Angela Baxter, LLC

— 3313 Patriot Court
Alternative Hea are Herrin, IL 62948

Phone: 618-993-9910
Fax: 618-993-2774

Electronic Health Records Intake Form

In compliance with requirements for the government EHR program

First Name: |} Last Name:

Malling Address: City: State: 2p:
Contact Phone: Is this: O call D home O work
Email address: ®

Preferred method of communication for patient reminders (Circle one): Email / Phone

008: __/.__/ ___ Gender (Circle one): Male / Female

Soclal Security# Marital Status:
Employer: Occupation:

Emergency Contact Name: Phone:
Referred by:

The Following Questions are Government Mandated

Smoking Status (Circle one): Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked
Preferred Language:

Race (Circle one): American Indian or Alaska Native / Asian / Black or African American /
White(Caucasian) / Native Hawallan or Pacific Islander / Other / 1 Decline to Answer

Ethnicity (Cirele one): Hispanic or Latino / Not Hispanie or Latino / I Decline to Answer

Are you currently taking any medications? (Please include regularly used over the counter medications)

Medication Name Dosage and Frequency (i.e. 5Smg once a day, etc.)




Health History Form

Patient Name:
Medlical History:
Have you been treated for any conditions in thislastyear? aNo oYes
If yes, please describe:
Oate of last physical: Are you pregnant? oNo oVYes
Have you had x-rays taken recently? oNo oVYes
If yes, when and where?
Have you ever:

Broken Bones? aNo aYes  Describe:

Been Hosplalized? alo aoYes Describe:

Been in an Auto Accident? cNo oYes  Describe:

Had Sprains/Strains? aoNo oYes  Desecribe:

Been Struck Unconsclous? oo oYes  Describe:

Mad Surgery?  oNo o¥es Describe:
o Alcoholism o Allergles o Anemia o Arteriosclerosis o Arthritis
o Asthma o Back Pain o Breast Lump o Bronchitis o Bruise Easily

o Chest

o Cancer Pain/Conditions a Cold Extremitles o Cramps -] ::preslon
o Diabetes 0 oiaesuian o Olzziness o Ears Ring e
::"meu“ o Fatigue o Frequent Urination o Headache o Hemorrholds
oo Blood o Hot Flashes QITegURrHea o imegulerCyce o Kidney Infection
o Kidney Stones o Loss of Memory o Loss of Balance o Loss of Smell o Loss of Taste
ga';evs"‘m o Nervousness o Noscbleeds o Pacemaker o Pollo
o Poor Posture o Prostate Trouble o Sclatica gi:g‘m of o Sinus Infection
gr?he!::\s /Insomnla  © Spinal Curvatures o Stroke o Swollen Ankles o Swollen Joints
o Thyrold Conditions o Tuberculosis o Ulcers o Varicose Veins o Venereal Disease
o Other:
Habits:
Alcohol o None o Light oModerate gHeavy Coffee oNone olght aModerate cHeavy
Tobacco o None o Light o Moderate  oHeavy Orugs oNone olight aModerate oHeavy
Exorcise o None o Ught oModerate aMeavy Sleep oaNone olight o Moderate oHeavy
Appetite o None o Light o Moderate oHeavy Soft Drinks oNone olight oModerate gHeavy
Water oNone oUght oModerate oHeavy Solty Foods o None o light oModerate cHeavy
Sugary Foods o None o Light o Moderate cHeavy Artificial Swaeteners o None o Light o Moderate oHeavy
Do you experience paln every day? oNo oVYes
00 your symptoms intarfere with dally life? o No o Yes
Does psin wake you up ataight? aNo o Yes
Are your symptoms worse during certaln times of thedoy? oNo o Yes
Do changes in weather sffect your symptoms? aNo oYes

Do you wear orthotics?
What activitles aggravate your symptoms?

oNo oYes

—

Patiant Signature:

——
————————————

ata:




Do you have any allergles to medications?

Medication Name Reaction Onset Date Additional Comments
Current Complaints:
Nature of Infury: O Automabile® O Work®** 0 Other

*Please only select automobile if filing a claim with auto insurance
**Please only select work If filing for workers compensation
Please Describe Injury:

Oate of Injury: Date of Symptoms:
Have you ever had the same condition: 0 No Q Yes; If yes, when:
List any practitioners that have seen you're for this injury:

T ——————————

Have you ever been under chiropracticcare? aQNo 0O Yes; If yes, when and why:

Primary Care Physician:
Name of Doctor:
Address:

1 give permission to contact my primary care physican: O No O Yes

Insurance Information:
Name of Party Responsible:

What Type of Insurance: O Auto Insurance 0 Worker’s Compensation O Health Insurance
Name of Company:
If Auto/Work Comp, what is the claim #:
Contact Name and Phone #:

0 X choosa to pacelva a copy of my clinical summary after every visit (These summaries are often
blank as a result of the nature and frequency of chiropractic care.) Starting January 1, 2013

Patient Name:

1 understand and agree that heaith/accident Insurance policies are an arrangement between an insurance carrier and
myself. Iunderstand and agree that all services rendered to me and charged are my personal responsibifity for Umely
payment. | understand that If I suspend or terminate my care/treatment, any fees for professional series rendered to
me will be immediately due and payable.

Patient Signature; Date:
Guardian‘s Signature if Patient is under the age of 18:

For offico use only

Height: Welght: Blood Pressure:______/




Reguidr physical activity is fun and healthy, ond Increasingly more peopla are starting to become more 3ctive every
day. Belng mora active Is very safe for most people. Howevar, some people should check with thelr physican
befare they start becoming more physicaily active. Please complote this form as accurately and completely
as possidble.

PAR-Q FORM Please mark YES or NO to the following: YES NO

Has your doctor ever sald that you have a heart condition and recommended
only medically supervised physical activity? _— —

Do you frequently have pains in your chest when you perform physical activity? —_—

Have you had chest pain when you were not doing physical activity? — —
Have you had a stroke? — o——
Do you lose your balance due to dizziness or do you ever lose consclousness? —_— —

Do yeu have a bone, joint or any other health problem that causes you pain or
limitations that must be addressed when developing an exercise program
(l.e. diabetes, osteoporosis, high blood pressure, high cholesterol, arthritis,

anorexia, bulimia, anemla, epllepsy, respiratory ailments, back problems, etc.)? — ——
Are you pregnant now or have given blrth within the last 6 months? —_— —
Do you have asthma or exercise Induced asthma? —_— —
Do you have low blood sugar levels (hypoglycemia)? — —
Do you have diabetes? — —

Have you had a recent surgery? —_— —

If you have marked YES to any of the above please elaborate below

Do you take any medications, elther prescription or non-prescription, on a regular basis? YES / NO
What is the medication for?

How does the medication affect your abllity to exercise or achieve your fitness goals?

Please note: If your heaith changes such that you could then answer YES to any of the above
questions, tell your trainer/coach. Ask whether you should change your physical activity plan.

I have read, understood, and completed the questionnaire. Any questions I had were answered to my
full satisfaction.

Print Name: Signature:

Date:




ALTERNATIVE HEALTHCARE

Checklist of Activities of Daily Living

Check the level of function of each activity of daily living listed below that

you are not able to perform

 SEUNCTIONR[BINDEPENDENT: [-NEEDS HEGP | DEPENDENEEFDOLSNOTDOE,

Bathing

Dressing

. |Toileting

Transferring

Lifting

Walking

Climbing Stairs

Shopping

Cooking

Housework

Doing Laundry

Gardening

Working

Driving

Patlent Signature

Date




GO Aiternative Health Care
and Wellness Center

PHOTO/VIDEO/AUDIO/PATIENT TESTIMONIAL
MEDIA RELEASE FORM

l (please print), herby grant and authorize
Angela Baxter LLC, dba Alternative Health Care and Wellness Center the right to reproduce
photagraphs and/or videos of myself, or my child, for the purpose of publication, promotion,
illustration, advertising, or web content, in any lawful manner or in any medium. | hereby release
Anglea Baxter LLC, dba Altemative Heaith Care and Wellness Center and its representatives
for all claims and liability relating to said images or videos. Furthermore, | grant permission to
use my statements thal were given as a palient testimonial, with or without my name, for the
educational and informative purposes as well as media/public relation efforts.

| understand that | am providing the testimonial, photo, video or audio information to Anglea
Baxter LLC, dba Altemative Health Care and Wellness Center and that my treating healthcare
provider will not be providing any protected information to the media or the public, including
private health information in my medical records, the confidentiality of which may be protected
by federal and state statutes and regulations, including the Health Insurance Portability and
Accountability Act (HIPAA).

| acknowledge that ] am: D over the age of 18
D the legal guardian of the following

if legal guardian, please list name(s) of minor(s):

Namae(s):

Signature: Date:

3313 Patriot Court, Herrin, IL. 62948 618-993-9910



Cancellation Policy/No Show Policy
For Doctor Appointments and Massages
Effective August 1,2019

Cancellation/No Show Policy

Through your patient education we know that you recognize the importance of time and

frequency as two of the most import factors in your treatment program. We also understand that
there are times when you must miss an appointment due to emergencies or obligations for work
or family, However, when you do not call to cancel an appointment, you may be preventing
another patient from getting much needed treatment. Conversely, the situation may arise where
another patient fails to cancel and we are unable to schedule you for a visit, due to a seemingly
“full” appointment book.

If an appointment is not canceled at least 24 hours in advance prior to the scheduled
appointment, you will be charged a Tweaty-five dollar ($25) fee; this will not be covered by
your insurance company. This ($25) fee will be added your account and you will be responsible
to provide payment on your next visit.

Scheduled Appointments

Welmderstandﬂmdelayscanhappenhoweverwemusttrytokeeptheotherpaﬁemsand
doctors on time. IfapaﬁemislSmimmpasttheirscheduledﬁmewewﬂlhavetormhedule
the appointment.

initial

———————

Print Name Patient Signature Date

Patient Account #
(Office Use Only)




ALTERNATIVE HEALTH CARE AND WELLNESS CENTER, LTD.
Effective Date: September 23, 2013

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN ACCESS THIS INFORMATION.

PLEBASE REVIEW CAREFULLY.

This Notice of Privacy Practices describes how we may use and/or discloss your protected health information (“PHI"™) 10 carry out
ireaiment, payment, or health care operations and for cther purpases required by law. It also describes your eights to access and
contrel any PH] that we have about you. PHI is Informaticn about you, including demographic, thet may Identify you ond that
relates to your past, present, or futisre physical or menta! health and related services.

We are required, by law, to malnialn the privacy of PHI and provide individusls with notice of cur legal duties and privacy
mpmcﬁees with respect o such information. We are required to sbide by the terms of the Notice of Privacy Practices currently in
ect.

Wa reserve the right to change the terms of this Notice. The new notice provisions will be effective for all PH] that we maintsin ot
that time. Upon your request, we will provide you with a paper copy of any revised Notice of Privacy Practices by mall or at the
time of your appointment, even if you agreed to receiva the Notice of Privecy Practices electronically.

Permitted Use & Dlisclosure of Your Protected Health Information “PHI"):

Your physician, office staff, and others cutside the office that are involved {n your carc may use and/or disclose your PHI for the
purpose of providing health care services to you. We have listed some of the reasons why we might use or disclose your PHI
and some examples of the types of uses or disclosures below. Not every use or disclosure is listed, but all of the ways that we are
permitted to use and disclose information will fall into ane of the following categorics.

Treatment: We will use and disclose your PHI to provids and coordinate your health care and any refated services. This includes
the coordination or management of care with a third pasty that has already cbiained your permission 1o have access o your PHI.
For example, we would disclose your PHI, as nceessary, to a health agency that provides care to you. In addition, we may disclose
your PH to another heslth care provider (e.g., a specialist or laboratory) who, at the request of your physician, is Involved in your
care by providing assistance with your health care diagnasis or treatment, .

Payment: We may use and discloss your PHI for billing and psyment of the treatment that you received here. For exsmple, we
may uss or disclose your PHI to your insurance company cbout a service you recelved so that your insurance company can pay
us or reimburse you for the service. We may also ask your insurance company for prior authorization for a service to determine
whether the insurance company will cover that service,

Health Care Operations; We may use and disclose your PHI to support the business activities of (Add Practice Name). These
setivities may include, but are not limited to, business activities, quality assessment activities, marketing, fundralsing, research
and the sale, transfer, merger, or consolidation of all or part of our office, related due ditigence as required by law, end employee
review activities. Certaln direct or indirect exchanges of your PHI may result ln remuneration, financial or otherwise. For
exzmple, we may use a sign-in sheet at the registration desk where you are asked to sign your name and indicate your physician.
We may also call you by name in the reception when your physician is ready to sce you. We may use your PHI to contect you
(i.e. by telephone and/or mali) to provide appointment reminders or Information about treatment altematives or other health related
buwﬁswdmleumumwbcoﬂnmtoyouorunqdmdhﬂnmﬁmyw?ﬂlhasbemeomwomm

We will share your PHI with third party “busincss associates™ that assist in practice activitles, such as billing. Whenever an
arrangement between our office and a business associale involves the use or disclosure of your PHI, we will have a written

contract that contains terms that will protect the privacy of your PHI. Ve are prohibited from using or disclosing your genetic
Wmtwmduwdlhgpwhm.lhlummmmmnngmmwy.

Use & Disclosure of Your Protected Health Information (“PHI™) that Requires Yoor Written Authorization:

You have the apportunity 1o agree or object 1o the use or diselosure of all or part of your PHI.

Pistinum Consulting Sotutions, LLC ©2034 11 Page



Your Rights; You have the right 1o request restrictions on certsin uses and/or disclosures of your PHI. You
. may ask us not to
use and/or disclose any part of your PHI for the purposes of treatment, payment or healtheare operations. You may request that

information about your care be withheld from your heaith plan if you pay for care out-of-pocket and in full. Please discuss
any restriction you wish to request with your physician. oy forybur pock lease

You may request an amendment to the use o disclosure of the PHI. Your physiclan may, using his/her professional judgment,
determine whether the disclosure Is in your best interest. lfyourrequstforanammdmauisdmied.youhavelheﬁghtwme
asuwnunofcﬂmgnunmt\mhusandmmaymammwyomwanmlandwillprov!deyouwithaeopyofany
such rebuttal. lfymphyslchn&uagrecwlhctequmedmﬁulon.wcmynotmor disclose your PHI in violation of that

restriction unless it is needed to provide emergeney treatment. Requested amendments and rebuttals may be placed In your medical

You have the right to inspect and copy your PHI. Under federal law, however, you may not inspect or copy the following records;
psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or adndn!suaﬂvesaulon or

proceeding, and PHI that s subject to law that prohibits access to PHI, In some circumstances, you may have a right to have this
decision reviewed.

You have the right (o receive an accounting of the specific information regarding the disclosures of your PHI that occurred afler
April 14,2013, This right applies to disclosures for purposes ather than treatment, payment or healthcare operations es deseribed
in this Notice of Privacy Practices. It excludes disclosures we may have made to you, a facility dircctory, to family members or
friends involved in your care, for notificatlon purposes, or disclosures you have authorized. The right to receive this Information is
subject to certain exceptions, restrictions and limitations.

Other uses and disclosures of your PHI will be made ONLY with your written authorization, unless otherwise permitted or
required by law as described below. You may revoke this authorization, at any time, in writing, except (o the extent that (Add
Practice Nzme) has taken an action in rellance on the use or disclosure indlcated in the authorization.

In the event that you need 1o (ile a complaint reganding the use and/cr disclosure of your PHI or if you have any questions about
the content of this Notice of Privacy Practices, or if you need to contact us about any of the Information contained in this Notice of

Privacy Prectices, the Privacy Contact Person is:
Primary:
Secondary:

Address

Phone

You may file a complaint with us or to the Secretary of the United Stated Department of Health and Human Services if you believe
your privecy rights have been violated by us. You may file a complaint with us by notifying our Privacy Contact Person of your
complaint. We will not retaliate against you for filing a complaint.

All requests for reviews, restrictions, amendments, and aliemative communieations means or locations, must be in wriling end
state the specific requested action and neme any applicable persons for which the request may pertain,

We may use and disclnse your PHI In the following instances:

Inmales; We moy use or discloss your PHI if you arc an inmate of a cormrectional facility and your physician created or received
your PHU in the course of providing care to you.

Others Involved in Your Healthcars; We may disclose to a family member or friend that you identify, your PHI that direcily
relates to that person’s involvement In your health care. We may use or dlsclose your PHI to notify or assist in notifying such
persons of your location, genera) conditfon or death, We may disclose your PHI to an nuthorized public or private entity to assist
In disaster relief efforts and to coordinate uses and disclosures to persons involved in your health care. For any persons you have
Identified for notification purposes as described in this Notice of Privasy Practices, you may request that any part of your PHI aot
bedisclosed to that individual,

Emtrsensiess We may use or disclose your PHI in an emergeney treatment situstion. If this happens, your physician shall try
to obtain your consent as soon as reasonably praciicsbie afler the dellvery of treatment. We may use or disclose your PHI if

your physician or another physician at (Add Practice Namc) is required by law to treat you and the physician has anempted to
obtain your consent but is unable to do so due to substaniial communication barriers, and the physiclan determines, using his/her
professional judgment, that under the circumstances it is your Intent to consent 1o the physiclan®s usc or disclosure or your PHI.

WWWomymWardmnmempy notes for treatment, payment, oz health care
operations; for tralning purposes within cur office; and as legally allowed and/or required by law,

Platiaum Consulting Solutions, LLC © 2014 2} Page



Uses & Disclosures That Do Not Require Your Consent, Avthorization or Opportunity to Object:
We may use or disclose your PHI in the following situntions without your consent or authorization,

Required By Law: We may use and/or disclose your PHI to the extent that is required by law. The use or disclosure will be mede
in compliance with the taw and will be limited to the relevant requirements of the faw. We may disclose your PHI in response to
an order of a court or administralive tribunal (to the extent such disclosure is expressly authorized), and in certain conditions in

d:?&onseloambpoma.dlsmuy request or other lawful process. You will be notified, as required by law, of any such uses or
osures.

Bublic Health; We may disclose your PHI for public health activides and puposes (o a public health authority to collect or receive
the information. The disclosure will be made for the purpose of controtling disease, injury or dissbility. We may also disclose

y:'x;,r l:il-ll. if directed by the public health authority, 10 a foreign govemment agency that is collaborating with the public health
authotity.

Commupicable Diseases; We may disclose your PHI, If authorized by law, 1o a person who may have been exposed w0 a
communicable disease or may otherwise be at risk of contructing or spreading the discase or condition.

Health Oversight; Oversight agencles include govamment ngencies that oversee the health core system, govemment benefit
programs, other government regulatory programs and clvil rights laws. We may disclose your PHI to a health oversight agency for
activitles such as oudits, investigations, and inspections.

Ahuise or Neglecl; We may disclose your PHI 10 a public health suthority that is autherized by law 1o receive reports of child sbuse
or neglect. In addition, we may discloss your PHI {f we beliove that you have been a vietim of abuse, neglect or domestic violence
to the governmental entity or agency authorized to recelve such information. In this case, the disclosure will be mads consistent
with the requirements of applicable federal and stats laws.

Ecod and Drug Administmiinn: We moy disclose your PHI to o person or company required by the Food and Drug Administration
10 report adverse events, product defects or problems, blological product deviations, track products; to enable produst recalls; to
make repairs or replacements, or to conduct post marketing survelliance, as required.

Law Enforcement; We moy also disclose your PHI for law enforcement purposes. Law enforcement purposes include (1) legal
processes and otherwise required by law, (2) limited information requests for identification and location purposes, (3) information
as it pertains to vicims of a crime, (4) suspicion that death hes occuryed as a result of criminal conduct, (5) in the event that 8
crime occurs on the premises of the practice, (6) in a medical emergency (not on the Practice’s premises) and it is likely thai
crime hes occurred, and (7) to prevent or lessen a serious and imminent threat to the health or safety of a person or the public.

Coroners, Funeral Dircctors, and Organ Donatlan; We may disclnse your PHI to a caroner or medical exsminer for identification
purposes, for determining cause of death or for the coroner or medical examiner to perform other duties. We may also disclose
PHI to 8 funeral director in order to permit the funeral director to carvy out hisher duties. We may disclose such infomation in
reasonable anticipation of death. PHI may be used and disclosed for cadaver, organ, eye or tissue donation purposes.

Research: We may disclose your PHI to rescarchers when their research has been approved by an institutional review board that
has reviewed the research propasal and established protocols to ensure the privacy of yous PHI.

Military Activity and National Secucity: We may use or diselose PHI of individuals who are Armed Forces personne! (1) for
sctivities deemed necessary by appropriate milltary command authorites; (2) for a determination by the Department of Veterans
Affairs of eligibility for benefits, or (3) to foreign military suthority If o member of that foreign military services. We may also
disclose PHI 10 authorized federal officials for conducting national security and intelligence activitles, including for the provision
of protective services to the President or others legally authorized.

Warkers” Compensatian: Your PHI may be disclosed by us as muthorized to comply with workers® compensation laws and other
similar legally-established programs.

Data Security: Patient records are maintained on paper charts. The charts are secured in locked cabinets with limited access. We
are requited to notify affected indlviduals following a breach of secured PHI.

Platinum Consulting Sclutions, LLC © 2014 3| Page



ALTERNATIVE HEALTH CARE AND WELLNESS CENTER
Effectivo Date:  Seplember 23, 2013

NOTICE OF PRIVACY PRACTICES

L , have read the attached Notice
of Privacy Practices and authorize Altemative Health Care and Wellness Center to disclose the
identified information to the persons and for the purpose described herein. | understand that, by
signing this document, [ release Altemative Health Care and Wellness Center from any liability and

will hold Alternative Health Care and Wellness Center harmless for any release made pursuant to this
Authorization.

Signature of Patient or Legal Representative Date

Description of Legal Representative’s Authority

Plotinum Consulting Setutlons, LLC © 2014



f/
’ l‘. Alternative Health Care _

and -Wéiiness Center

3313 Patriot Court, Herrin, IL 62948

Phone: 618.993.9910
Fax: 618.993.2774
ahcloganpark.com

Under the terms of the health benefit plans that are offered or administered by your health care
insurance, benefits for health care services will be denied if it is determined that such terms are deemed
“medically unnecessary” or which are medically unproven, often referred to as “experimental and/or
investigational”. The revised implementation date is July 14, 2014.

Waiver Form for:

-Non-Covered Services
-Not Medically Necessary Services
-Experimental/Investigational Services

| have been informed by the provider (Angela Baxter, LLC) prior to services being rendered, that any
proposed service listed below that is determined by utilization management to be deemed medically
unnecessary and/or medically unproven, non-covered, or experimental/investigational that | (the
member), accept all financial responsibility for payment of the provider’s charges for these services.

Fee schedule: 98940 48.00, 98941 55.00, 98942 63.00, 98943 45.00, 97140 45.00 per unit, 97110 55.00 per unit, 97035 30.00, 97010 20.00,
G0283 30.00, 97014 30.00, 97012 30.00 97810 70.00, 97813 70.00, 97814 70.00, 99202 85.00, 99203 150.00, 99212 55.00, 99213 105.00,
72040 95.00, 72050 185.00, 72052 185.00, 72070 220.00, 72072 220.00, 72100 120.00, 72110 150.00, L3020 250.00 per unit, 97112 55.00,
97116 45.00, 87150 55.00, 97535 55.00.

Patient Signature Date




