Date:

PATIENT APPLICATION SURVEY

Name: (Age) Gender: M F
Home Address: Home Phone: ( )
City, State, Zip: Work Phone: ( )
Email Address: Cell Phone: ( )
Birth Date: Social Security #: - Marital Status: S M D W
Names of Children: Ages:

Occupation: Employer Name:

Spouse’s Name: Work Phone: ( Cell Phone: (

Spouse’s Employer: Occupation:

How were you referred to this office?

PURPOSE OF THIS VISIT

Reason for this visit — Main Complaint:

Is this purpose related to an auto accident / work injury?  Yes  No  If so, when:

When did this condition begin? / / Did it begin: Gradual ~ Sudden  Progressive over time

What activities aggravate your symptoms?

Is there anything, which has relieved your symptoms? Yes No Describe:

Type of Pain: Sharp Dull Ache Burn Throb Spasm Numb Tingling Shooting

Does the Pain Radiate intoyour: =~ Arm _ Leg  Does not radiate Is this condition getting worse? Yes  No
How often do you experience these symptoms throughout the day?: 100% 75% 50% 25% 10% Only with Activity
Does complaint(s) interfere with: _ Work _ Sleep  Hobbies _ Daily Routine ~ Explain:

Have you experienced this condition before? Yes  No Ifso, please explain:

Who have you seen for this? What did they do?

How did you respond?

EXPERIENCE WITH CHIROPRACTIC

Have you seen a Chiropractor before? Yes No  Who?

Reason for visits:

How did you respond?

Did your previous chiropractor take before and after x-rays? Yes  No
Did you know posture determines your health? Yes  No
Are you aware of any of your poor posture habits? Yes  No

Explain:

Are you aware of any poor posture habits in your spouse or children? Yes  No

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 neck? Yes No




HEALTH LIFESTYLE

Do you exercise? Yes No How often? 1X 2X 3X 4X 5X per week other:

What activities? Running Jogging Weight Training Cycling Yoga Pilates Swimming

Do you smoke?  Yes No How much?

Do you drink alcohol? Yes No How much /week?

Do you drink coffee? Yes No How many cups/day?

Do you take any supplements (i.e. vitamins, minerals, herbs)?

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 the
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).

Please check any health condition you may be experiencing, now or in the past.

CERVICAL SPINE (NECK):

Postural distortions from subluxations, (causing Forward Head Syndrome), in your neck will weaken the nerves into your arms, hands and head
affecting these parts of your body. Do you experience...?
Neck Pain Headaches Sinusitis
Pain into your shoulders/arms/hands Q Dizziness Allergies/Hay fever
Numbness/tingling in arms/hands Q Visual disturbances Recurrent colds/Flue
Hearing disturbances Q Coldness in hands Low Energy/Fatigue
Weakness in grip Q Thyroid conditions TMIJ/Pain/Clicking
Explain:

THORACIC SPINE (UPPER BACK):
Postural distortions from subluxations (resulting from Forward Head Syndrome) in the upper back will weaken the nerves to the heart and lungs
and affect these parts of your body. Do you experience...?

Q Heart Palpitations O Recurrent Lung Infections/Bronchitis

Q Heart Murmurs Q Asthma/Wheezing

Q Tachycardia Q  Shortness Of Breath

O Heart Attacks/Angina Q Pain On Deep Inspiration/Expiration

THOPRACIC SPINE (MID BACK):
Postural distortions from subluxations (resulting from Forward Head Syndrome) in the mid back will weaken the nerves into your ribs/chest and
upper digestive tract, and affect these parts of your body. Do you experience...?

Q Mid Back Pain Nausea

Q Pain Into Your Ribs/Chest Ulcers/Gastritis

Q Indigestion/Heartburn Hypoglycemia

O Reflux Tired/Irritable after eating or when

you haven’t eaten for a while

LUMBAR SPINE (LOW BACK):

Postural distortions from subluxations in the low back (resulting from Forward Head Syndrome) will weaken the nerves into your legs/feet and
pelvic organs and affect these parts of your body. Do you experience...?

Pain into your hips/legs/feet Weakness/injuries in your hips/knees/ankles QO Low back pain
Numbness/tingling in your legs/feet Recurrent bladder infections

Coldness in your legs/feet Frequent/difficulty urinating

Muscle cramps in your legs/feet Menstrual irregularities/cramping (females)

Constipation / Diarrhea Sexual dysfunction

Please list any health conditions not mentioned:

Please list any medications currently taking and their purpose :

Please list all past surgeries:

Please list all previous accidents and falls:




Metabolic Assessment Form

Name: Age: Sex: Date:
PART 1
Please list the 5 major health concerns in your order of importance:
1.
2.
3.
4,
5.
PART II Please circle the appropriate number ‘0 - 3’ on all questions below.
0 as the least/never to 3 as the most/always.
Category 1 Category V

Feeling that bowels do not empty completely
Lower abdominal pain relief by passing stool or gas
Alternating constipation and diarrhea

Diarrhea

Constipation

Hard, dry, or small stool

Coated tongue of “fuzzy” debris on tongue

Pass large amount of foul smelling gas

More than 3 bowel movements daily

Use laxatives frequently

Category I1

Excessive belching, burping, or bloating

Gas immediately following a meal

Offensive breath

Difficult bowel movements

Sense of fullness during and after meals

Difficulty digesting fruits and vegetables;
undigested foods found in stools

Category III
Stomach pain, burning, or aching 1- 4 hours after eating
Do you frequently use antacids?
Feeling hungry an hour or two after eating
Heartburn when lying down or bending forward
Temporary relief from antacids, food,
milk, carbonated beverages
Digestive problems subside with rest and relaxation
Heartburn due to spicy foods, chocolate, citrus,
peppers, alcohol, and caffeine

Category IV

Roughage and fiber cause constipation

Indigestion and fullness lasts 2-4
hours after eating

Pain, tenderness, soreness on left side
under rib cage

Excessive passage of gas

Nausea and/or vomiting

Stool undigested, foul smelling,
mucous-like, greasy, or poorly formed

Frequent urination

Increased thirst and appetite

Difficulty losing weight
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Greasy or high fat foods cause distress

Lower bowel gas and or bloating
several hours after eating

Bitter metallic taste in mouth,
especially in the morning

Unexplained itchy skin

Yellowish cast to eyes

Stool color alternates from clay colored
to normal brown

Reddened skin, especially palms

Dry or flaky skin and/or hair

History of gallbladder attacks or stones

Have you had your gallbladder removed

Category VI

Crave sweets during the day

Irritable if meals are missed

Depend on coffee to keep yourself going or started
Get lightheaded if meals are missed

Eating relieves fatigue

Feel shaky, jittery, tremors

Agitated, easily upset, nervous

Poor memory, forgetful

Blurred vision

Category VII

Fatigue after meals

Crave sweets during the day

Eating sweets does not relieve cravings for sugar
Must have sweets after meals

Waist girth is equal or larger than hip girth
Frequent urination

Increased thirst & appetite

Difficulty losing weight

Category VIII

Cannot stay asleep

Crave salt

Slow starter in the morning
Afternoon fatigue

Dizziness when standing up quickly
Afternoon headaches

Headaches with exertion or stress
Weak nails

0 1
0 1
0 1
0 1
0 1
0 1
0 1
0 1
0 1
Yes
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Symptom groups listed in this flyer are not intended to be used as a diagnosis of any disease condition.
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Category IX Category XIV (Males Only)
Cannot fall asleep 0o 1 2 3 Urination difficulty or dribbling 0
Perspire easily 0o 1 2 3 Urination frequent 0
Under high amounts of stress 0o 1 2 3 Pain inside of legs or heels 0
Weight gain when under stress 0o 1 2 3 Feeling of incomplete bowel evacuation 0
Wake up tired even after 6 or more hours of sleep 0o 1 2 3 Leg nervousness at night 0
Excessive perspiration or perspiration with
little or no activity o 1 2 3 Category XV (Males Only)
Decrease in libido 0
Category X Decrease in spontaneous morning erections 0
Tired, sluggish 0 1 2 3 Decrease in fullness of erections 0
Feel cold — hands, feet, all over 0 1 2 3 Difficulty in maintain morning erections 0
Require excessive amounts of sleep to Spells of mental fatigue 0
function properly 0o 1 2 3 Ina'blhty to concentr.ate 0
Increase in weight gain even with low-caloriediet 0 1 2 3 Episodes of depression 0
Gain weight easily 0o 1 2 3 Muscle soreness . 0
Difficult, infrequent bowel movements 0o 1 2 3 Decrease? mp hy§1cal stz.:lmma 0
Depression, lack of motivation 0o 1 2 3 Unexplalped we}gh.t gain . 0
Morning headaches that wear off Incregse in fat distribution around chest and hips 0
as the day progresses 0o 1 2 3 Sweating aFtacks . 0
Outer third of eyebrow thins 0 1 2 3 More emotional than in the past 0
Thinning of hair on scalp, face or genitals or
excessive falling hair 0o 1 2 3 Category XVI (Menstruating Females Only)
Dryness of skin and/or scalp 0o 1 2 3 Are you perimenopausal Yes
Mental sluggishness 0o 1 2 3 Alternating menstrual cycle lengths Yes
Extended menstrual cycle, greater than 32 days Yes
Category XI Shortened menses, less than every 24 days Yes
Heart palpations 0o 1 2 3 Pain and cramping during periods 0
Inward trembling 0o 1 2 3 Scanty blood flow 0
Increased pulse even at rest 0o 1 2 3 Heavy bl(.)Od flow . . 0
Nervous and emotional 0 1 2 3 Breast pain and swelling during menses 0
Insomnia 0 1 2 3 Pelvic pain during menses 0
Night sweats 0 1 2 3 Irritable and depressed during menses 0
Difficulty gaining weight 0 1 2 3 Acne break outs 0
Facial hair growth 0
Hair loss/thinning 0
Category XII
Diminished sex drive . 0 1 2 3 Category XVII (Menopausal Females Only)
Menstrual dlggrders or lack of menstruatlon 0o 1 2 3 How many years have you been menopausal?
Increased ability to eat sugars without symptoms 0o 1 2 3 Since menopause, do you ever have uterine bleeding? ~ Yes
Hot flashes 0
Category XIII Mental fogginess 0
Increased sex drive 0o 1 2 3 Disinterest in sex 0
Tolerance to sugars reduced 0o 1 2 3 Mood swings 0
“Splitting” type headaches 0 1 2 3 Depression 0
Painful intercourse 0
Shrinking breasts 0
Facial hair growth 0
Acne 0
PART III Increased vaginal pain, dryness or itching 0

L e

pd kol

ko

pd ko

NN
W W W WwWw

[SESHSESESESESISH SN SIS SN S
WWWWWWWWWWWwWw

NRRRNNRENNN
7272 Z
)

W W WWWWwWWwWw

No

[SE SIS SHSH SIS SN SN )
W W WWWWWWwWw

How many alcohol beverages do you consume per week? How many caffeinated beverages do you consume per day?

How many times do you eat out per week? How many times a week do you eat raw nuts or seeds?
How many times a week do you eat fish? How many times a week do you workout?

List the three worst foods you eat during the average week:

List the three healthiest foods you eat during the average week:

Do you smoke? If yes, how many times a day:

Rate your stress levels on a scale of 1-10 during the average week:

Please list any medications you currently take and for what conditions:

Please list any natural supplements you currently take and for what conditions:

All Rights Reserved. Copyright © 2008, Datis Kharrazian
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Health Questionnaire (NTAF)

Name:

Age:

Sex: Date:

* Please circle the appropriate number ‘0 - 3” on all questions below. 0 as the least/never to 3 as the most/always.

SECTION A

* Is your memory noticeably declining?

e Are you having a hard time remembering names
and phone numbers?

Is your ability to focus noticeably declining?

Has it become harder for you to learn things?

* How often do you have a hard time remembering
your appointments?

Is your temperament getting worse in general?

Are you losing your attention span endurance?

How often do you find yourself down or sad?

How often do you fatigue when driving compared
to the past?

* How often do you fatigue when reading compared

to the past?
* How often do you walk into rooms and forget why?
* How often do you pick up your cell phone and forget why?

SECTION B

* How high is your stress level?

* How often do you feel that you have something that
must be done?

Do you feel you never have time for yourself?

How often do you feel you are not getting enough
sleep or rest?

Are you getting regular exercise?

Do you think people don’t care about you?

* Do you feel you are not accomplishing

your life’s purpose?
* Do you have no one to share your problems with?

SECTION C

SECTION C1
* How often do you get irritable, shaky, or have
lightheadedness between meals?
* How often do you feel energized after eating?
* How often do you have difficulty eating large
meals in the morning?
* How often does your energy level drop in the afternoon?
* How often do you crave sugar and sweets in the afternoon?
e How often do you wake up in the middle of the night?
* How often do you have difficulty concentrating
before eating?
e How often do you depend on coffee to keep yourself going?
* How often do you feel agitated, easily upset, and nervous
between meals?

SECTION C2

* Do you get fatigued after meals?

e Do you crave sugar and sweets after meals?

* Do you feel you need stimulants such as coffee after meals?

* Do you have difficulty losing weight?

e How much larger is your waist girth compared to
your hip girth?

* How often do you urinate?

e Have your thirst and appetite been increased?

* Do you have weight gain when under stress?

* Do you have difficulty falling asleep?

SECTION1-S

* Are you losing your pleasure in hobbies and interests?

* How often do you feel overwhelmed with ideas to manage?
* How often do you have feelings of inner rage (anger)?

* How often do you have feelings of paranoia?

* How often do you feel sad or down for no reason?

* How often do you feel like you are not enjoying life?

[—=——}

=} (=]

(=]

= —N——] (=] (=R — R [}

(=]

[ — I — ]

ot

ph ok

p—

el )

ok

Ll

Pk

e

[ NN SIS S

[SH S S

N NN [SII SR SN S} [ SN S PN NN [ S 3 S}

[SH SN SIS S

2

W W W

W W W W

W W W

W W W w

W W

W W W

W W W WwWww

W W w W W W

How often do you feel you lack artistic appreciation?
How often do you feel depressed in overcast weather?
How much are you losing your enthusiasm for your
favorite activities?
How much are you losing enjoyment for
your favorite foods?
How much are you losing your enjoyment of
friendships and relationships?
How often do you have difficulty falling into
deep restful sleep?
How often do you have feelings of dependency
on others?
How often do you feel more susceptible to pain?
How often do you have feelings of unprovoked anger?
How much are you losing interest in life?

SECTION2-D

How often do you have feelings of hopelessness?

How often do you have self-destructive thoughts?

How often do you have an inability to handle stress?

How often do you have anger and aggression while
under stress?

How often do you feel you are not rested even after
long hours of sleep?

How often do you prefer to isolate yourself from others?

How often do you have unexplained lack of concern for
family and friends?

How easily are you distracted from your tasks?

How often do you have an inability to finish tasks?

How often do you feel the need to consume caffeine to
stay alert?

How often do you feel your libido has been decreased?

How often do you lose your temper for minor reasons?

How often do you have feelings of worthlessness?

SECTION3 -G

How often do you feel anxious or panic for no reason?

How often do you have feelings of dread or
impending doom?

How often do you feel knots in your stomach?

How often do you have feelings of being overwhelmed
for no reason?

How often do you have feelings of guilt about
everyday decisions?

How often does your mind feel restless?

How difficult is it to turn your mind off when you
want to relax?

How often do you have disorganized attention?

How often do you worry about things you were
not worried about before?

How often do you have feelings of inner tension and
inner excitability?

SECTION 4 - ACH

Do you feel your visual memory (shapes & images)
is decreased?

Do you feel your verbal memory is decreased?

Do you have memory lapses?

Has your creativity been decreased?

Has your comprehension been diminished?

Do you have difficulty calculating numbers?

Do you have difficulty recognizing objects & faces?

Do you feel like your opinion about yourself
has changed?

Are you experiencing excessive urination?

Are you experiencing slower mental response?

Symptom groups listed in this flyer are not intended to be used as a diagnosis of any disease condition.
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Medication History

Please circle any of the following medication you have been or are currently taking.

Acetylcholine Receptor Antagonist — Antimuscarinic Agents
Atropine, Ipratopium, Scopolamine, Tiotropium

Acetylcholine Receptor Antagonist - Ganlionic Blockers
Mecamylamine, Hexamethonium, Nicotine (high doses), Trimethaphan

Acetylcholinesterase Reactivators
Pralidoxime

Acetylcholine Receptor Antagonist - Neuromuscular Blockers
Atracurium, Cisatracurium, Doxacurium, Metocurine, Mivacurium, Pancuronium, Rocuronium, Uccinylcholine, Tubocurarine,
Vecuronium, Hemicholine

Agonist Modulator of GABA Receptor (benzodiazpines)
Xanax, Lexotanil, Lexotan, Librium, Klonopin, Valium, ProSon, Rohypnol, Dalmane, Ativan, Loramet, Sedoxil, Dormicum,
Megadon, Serax , Restoril, Halcion

Agonist Modulator of GABA Receptors (nonbenzodiazpines)

Ambien, Sonata, Lunesta, Imovane

Cholinesterase Inhibitors (irreversible)

Echotiophate, Isoflurophate, Organophosphate Insecticides, Organophosphate-containing nerve agents

Cholinesterase Inhibitors (reversible)
Donepezil, Galatamine, Rivastigmine, Tacrine, THC, Erophonium, Neostigmine, Phystigimine, Pyridostigmine,
Carbamate Insecticidses

Dopamine Reuptake Inhibitors
Wellbutrin (Bupropion)

Dopamine Receptor Agonists
Mirapex, Sifrol, Requip

D2 Dopamine Receptor Blockers (antipsychotics)
Thorazine, Prolixin, Trilafon, Compazine, Mellaril, Stelazine, Vesprin, Nozinan, Depixol, Navane, luanxol, Clopixol,
Acuphase, Haldol, Orap, Clozaril, Zyprexa, Zydis, Seroquel, Geodon, Solian, Invega, Abilify

GABA Antagonist Competitive binder
Flumazenil

Monoamine Oxidase Inhibitor (MAOI)
Marplan, Aurorix, Maneric, Moclodura, Nardil, Adlegiine, Elepryl, Azilect, Marsilid, Iprozid, Ipronid, Rivivol, Popilniazida, Zyvox, Zyvoxid

Noradrenergic and Specific Sertonergic Antidepressants (NaSSaa)
Remeron, Zispin, Avanza, Norset, Remergil, Axit

Selective Serotonin Reuptake Inhibitor
Paxil, Zoloft, Prozac, Celexa, Lexapro, Luvox, Cipramil , Emocal, Serpam, Seropram, Cipralex, Esteria, Fontex, Seromex, Seronil,

Sarafem, Fluctin, Faverin, Seroxat, Aropax, Deroxat, Rexetin, Xentor, Paroxat, Lustral, Serlain, Dapoxetine

Selective Serotonin Reuptake Enhancers
Stablon, Coaxil, Tatinol

Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs)

Effexor, Pristiq, Meridia, Serzone, Dalcipran, Despramine, Duloxetine

Tricylic Antidepresseants (TCAs)

Elavil, Endep, Tryptanol, Trepiline, Asendin, Asendis, Defanyl, Demolox, Moxadil, Anafranil, Norpramin, Pertofrane, Prothiadin, Thanden,
Adapin, Sinequan, Trofranil, Janamine, Gamanil, Aventyl, Pamelor, Opipramol, Vivactil, Rhotrimine, Surmontil

All Rights Reserved. Copyright © 2008, Datis Kharrazian



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.

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 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 Discover Wellness & Rehab 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.

CONSENT TO CARE

I do hereby authorize the doctors of Discover Wellness & Rehab 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, I authorize and agree to allow the doctor of chiropractic named below and/or other licensed doctors of chiropractic 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 an opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel the nature and
purpose of chiropractic adjustments and other procedures related to my health care. I understand that I am responsible for all fees incurred for the
services provided, and agree to ensure full payment of all charges. I further understand that a fee for services rendered will be charged and that I
am responsible for this fee whether results are obtained or not.

I understand and 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, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and
complications, and I 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 I do not follow the Doctors specific recommendations at this clinic that I will not receive the full benefit from the
programs offered, and that if I terminate my care prematurely that all fees incurred will be due and payable at that time. I authorize the
assignment of all insurance benefits be directed to the Doctor for all services rendered. I also understand any sum of money paid under
assignment by any insurance company shall be credited to my account, and I shall be personally liable for any and all of the unpaid balance to the
doctor.

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

Signature Date (If under age 18) Parent’s signature

INSURANCE INFORMATION

I clearly understand that all insurance coverage, whether accident, work related, or general coverage is an arrangement between my insurance
carrier and myself. 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 I understand that insurance carriers may deny any claim and that I am ultimately held responsible for any unpaid balances. Any monies
received will be credited to my account.

Signature Date
(If under age 18) Parent’s signature




