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PEDIATRIC PATIENT APPLICATION

WELCOME TO OUR OFFICE,
We gpecialize in agsigting our patiente to achieve their highest level of health through our

gpinal and postural corrective programe. Our approach ig very unique and advanced from
other rehabilitative programe. Thig allows our patiente to achieve far euperior resulte
compared to most other gyatems.

¢ DPleage fill out the following information thoroughly o the doctor can let you know if your
child i a cage we can accept.

* Dleage note, filing out thie form doeg not guarantee acceptance to this program, the
doctor must feel ag though your child i a candidate for our gpecific type of treatment.

Pleage feel free to agk any questiong if you need aggigtance. We truly look forward to gerving you.

PATIENT NAME

PARENT SIGNATURE

DATE

FILE NUMBER
FOR OFFICE USE ONLY

Our Migsion
We are here to help as many individuals & families as possible achieve their health needs, wants & goals by
providing knowledge, expertise & the support fo attain them
Our Commitment
We commit fo provide the highest quality care & treatment while always maintaining the drive for excellence ag
we quide you along your lifelong journey fo health & wellhess



DATE:

PEDIATRIC PATIENT APPLICATION SURVEY

/PATIENT INFORMATION

~

Name: Age

Birth Date: / /

Home Address:

City, State, Zip:
Email Address:

Social Security #: - - School:

Gender:O Male()Female

Home Phone: ()
Work Phone: ()
Cell Phone: ( )
ONurseryOPreOElementaryOM.SCH.S

Mother’s Name

Mother’s Occupation:

Mother’s Phone: ()

Fathers’ Name

Fathers’ Occupation:

Fathers’ Phone: ()

Mother’s Email: Fathers’ Email:

IN CASE OF EMERGENCY, CONTACT

Name: Relationship: Contact Number: ()

How did you hear about us?: O Television O Radio O Health Talk O Friend /Family O Online

Q/Vho may we thank for referring you to our office:

PURPOSE OF THIS VISIT

/How CAN WE HELP YOUR CHILD?

\.

O Wellness Checkup - If Wellness, please skip to the next section.
O other:

Is this purpose related to an auto accident / work injury? OYes ONo If so, when:

When did this condition begin? Did it begin: OGradual OSudden OProgressive over time

Is your child already experiencing a symptom, describe it?

How bad is it? How intense are the symptoms? (circle) g o Q 9 9 9 @ e @ @ @
INTENSE

SYMPTOMS SYMPTOMS
How often are they experiencing the symptoms throughout the day?:100% 75% 50% 25% 10% Only with Activity

Have they experienced this condition before?OYesONo  If so, please explain:

What did they do?

Who have they seen for this?

How did they respond?

Please circle areas to the right where they have pain or other symptoms:

What does it feel like? (check where appropriate)

OTingling O Shooting

O stiffness O Burning

O pull O Throbbing I
OAching O Stabbing

O Cramping O Swelling

Q Nagging O other




PREGNANCY HISTORY

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

O Back/Other Pain O Gestational Diabetes O Pre/Eclampsia O Strep B O Nausea/Vomiting

O Pre-Term O Fatigue O Swelling O Other (please describe)

-
BIRTH HISTORY

Type of birth? (check all that apply)

O Hospital O Birth Center O Home O Normal/Vaginal

O Cesarean O Scheduled/Induced O Epidural O Breech
Problems during labor/delivery? How long was labor?

O Antibiotics O Congenital Anomalies O Failure to Thrive O Jaundice

O Respiratory Distress O Extended Hospitalization O Meconium O other

G

GROWTH & DEVELOPMENT

Infant feeding: O Breast O Bottle O Formula

Number of hours of sleep each night: Quality:
At what age did the child:
Respond to sound: Crawl: Hold head up:
Stand: Sit unsupported: Walk unsupported:
Y
(
SIBLINGS
How many children do you have? Number of pregnancies:
Children’s Ages: Are you currently pregnant? No Yes, I'm due
Children’s health concerns: Health concerns regarding this pregnancy?
o
4 CHILDHOOD DISEASES, ILLNESSES & VACCINATIONS A

Has your child had? (check all that apply)

O Chicken Pox O Measles O Rubeola
O Mumps O Rubella O Pertussis/Whooping Cough
Has your child ever suffered from? (check all that apply)
O Allergies O Broken Bones O Walking Problems (O Hypertension (O Orthopedic Problems
(O Anemia O Chronic Ear Aches O Dizziness (O Juvenile RA O Paralysis
O Arm Problems O Cold/Flu O Neuritis O Hyperactivity O Poor Appetite
O Asthma O Colic O Fainting O Joint Problems O Ruptures/Hernias
O Back Aches O Convulsions/Seizures O Headaches O LegProblems (O Sinus Trouble
O Bed Wetting O Delayed Speech O Heart Trouble O Neck Problems O Tuberculosis

O Digestive Issues O Diabetes - Type 1 /2 O Behavioral Problems
Have you vaccinated your child? O No O Yes O As Scheduled O Delayed Schedule




EXPERIENCE WITH CHIROPRACTIC

Has your childe seen a Chiropractor before? O YesO No ~ When?

Reason for visits:

Did the previous chiropractor take before and/or after x-rays? OYes ONo
Did you know posture determines your child’s health? OYes ONo
Are you aware of any of your child’s poor posture habits? OYes ONo

Explain:

Are you aware of any poor posture habits in your spouse or other children? O Yes ONo

Explain:

The most common postural weakness is Forward Head Syndrome (head and neck starting to
bend forward and progressively moving downward weakening your whole body). Even less
severe forms of this posture can cause many adverse affects on your overall health. Have you

ever been told or felt like you carry your head forward, noticed a rounding of your shoulders or

a developing “hump” at the base of your child’s neck? OYes ONo

\~ Y,
HEALTH LIFESTYLE

s A
ALLERGIES, SURGERIES & MEDICATIONS

ALLERGIES (list) MEDICATIONS (list)

SURGERIES (list) FAMILY HISTORY (list)

HEALTH CONDITIONS

Abnormal postural habits or distortions are the result of trauma or stress to the body that have misaligned the
vertebrae in your spine. When these vertebrae are twisted from their normal position, they will cause stress to
the spinal cord and the delicate nerves that pass between vertebrae. These misalignments are called
Subluxations (sub-lux-a-shuns). It has been extensively documented that subluxations, causing stress to your
nerves, will weaken and distort the overall structure of your spine. This results in a weakened and distorted
POSTURE. Postural distortions have many serious and adverse affects on your overall health. The most
common and detrimental postural distortion is called Forward Head Syndrome (a “hunched forward” posture

starting in the neck and progressively moving down your spine weakening the entire body).
N\ J

NUTRITION & WEIGHT LOSS

Would you like to set up a Nutritional Consultation for your child? O Yes ONo
Would you like to set up a Weight Loss Consultation for your child? O Yes O No




Please check any health condition vour child may be experiencing, now or in the past below

SYMPTOMS OF SPINAL MISALIGNMENT QUESTIONNAIRE

“The nervous system controls and coordinates all organs and structures of the human body.” (Gray’s Anatomy, 29th Ed., page
4). Misalignments of spinal vertebrae and discs may cause irritation to the nervous system and affect the structures, organs, and
functions which may result in the conditions shown below. Please help us help you by placing a check mark in the appro-
priate box under the “Possible Effects” column to indicate your symptoms.

o)
-

ATLAS

AXIS__ ;‘ﬁ

THORACIC SPINE

1st
LUMBAR

LUMBAR
SPINE

coccyx_\

Pleage Check Below
y v

Vertebrae Areas Controlled by Nerves* Possible Effects of a Malfunction
Blood supply to the head, pituitary gland, | [J headaches, [ nervousness, [ insomnia, [] head
1c scalp, bones of the face, brain, inner and colds, [J high blood pressure, [] migraine headaches,

middle ear, sympathetic nervous system.

[] nervous breakdowns, [] amnesia,
[ chronic tiredness, [] dizziness.

Eyes, optic nerves, auditory nerves, sinus,
mastoid bones, tongue, forehead.

[ sinus trouble, [] allergies, [] crossed eyes,
[ deafness, [] eye troubles, [] earache, [] fainting
spells, [] vision difficulties.

Cheeks, outer ear, face bones, teeth,
trifacial nerve.

[ neuralgia, [J neuritis, (] acne or pimples,
[ eczema.

Nose, lips, mouth, eustachian tube.

[ hay fever, [] hearing loss, [] adenoids.

Vocal cords, neck glands, pharynx.

[ laryngitis, [] hoarseness, [] sore throats,
[J quincy.

Neck muscles, shoulders, tonsils.

[ stiff neck, (] pain in upper arm, [] tonsillitis,
[ whooping cough, [J croup.

Thyroid gland, bursae in the shoulder,
elbows.

[ bursitis, (] colds, [] thyroid conditions.

Arms from the elbows down, including
hands, wrists, and fingers; esophagus and
trachea.

[ asthma, [J cough, [J difficult breathing, [J shortness
of breath, [] pain in lower arm, [] pain in hands.

Heart, including its valves and covering;
coronary arteries.

[ functional heart conditions, [ chest conditions.

Lungs, bronchial tubes, pleura, chest,
breast.

[ bronchitis, [ pleurisy, (] pneumonia, [] congestion,
[J influenza.

Gall bladder, common duct.

[ gall bladder conditions, [1 jaundice, [ shingles.

Liver, solar plexus, blood.

[ liver conditions, [] fevers, [ ] low blood pressure,
[ anemia, [] poor circulation, [] arthritis.

Stomach.

[ stomach troubles, [ nervous stomach,
[J indigestion, [ heartburn, [J dyspepsia.

Pancreas, duodenum.

[ ulcers, [] gastritis.

Spleen.

[J low resistance to colds and disease.

Adrenal and supra-renal glands.

[J allergies, [] hives.

Kidneys.

[ kidney troubles, [] hardening of the arteries,
[ chronic tiredness, [] nephritis, (] pyelitis.

Kidneys, ureters.

[J acne, [J pimples, [ eczema, [ boils.

Small intestines, lymph circulation.

[J rheumatism, [] gas pains, [] sterility.

N

Large intestines, inguinal rings.

[ constipation, [ colitis, (] dysentery, [] diarrhea,
[ ruptures, [ hernias.

Appendix, abdomen, upper leg.

[J cramps, [ difficult breathing, [J acidosis, [] varicose
veins.

Sex organs, uterus, bladder, knees.

[J bladder troubles, [] menstrual troubles such as
painful or irregular periods, [] miscarriages, [] bed
wetting, []impotency, [] change of life symptoms,
[ knee pains.

Prostate gland, muscles of the lower
back, sciatic nerve.

[ sciatica, [] lumbago, [ difficult, painful, or too
frequent urination, [J backaches.

Lower legs, ankles, feet.

[J poor circulation in the legs, []swollen ankles,
[] weak ankles and arches, [] cold feet, [] weakness in
the legs, [ leg cramps.

SACRUM —

Hip bones, buttocks.

[ low back pain, [] spinal curvature.

COCCYX —

Rectum, anus.

[ hemorrhoids (piles), [J pruritis (itching), [J pain at
end of spine on sitting.

* Directly or indirectly controlled

For further explanation of the conditions shown above, and information about those not
shown, ask your Doctor of Chiropractic

EXPAND CHIROPRACTIC PRODUCTS
1-800-548-3676

Form 021
COPYRIGHT DAVID SINGER, 1992




TERMS OF ACCEPTANCE

WHEN A PERSON SEEKS CHIROPRACTIC AND REHABILITATION HEALTH CARE AND IS ACCEPTED FOR SUCH CARE, IT IS ESSENTIAL FOR BOTH PARTIES
TO BE WORKING TOWARDS THE SAME OBJECTIVE. As A CHIROPRACTIC & REHAB FACILITY WE HAVE ONE MAIN GOAL, TO DETECT AND
CORRECT/REDUCE THE VERTEBRAL SUBLUXATION COMPLEX AND INTERFERENCE ON THE NERVOUS SYSTEM. IT IS IMPORTANT THAT EACH PERSON
UNDERSTAND BOTH THE OBJECTIVE AND THE METHOD THAT WILL BE USED TO ATTAIN THIS GOAL. THIS WILL PREVENT ANY CONFUSION OR
DISAPPOINTMENT.

ADJUSTMENT: AN ADJUSTMENT IS THE SPECIFIC APPLICATION OF FORCES TO FACILITATE THE BODY’S
CORRECTION OF VERTEBRAL SUBLUXATION. OUR CHIROPRACTIC METHOD IS BY SPECIFIC
ADJUSTMENTS OF THE SPINE.

HEALTH: A STATE OF OPTIMAL, PHYSICAL, MENTAL AND SOCIAL WELL-BEING, NOT MERELY THE
ABSENCE OF DISEASE OR INFIRMITY.

VERTEBRAL 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 GOD-GIVEN, INNATE
ABILITY TO EXPRESS IT’S MAXIMUM HEALTH POTENTIAL.

WE DO NOT OFFER TO DIAGNOSE OR TREAT A DISEASE OR CONDITION OTHER THAN VERTEBRAL SUBLUXATION. REGARDLESS OF WHAT A 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 AND ABILITY TO HEAL. OUR ONLY
METHOD IS SPECIFIC ADJUSTING TO CORRECT VERTEBRAL SUBLUXATIONS COMBINED WITH REHABILITATION PROCEDURES. NOTE: IT Is
UNDERSTOOD AND AGREED THE AMOUNT PAID TO BoDY BY DESIGN WELLNESS CHIROPRACTIC FOR X-RAY, IS FOR EXAMINATION ONLY AND THE X-
RAYS WILL REMAIN THE PROPERTY OF THIS OFFICE, BEING ON FILE WHERE THEY MAY BE SEEN AT ANY TIME WHILE A PATIENT OF THIS OFFICE.
OFFICE USAGE: AT BoDY BY DESIGN WE HAVE A SEMI-OPEN ADJUSTING AREA SO THAT WE CAN SERVE AS MANY FAMILIES AS POSSIBLE. WE MAY
USE OR DISCLOSE YOUR HEALTH INFORMATION IN THE FORM OF PATIENT TESTIMONIALS. WE KEEP AN OPEN ENVIRONMENT IN THE OFFICE TO
CREATE A SENSE OF WARMTH, FAMILY, HEALING AND EDUCATION. DURING ADJUSTMENTS, WE DO NOT GO OVER PRIVATE INFORMATION; HOWEVER,
YOU WILL BE IN AN OPEN AREA WHERE OTHERS MAY SEE YOU AND/OR OVER-HEAR CONVERSATION. IF THERE IS A NEED TO DISCUSS SOMETHING OF
A PERSONAL OR PRIVATE NATURE, YOU MAY REQUEST AN APPOINTMENT IN ONE OF OUR PRIVATE ROOMS. THE DOCTOR OR TRAINED TEAM MEMBER
WILL SPEAK WITH YOU ABOUT YOUR CONDITION OR OTHER MATTERS IN THE PRIVATE ROOM.

FAMILY AND CLOSE FRIENDS INVOLVED IN YOUR CARE: OUR OFFICE HAS AN OPEN, FAMILY-CENTERED APPROACH TO WELLNESS AND WE BELIEVE
IT IS IN ALL OUR PATIENT’S BEST INTERESTS TO HAVE THE SUPPORT AND COOPERATION OF THEIR FAMILIES. THEREFORE, OUR OFFICE REQUIRES
THAT BOTH PARENTS IF APPLICABLE BE PRESENT WHEN THE DOCTOR GOES OVER THE PATIENT’S REPORT AND RECOMMENDATIONS FOR CARE.

CONSENT TO CARE

I DO HEREBY AUTHORIZE THE DOCTOR(S) OF BODY BY DESIGN WELLNESS CHIROPRACTIC TO ADMINISTER SUCH CARE THAT IS NECESSARY FOR MY
PARTICULAR CASE. THIS CARE MAY INCLUDE CONSULTATION, EXAMINATION, SPINAL ADJUSTMENTS AND OTHER CHIROPRACTIC PROCEDURES,
INCLUDING VARIOUS MODES OF PHYSICAL THERAPY AND DIAGNOSTIC X-RAYS OR ANY OTHER PROCEDURE THAT IS ADVISABLE, AND NECESSARY FOR
MY HEALTH CARE.

FURTHERMORE, | AUTHORIZE AND AGREE TO ALLOW THE DOCTOR OF CHIROPRACTIC NAMED BELOW AND/OR OTHER LICENSED DOCTORS OF
CHIROPRACTIC OR MEDICAL ASSISTANTS WHO NOW OR IN THE FUTURE TREAT ME WHILE EMPLOYED BY, WORKING OR ASSOCIATED WITH OR
SERVING AS BACK-UP FOR THE DOCTOR OF CHIROPRACTIC NAMED BELOW, INCLUDING THOSE WORKING AT THE CLINIC OR OFFICE LISTED BELOW
OR ANY OTHER OFFICE OR CLINIC, TO WORK WITH MY SPINE THROUGH THE USE OF SPINAL ADJUSTMENTS AND REHABILITATIVE EXERCISES FOR
THE SOLE PURPOSE OF POSTURAL AND STRUCTURAL RESTORATION TO ALLOW FOR NORMAL BIOMECHANICAL MOTION AND NEUROLOGICAL
FUNCTION.

I HAVE HAD THE OPPORTUNITY TO DISCUSS WITH THE DOCTOR OF CHIROPRACTIC NAMED BELOW AND/OR WITH OTHER OFFICE OR CLINICAL
PERSONNEL THE NATURE AND PURPOSE OF CHIROPRACTIC ADJUSTMENTS AND OTHER PROCEDURES RELATED TO MY HEALTH CARE. | UNDERSTAND
THAT | AM RESPONSIBLE FOR ALL FEES INCURRED FOR THE SERVICES PROVIDED, AND AGREE TO ENSURE FULL PAYMENT OF ALL CHARGES. |
FURTHER UNDERSTAND THAT A FEE FOR SERVICES RENDERED WILL BE CHARGED AND THAT | AM RESPONSIBLE FOR THIS FEE WHETHER RESULTS
ARE OBTAINED OR NOT.

I UNDERSTAND AND HAVE BEEN 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, DISK INJURIES, STROKES, BURNS, DISLOCATIONS AND SPRAINS. | DO NOT EXPECT
THE DOCTOR TO BE ABLE TO ANTICIPATE AND EXPLAIN ALL RISKS AND COMPLICATIONS, AND | WISH TO RELY ON THE DOCTOR TO EXERCISE
JUDGMENT DURING THE COURSE OF THE PROCEDURE WHICH THE DOCTOR FEELS AT THE TIME, BASED UPON THE FACTS THEN KNOWN, IS IN MY
BEST INTERESTS. THE DOCTOR WILL NOT BE HELD RESPONSIBLE FOR ANY HEALTH CONDITIONS OR DIAGNOSES WHICH ARE PRE-EXISTING, GIVEN
BY ANOTHER HEALTH CARE PRACTITIONER, OR ARE NOT RELATED TO THE SPINAL STRUCTURAL CONDITIONS TREATED AT THIS CLINIC.

I ALSO CLEARLY UNDERSTAND THAT IF | DO NOT FOLLOW THE DOCTORS SPECIFIC RECOMMENDATIONS AT THIS CLINIC THAT | WILL NOT RECEIVE
THE FULL BENEFIT FROM THE PROGRAMS OFFERED, AND THAT IF | TERMINATE MY CARE PREMATURELY THAT ALL FEES INCURRED WILL BE DUE
AND PAYABLE AT THAT TIME. | AUTHORIZED THE ASSIGNMENT OF ALL INSURANCE BENEFITS BE DIRECTED TO THE DOCTOR FOR ALL SERVICES
RENDERED. | ALSO UNDERSTAND ANY SUM OF MONEY PAID UNDER ASSIGNMENT BY ANY INSURANCE COMPANY SHALL BE CREDITED TO MY
ACCOUNT, AND | SHALL BE PERSONALLY LIABLE FOR ANY AND ALL OF THE UNPAID BALANCE TO THE DOCTOR.

I, , HAVE READ OR HAVE READ TO ME, THE ABOVE CONSENT. | HAVE ALSO HAD THE OPPORTUNITY TO ASK QUESTIONS

ABOUT THIS CONSENT, AND BY SIGNING BELOW | AGREE TO THE ABOVE-NAMED PROCEDURES. | INTEND THIS CONSENT FORM TO COVER THE ENTIRE

COURSE OF TREATMENT FOR MY CHILD’S PRESENT CONDITION AND FOR ANY FUTURE CONDITION(S) FOR WHICH | SEEK TREATMENT.



PREGNANCY RELEASE
THIS IS TO CERTIFY THAT TO THE BEST OF MY KNOWLEDGE | AM NOT PREGNANT AND THE ABOVE DOCTOR AND HIS ASSOCIATES HAVE

MY PERMISSION TO PERFORM AN X-RAY EVALUATION. | HAVE BEEN ADVISED THAT X-RAY CAN BE HAZARDOUS TO AN UNBORN CHILD.

DATE OF LAST MENSTRUAL CYCLE:

SIGNATURE DATE

CONSENT TO X-RAY

I HEREBY GRANT BoDY BY DESIGN WELLNESS CHIROPRACTIC AND/OR DR RYAN D. BRAVERMAN D.C PERMISSION TO PERFORM/REFER FOR
X-RAY EVALUATION IF NEEDED. | UNDERSTAND THAT X-RAYS ARE BEING PERFORMED TO LOCATE VERTEBRAL SUBLUXATION, AND NOT TO
DIAGNOSE OR TREAT ANY OTHER DISEASE OR CONDITION. FURTHERMORE IT SHOULD BE NOTED THAT THESE X-RAYS WILL BE SENT TO AN
INDEPENDENT 3RD PARTY TO REVIEW THESE FILMS. | HEREBY CONSENT TO AN INITIAL COURSE OF CARE BEFORE A FINAL DIAGNOSTIC

REPORT HAS BEEN GENERATED BY SAID 3RD PARTY.

SIGNATURE DATE (IF UNDER 18) PARENT’S SIGNATURE

CONSENT TO EVALUATE AND ADJUST A MINOR CHILD

I, BEING THE PARENT OR LEGAL GUARDIAN OF HAVE READ AND FULLY

UNDERSTAND THE ABOVE TERMS OF ACCEPTANCE AND HEREBY GRANT PERMISSION FOR MY CHILD TO RECEIVE CHIROPRACTIC CARE.

SIGNATURE DATE (IF UNDER 18) PARENT’S SIGNATURE

OUR LEGAL DUTY
WE ARE REQUIRED BY APPLICABLE FEDERAL AND STATE LAW TO MAINTAIN THE PRIVACY OF YOUR HEALTH INFORMATION. WE ARE ALSO REQUIRED TO GIVE YOU
THIS NOTICE ABOUT OUR PRIVACY PRACTICES, OUR LEGAL DUTIES, AND YOUR RIGHTS CONCERNING YOUR HEALTH INFORMATION. WE MUST FOLLOW THE

PRIVACY PRACTICES THAT ARE DESCRIBED IN THIS NOTICE WHILE IN EFFECT UNTIL WE REPLACE IT.

WE RESERVE THE RIGHT TO CHANGE OUR PRIVACY PRACTICES AND THE TERMS OF THIS NOTICE AT ANY TIME, PROVIDED SUCH CHANGES ARE PERMITTED BY
APPLICABLE LAW. WE RESERVE THE RIGHT TO MAKE THE CHANGES. BEFORE WE MAKE A SIGNIFICANT CHANGE IN OUR PRIVACY PRACTICES, WE WILL CHANGE

THIS NOTICE AND MAKE THE NEW NOTICE AVAILABLE UPON REQUEST.

YOU MAY REQUEST A COPY OF OUR NOTICE AT ANY TIME. FOR MORE INFORMATION ABOUT OUR PRIVACY PRACTICES, OR FOR ADDITIONAL COPIES OF THIS
NOTICE, PLEASE CONTACT US USING THE INFORMATION LISTED AT THE END OF THIS NOTICE.

USES AND DISCLOSURES OF HEALTH INFORMATION
WE USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU FOR TREATMENT, PAYMENT, AND HEALTHCARE OPERATIONS, FOR EXAMPLE;
TREATMENT: WE MAY USE OR DISCLOSE YOUR HEALTH INFORMATION TO A PHYSICIAN OR OTHER HEALTHCARE PROVIDER PROVIDING TREATMENT TO YOU
PAYMENT: WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION TO OBTAIN PAYMENT FOR SERVICES WE PROVIDE TO YOU.
HEALTH CARE OPERATIONS: WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION IN CONNECTION WITH OUR HEALTH-CARE OPERATIONS. HEALTH
CARE OPERATIONS INCLUDE QUALITY ASSESSMENT AND IMPROVEMENT ACTIVITIES, REVIEWING THE COMPETENCE OR QUALIFICATIONS OF HEALTH CARE
PROFESSIONALS, EVALUATING PRACTITIONER AND PROVIDER PERFORMANCE, CONDUCTING TRAINING PROGRAMS, ACCREDITATION, CERTIFICATION, LICENSING
OR CREDENTIALING ACTIVITIES.
YOUR AUTHORIZATION: IN ADDITION TO OUR USE OF YOUR HEALTH INFORMATION FOR TREATMENT, PAYMENT OR HEALTH CARE OPERATIONS, YOU MAY GIVE
US WRITTEN AUTHORIZATION TO USE YOUR HEALTH INFORMATION OR TO DISCLOSE IT TO ANYONE FOR ANY PURPOSE. IF YOU GIVE US AN AUTHORIZATION, YOU
MAY REVOKE IT IN WRITING AT ANY TIME. YOUR REVOCATION WILL NOT AFFECT ANY USE OR DISCLOSURES PERMITTED BY YOUR AUTHORIZATION WHILE IT WAS
IN EFFECT. UNLESS YOU GIVE US A WRITTEN AUTHORIZATION, WE CANNOT USE OR DISCLOSE YOUR HEALTH INFORMATION FOR ANY REASON EXCEPT THOSE
DESCRIBED IN THIS NOTICE.
To YOUR FAMILY AND FRIENDS: WE MUST DISCLOSE YOUR HEALTH INFORMATION TO YOU, AS DESCRIBED IN THE PATIENT RIGHTS SECTION OF THIS
NOTICE. WE MAY DISCLOSE YOUR HEALTH INFORMATION TO A FAMILY MEMBER, FRIEND, OR OTHER PERSON TO THE EXTENT NECESSARY TO HELP WITH YOUR
HEALTH CARE OR WITH PAYMENT FOR YOUR HEALTH CARE, BUT ONLY IF YOU AGREE THAT WE MAY DO SO.
MARKETING HEALTH-RELATED SERVICES: WE WILL NOT USE YOUR HEALTH INFORMATION FOR MARKETING COMMUNICATION WITHOUT YOUR
AUTHORIZATION
REQUIRED BY LAW: WE MAY USE OR DISCLOSE YOUR HEALTH INFORMATION WHEN WE ARE REQUIRED TO DO SO BY LAW.
ABUSE OR NEGLECT: WE MAY DISCLOSE YOUR HEALTH INFORMATION TO APPROPRIATE AUTHORITIES IF WE REASONABLY BELIEVE THAT YOU ARE A
POSSIBLE VICTIM OF ABUSE, NEGLECT, OR DOMESTIC VIOLENCE OR THE POSSIBLE VICTIM OF OTHER CRIMES. WE MAY DISCLOSE YOUR HEALTH INFORMATION

TO THF FXTFNT NFOCFSSARY TO AVFRT A SFRINIIS THRFAT TO YOIIR HFAI TH OR SAFFTY OR THF HFAI TH OR SAFFTY OF OTHFRS.

INSURANCE INFORMATION

I CLEARLY UNDERSTAND THAT ALL INSURANCE COVERAGE IS AN ARRANGEMENT BETWEEN MY INSURANCE CARRIER AND ME. IF THIS OFFICE CHOOSES TO BILL
ANY SERVICES TO MY INSURANCE CARRIER THAT THEY ARE PERFORMING THESE SERVICES STRICTLY AS A CONVENIENCE FOR ME. THE DOCTORS OFFICE WILL
PROVIDE ANY NECESSARY REPORT OR REQUIRED INFORMATION TO AID IN INSURANCE REIMBURSEMENT OF SERVICES, BUT | UNDERSTAND THAT INSURANCE
CARRIERS MAY DENY ANY CLAIM AND THAT | AM ULTIMATELY HELD RESPONSIBLE FOR ANY UNPAID BALANCES. ANY MONIES RECEIVED WILL BE CREDITED TO
MY ACCOUNT. | CERTIFY THAT THIS OFFICE VISIT IS NOT RELATED TO ANY PERSONAL INJURY OR WORKER’S COMPENSATION CASE THAT IS ACTIVE OR THAT HAS
NOT BEEN CLOSED AND FINALIZED.

INTEREST AND COLLECTION: | ACKNOWLEDGE AND AGREE THAT, SHOULD MY ACCOUNT BECOME MORE THAN 30 DAYS OVERDUE, | WILL INCUR INTEREST
ON MY PAST BALANCE OF SEVEN PERCENT (7%) PER ANNUM. | FURTHER ACKNOWLEDGE AND AGREE THAT DR RYAN DAVID BRAVERMAN SHALL BE ENTITLED
TO REIMBURSEMENT FROM ME FOR ANY LEGAL COST INCLUDING ATTORNEY FEES, FOR ALL EFFORTS TO COLLECT ON ANY PAST DUE ACCOUNT WITH DR RYAN
DAVID BRAVERMAN. THE ASSIGNMENT WILL REMAIN IN EFFECT UNTIL REVOKED BY ME IN WRITING. A PHOTOCOPY OF THIS ASSIGNMENT IS TO BE CONSIDERED
AS VALID AS THE ORIGINAL. | HAVE READ AND FULLY UNDERSTAND THIS AGREEMENT.

PARENT’S SIGNATURE DATE




b O d y b y d e S | g ﬂ wellness chiropractic .

500 Old Country Road, Suite 314, Garden City NY 11530
516-279-6330

Our office is committed to providing the highest quality healthcare while always continuing to do what
is best for each and every patient who walks through the door. It is also our goal to always provide the
most efficient, safe and effective process every step of the way. With that we wanted to formally let you
know that our office is monitored by closed circuit television. We can assure the monitored service is
secure and protected and will never be used for anything other than patient safety and efficiency.

Currently we have seven (7) individual security cameras in plain sight (all camera locations are listed below)

Camera 1: Upon entry to the office directly to the right on the ceiling

Camera 2: Upon entry to the office directly to the left on the ceiling

Camera 3: Just behind the front desk above the TV on the right if you are facing the desk

Camera 4: Upon entering the office straight back in the hallway on the ceiling just outside of the rehabilitation room
Camera 5: Above the door frame inside the rehabilitation room

Camera 6: In the open adjusting area on the ceiling above the windows

Camera 7: In the advanced therapy area on the ceiling above the windows

If you would like a personalized tour by someone from our team of all the camera locations please feel
free to ask.

Please note by signing the below you openly and freely acknowledge that the above office and any

subsidiaries and divisions of the above has provided you will all relevant information with respect to
the installation and location of our camera security system.

Patient Name:

Patient Signature:

Date:




ACKNOWLEDGEMENT OF RECEIPT

OF NOTICE OF PRIVACY PRACTICES

500 OLD COUNTRY ROAD, SUITE 314

GARDEN CITY. NEW YORK . 11530
Bobpbpy By DEsiIGN 516 — 279 - 6330

WELLNESS CHIROPRACTICeuc
WHERE HEALTH BEGINS

I understand and have been provided with the opportunity to review a Notice of Privacy Practices that provide a more

complete description of information uses and disclosures. I understand that I have the following rights and privileges:
The right to review the notice prior to signing this consent,

O The right to object to the use of my health information for directory purposes, and
O The right to request restrictions as to how my health information may be used or
disclosed to carry out treatment, payment or health care operations.

APPOINTMENT REMINDERS AND HEALTH CARE INFORMATION AUTHORIZATION

Your chiropractor and members of the practice staff may need to use your name, address, phone number, and your clinical
records to contact you with appointment reminders, information about treatment alternatives, or other health related
information that may be of interest to you. If this contact is made by phone and you are not at home, a message will be left
on your answering machine.

By signing this form, you are giving us authorization to contact you with these reminders and information.

USE OF INFORMATION

We have many success stories in our office and often patients wish to share these stories in an effort to help others. Your
picture, written testimonial or video will only be shared with your permission and will only be available when YOU
PROVIDE it to us. This is a standard publicity release in accordance with the Federal Trade Commission (FTC).

I hereby grant you, Body By Design Wellness Chiropractic PLLC and Dr. Ryan D Braverman all rights with this my
irrevocable explicit approval to use my likeness, voice, etc., as captured or edited, recorded and rendered in various audio,
visual and written medium, to be used in commercial, instructional, and promotional activities as Body By Design Wellness
Chiropractic PLLC or Dr Ryan D Braverman sees fit. Body By Design Wellness Chiropractic PLLC and Dr Ryan D Braverman
shall own 100% right, title and interest in resulting product.

SIGNATURE OF PARENT, PATIENT OR GUARDIAN DATE

NEW YORK CHIROPRACTIC ASSOCIATION AUTHORIZATION
Your chiropractor and members of the practice staff may need to disclose your name, address, phone number,

billing information and your clinical records to the New York Chiropractic Association (NYCA). This disclosure will
be made if we need the NYCA’s assistance to receive reimbursement for your services or, we need the NYCA’s
assistance because the party responsible for reimbursing your services has improperly processed your claim.

By signing this form you are giving us authorization to send the NYCA this information. You are also giving the NYCA
authorization to re-disclose your information to the party responsible for the payment of your services, NYCA’s legal

counsel, and state or federal agencies that may be asked to intercede on your behalf.

SIGNATURE DATE

O Parent or guardian of minor patient
O Guardian or conservator of an incompetent patient
O Beneficiary or personal representative of deceased patient

For Office Use Only:

SIGNED FORM RECEIVED BY:




