Soft Touch Chiropractic

CONFIDENTIAL

REQUIRED FOR YOUR CASE HISTORY FILE

Name _________________________________________________________ Date _______________________

Address ___________________________________________________________________________________

City _________________________ State _____________ Zip Code ___________________________________

Home phone: ________________________ Cell: _______________________ Work:______________________

E-mail Address ______________________________________________________________________________

Social Security _____-______-_____ Birthday _______________ Driver’s License:____________  State ______

I’m interested in learning about the benefits of following the services:

  Chiropractic systematic alignments


  Physiotherapy 

      Detox program

  Nutritional Consultation



  Acupuncture & herbal formulas

Sex:  M   F


Marriage Status:  Single    Married    Divorced    Widow | 

Number of Children:________  Number of Pregnancies:_____
Occupation:___________________ 

Referred by:___________________________ Promotion Name: _________________________________

Would you like to schedule an appointment to discuss your exam and report of finding? Yes  No  Not sure

Would you like to have a computerized scan of your spine? Yes  No  Not sure

Person responsible for this account? ____________________________________________________________

Form of Payment:  Cash   Credit Card   Check   Other 

 Insurance:  HMO  PPO  POS

Insurance Name: _________________Group #:____________________ ID Number________________________

 Medicare Only  Medicare &HMO  Medicare & PPO  |  Medicare ID Number________________________

Personal Injury Lean:  Self representation  Representation Attorney (Name of Attorney & phone #)

____________________________________________________________________________________________

Patient’s Signature:_ ___________________________          Date:____________                 Guardian’s Signature:____________________________ Date____________  
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 [image: image1.png]ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services rendered under
this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be determined by submission to
arbitration as provided by California law, and not by a lawsuit or resort to court process except as state and federal law provides for judicial review of
arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional right to have any such dispute decided in a court
of law before a jury, and instead are accepting the use of arbitration.

Article 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not relate to medical malpractice, including disputes as to whether
or not a dispute is subject to arbitration, will also be determined by submission to binding arbitration. It is the intention of the parties that this agreement
bind all parties as to all claims, including claims arising out of or relating to treatment or services provided by the health care provider including any heirs
or past, present or future spouse(s) of the patient in relation to all claims, including loss of consortium. This agreement is also intended to bind any
children of the patient whether bom or unborn at the time of the occurrence giving rise to any claim. This agreement is intended to bind the patient and
the health care provider and/or other licensed health care providers or preceptorship interns who now or in the future treat the patient while employed by,
working or associated with or serving as a back-up for the health care provider, including those working at the health care provider's clinic or office or any
other clinic or office whether signatories to this form or not.

Al claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or the health care
provider's associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, without limitation, claims for loss
of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages.

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall select an arbitrator
(party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the parties within thirty days
thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each party to the arbitration shall pay such party's pro
rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator,
not including counsel fees, witness fees, or other expenses incurred by a party for such party's own benefit.

Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request to the neutral arbitrator.

The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party in a court
action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed pending arbitration.

The parties agree that provisions of the Califomia Medical Injury Compensation Reform Act shall apply to disputes within this arbitration agreement,
including, but not limited to, sections establishing the right to introduce evidence of any amount payable as a benefit to the patient as allowed by law
(Civil Code 3333.1), the limitation on recovery for non-economic losses (Givil Code 3333.2), and the right to have a judgment for future damages
conformed to periodic payments (CCP 667.7). The parties further agree that the Commercial Arbitration Rules of the American Arbitration Association
shall govern any arbitration conducted pursuant to this Arbitration Agreement.

Article 4: General Provision: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in one proceeding. A claim
shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would be barred by the applicable
legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures prescribed herein with reasonable
diligence.

Article 5: Revocation: This agreement may be revoked by written notice delivered to the health care provider within 30 days of signature and if not
revoked will govem all professional services received by the patient and all other disputes between the parties.

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (for example, emergency treatment)
patient should initial here. . Effective as the date of first professional services.

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not be affected
by the invalidity of any other provision. | understand that | have the right to receive a copy of this Arbitration Agreement. By my signature below, |
acknowledge that | have received a copy.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY
NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS
CONTRACT.

PATIENT SIGNATURE (Or Patient Representative)
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11145 Tampa Ave , 14A

Porter Ranch, Ca 91326

Informed Consent

Patient Request for chiropractic And/or Physiotherapy care 

Dear patient we would like to personally welcome you to our clinic. This is to advise you that every type of health care delivery system, including chiropractic care has some association risks and the potential for occasional problem of some kind. These problem can include temporary soreness, Sprain/Strain, bruising, burn, fracture, dislocation, disc injury, stroke, ect. In considering these issues, remember that human’s and their injuries are unique, and treatment that might be very effective for one person might not be as effective for another person. While we are committed to provide you with the best and safest treatment possible, We also have legal responsibility to advise you about some very rare but potential problem that can occur with Chiropractic care and/or Physiotherapy. Before you start your treatment Dr. Masoud Shamaeizadeh you need to review this information which is called your “Informed consent”, No treatment can begin until you have reviewed, discussed if necessary, and singed this document authorizing treatment based on your informed consent. Please feel free to discuss any questions of concerns that you may have directly with Dr. Masoud Shamaeizadeh before you start any of your treatment at our clinic. Remember, we always have time to talk with you about any concerns or questions.

-------- ----- Disc Herniations  : Non-surgical disc injury problem are frequently and successfully treated by skilled Chiropractic Occasionally treatment may aggravate a preexisting disc problem. Very rarely., Chiropractic care may cause a disc problem to flare-up or even worsen, especially if the disc is already severely damaged before treatment began.

----- ------   Soft Tissue injuries; This term refers to injured muscles : tensions Ligaments; cartilage (and their attachments to bone ); blood vessels ; and nerves At time these tissues or scar tissues)  may be stretched resulting in temporary pain.

----- ----- Rib fractures; Rarely, Chiropractic adjustment may crack a rib bone. This risks increased in the elderly osteoporotic patient. We adjust all of our patients carefully, and especially our older patient to minimize this risk.  

----- ------ Burns; some of our Physiotherapy equipment and/or modalities (hot packs, Ice, Ultrasound, ect) work by generating heat or cold. Therefore it is possible for a patient to be burned (by heat or Ice) if they do not follow instructions or misuse the equipment. Usually, these are minor problems but they can cause temporary redness, some swelling mild pain for a few days.

---- ---- Soreness Chiropractic adjustments, traction, massage, stretching, exercise, ect. 

All have the possibility of making a patient sore, on a temporary basis.

-----   ----- Stroke; Stroke from Chiropractic care is very uncommon. If you have a history of arthrosclerosis, please advise the doctor.

Other problems; these may be problems or complication that might arise from Chiropractic treatment or Physiotherapy, other than described herein. These “other problem or complications”  occur so infrequently that it is not possible to anticipate them or explain them all in advance of starting treatment if any problem starts to develop, please advise the doctor. 

----- ----- Disclaimer, Chiropractic is health care delivery system. and as with any health care delivery system. We do not and can not promise or guarantee to cure any specific symptom, disease or condition.

-------------------------                     --------------------------------                          ---------------
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1. What is your chief complaint that made you come in to our office today? Where are the areas of pain?__________________________________________________________________________

______________________________________________________________________________

2. When and how did your problem and what precipitated it?___________________________

_____________________________________________________________________________
​​​​​​​​​​​​​​​​​​______________________________________________________________________________
3. What do you do for fun and exercise?______________________________________________
4. Please describe the pain. Check the box
           A.)Constant  Frequent Intermediate Occasional.

           B.) Dull        Achy       Sharp.            gradual onset

           C.)Severe     Mild        Moderate      sudden onset      
5. What Part of day is your pain worse?  Morning Afternoon Night  other_________
6 What makes the condition worse?___________________________________________________

______________________________________________________________________________

7. What makes the condition better?__________________________________________________

______________________________________________________________________________

8. Do you have any associated symptoms?  Radiating pain  Rash,  Fever,  other symptoms associated with this condition?______________________________________________________
9.Have you ever had any fractures?   ( No. ( Yes 

 If yes When and where?________________​​​__________________________________________
10.Have you been involved in any accidents? If      ( No.  ( Yes 

 If yes When and how?__________________________________________________________

please explain.___________________________________________________________________
11. Have you had any previous chiropractic care? ( No ( Yes                                                             If yes When and reason why?_________________________________________________

12. Family history- please circles one.
Mother - alive/well/deceased.


If any genetic disorders? (example cancer, heart condition, diabetes, ect)_________________
Father - alive/well/deceased.


If any genetic disorders? (example cancer, heart condition, diabetes, ect)_________________
13. Do you have any brothers and sisters, if so how many?________________________________
14.  Name, address, and phone # of last Dr. who put you on a health development program?

 _____________________________________________________________________________
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X-ray:

] Have you had x-rays before?
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WHICH BEST DESCRIBES YOUR
REASON FOR CONSULTING
OUR OFFICE?

I have a specific concern and require
help only with this concern.

11 want to ensure that my health
concerns do not become an ongoing
problem that will impact my future
health.

00 I want to be healthier five years from
now than I am today.
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Please indicate whether you have ever experienced stress in any of the following areas. Your answers will enable us to determine which factors have contributed to your present health concerns

ALLERGIES                          
                (  YES   (  NO          HEART CONDITION                        (  YES      (  NO                    

If yes, describe______________________________________

ANXIETY

  

  (  YES   (  NO          IMMUNE SYSTEM DISORDER      (  YES      ( NO                                            

ARTHRITIS

   

  (  YES   (  NO 
         INFERTILITY                       
           (  YES      (  NO                   ASTTHMA

 

  (  YES   (  NO          KIDNEY DISEASE                            (  YES      ( NO                     

BACK PAIN





         MENSTRUAL CRAMPS
            (  YES     (  NO                    

BLADDER PROBLEMS                                 (  YES   (  NO          MOOD SWINGS                                (  YES      ( NO                                     CANCER



  (  YES   (  NO          NECK PAIN                                       (  YES      (  NO                    

CIRCULATORY/VASCULAR DISORDER   (  YES   (  NO         NUMBNESS/TINGLING                   (  YES      (  NO                                            

DEPRESSION



  (  YES   (  NO          OSTEOPOROSIS                                (  YES      ( NO                    

DIARRHEA



  (  YES   (  NO          SINUS TROUBLE                              (  YES      ( NO                                                                

DIGESTIVE PROBLEMS


  (  YES   (  NO          SKIN CONDITIONS                          (  YES      (  NO                                   

DIZZINESS



  (  YES   (  NO          URINARY DIFFICULTY                   (  YES     (  NO                                             

 HEADACHES



  (  YES   (  NO          VERTIGO                                           (  YES      (  NO                    

HEARTBURN/REFLUX           

  (  YES   (  NO          OTHER                                               (  YES      (  NO                    

Inhaler use                                                        (  YES    (  NO                    
Prescription medications                                   (  YES    (  NO                      
. Surgery                                                            (  YES    (  NO 
Vaccination                                                       (  YES     (  NO                                       
Youth sports                                                      (  YES     (  NO
Workplace stress                                                (  YES    (  NO

Extreme sports

                                 (  YES    (  NO                                                         

Other traumas (physical on emotional):

Drug History
Please take your time and write Medication history that you have been taken for last five years

Prescription

Over the counter Drugs 
Nutritional Supplements  
______________________________________________________________________________________________________________________________


Doctor Masoud Strongly urges you to check with your MD about Stroke rate of your Medicines 
Patient’s Signature 
_________________
