PEDIATRIC INTAKE & HISTORY
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Patient Name

Patient’s Preferred Nickname

Address

Mothers Name

City State

Mother’s Occupation

Home Phone

Mother’'s Phone

Cell Phone

Mother's Email

Email

Father's Name

Sex UM O4dF Age Birthday

Father’s Occupation

IN CASE OF EMERGENCY, CONTACT

Name

Father’'s Phone

Father's Email

Relationship

Who may we thank for referring you?

Contact Number

HOW CAN WE HELP YOUR CHILD?

U Wellness Checkup U Other:

If your child is already experiencing a symptom, please describe it:

Has your child been treated on an emergency basis? 0O Yes

Please describe:

a No

PREGNANCY HISTORY

Did you experience any complications during your pregnancy? (check all that apply)

Q Back/Other Pain O Gestational Diabetes Q Pre/Eclampsia QO Strep B O Nausea/Vomiting
a Pre-Term Q Fatigue Qa Swelling Q Other (please describe)

BIRTH HISTORY

Type of birth (check all that apply):

Q Hospital Q Birth Center 4 Home Q Normal / Vaginal Q Breech

a Cesarean Q Scheduled/Induced Q Epidural

Problems during labor / delivery?

a Antibiotics O Congenital Anomalies

O Respiratory Distress O Extended Hospitalization

1 Failure to Thrive 1 Jaundice

a Other

Q Meconium




GROWTH & DEVELOPMENT

Infant feeding:
Number of hours of sleep each night:
At what age did the child:

Respond to sound:

] Breast

[ Bottle O Formula

Quiality of sleep:

Crawl:

Hold head up:

Stand:

Sit unsupported: Walk unsupported:

CHILDHOOD DISEASES, ILLNESSES & VACCINATIONS

Has your child had (check all that apply)?:

a
a

Has your child ever suffered from (check all that apply)?:

Chicken Pox

Mumps

O Measles
O Rubella

4 Robiola
Q Pertussis/Whooping Cough

Qa Allergies O Broken Bones 0 Digestive Issues Q Hypertension Q Orthopedic Problems
. . (constipation/diarrhea) . )
a Anemia O Chronic Ear Aches a Juvenile / O Paralysis
. Rheumatoid Arthritis .
O Arm Problems O Colds/Flu 4 Dizziness O Poor Appetite
O Asthma O Colic 4 Fainting O Joint Problems O Ruptures/Hernias
O Back Aches O Convulsions/Seizures 4 Headaches O Leg Problems O Sinus Trouble
O Bed Wetting O Delayed Speech O Heart Trouble O Neck Problems O Tuberculosis
O Behavioral Problems O Diabetes 4 Hyperactivity O Neuritis O Walking Problems
Have you vaccinated your child?
a No 4 Yes 1 As Scheduled 1 Delayed Schedule
ALLERGIES, MEDICATIONS, SURGERIES & FAMILY HISTORY
ALLERGIES (list) MEDICATIONS (list)
SURGERIES (list) FAMILY HISTORY (list)
SIBLINGS
How many children do you have? Number of pregnancies:
Children’s Ages: Are you currently pregnant? No ¥ks, I'm due:

Children’s health concerns:

Health concerns regarding this pregnancy?
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Meininger Family Chiropractic
33 Lyman St. Suite 108
Westborough, MA 01581
(508) 898-2228

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations
(TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. “Protected health
information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health
condition and related health care services.

1. Uses and Disclosures of Protected Health Information
Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment
for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This includes the
coordination or management of your health care with a third party. For example, we would disclose your protected health information, as necessary, to a home health agency
that provides care to you. For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has
the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for a hospital stay may
require that your protected health information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the business activities of your physician’s practice. These
activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing and conducting or arranging for other
business activities. For example, we may disclose your protected health information to medical school students that see patients at our office. In addition, we may use a sign-in
sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting room when your physician

is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These situations include: as Required By Law, Public Health
issues as required by law, Communicable Diseases: Health Oversight: Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement:
Coroners, Funeral Directors and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation: Inmates: Required Uses and

Disclosures: Under the law, we must make disclosure to you and when required by the Secretary of the Department of Health and Human Services to investigate or determine
our compliance with the requirements of Section 164.500. Telephone calls, emails, SMS/MMS and appointment reminders - we may call/message your home/cell and leave

messages regarding a missed appointment or apprize you of changes in practice hours or upcoming events or share educational and marketing content relevant to your care.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to Object unless required by law.

You may revoke this authorization at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or
disclosure indicated in the authorization.

2. Your Rights
You have the right to inspect and copy your protected health information. 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 administrative proceeding, and protected health information that is subject to law that
prohibits access to protected health information.
You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part of your protected health
information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be disclosed to
family members or friends who may be involved in your care or for notification purposes described in this Notice of Privacy Practices. Your request must state the specific
restriction requested and to whom you want the restriction to apply. Your physician is not required to agree to a restriction that you may request. If physician believes it is not
in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to use
another Healthcare Professional.
You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You have the right to obtain a paper
copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically.
You may have the right to have your physician amend your protected health information. If we deny your request for amendment, you have the right to file a statement
of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.
- You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as provided in this notice.

3. Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by
notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint.

This notice was published and becomes effective on/or before March 14t, 2007.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health
information. If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.



Notice of Privacy Practices

We are concerned with protecting your privacy especially in matters that concern your personal health information.
In accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), we are required to
supply you with a copy of our privacy policy and procedures. We encourage you to read this document for it outlines
the use and limitations of the disclosure of your health information and your rights as a patient. If you have any
questions or concerns regarding the use or dissemination of your personal information, we would be happy to
address them.

[ have received a copy of the HIPAA for Meininger Family Chiropractic.

Signature (Parent/Guardian if under 18) Date

Terms of Acceptance

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be
working toward the same objective. It is important that each patient understands both the objective and the method
that will be used to attain it.

Adjustment - An adjustment is the specific application of forces that facilitate the body’s correction of vertebral
subluxation. Our chiropractic method of correction is by specific adjustments of the spine.

Subluxation - A misalignment of one or more of the 24 vertebra in the spinal column, which causes alteration of
nerve function and interference to the transmission of mental impulses resulting in a lessening of the body’s innate
ability to express its maximum health potential.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. However, if during the
course of a chiropractic spinal examination, we encounter non-chiropractic or unusual findings, we will recommend
that you seek the services of a health care provider who specializes in that area.

Regardless of what the disease is called, we do not offer to treat it, nor do we offer advice regarding treatment
prescribed by others. Our only practice objective is to eliminate a major interference to the expression of the body’s
innate wisdom. Our only method is specific adjustments to correct vertebral subluxations.

[ understand that I have the right to have all of my questions pertaining to the purpose of chiropractic care answered
to my complete satisfaction prior to my first adjustment. I therefore accept any and all chiropractic adjustments on
this basis.

If the patient is under the age of 18, I hereby authorize this clinic and its doctor(s) to administer care as they so deem
necessary to my son/daughter/ward.

Signature (Parent/Guardian if under 18) Date



