   WHAT TO EXPECT...

Paperwork...to help us get to know you, your lifestyle and health history...to customize a care plan that is a solution for your life, health, personal needs and wants.

Examination...focused on identifying the cause of interferences and disturbances and how they influence your function, adaptability, health and lifestyle.

Solutions!...On your visit we’ll review/relate your findings and give you a menu of options for your care.

CONFIDENTIAL PATIENT INFORMATION

Each one of us 6 billion inhabitants of the planet earth is UNIQUE!  Tell us about you!!

Full Name/Date________________________________________________________________________________

Name of Spouse_______________________________________________________________________________

If minor, consent to evaluate and adjust a minor child, signature of parent/legal guardian.

Children’s names/ages__________________________________________________________________________

Address_____________________________________________________________________For how long?_____

Home#_____________________Cell/Car#__________________Pager_________________FAX______________

E-mail_______________________________________________________________________________________

Birthdate_____________ Age__________      Single      Married      Widowed      Separated      Divorced

Social Security #:_______________________________Drivers License #:________________________________

Student:  School:_______________________________Grade:__________Teacher:_______________________

Employer:____________________________________Occupation:__________________Phone:_______________

Spouse’s Employer:_____________________________Occupation:__________________Phone:______________

Name and phone# of nearest relative not living with you_______________________________________________

In case of emergency, please contact____________________________________________Phone______________

Other family members seen by us?  ________________________________________________________________

Who may we thank for referring you/your family to us?______________________________________________

What is important to you in a doctor-patient relationship?  In your health care?  Concerns?___________________

____________________________________________________________________________________________

Caring / Personal / Respectful / Empowering / Safe / Good Value / Convenient / On Time / Fun

Your preferred time to come for appointments_______A.M.________P.M.

Were you aware that...

...Chiropractic is the largest natural healing profession in the world?     y     n

...the nervous system controls all bodily functions and systems?    y    n

...Doctors of Chiropractic work with the nervous system?    y    n

...with Chiropractic from birth, you can achieve a higher level of health and performance throughout life?   y   n
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HISTORY

Name/Date:__________________________________________________________________________________________

ALL SYSTEMS GO?  Circle and Mark “C” for Current OR “P” for Past AND a “D” if you’ve consulted a Doctor:

Skin, hair, nails, rashes_________________________________________________________________________________

Skeletal-spine, discs, joints, muscles, ligaments, arthritis, headaches, neck, back or growing pains, scoliosis_____________

Blood, heart, vessels, lymphatics, high cholesterol, high blood pressure, stroke, migraine____________________________

Brain-nerves, ADHD, depression, meningitis, seizures, uncoordinated___________________________________________

Immune system, AIDS-HIV, allergies, asthma, chronic or frequent colds/flu, ear infections, fever, chills, cancer_________

Ears, eyes, nose and throat, glasses-contacts, dentures, hearing aids_____________________________________________

Pituitary, thyroid, parathyroid, adrenal glands_______________________________________________________________

Lungs, breathing______________________________________________________________________________________

Digestion, esophagus, difficulty swallowing, stomach, intestines, colon, pancreas (diabetes-hypoglycemia), liver, gall bladder/bile, diarrhea-constipation, milk-lactose intolerance___________________________________________________

Urination, kidneys, bladder, bedwetting, infections___________________________________________________________

Height_________Weight_________Blood Pressure___________Pulse__________Resps.________Temp.______________

WOMEN:  Breast lumps-implants, ovaries, uterus, vaginal, menstrual cycle, pregnant______________________________

MEN:  Penile, testicular, prostate, impotence_______________________________________________________________

CHILDREN:  colic / other aspect of your child’s health or behavior _____________________________________________

Have you ever had cancer?    n    y________________________________________________________________________

Does pain wake you at night?    n    y______________________________________________________________________

Are you losing weight with out trying?    n    y    How much?  In what time period?_________________________________

Have you had a sore(s) that do not heal?    n    y_____________________________________________________________

Have you had a change in bowel or bladder habits?    n    y____________________________________________________

Are you having indigestion or difficulty swallowing?    n    y___________________________________________________

Have you had an obvious change in a wart or mole?    n    y____________________________________________________

Do you have a nagging cough or hoarseness?    n    y_________________________________________________________

Have you recently had any unusual bleeding or discharge?    n    y_______________________________________________

Do you have a thickening /lump in the breast or anywhere else?    n    y__________________________________________

LIFE IS A CONTACT SPORT...ACCIDENTS-INJURIES:

In Utero - Birth_______________________________________________________________________________________

Childhood___________________________________________________________________________________________

Sports______________________________________________________________________________________________

Vehicular (Car, motorcycle, bicycle etc.)___________________________________________________________________

Work_______________________________________________________________________________________________

Other_______________________________________________________________________________________________

PROVIDER HISTORY:  (Circle)  Acupuncture / Chiropractic / Dental / Orthodontic / Massage / Naturopathic / Optometric Osteopathic / Pediatrician / Physician / Physical Therapy / Psychiatry-Psychology__________________________________

Most recent lab work: Saliva / Blood / Urine / Bone Density / Other?____________________________________________

DRUGS:  Over the counter or prescription medications, birth control pills, hormone replacement______________________

____________________________________________________________________________________________________

HOSPITALIZATIONS - SURGERIES - STITCHES - X-RAYS________________________________________________

____________________________________________________________________________________________________

FAMILY HISTORY:           Current Age/Conditions  <or>  Cause of Death and Age at Death

Mother’s side________________________________________________________________________________________

Father’s side_________________________________________________________________________________________

Sibling(s)____________________________________________________________________________________________

(Lifestyle...Genetics...)
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NEED!!  What is your current challenge/complaint/concern/frustration/problem/purpose for visit today?

____________________________________________________________________________________________________

Why did you decide to come in TODAY?  Do something about it NOW?  What SPECIFICALLY prompted you?

____________________________________________________________________________________________________

                                                                   CURRENT                                                   PAST

Started when / how?___________________________________________________________________________________

Feels like?___________________________________________________________________________________________

Stays local / moves?___________________________________________________________________________________

Makes better / worse?__________________________________________________________________________________

Severity?    0    1    2    3    4    5    6    7    8    9    10 = worst ever_______________________________________________

Worse in AM or PM, other?_____________________________________________________________________________

Generally:  staying the same / getting better / getting worse?___________________________________________________

Affects:  sleeping, personal care, relationship, sex life, school, work, recreation, social life, walking, sitting, standing other:

____________________________________________________________________________________________________

What have you tried so far?_____________________________________________________________________________

Is it working?________________________________________________________________________________________

What do you feel is a reasonable amount of time until you get results?____________________________________________

Define results-what would you like to do that you can’t?_______________________________________________________

In what way(s) might you (or someone else) “interfere” with your progress?_______________________________________

WHAT ELSE?!  What other, if any, complaints do you have?

____________________________________________________________________________________________________

                                                                   CURRENT                                                   PAST

Started when / how?___________________________________________________________________________________

Feels like?___________________________________________________________________________________________

Stays local / moves?___________________________________________________________________________________

Makes better / worse?__________________________________________________________________________________

Severity?    0    1    2    3    4    5    6    7    8    9    10 = worst ever_______________________________________________

Worse in AM or PM, other?_____________________________________________________________________________

Generally:  staying the same / getting better / getting worse?___________________________________________________

Affects:  sleeping, personal care, relationship, sex life, school, work, recreation, social life, walking, sitting, standing, other:

____________________________________________________________________________________________________

What have you tried so far?_____________________________________________________________________________

Is it working?_____________________________________________ ___________________________________________

What do you feel is a reasonable amount of time until you get results?____________________________________________

Define results-what would you like to do that you can’t?_______________________________________________________

In what way(s) might you (or someone else) “interfere” with your progress?_______________________________________

ANYTHING ELSE?

____________________________________________________________________________________________________

                                                                   CURRENT                                                   PAST

Started when / how?___________________________________________________________________________________

Feels like?___________________________________________________________________________________________

Stays local / moves?___________________________________________________________________________________

Makes better / worse?__________________________________________________________________________________

Severity?    0    1    2    3    4    5    6    7    8    9    10 = worst ever_______________________________________________

Worse in AM or PM, other?_____________________________________________________________________________

Generally:  staying the same / getting better / getting worse?___________________________________________________

Affects:  sleeping, personal care, relationship, sex life, school, work, recreation, social life, walking, sitting, standing, other:

____________________________________________________________________________________________________

What have you tried so far?_____________________________________________________________________________

Is it working?_____________________________________________ ___________________________________________

What do you feel is a reasonable amount of time until you get results?____________________________________________

Define results-what would you like to do that you can’t?_______________________________________________________

In what way(s) might you (or someone else) “interfere” with your progress?_______________________________________
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LIFESTYLE

MAN IN THE MIRROR...TAKE A LOOK AT YOURSELF...THIS IS YOUR LIFE!!!

“Where ever you go, there you are”  Jon Kabat Zinn

Name/Date:__________________________________________________________________________________________

Do you have a personal “life philosophy”?__________________________________________________________________

Do you enjoy life:  literature/music/art/hobbies/recreation/sports?  What is your passion?_____________________________

Are you satisfied in your relationships? Who do you hang out with?  Are they a positive influence in your life?___________

Are you satisfied in your occupation?  Is it stressful?  Is it good or bad stress?  Is that O.K. with you?___________________

Are you performing up to your potential in the areas that are important to you?  Is it a priority?  Have a strategy?_________

Regrets/Resentments?  In relationships / occupation / other?  Current or past?  Have you addressed it?__________________

Do you sleep well?    y    n    From________to________Interrupted?  Nightmares?_________________________________

Mattress:  water / standard      firm / soft       Do you turn it?    y     n                Is it more than 10 years old?     y     n

Sleep posture:  back / side / stomach____________Years you’ve been sleeping on the same side of the bed?_____________

How many pillows do you use - what kind?_________________________________________________________________

Do you read / T.V. / computer in bed, propped against the wall or headboard?_____________________________________

Were you breast fed/how long?___________________________________________________________________________

Do you know what the food pyramid is?  y    n    ____________________________________________________________

Do you eat “organic” foods?_____________________________________________________________________________

Are you a vegetarian?  y    n      Do you follow a high carbo / protein / fat / diet?___________________________________

What is your water intake per day?____________glasses/day.

What is the “worst” thing you eat or drink, what is your “weakness”?____________________________________________

Do you take supplements?    n     y     What?________________________________________________________________

Do you exercise?    n    y    Enjoy it?______________________________________________________________________

How frequently:  Strength 1/week?  n    y    What?___________________________________________________________

                          Aerobic 4/week?  n    y     What?____________________________________________________________

Do you “do” caffeine?    n    y    What?_____________________________________How much?______________________

Do you smoke?    n    y    _______pack(s)/day    _______years    Want to quit?     n      y     Have a plan?    n      y_________

Exposed to second-hand smoke?    n    y

Alcohol #____drinks/day -week - month          Alcoholic / Recovery?____________________________________________

Chemical exposures:  home / work / hobbies / other / what are they?_____________________________________________

Do you have good posture?     y     n     ____________________________________________________________________

Were you taught how to care for your spine/posture?  n    y    __________________________________________________

Do any daily, spinal - postural “flossing” i.e. specific corrective spinal activities?     n      y___________________________

Do you wear:  heel lifts / sole lifts / insoles /arch supports / orthotics?     n     y     __________________________________

Work posture:  sitting / standing / activities____________________________________________Hours/day____________

Have you been getting regular chiropractic checkups/adjustments?     n     y     Frequency?___________________________

How much older or younger than you are, do you feel?___________years_________________________________________

Health is what you do everyday over time!    True    False_____________________________________________________

How high a priority is your health in your life?______________________________________________________________

Who has the most to gain from your being healthy?__________________________________________________________

Would you be interested in lifestyle recommendations?    n    y    _______________________________________________

If your spouse, children, parents were filling out these forms...What would their primary complaint be, if any?

What do they need or like to do where they want to be at their best?  Home, work, school, recreation, relationship...

Spouse-partner_______________________________________________________________________________________

Child(ren)___________________________________________________________________________________________

Parents______________________________________________________________________________________________

Would they be interested in discussing their health or lifestyle?     n     y

____________________________________________________________________________________________________
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ASPIRE
Wellness Center

Dr Vencil Overland, D.C. 
2410 NE Twin Knolls Dr.
BEND, OR  97701

 (541)382-3563

AUTHORIZATION TO DISCLOSE MEDICAL RECORDS

This authorization must be written, dated, and signed by the patient or by the person authorized by law to give authorization

I authorize__________________________________________(name of hospital/health care provider) 

to release a copy of medical information for____________________________________(name of patient)

to ________________________________________________________(name and address of recipient).

The information will be used on my behalf for the following purpose(s):

__________________________________________________________________________________________________________________________________________________________________________

By initialing the spaces below, I specifically authorize the release of the following medical records*, if such records exist:

___ All hospital records (including nursing records and progress notes)

___ Transcribed hospital reports                                                           ___ Clinician office chart notes

___ Medical records needed for continuity of care                                 ___ Dental records

___ Most recent five year history                                                           ___ Laboratory reports

___ Emergency and urgent care records                                                 ___ Pathology reports

___ Diagnostic imaging reports                                                             ___ Billing statements

___ Other:_____________________________________________________________________________

___ Please send the entire medical record (all information) to the above named recipient.  The recipient understands this record may be voluminous and agrees to pay all reasonable charges associated with providing this record.

* The following must be initialed to be included in other documents, 

___ *HIV /AIDS related records

___ *Mental health information

___ *Genetic testing information

___ *Drug/alcohol diagnosis, treatment of referral information (Federal regulations require a description of how much and what kind of information is to be disclosed.)  Describe:______________________________________________________________________________

___ This authorization is limited to records regarding the following treatment:______________________

___ This authorization is limited to records from the following time period:________________________

___ This authorization is limited to a worker’s compensation claim for injuries of (date)______________

This authorization may be revoked at any time.  The only exception is when action has been taken in reliance on the authorization. Unless revoked earlier, this consent will expire in 180 days from the date of signing or shall remain in effect for the period reasonably needed to complete the request.

_________________________                                        _______________________________________

(Date)





      (Signature of Patient)

_________________________                                         _______________________________________

(Date)





       (Signature of person authorized by law)
ASPIRE

Wellness Center
Dr. Vencil Overland, D.C.

2410 Twin Knolls Dr.  

Bend, OR 97701

541-382-3563

vochiro@bendbroadband.com

Terms of Acceptance 

In order to provide for the most effective healing environment, most effective application of chiropractic procedures and the strongest possible doctor-patient relationship, it is our wish to provide each patient with a set of parameters and declarations that will facilitate the goal of optimum health through chiropractic. 

To that end, we ask that you acknowledge the following points regarding chiropractic care and the services that are offered through this practice: 

A. Chiropractic is a very specific science, authorized by law to address spinal health concerns and needs. Chiropractic is a separate and distinct science, art and practice. It is not the practice of medicine. 

B. Chiropractic seeks to maximize the inherent healing power of the human body by restoring normal nerve functions through the adjustment of spinal subluxation(s). Subluxations are deviations from the normal spinal structures and configurations that interfere with normal nerve processes. 

C. The chiropractic adjustment process, as defined in the law of this jurisdiction involves the application of a specific directional thrust to a region or regions of the spine with the specific intent of re-positioning misaligned spinal segments. This is a safe, effective procedure applied over one-million times each day by doctors of chiropractic in the United States alone.

D. A thorough chiropractic examination and evaluation is part of the standard chiropractic procedure. The goal of this process is to identify any spinal health problems and chiropractic needs. If, during this process, any condition or question outside the scope of chiropractic is identified, you will receive a prompt referral to an appropriate provider or specialist, according to the initial indications of the need. 

E. Chiropractic does not seek to replace or compete with your medical, dental or other type(s) of health professionals. They retain responsibility for the care and management of medical conditions. We do not offer advice regarding treatment prescribed by others. 

F. Your compliance with care plans, home and self-care, etc., is essential to maximum healing and optimal health through chiropractic. 

G. We invite you to speak frankly to the doctor on any matter related to your care at this facility, its nature, duration or cost, in what we work to maintain as a supporting, open environment. 

I have read and fully understand the above statements.  All questions regarding the doctor's objectives pertaining to my care in this office have been answered to my satisfaction. I therefore accept chiropractic care on this basis. 

_________________________________________                          ___________

(Signature)                                                                                          (Date) 

