Patient Intake Form

Name [1Male []Female
Address City/State Zip
Date of Birth Age
Phone nuinber(s): Home Work Cell
Email address:

Marital Status [1 Married (] Divorced [1Single [] Widowed
Race: Afiican American Asian Caucasian Hispanic Other  Ethnicity: Hispanic Non-Hispanic

Occupation Employer

Emergency Contact Relation
Contact mumber(s)

How were you referred to us or hear about us?

‘What is your major complaint; Physician/Staff
' Use Only

BP

: Temp
Numbness —  Tinglng // Stabbing ## Buming™*  Aching xxxx Pulse

Resp

HT

WwT

Plcase mark the involved area(s) using the appropriate symbols:




Medical Conditions: (Circle all that apply to you)

O Arthritis 7 Cancer
1 Hypertension " Psychiatric Illness
LI Other Fibromyalgia

Surgeries: (Circle all that apply to you)

[1 Appendectomy LI Cardiovascular procedure
[l Joint Replacement "1 Prostate

1 Brain £ Shoulder

LJ Carpal Tunnel L Gastro-intestinal

[(OBreast Augmentation Other

Allergies: (Circle all that apply to you)

" Mold Il Seasonal

LI Chemical Sulfites

Social History: (Circle all that apply to you)

Caffeine use: {1 occasional O often

Drink Alcohol: 1 occasional [ often
Exercise: [ occasional O often

Drnk Water: U <64 oz/day LI>64 oz/day
Cigarettes: <1 pack/day [1>1 pack/day
Sleep: <8 hours/pight LI >=8 hours/night
Other

Family History: (Circle all that apply)

Arthritis: 1 Parent . Sibling

Cancer: i Parent i | Sibling

Diabetes: I Parent 1 Sibling

Heart Disease 1 Parent {" Sibling
Hypertension [ Parent — Sibling

Stroke L Parent i Sibling

Thyroid I Parent _ Sibling

Other

[J Diabetes
[l Skin Disorder
Asthma

OCervical spine
I Lumbar spine
{1 Thoracic spine
LI Uro-genital

1 Milk or Lactose
L1 Wheat/Glutens

[0 never

[T never

1 never

LI never

[1 never
Insomnia LJ

Occupational Activities: (Circle one that best describes your job description)
Li Clerical/Secretary L Computer User

L} Administration ... Busmess Owner
U1 Heavy Equipment operator { | Daycare/Childcare

O Construction

[0 Food Service Industry 71 Medium Manual Labor [ Manufacturing
{1 Heavy Manual Labor — Light Manual Labor {1 Executive/Legal
[1 Other

Doctor’s Signature

Patient Name

Date

[J Heart Discase
1 Stroke
Osteoporosis

0 Hysterectomy
I Gall Bladder
O Knee

Ll Hernia

M Animal
L] Other

0 Health Care
[1 Home Services
[} Housekeeper




Informed Consent for Chiropractic Spinal Manipulation and Treatment,
Authorization and Release

1 hereby request and consent to the performance of chiropractic adjustments and
other chiropractic procedures, including various modes of therapy modalities on
myself (or on the patient named below for whom I am legally responsible) by the
licensed doctor of chiropractic Howard Benedikt, DC.

I have had the opportunity to discuss with my doctor the nature and purpose of
chiropractic adjustments and other procedures and understand that spinal
manipulation involved the doctor placing his or her hands on my spine and
delivering a quick thrust or impulse to the involved area(s). I also understand and
am informed that, as in the practice of medicine, in the practice of chiropractic there
are some risks to treatment including, but not limited to: fractures, disc injuries,
strokes, dislocations, sprains, soreness, and physical therapy burns. I understand and
comprehend all such risks and complications. I, by my signature below, confirm and
accept care and therefore consent to and agree to those treatments deemed necessary
by my doctor to be in my best interest.

I authorize payment of insurance benefits directly to Howard Benedikt, DC and I
understand and agree to allow this office to use my Confidential Patient Health
Information forms for the purpose of treatment, payment, healthcare operations and
coordination of care and authorize Howard Benedikt, DC to communicate with my
medical physician(s) about my condition and treatment. I understand and agree that
1 am responsible for all costs of chiropractic care, regardless of insurance coverage.
I also understand and agree that if I suspend or terminate my schedule of care as
determined by my treating doctor, any fees for professional services will be
immediately due and payable.

1 understand the Federal Government has deemed it mandatory to notify my doctor
of any other part of insurance company who may be responsible for reimbursement
for my treatment.

I have read and understand how my Patient Health Information will be used and I
agree to these policies and procedures.

I have also read, or have had read to me the above informed consent, authorization
and release. ] have had an opportunity to ask any and all questions about its content,
and by signing below, I agree to the above-named procedures. I intend this consent
form to cover the entire course of treatment for my present condition and for future
condition(s) for which I seek treatment in this office.

Patient Signature: Date: / /




I

PATIENT CONSENT FOR PROTECTED HEALTH INFORMATION

TO CARRY OUT TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS

, hereby state that by signing this Consent, |

acknowledge and agree as follows:

1.

The Practice’s Privacy Notice has been provided to me prior to my signing this Consent.
The Privacy Notice includes a complete description of the uses and / or disclosures of my
protected health information (“PHI™) necessary for the Practice to provide treatment to
me, and also necessary for the Practice to ebtain payment for that treatment and to carry
out its health care operations. The Practice has explained to me that the Privacy Notice
would be available to me in the future at my request. The Practice has firther explained
my rights to obtain a copy of the Privacy Notice prior to signing this Consent, and has
encouraged me to read the Privacy Notice carefully prior to signing this Consent.

The Practice reserves the right to change its privacy practices that are described in its
Privacy Notice, in accordance with applicable law.

I understand that, and consent to, the following appointment reminders that will be used
by the Practice: a) a postcard mailed to me at the address provided by me; and b)
telephoning my home and leaving a message on my answering machine or with the
individual answering the phone.

The Practice may use and/or disclose my PHI (which includes information about my
health or condition and the treatment provided to me) in order for the Practice to treat me
and obtain payment for that treatment, and as necessary for the Practice to conduct its
specific health care operations.

1 understand that I have a right to request that the Practice restrict how my PHI is used
and/or disclosed to carry out treatment, payment and/or health care operations. However,
the Practice is not required to agree to any restrictions that I have requested. If the
Practice agrees to a requested restriction, then the restriction is binding on the Practice.

T understand that this Consent is valid for seven years. I further understand that I have the
right to revoke this Consent, in writing, at any time for all fufire transactions, with the
understanding that any such revocation shall not apply to the extent that the Practice has
already taken action in reliance on this consent.

1 understand that if I revoke this consent at any time, the Practice has the right to refuse to
treat me.

1 understand that if T do not sign this Consent evidencing my consent to the uses and
disclosures described to me above and contained in the Privacy Notice, then the Practice
may not freat me.

I have read and understand the foregoing notice, and all of my questions have been
answered to my full satisfaction in a way that I can understand.

Name of Individual (Printed) | Signature of Individual

Signature of Legal Representative Relationship
(E.g., Attorney-In-Fact, Guardian, Parent if minor):

Date Signed /[ Witness:

Ve



Metabolic Detoxification Questionnaire
. _PatuSymptoms |

Part 1: Symptoms

Name Date

Rate each of the following symptoms based on how you’ve been feeling for the: O Past 48 hours O Past week [ Past 30 days

Point Scale o0 — Never or almost never have the symptoms 2 — Occasionally have it; effect is severe
1 — Occasionally have it; effect is not severe 3 — Frequently have it; effect is not severe
4 — Frequently have it; effect is severe

Head Headaches Digestive Nausea, vomiting
Faintness Tract Diarrhea
Dizziness Constipation
Insomnia Total __ Bloated feeling

Belching, passing gas
Eyes Watery or itchy eyes

Heartburn
Swollen, reddened or sticky eyelids Intestinal/stomach pain Total
Bags or dark circles under eyes
Blurred or tunnel vision (does not include Joints/ Pain or aches in joints
near- or farsightedness) Total Muscles Arthritis

Stiffness or limitation of movement

Ears ——lichyears Pain or aches in muscles
Earaches, ear infections Feeling of weakness or tiredness Total
Drainage from ear
Ringing in ears, hearing loss Total Weight Binge eating/drinking

Craving certain foods

Nose —Stuffy nose Excessive weight

Sinus problems Compulsive eating

Hay fever Water retention
Sneezing attacks Underweight Total
Excessive mucus formation Total
Energy/ Fatigue, sluggishness
Mouth/ Chronic coughing Activity Apathy, lethargy
Throat Gagging, frequent need to clear throat Hyperactivity
Sore throat, hoarseness, loss of voice Restlessness Total
Swollen or discolored tongue, gums, or lips
Canker sores Total _ Mind Poor memory

Confusion, poor comprehension
Skin Acne

Hives, rashes, dry skin

Poor concentration

Poor physical coordination

Hair loss Difficulty in making decisions

Flushing, hot flashes Stuttering or stammering

Excessive sweating Total Slurred speech

Heart Irregular or skipped heartbeat Learning disabilities Total
Rapid or pounding heartbeat Emotions Mood swings
Chest pain Total ____ Anxiety, fear, nervousness

Lungs Chest congestion Anger, |r.r|tab|l|ty, aggressiveness
Asthma, bronchitis Depression Total
shortness of breath Other Frequent illness

Difficulty breathing Total Frequent or urgent urination

Genital itch or discharge Total

For Practitioner Use Only:

UrinarypH ¢ FirstLine Therapy

Grand Total

by Metagenics



Part 2: Xenobiotic Tolerability Test (XTT)

1. Are you presently using prescription drugs?
[JYes (1 pt.) CINo (o pt.)
If yes, how many are you currently taking? (1 pt. each)

2. Are you presently taking one or more of the following over-the-counter drugs?

[JCimetidine (2 pts.) [JAcetaminophen (2 pts.) [ Estradiol (2 pts.)

3. If you have used or currently use prescription drugs, which of the following
scenarios best represents your response to them:

[J Experience side effects; drug(s) is (are) efficacious at lowered dose(s) (3 pts.)
[J Experience side effects; drug(s) is (are) efficacious at usual dose(s) (2 pts.)
[J Experience no side effects; drug(s) is (are) usually not efficacious (2 pts.)

I Experience no side effects; drug(s) is (are) usually efficacious (o pt.)

4. Do you currently within the last 6 months have you regularly used tobacco products?
[JYes (2 pts.) [INo (o pt.)

5. Do you have strong negative reactions to caffeine or caffeine-containing products?
[JYes (1 pt.) CINo (o pt.) CIDon’t know (o pt.)

6. Do you commonly experience “brain fog,” fatigue, or drowsiness?
[JYes (1 pt.) [INo (o pt.)

Metabolic Detoxification Questionnaire

7. Do you develop symptoms on exposure to fragrances, exhaust fumes, or strong odors?
[Yes (1 pt.) CINo (o pt.) I Don’t know (o pt.)

8. Do you feel ill after you consume even small amounts of alcohol?
[(IYes (1 pt.) [CINo (o pt.) [CIDon’t know (o pt.)

10. Do you have a personal history of:

[ Environmental and/or chemical sensitivities (5 pts.)
[ Chronic fatigue syndrome (5 pts.)

[ Multiple chemical sensitivity (5 pts.)

I Fibromyalgia (3 pts.)

[ Parkinson’s type symptoms (3 pts.)

[JAlcohol or chemical dependence (2 pts.)

[JAsthma (1 pt.)

11. Do you have a history of significant exposure to harmful chemicals such as herbicides,
insecticides, pesticides, or organic solvents?
[(IYes (1 pt.) [CINo (o pt.)

12. Do you have an adverse or allergic reaction when you consume sulfite-containing foods
such as wine, dried fruit, salad bar vegetables, etc.?
[Yes (1 pt.) CINo (o pt.) I Don’t know (o pt.)

Total

Part 3: Alkalizing Assessment

1. Do you have a history of or currently have kidney dysfunction?
[IYes (1 pt.) CINo (o pt.)

2. Have you ever been diagnosed with hyperkalemia?
[JYes (1 pt.) CINo (o pt.)

Overall Score Tabulation

For Practitioner Use Only:
Part 1: Symptoms Grand Total
Part 2: XTT Total (High »10; moderate 5-9; low <4)
Part 3: Alkalizing Assessment Total (High =1)
Urinary pH

Notes:

3. Are you currently taking diuretics or blood pressure medication?
[IYes (1 pt.) CINo (o pt.)

Total

(High »50; moderate 15-49; low <14)

Patients with high Symptoms but low XTT may be exhibiting pathology that is not related to toxic load. Other mechanisms should be considered, such as inflammation/

immune/allergic gastrointestinal dysfuntion, oxidative stress, hormonal/neurotransmitter dysfunction, nutritional depletion, and/or mind body. Individualize support with

specific medical foods, diet, and/or nutraceuticals.
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Recommend non-alkalizing nutrients if patient answers “yes” to any questions in the Alkalizing Assessment.



