Olathe Chiropractic
16041 S Bradley Dr - Olathe, KS 66062-8301
Dr. Jeremy Landry * Dr. Joseph Anderson

New Patient Intake Form

Title: (Circle one) Mr. Mrs. Ms. Miss Dr. Other

First Name Middle Initial  Last Name

Address

City State Zip Code

Phone Number ( ) - Email

Date of Birth / / Sex: Male Female

Social Security Number: - - Marital Status: Single Married  Other

Employment Status: Employed  Unemployed  FT Student  PT Student  Other

Employer Data:

Employer:

Your Occupation:

Emergency Contact:

Contact Name Relationship to Patient

Contact Home Phone ( ) - Cell Phone ( ) -

How did you hear about our office?




Payment type please circle: Insurance Self Pay Other

Medical Conditions: (Circle all that apply to you)

Arthritis Cancer Diabetes Heart Disease
Hypertension Psychiatric Illness Skin Disorder Stroke
Fibromyalgia Asthma Osteoporosis Other

Surgeries: (Circle all that apply to you)

Appendectomy Cardiovascular procedure Cervical spine Hysterectomy Hernia
Joint Replacement Prostate Lumbar spine Gall Bladder Uro-genital
Brain Shoulder Thoracic spine Knee Gastro-intestinal
Carpal Tunnel Breast Augmentation Other

Allergies: (Circle all that apply to you)

Mold Seasonal Milk or Lactose Animal

Chemical Sulfites Wheat/Glutens Other

Social History: (Circle all that apply to you)

Caffeine use: Occasional Often Never
Drink Alcohol: Occasional Often Never
Exercise: Occasional Often Never
Drink Water: < 64 oz/day > 64 oz/day Never
Cigarettes: <1 pack/day > 1 pack/day Never

Sleep: < 8 hours/night > 8 hours/night Insomnia



Family History: (Circle all that apply)

Arthritis:
Cancer:
Diabetes:
Heart Disease:
Hypertension:
Stroke:
Thyroid:

Other

Parent Sibling
Parent Sibling
Parent Sibling
Parent Sibling
Parent Sibling
Parent Sibling
Parent Sibling

Occupational Activities: (Circle one that best describes your job description)

Administration Business Owner
Heavy Equipment operator Daycare/Childcare
Food Service Industry Executive/Legal
Heavy Manual Labor Medium Manual Labor

Other

Doctor’s Signature

Clerical/Secretary Computer User
Construction Health Care
Manufacturing Home Services
Light Manual Labor Housekeeper
Date

Patient Name

Date




Review of Systems — (Check box if you have had trouble with any of the following)

Cardiovascular

Poor Circulation
Hypertension
Aortic Aneurism
Heart Disease
Heart Attack
Chest Pain

High Cholesterol
Pace Maker

Jaw Pain

Irregular Heartbeat

Swelling of legs

Constitutional
Weight Loss/Gain
Low Energy Level

Difficulty Sleeping

Respiratory
Asthma
Tuberculosis
Short Breath
Emphysema
Cold/Flu
Cough

Wheezing
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Genitourinary
Kidney Disease
Burning Urination
Frequent Urination
Blood in Urine
Kidney Stones

Lower Side Pain
Psychiatric
Depression
Anxiety
Stress
Eyes
Glaucoma
Double Vision

Blurred Vision

Allergic /
Immunologic

Hives

Immune Disorder
HIV/AIDS
Allergy Shots
Cortisone Use
Endocrine
Thyroid
Diabetes

Hair Loss
Menopausal

PMS
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Review of Systems — (Check box if you have had trouble with any of the following)

Ear, Nose and Throat

Difficulty Swallowing
Dizziness
Hearing Loss
Sore Throat
Nosebleeds
Bleeding Gums
Sinus Infections
Gastrointestinal
Gall Bladder Problems
Bowel Problems
Constipation
Liver Problems
Ulcers

Diarrhea
Nausea/Vomiting
Bloody Stools
Poor Appetite
Musculoskeletal
Gout

Arthritis

Joint Stiffness
Muscle Weakness
Osteoporosis
Broken Bones

Joints Replaced
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Neurologic

Stroke

Seizures

Head Injury

Brain Aneurysm

Numbness

Severe Headaches

Pinched Nerves

Parkinson’s

Carpal Tunnel

Vertigo

Hematologic

Hepatitis

Blood Clots

Cancer

Bruising

Bleeding

Fever, Chills

Sweating

Varicose Vein

Pregnancy
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Circle areas on the body diagram where you are experiencing any of the following
symptoms:

(Please circle which symptom you are feeling)

Tingling Numbness Burning

Dull Ache Sharp Other

Pain Intensity In the Last 24 hours:

No 0 1 2 3 4 5 6 7 8 9 10 Worst

pain pain

No 0 1 2 3 4 5 6 7 8 9 10  Worst

pain pain



How are your symptoms changing? Getting better Not changing Getting worse

Does anything improve your pain? Yes No If Yes, please list:

When did your symptoms begin?

Are your symptoms a result of: Motor Vehicle Work related
Accident Accident Other:
How often do you experience Constantly Frequently Occasionally Intermittently
9
your symptoms: (76-100% (51-75% (26-50% (0-25%
of the day) of the day) of the day) of the day)

What describes the nature of Sharp Ache Numb Shooting

your symptoms?

Burning Tingling Throbbing Other
Doctor’s Signature Date

Patient Name Date




PLEASE LIST ALL MEDICATIONS

(This includes prescription, over the counter drugs and supplements)

Medication name: Dosage: Frequency:

I understand that my entire patient history will remain completely confidential and will
not be released without express written consent from me.

Signature: Date:




Olathe Chiropractic
PAYMENT POLICY

Thank you for choosing Olathe Chiropractic as your Chiropractic provider. We are committed to providing you with
quality and affordable health care. Due to some of the questions our patients have regarding patient and insurance
responsibility for services rendered, we have been advised to develop this payment policy. Please read it, ask any
questions you may have, and sign in the space provided below. A copy will be provided to you upon request.

1. INSURANCE. We participate in most insurance plans, including Medicare. If you are not insured by a plan we
participate with, payment in full is expected at each visit. If you are insured by a plan we do participate with, but do
not have an up-to-date insurance card, payment in full for each visit is required until we can verify your coverage.
Knowing your insurance benefits is your responsibility, please contact your insurance company with any questions
you may have regarding your coverage. If your insurance company requires a referral it is your responsibility to
provide us with a referral dated the day of your first visit from your primary care physician prior to your first visit.
We are only able to provide a summary of your chiropractic benefits.

2. CO-PAYMENT AND DEDUCTIBLES. All co-payments and deductibles must be paid at the time of service.
This arrangement is part of your contract with your insurance company. Failure on our part to collect co-payments
and deductibles from patients can be considered fraud. Please help us in upholding the law by paying your
co-payment at each visit.

3. PROOF OF INSURANCE. All patients must complete our patient information form before seeing the provider.
We must obtain a copy of your most current insurance card to provide proof of insurance. If you fail to provide us
with the correct insurance information in a timely manner, you may be responsible for the balance of a claim.

4. CLAIM SUBMISSION. We will submit your claims and assist you in any way we reasonably can to help get
your claim paid. Your insurance company may need you to supply certain information directly. It is your
responsibility to comply with their request. Please be aware that the balance of your claim is your responsibility
whether or not your insurance pays your claim. Your insurance benefits are a contract between you and your
insurance company; we are not party to that contract.

5. COVERAGE CHANGES. If your insurance coverage changes, please notify us before your next visit so we can
make the appropriate changes to help you receive your maximum benefits. If your insurance company does not pay
your claim in 90 days, the balance will automatically be billed to you.

6. MISSED APPOINTMENT. Our policy is to charge $20.00 after one missed appointment not cancelled 24 hours
in advance. The charges will be your responsibility and billed directly to you. Please help us to serve you better by
keeping your regular scheduled appointment.

Our practice is committed to providing the best treatment to our patients. Our prices are representative of the usual
and customary charges for our area.

I have read and understood the payment policy and agree to abide by its guidelines.

Signature of Patient or responsible party Date



PATIENT NAME:

ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be determined
by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process, except as state and federal
law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional right
to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration. Further, the parties will not
have the right to participate as a member of any class of claimants, and there shall be no authority for any dispute to be decided on a class
action basis. An arbitration can only decide a dispute between the parties and may not consolidate or join the claims of other persons who
have similar claims.

Article 2: All Claims Must be Arbitrated: Itis also understood that any dispute that does not relate to medical malpractice, including disputes
as to whether or not a dispute is subject to arbitration, as to whether this agreement is unconscionable, and any procedural disputes, will also
be determined by submission to binding arbitration. It is the intention of the parties that this agreement bind all parties as to all claims, including
claims arising out of or relating to treatment or services provided by the healthcare provider, including any heirs or past, present or future
spouse(s) of the patient in relation to all claims, including loss of consortium. This agreement is also intended to bind any children of the patient
whether born or unborn at the time of the occurrence giving rise to any claim. This agreement is intended to bind the patient and the healthcare
provider and/or other licensed healthcare providers, preceptors, or interns who now or in the future treat the patient while employed by, working
or associated with or serving as a back-up for the healthcare provider, including those working at the healthcare provider’s clinic or office or
any other clinic or office whether signatories to this form or not.

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the healthcare provider, and/or the
healthcare provider’'s associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, without
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages. This agreement is intended
to create an open book account unless and until revoked.

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall select
an arbitrator (party arbitrator) and provide National Arbitration and Mediation (“NAM”) with the party arbitrator’s contact information within thirty
days of the date Respondent files its initial responsive pleading. A third arbitrator (neutral arbitrator) shall be selected by the arbitrators
appointed by the parties from a list of arbitrators supplied by National Arbitration and Mediation (“NAM”) within thirty days thereafter. The list
supplied by NAM shall be a list of between 5 and 10 arbitrators, depending upon availability. The neutral arbitrator shall then be the sole
arbitrator and shall decide the arbitration. Each party to the arbitration shall pay such party’s equal share of the expenses and fees of the
neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees,
witness fees, or other expenses incurred by a party for such party’s own benefit. Either party shall have the absolute right to bifurcate the
issues of liability and damages upon written request to the neutral arbitrator.

The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party
in a court action, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed
pending arbitration. The parties agree that provisions of state and federal law, where applicable, establishing the right to introduce evidence
of any amount payable as a benefit to the patient to the maximum extent permitted by law, limiting the right to recover non-economic losses,
and the right to have a judgment for future damages conformed to periodic payments, shall apply to disputes within this Arbitration Agreement.
The parties further agree that, where not in conflict with this agreement, the Healthcare Malpractice Dispute Resolution Rules and Procedures
of NAM shall govern any arbitration conducted pursuant to this Arbitration Agreement. A copy of NAM rules are available on its website at
https://www.namadr.com or by calling 1-800-358-2550 to request a copy of the rules.

Article 4: General Provision: All claims based upon the same incident, transaction, or related circumstances shall be arbitrated in one
proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would
be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures
prescribed herein with reasonable diligence.

Article 5: Revocation: This agreement may be revoked by written notice delivered to the healthcare provider within 30 days of signature
and, if not revoked, will govern all professional services received by the patient and all other disputes between the parties.

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (for example, emergency
treatment), patient should initial here. . Effective as of the date of first professional services.

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not
be affected by the invalidity of any other provision. | understand that | have the right to receive a copy of this Arbitration Agreement. By my
signature below, | acknowledge that | have received a copy.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE
DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE
ARTICLE 1 OF THIS CONTRACT.

Both parties agree that this agreement may be electronically signed, and that the electronic signatures appearing on this agreement are
the same as handwritten signatures for the purposes of validity, enforceability, and admissibility.

Patient Name (print): Signature: Date:
Parent or Guardian (print): Signature: Date:
Office Name: Signature: Date:

IN ADDITION, PLEASE SIGN THE INFORMED CONSENT PROVIDED
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Informed Consent to Care

You are the decision maker for your health care. Part of our role is to provide you with information to assist you in
making informed choices. This process is often referred to as “informed consent” and involves your understanding
and agreement regarding the care we recommend, the benefits and risks associated with the care, alternatives, and
the potential effect on your health if you choose not to receive the care.

We may conduct some diagnostic or examination procedures, if indicated. Any examinations or tests conducted will
be carefully performed, but may be uncomfortable.

Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive
procedures or recommendations as well. When providing an adjustment, we use our hands or an instrument to
reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include restoring normal joint
motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and improving neurological functioning
and overall well-being.

It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no
promise to cure. As with all types of health care interventions, there are some risks to care, including, but not limited
to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, burns
and/or scarring from electrical stimulation and from hot or cold therapies, including, but not limited to, hot packs and
ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and sprains. With respect to strokes, there
is a rare but serious condition known as an arterial dissection that involves an abnormal change in the wall of an artery
that may cause the development of a thrombus (clot) with the potential to lead to a stroke. This occurs in 3-4 of every
100,000 people, whether they are receiving health care or not. Patients who experience this condition often, but not
always, present to their medical doctor or chiropractor with neck pain and headache. Unfortunately, a percentage of
these patients will experience a stroke. As chiropractic can involve manually and/or mechanically adjusting the
cervical spine, it has been reported that chiropractic care may be a risk for developing this type of stroke. The
association with stroke is exceedingly rare and is estimated to be related in one in one million to one in two million
cervical adjustments.

It is also important that you understand there are treatment options available for your condition other than chiropractic
procedures. Likely, you have tried many of these approaches already. These options may include, but are not limited
to: self-administered care, over-the-counter pain relievers, physical measures and rest, medical care with prescription
drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the right to a second opinion and to secure
other opinions about your circumstances and health care as you see fit.

I have read, or have had read to me, the above consent. | appreciate that it is not possible to consider every possible
complication to care. | have also had an opportunity to ask questions about its content, and by signing below, | agree
with the current or future recommendation to receive chiropractic care as is deemed appropriate for my circumstance.
I intend this consent to cover the entire course of care from all providers in this office for my present condition and for
any future condition(s) for which | seek chiropractic care from this office.

Both parties agree that this agreement may be electronically signed, and that the electronic signatures appearing on
this agreement are the same as handwritten signatures for the purposes of validity, enforceability, and admissibility.

Patient Name: Signature: Date:

Parent or Guardian: Signature: Date:

IN ADDITION PLEASE SIGN THE ARBITRATION AGREEMENT PROVIDED

© Allied Professionals’ Insurance Services All Rights Reserved, Rev. 7/1/2024 C2005



