SELECT WELLNESS CENTER, LLC

96 Washington Avenue 21-10 Saddle River Road 376 Héllﬁwoﬂ Avenue
Westwood, NJ 07675 Fair Lawn, NJ 07410 Fairfield, NJ 07004
Phone: (201) 664-9200 Fhone: {(201) 7240800 Fhone: (373)287-6599

NEW PATIENT HEALTH HISTORY FORM

In order to provide you the best possible care, please complete
this form and bring it to your first appointment. All information
is strictly CONFIDENTIAL.

PATIENT INFORMATION

First Name: M.I.: Last Name:

Birth Date: / /

Address: Apt. number:
City: State: Zip Code:
E-Mail:

*your email will NOT be shared with any 3™ parties, and it is used for
occasional office announcements and promotions.

Cell phone: ( ) Home Phone: | )

Work phone: ( ) Extension:

Social Security Number:

Referred By:

Occupation:

Employer:

Employer’s phone number:

Marital Status: [lsingle [(married [jseparatedfdivurced

[Twidowed Clother
Emergency Contact:

Fhone Numbers: Cell: ( ) Home: ( )
Work: | ) Extension:
Relationship to patient:

PATIENT INSURANCE INFORMATION I

Insured First Name: M.I.: Last Name:
Address (if different):
City: State: Zip Code:

Birth Date: / /! Social Security Number:

Relationship to Insured:

Insurance Company:
Insured’s ID number:
Group Number:

Effective Date of Policy:




SECONDARY PATIENT INSURANCE INFORMATION

Insured First Hame: M.I.: Last Name:
Address (if different):

City: State: Zip Code:
Birth Date: / ! Social Security Number:

Relationship to Insured:

Insurance Company:

Insured’'s ID number:

Group Number:

Effective Date of Policy:

SEND BILL TO (IF NOT PATIENT)

Name ;

Address:

FPhone number:

Relationship to patient:

IF AN AUTO ACCIDENT, PLEASE PROVIDE:

Name of the party responsible for payment:

Phone Number:

Relationship to patient:

Insurance Company MName:

Claim Number: Date of Loss:
Phone Number: Extension:
Adjuster:

Flease describe the accident:

Whom may we thank for referring you to us?



CURRENT COMPLAINTS

Nature of injury: Cautomobile Chrork Cother

Please describe:

Date of injury: / !

Date when symptoms appeared: /! /

Have you ever had same condition? [lno D‘yes
If yes, when:

List of other practitioners seen for this in jury/condition:

Have you ever been under chiropractic care? Lo Dyes
If yes, please describe:

MEDICAL HISTORY

Have you been treated for any conditions in last year? [ne Dyes

If yes, please describe:

Date of last physical exam: /! /

Is there a chance that, you are pregnant? [(he Dyes

Have you had X-rays taken? [Llno Dyes
If yes, where:

What medications are you taking and for what conditions? (Please list
dosage and amounts, etc.):

What wvitamins, minerals, or herbs do you currently take? (Please list for
what conditions, dosage, and frequency):

IH.FLVE YOU EVER

Broken bones? [ o Dyes Briefly explain:

Been hospitalized? [he |:|yes Briefly explain:

Been in an auto accident? [ o Dyes Briefly explain:

Had sprains/strains? [ho []yes Briefly explain:

Been struck unconscious? [lno [lyes Briefly Explain:

Had surgery? [Ino [lyes Briefly Explain:




I FAMILY HISTORY I

Family members - present and past health conditions (Example: heart
disease, cancer, diabetes, arthritis, ete)

| PERSONAL HISTORY ] xes | NO |
Do you experience pain every day?

Do your symptoms interfere with daily life?
Does pain wake you up at night?

Are your symptoms worse during certain times of
the day?

Do changes in weather affect your symptoms?

Do you wear orthoties?

Do you take wvitamin supplements?

What activities aggravate your symptoms?

HABITS NONE____ | LIGHT | MODERATE

Alcohol
Coffee
Tobacco
Drugs
Exercise

Sleep

| Appetite

Soft Drinks

Water

Salty Foods

Sugary Foods
Artificial Sweeteners




Please use the following letters to indicate TYPE and

L et e o R

experiencing:
Alcoholism g

Allergies
Arcsmia A: Ache 0: Other

Arteriosclercsis B: Burning F: Pins and HNeedlesz
Arthritis C: Numbness S: Stabbing
Asthma

Back Pain

Breast Lump
Bronchitis

Bruise Easily

Cancer

Chest pain/Conditions
Cold Extremities
Constipation

Cramps

Deprassion

Diabetes

Digestion Problems
Dizziness

Ears Ring

Excessive Menstruation
Eye Pain or Difficulties
Fatigue

Frequent Urination
Headache

Hemorrhoids

High Bleod Pressure
Hot Flashes

Irregular Heart Beat
Irregular Cycle
Eidney Infection
Kidney Stones

Loss of Memory

Loss of Balance

Loss of Smell

Lumps in Breast

HWeck Pain or Stiffness
Hervousness
Nosebleeds

Pacemaker

Polie

Poor Posture
Prostate Trouble
Sciatica

Shortness of Breath
Sinus Infection

Zleep problems or Insomnia
Spinal Curvatures
Stroke

Bwelling of ankles
Swollen Joints
Thyroid Condition
Tuberculosis

Ulcers

Varicose Veins
Venereal Disease
Other

Other

ooo
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Select Wellness, LLC
21-10 Saddle River Rd., Fair Lawn, NJ 07410

INFORMED CONSENT TO TREATMENT

| hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures including various modes of physical therapy and modalities.
| further consent to that such treatment may be performed at this office or any other satellite office under
common ownership. This consent will remain fully effective until it is revoked in writing.

| have had an opportunity to discuss with the doctor of chiropractic the nature and purpose of chiropractic
adjustments and other procedures. | understand that results are not guaranteed.

| understand and am informed that, as in the practice of medicine and all healthcare, the practice of
chiropractic carries some risks to treatment; including, but not limited to: fractures, disc injuries, strokes
(CVA), dislocations, and sprains. | do not expect the physician to be able to anticipate and explain all risks and
complications. Further, | wish to rely on the physician to exercise judgment during the course of the procedure
which the physician feels are in my best interests at the time, based upon the facts then known.

| hereby request and consent to the performance of acupuncture treatments and other procedures

within the scope of the practice of acupuncture on me (or on the patient named below, for whom | am

legally responsible) by the acupuncturist(s) who now or in the future treat me.
| understand that methods of treatment may include, but are not limited to, acupuncture and nutritional
counseling. | have been informed that acupuncture is a generally safe method of treatment, but that it may
have some side effects, including bruising, numbness or tingling near the needling sites that may last a few
days, and dizziness or fainting. Unusual risks of acupuncture include spontaneous miscarriage, nerve damage
and organ puncture, including lung puncture (pneumothorax). Infection is another possible risk, although the
clinic uses sterile disposable needles and maintains a clean and safe environment.

| understand that while this document describes the major risks of treatment, other side effects and risks may
occur, The nutritional supplements (which are from plant, animal, and mineral sources) that have been
recommended are traditionally considered safe in the practice of Chinese Medicine, although some may be
toxic in large doses. | understand that some herbs may be inappropriate during pregnancy. Some possible side
effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling
of the tongue.

| will notify a clinical staff member who is caring for me if | am or become pregnant.

| do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of
treatment, and | wish to rely on the clinical staff to exercise judgment during the course of treatment, which
the clinical staff thinks at the time, based upon the facts then known, is in my best interest. | understand that
results are not guaranteed.



Select Wellness, LLC
21-10 Saddle River Rd., Fair Lawn, NJ 07410

| have read, or have had read to me, the above consent. | have also had an opportunity to ask
guestions about its contents, and by signing below, | agree to the treatment recommended by my
physician. | intend this consent form to cover the entire course of treatment for my present
condition(s) and for any condition(s) for which | seek treatment at this facility.

| certify that | have read and fully understand the above statements and consent fully and voluntarily to its
contents.

Signature of Patient or Personal Representative Date

Print Patient’s

MName or Personal Representative



Back to Motion, LLC
21-10 Saddle River Road, Fair Lawn, NJ

INFORMED CONSENT FOR PHYSICAL THERAPY

Dear Patient,

Physical Therapy consists of a physical evaluation and several types of treatment.

At Back to Motion, LLC we use a variety of procedures and modalities to help us
improve your function. As with all forms of medical treatment, there are benefits and
risks involved with physical therapy.

Since the physical responses to a specific treatment can vary widely from person to
person, it is not always possible to accurately predict your response to a certain therapy
modality or procedure. We are not able to guarantee precisely what your reaction to
treatment might be, nor can we guarantee that our treatment will help the condition
you are seeking treatment for. There is also a risk that your treatment may cause pain
or injury, or may aggravate previously existing conditions.

You have the right to ask your physical therapist what type of treatment he or she is
planning based on your history, diagnosis, symptoms and testing results. You may also
discuss with your therapist what the potential risks and benefits of a specific treatment
might be. You have the right to decline any portion of your treatment at any time or
during your treatment session.

Therapeutic exercises are an integral part of most physical therapy treatment plans.
Exercise has inherent physical risks associated with it. If you have any questions
regarding the type of exercise you are performing, your therapist will be glad to answer
them.

I acknowledge that my treatment program has been explained by

Back to Motion, LLC and all of my questions have been answered to my
satisfaction.

I understand the risks associated with a program of Physical Therapy as
outlined to me, and I wish to proceed.

Signature Patient Name/Personal Representative Date

Print Patient Name/ Personal Representative
























