occur during your period _ with a frequency
or intensity that affects your daily activities:

Part 2

1._ Cramping in lower abdomen or
pelvic area

2. Sharp intermittent pain

3.___ Dull aching pain

4. Upset stomach

5. Diarrhea

6._ Nausea or vomiting

7. Low back aches

8._ Headaches

9,  Difficulty concentrating

10. ___ Accident prone

11.  Unusual fatigue (take naps)
12._Decreased productivity

13._ Weight gain

14. Painful and/or swollen breasts
15,  Irritability

16._ Mood swings

17, Depression

18,__ Painful intercourse

Check off any of the following statements that
describe_your menstrual cycle, energy level or
reproductive function:

Part 3

1. Heavy prolonged menstrual bleeding/clotting

2. Menstrual bleeding that lasts longer than 5

days

3.___ Absence of periods for 3 months or more

4. Vaginal itching, burning, dryness

5. Menstruation that occurs too frequently

(every 21-24 days)

6,__ Irregular periods (once every three to six

months)

7.__Frequently skip periods

8.__ Menstrual cycle every 36 days or longer

9 Unusually light or heavy periods

10.__ Unusually light menstrual flow - "spotting"

11. _ Menses last three days and are light

12.__ Bleeding or spotting between period s

13.__ Bleeding between periods is light - "staining"

14.__ Bleeding between periods is heavy and/or
clots

15.__ Abnormal vaginal discharge

16.__ Frequent urination

195 E. Hillcrest Drive, Suite 115, Thousand Oak&, 1360

Check any of the following symptoms
if they occur throughout the month

an intensity or frequency that affects
your ability to perform your daily
activities or feel good about yourself

Part 4
1.__ Decline of vital energy and
sense of well-being

2. _Hot flashes

3.__ Night sweats

4. Spontaneous sweating
5. _ Cahills

.6.___ Depressed

7. __lrritable

8. Anxiety

9, Anger

10,_ Mood swings

11. Headaches

12._ Forgetful

13 ._. Difficulty concentrating
14._ Difficulty sleeping

15.__ Urinary problems

16._ Vaginal problems

17,_ Dry skin

18. __ Bleeding between periods
19._ Irregular periods

20,__ Stopped menstruating
21._Joint and muscle pain
22, Change in sexual desire
23._ Difficulty with orgasm
24, Painful intercourse
25, Loss of muscle tone
26,_ Vaginal bleeding any time
27._Vaginal bleeding after sex
28._ Vaginal discharge

with
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MEN'S HEALTH SCREEN

NAME: DATE:
What is YaIr age? .......cccccvvvviiiiiieeee e s 0 Younger tha 60 0 Older thar60
Do you hae dabetes? ..........cccccvvveevieeeeeeesiess . 0 YES ONo
Do you have asthma? .......ccccccceeevieeeeiiiieeeeee e 0 Yes ONo
Do you have prostate @lems? .........cccccccevieeeennniiinnns Q.Yes ONo
Do you take medicatiorfer ary of theses poblems?...... O Yes ONo
How much do you usually sle@p..........cccccvvvevrrener. | 0.Less tlan 5 hours o More than 5 hours
Do you smoke cigaretteS? ......ccccccvvieeieinninniiinnineenn, 0 Currently oln past 0 Nesr
Have you receiy beenbothered by headaes? ............ OYes ONo
Find the olumn for your height and weilgt. Mark your weght Checkonly one diamond.
5' or under 5'4" to 5'6" 51066 6'4" to 6'6"
Oless than 135 bs 0 less than 160s 0 less than Blbs 0 lesthan 230 Ibs
0135150bs 0160180 Ibs 019582151bs 0230-2551bs
0 over 150 Ibs 0 over 180 Ibs 0 over 215 Ibs 0 over IS5
51" to 53" 5'7" to 59" 6'1" - 6'3" 6'7" or taller
o less than 150 Ibs o lessthan 180 Ibs 0O less than 21(bs 0 less than 245 lbs
01501651bs 0180195 Ibs 0210-235 Ibs 0245275 bs
o over 165lbs o over 195 lbs 0 over 235 bs 0 over 275 Ibs
PART 1:
Check statementy symptoms that descbe you: O Growth of breast tissue
O Decreased sex drive obiio O Tender niptes
O Softness and/or decreagfamuscle size O Lossof pubic or armpit hair
O Changesn muscle tone O Slow or no facial hair growth
O Decreasen muscle strength and em@nce O Diminished normal "pungetbody odor
O Erections less strong O Increased waist size
O Less frguent nocturnal erections O Lossof height
PART 2:
Check statementsr symptoms that describe you: O Low tolerance or gress and othavise
O Tend to ireeasiy ordinary problens
O Grumpy, sad ormoody O More volatile than usal - "easy b anger"
O Recent deterioratn in your alility to play O Feel hostile
sports O Anxious
O Falling asleepféer dinner O Nervous and tense
O Lack of energy O Loss of confilence
PART 3:
Check statementy symptoms thadescibe you:
O Difficulty absabing information O Trouble thinking or concentrating
O Tend to forgethings O Have more trouble olving problems or
O Recent deerioration in your work performance anaging your timehan usual
PART 4:
Check statements or symptoms ttescibe you:
O Sensatin of not emptying yor bladder O Have a weak urinarstream
completely O Need to puslor strain to begin unhating
O Need to urinate less than 2une after you bve O Diripping after urination
finished urinating O Urge to urinate sevdrtimes a night

O Find it difficult to postponwrination

Copyngh® 2005 ly Lyra Heller
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Past Medical, Holistic, Nutritional Testing Procedu res and Results:

( (0 +4 & & (

Amount of Water * 4&*0 ( 55 %( 6 3 +&%4

Number of Bowel Movements * 09 : 4 4 +% 3)(8 +9% :8+9% 3 %
Stools: 9 5+ % +3  ++ 4+%(*( 0 ) 9(, ) ) +)F

Stomach 4) % (6 (+4) 0 +(%38(9 % 0 + (%3 (, 5(

Diet: "3% "3( % > % % * %( 8(4 ( +(

Artificial Sweeteners use: *( &4 + 44) % 4+ % ,&* )3)5&4(+ 4+ % , &*

Number of Meals * 9 :+&( ( (& %(0 05 (5++
Blood Type:
Genetic Heritage:

Birth Defects:

Dental Health:  %(& *( 4+9% 8 3 30(5 %3 ++(4% ?
(++(0)8 &)@ *&55,3& 8 4:3& 8 %3 3& +&() + 4+ +  9)( (+%3&
Vision: &34 ,4+ 4( 9 3 04+%(4( 6 +% ( + (%3
Sinuses/Throat: %& (  (&55, + &%%, + % = %3 &4& &3,

Hearing: %3 %30( %% (& + +5) %3 *&33 9> (4), 4%

Immune System: &+ &% A& %4, +5 + 0 &

Allergies:

Concentration: 554&(, % )%3 4%'( &(;(: +, 3( ,+(9) 6%3
Skeletal: 3 ((%3 )+ ( 0O ( 8+% * % +(+++  +()

Muscular: * 9 % ) )+ ( ,90 (( 55+ ( 4%'(> 4
Cardiovascular: ) (4+% (+% * + +9) ( ( *+&% %3 %4) (9) (%3
4) 0)+& 0 *% ( (+) ( 8& 5%3 % 0 *0%+ 0 ) % %3+5 (
Reproductive and Bladder:  +6 ,0( ( (+&8 &( &0*+(( (+&8 5 ( (, (+&8
Feet/Ankles: +* 4) )3) 4) 5+ (+ .5++(+ %: +(0+(4

Joints or other body parts replaced or transplanted
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Medications:

( 4 (4% 3%+

Nutritional Vitamin Supplements/Herbs/Homeopathic R emedies:

&F 9% & (++5# +9%

%,() %3 +&9+& () +4(+ (+:%+9%
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Health and Wellness Center
Where Better Health Happens
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Stabbing
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Patient’s Name

Draw location and type of pain on the body outline and mark the degree
on the pain line at the bottom of the page.

I Pain " Worst Pain Possible]
Please make a slash through this line to indicate the level of your pain.

Patient’s Signature Date
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Financial Agreement
Cash Payment

We would like to take a moment to welcome you toaftice and assure you that you will be receiving
very best care available.

In order to familiarize you with the financial poikes of our office, |1 would first like to explairotv your
medical bills will be handled.

>

It is our policy in this office to maintain your @munt on a current basis. Charges for consultatio
examination, treatment, supports and nutritionpptements are due at the time the service is peavid

If this arrangement is becomes a problem for yéeage see our office manager so that other arragmgsm
can be made for you.

If you need any reports or forms completed by thetal, a customary fee for such reports or forniklvei
charged in addition to the normal fees for servic¥su will be notified of any additional chargeigrto
the doctor writing any reports or forms.

Our policy requires you give us 48 hours noticedaacel an appointment so that we have time to thige
appointment to someone else. We have a $65 miggmaintment fee.

It is also the policy of this office that if you @hld suspend or terminate your care or treatmemt, a
outstanding fees for professional services rend&rgdu will be immediately due and payable.

Once again, we'd like to welcome you to our offidé.you have any questions at any time, pleasétdoi
hesitate to ask.

| have read and understood the above agreemen¢&etive office and myself.

Patient's signature date

Patient's name printed

Parent/Guardian’s name printed

Parent/Guardian’s signature
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