Yarmouth Spinal Care

Cancellation & Missed Appointment Policy

The treatment that is planned for you is specific to you. It is important of you to keep the scheduled dates and
times to properly complete your treatment. A broken appointment is a loss to three people the patient who
missed the valuable time, the patient who could have taken the valuable time, and the doctar who was fully

staffed and prepared for the appointment.

Therefore, we ask for at least 24 hour advance notice for canceling or rescheduling an appointment, otherwise a
$60 fee will be assessed to your account. If you are 20 minutes late to your scheduled appointment your account
will also be charged a $60 fee. Late is still considered a missed appointment.

*All broken and canceled appointment fees must be paid prior 1o scheduling another appointment.
I have read and fully understand the information provided

Patient print name:

Patient signature: Date

Thank you for VOT using perfume, cologne or scented products!

Please refrain from using these before your appointment

Many of our practice members have severe allergic reactions to scented
products.

Thank you for your consideration



CHIROPRACTIC INTAKE & HISTORY

PATIENT INFORMATION

Patient Name Employer / School

LAST MAME
Oceupation
FIRST NAME MIDDLE INFTIAL
Address Spouse’s Name
Gty State: Zip: Spouse’s Employer
Home Phone Spouse’s Occupation
Cell Phane IN CASE OF EMERGENCY, CGONTACT
Email Name
Sex OM OF Age_ Bithday Relationship
:  Married 0 Widowed 3 Single O Minor Contact Number

| 0 Separated [ Divorced 0 Parinered Who may we thank for referring you?

HOW CAN WE HELP YOU?

What brings you in today?

i you are already experiencing a symptom, what is it?

®©® © © 6 © 6 6 @ 6 9 ©
NO

How bad is it? How intense are your symptoms? (circle) 1 "

SYMPTOMS SYMPTOMS
Please circle areas to the right where you have pain or other symptoms: @
What does it feel like? {check where appropriate)
3 Numbness 0 Sharp
O Tingling 0 Shooting
O Stiifness O Buming l
0 Dull O Throbbing
3 Aching O Stabbing
@ Cramping O Swelling {
2 Nagging 0 Other

How is this sgmptom-/ Emdlﬂon mierfering with your life? (check where appropriate)

No Mild Moderate  Severe No Mitd Moderate  Severe

Effect Effect Effect Effect Effect Effect Effect Effect
Wark Q o ] (I Energy ] [m] a a
Exércise a [} a [m] Attitude =] a 0 a
Recreation 8] =] a a Patience a a Q (]
Relationships 1 | [m] a Productivity o ] a a
Sieep = a =] | Creativity Q o Q a
Seli-Care a a (w] (] Other x| ju | (w a
How committed are you to correcting this issue? @ o 9 9 9 e @ 6 @ 9 @

NOT VERY

COMMITTED COMMITTED

Signature: Date:




PATIENT WELLNESS ASSESSMENT

ILLNESS-WELLNESS CONTINUUM

GOEEE
MATURE
_ DEATH

Disegse Wellness Developing ——~ HIGH-LEVEL

WELLNESS

0 1

DISEASE POOR HEALTH NEUTRAL GOOD HEALTH OPTIMAL HEALTH
NMuttiple medicati Symptoms Mo symptoms Regular exercize 100% function
Poor quality of life therapy Mutrition inconsistent Good nutrition Continuous development
Potential bacomes limited Exercise goradw Weliness educailon Active participation
Bedy has limited function Losing normal function Health not a high priority Minimal nerve interference Wellness lifestyle
On the arrow diagram above:

A. What number do you think represenis your health today?

B. In what direction is your health currently headed?

What are your health goals?
IMMEDIATE
SHORT TERM
LONG TERM
CHILDREN & PREGNANCY
How many children do you have? Are you currently pregnant? U No O Yes;lam due
Childrens’ ages? Number of past pregnancies?
Childrens' heaith concerns? Health concerns regarding this pregnancy?

HEALTH SILLNESS HISTORY

Piease check the box beside any condition that you have or have had.

3 AIDS/HIV O Cirgulation lssues 3@ Headaches / Migraines 3 Ringing in Ears
O Alcoholism O Childhood lliness O Heart Disease 3 Scoliosis
O Amiety [ Depression O Hepatitis 3 Shoulder Issues
0 Arteriosclerosis 3 Diabetes O Hip issues 0 Stroke
 Arthritis O Digestive Issues 3 Immune issues 0O TMJ Issues
O Asthma/Allergies Erivehe e O Lymphatic Issues Q Urinary Issues
Q Back Pain 2 Eow/Miietbod e Q Muitiple Sclerosis O Osteoporosis
Q Cardiovascular issues e i et 0 Neck Pain Q Other
o Cancer ¢ 0 Foot/Ankls lssues 0 Reproductive Issues

O Gout
ALLERGIES, MEDICATIONS & SUPPLEMENTS
ALLERGIES (iist) MEDICATIONS (list) SUPPLEMENTS (list)

Signature: Date:




TERMS OF ACCEPTANCE

When 2 patient seeks chitopractic health care and we aéccpt a patient for such care, it is essential for both to be working towards the
same objective.

Chiropractic has only one goal. It is important that each patient understand both the objective and the method that will be able to
attain it. 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 of correction is by specific adjustments of the spine.

Health: The 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 its
maximum health potential

We do not offer to diagnose or treat any disease. We only offer to diagnose either vertebral subluxation or neuromusculoskeletal
conditions. However, if during the course of a chiropractic spinal evaluation we encounter non-chiropractic or unusual findings, we
will advise you. If you desire advice, diagnosis, or treatment for those findings, we will recommend that you seek the services of a
health care provider who specializes in that area.

Regardless ofwhat the disease is called, we do not offer to treat it. Nor do we offer advice tegarding treatmentprescribed 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 adjusting to correct vertebral subluxations. However, we may use other procedures to help your body hold
the adjustments.

L : have read and fully understand the above statements.
(Print name)

All questions regarding the doctor’s objectives pertaining to my cate in this office have been answered to my complete satisfaction.
I therefore accept chiropractic care on this basis.

(Signature) (Date)

Consent to,evaluate and adjust a minor child

L being the parent or legal guatrdian of
Have tead and fully understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care.

X-Ray Release (signature required)

This is to certify that to the best of my knowledge I am not pregnant and the above doctot and his associates have my permission to
perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborm child.

(Signature) (Date)



Yarmouth Spinal Care
219 Route 1, Yarmouth, Maine 04096

Your Information. Your Rights. Our Responsibilities.

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 has been updated as of 02/01/2026.

Your Rights

You have the right to:

Your Choices

Get a copy of your paper or electronic medical record

Correct your paper or electronic medical record

Request confidential communication

Ask us to limit the information we share

Get a list of those with whom we’ve shared your information

Get a copy of this privacy notice

Choose someone to act for you

File a complaint if you believe your privacy rights have been violated

You have some choices in the way that we use and share information as we:

*

L]

Tell family and friends about your condition
Provide disaster relief

Include you in a hospital directory

Provide mental health care

Market our services and sell your information
Raise funds

Our Uses and Disclosures
We may use and share your information as we:

Treat you

Run our organization

Bill for your services

Help with public health and safety issues

Do research

Comply with the law

Respond to organ and tissue donation requests

Work with a medical examiner or funeral director

Address workers’ compensation, law enforcement, and other government requests
Respond to lawsuits and legal actions

To the extent that we have your substance use disorder patient records, subject to 42 CFR part 2, we
will not share that information for investigations or legal proceedings against you without (1) your

written consent or (2) a court order and a subpoena.



Your Rights

When it comes to your health information, you have certain rights. This section explains your rights and some of
our responsibilities to help you.

Get an electronic or paper copy of your medical record

. You can ask to see or get an electronic or paper copy of your medical record and other health
information we have about you. Ask us how to do this.
. We will provide a copy or a summary of your health information, usually within 30 days of your

request. We may charge a reasonable, cost-based fee.

Ask us to correct your medical record

. You can ask us to correct health information about you that you think is incorrect or incomplete.
Ask us how to do this.
» We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications

. You can ask us to contact you in a specific way (for example, home, office, or cell phone) or to
send mail to a different address.
. We will say “yes” to all reasonable requests.

Ask us to limit what we use or share

i You can ask us not to use or share certain health information for treatment, payment, or our
operations. We are not required to agree to your request, and we may say “no,” for example, if it could
affect your care. If we agree to your request, we may still share this information in the event that you need
emergency treatment.

. If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that
information for the purpose of payment or our operations with your health insurer. We will say “yes”
unless a law requires us to share that information.

Get a list of those with whom we’ve shared information

& You can ask for a list (accounting) of the times we've shared your health information for six years
prior to the date you ask, who we shared it with, and why.
. We will include all the disclosures except for those about treatment, payment, and health care

operations, and certain other disclosures (such as any you asked us to make). We'll provide one
accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one within 12
months.

Get a copy of this privacy notice

You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically.
We will provide you with a paper copy promptly.



Choose someone to act for you

If someone has the authority to act as your personal representative, such as if someone has your
medical power of attorney or if someone is your legal guardian, that person can exercise your rights and
make choices about your health information.

o We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your rights are violated

You can complain if you feel we have violated your rights by contacting us using the information
on page 1.

. You can file a complaint with the U.S. Department of Health and Human Services Office for Civil
Rights by sending a letter to 200 independence Avenue, S.W., Washington, D.C. 20201, calling
1-877-696-6775, or visiting https://www.hhs.gov/hipaa/ffiling-a-complaint/index.html.

* We will not retaliate against you for filing a complaint.

Your Choices

For certain health information, you can tell us your choices about what we share. If you have a clear preference

for how we share your information in the situations described below, talk to us. Tell us what you want us to do, and
we will follow your instructions.

In these cases, you have both the right and choice to tell us to:

. Share information with your family, close friends, or others involved in your care or payment for
your care

. Share information in a disaster relief situation

. Include your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share
your information if we believe it is in your best interest. We may also share your information when needed to
lessen a serious and imminent threat to health or safety.

In these cases we never share your information unless you give us written permission:

. Marketing purposes
. Sale of your information
. Most sharing of psychotherapy notes

In the case of fundraising:

o
o

. We may contact you for fundraising efforts, but you can tell us not to contact you again.

If we have your substance use disorder patient records, subject to 42 CFR part 2, we will give you clear and obvious
notice in advance and a choice about whether to receive fundraising communications that use your Part 2
information.



Our Uses and Disclosures

How do we typically use or share your health information?
We typically use or share your health information in the following ways.

Treat you

We can use your health information and share it with other professionals who are treating you.
Example: A doctor treating you for an injury asks another doctor about your overall heaith condition.

Run our organization

We can use and share your health information to run our practice, improve your care, and contact you when
necessary.

Example: We use health information about you to manage your treatment and services.

Bill for your services

We can use and share your health information to bill and get payment from health plans or other
entities.

Example: We give information about you to your health insurance plan so it will pay for your services.

How else can we use or share your health information?
~— We are allowed or required to share your information in other ways — usually in ways that contribute to the

public good, such as public health and research. We have to meet many conditions in the law before we can
share your information for these purposes.

In all cases, including those listed below, if we have substance use disorder patient records about you, subject
to 42 CFR part 2, we cannot use or share information in those records in civil, criminal, administrative, or
legislative investigations or proceedings against you without (1) your consent or (2) a court order and a
subpoena.

Help with public health and safety issues

We can share health information about you for certain situations such as:

. Preventing disease
e Helping with product recalls
. Reporting adverse reactions to medications
F . Reporting suspected abuse, neglect, or domestic violence
. Preventing or reducing a serious threat to anyone’s health or safety
Do research

We can use or share your information for health research.

Comply with the law




We will share information about you if state or federal laws require it, including with the Department of Health
and Human Services if it wants to see that we're complying with federal privacy law.

Respond to organ and tissue donation requests

We can share health information about you with organ procurement organizations.
Work with a medical examiner or funeral director

We can share health information with a coroner, medical examiner, or funeral director when an individual dies.
Address workers’ compensation, law enforcement, and other government requests

We can use or share health information about you:

L For workers’ compensation claims

. For law enforcement purposes or with a law enforcement official

. With health oversight agencies for activities authorized by law

. For special government functions such as military, national security, and presidential protective
services

Respond to lawsuits and legal actions

s We can share health information about you in response to a court or administrative order, or in
response to a subpoena.

Our Responsibilities
. We are required by law to maintain the privacy and security of your protected health
information.
. We will let you know promptly if a breach occurs that may have compromised the privacy or
security of your information.
. We must follow the duties and privacy practices described in this notice and give you a copy of
it.
. We will not use or share your information other than as described in this notice unless you tell

us we can in writing. If you tell us we can, you may change your mind at any time. Let us know in writing
if you change your mind.

We will not share your mental health treatment records without your written consent unless it is
for treatment or another law requires us to share the information.

, For more information see: www.hhs.gov[ocrfQrigacg{higaa{understanding[cogsumergjnoﬁcegp.html.

Changes to the Terms of this Notice

We can change the terms of this notice, and the changes will appl%to all information we have about you. The new
notice will be available upon request, in our office, and on our web site. www,UpperCervicalMaine.com-




All questions concerning this notice or requests made %ursuant to it should be addressed to the privacy officer,
Yarmouth Spinal Care, 219 Route 1, Yarmouth, Maine 04096.

I do hereby acknowledge receipt of a copy of the Notice of Privacy Practices, Policies and Procedures.

Patient Name Patient Signature Date

Name of Personal Representative Signature of Representative Date

Legal Authority of Personal Representative



Name: Date:

PAIN DIAGRAM

On the diagrams below mark where you are experiencing pain, right now. Use
the ietters below to indicate the type and location of your sensations.

Key: A-—-ACHE B - BURNING N - NUMBNESS
P - PINS & NEEDLES S-STABBING O - OTHER

aeaadualecasd,

7

(

PAIN SCALE
Rate the severity of your pain by checking one box on the following scale.

Worst Posgible
No Pain Pain

0 1 2 | 3 | 4 | 5 6|7 |89 10




BACK BOURNEMOUTH QUESTIONNAIRE

Patient Name Date

Instructions; The following scales have been designed to find out about your back pain and how it is affecting you. Please answer ALL the
scales, and mark the ONE number on EACH scale that best describes how you feel.

: Over the past week, on average, how would you rate your back pain?
No pain Worst pain possible
0 1 2 3 4 5 6 7 8 9 10
2 Over the past week, how much has your back pain interfered with your daily activities (housework, washing, dressing, walking,
climbing stairs, getting in/out of bed/chair)?
No interference Unable to carry out activity
0 1 2 3 4 5 6 7 8 2 10
3 Over the past week, how much has your back pain interfered with your ability to take part in recreational, social, and family
activities?
No interference Unable to carry out activity
0 1 2 3 4 - 6 7 8 S 10
4, Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you been feeling?
Mot at all anxious Exiremely anxious
0 1 2 3 4 5 6 7 8 9 10
5. Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) have you been feeling?
Not at all depressed Extremely depressed
1] 1 2 3 4 5 6 7 g ] 10
6. Over the past week, how have you felt your work (both inside and outside the home) has affected (or would affect) your back pain?
Have made it no worse Have made it much worse
0 1 2 3 4 5 6 7 8 2 10
Z Over the past week, how much have you been able to conirol (reduce/help) your back pain on your own?
Completely control it No contro! whatsoever
A 0 i 2 3 4 5 6 7 8 9 i0
Examiner
OTHER COMMENTS:

With Permission from: Bolton JE, Breen AC: The Bournemouth Questionnaire: A Short~form Comprehensive Outcome Measure. 1. Psychometric Properties in
Back Pain Patients JMPT 1999; 22 (9): 503-510.




NECK BOURNEMOUTH QUESTIONNAIRE

Patient Name Date

Instructions: The following scales have been designed to find out about your neck pain and how it is affecting you. Please answer ALL the
scales, and mark the ONE number on EACH scale that best describes how you feel.

1. Over the past week, on average, how would you rate your neck pain?
No pain Worst pain possible
0 1 2 3 4 3 6 7 8 9 10
2. Over the past week, how much has your neck pain interfered with your daily activities (housework, washing, dressing, lifting,
reading, driving)?
No interference | Unable to carry out activity
0 1 2 3 4 5 6 7 8 9 10
3. Over the past week, how much has your neck pain interfered with your ability to take part in recreational, social, and family
activities?
No interference Unable to carry out activity
0 i 2 3 4 5 6 7 8 9 10
4, Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you been feeling?
Mot at 21l anxious Extremely anxious
0 1 2, . 4 5 6 7 8 9 i0
5. Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) have you been feeling?
Not at all depressed Extremely depressed
0 1 2 3 4 5 6 7 8 [ 10
6. Over the past week, how have you felt your work (both inside and outside the home) has affected (or would aifect) your neck pain?
Have made it no worse ! Have made it mouch worse
0 1 2 3 4 5 6 7 8 9 10
7 Over the past week, how much have you been able to controi (reduce/help) your neck pain on your own?
Compiétely control it No control whatsoever
e .0 1 2 3 4 5 6 7 8 9 10
Examiner
OTHER COMMENTS:

With Permission from; Bolton JE, Humphreys BK: The Bournemouth Questionnaire: A Short-form Comprehensive Outcome Measure. T1. Psychometric
Properties in Necl Pain Patients JMPT 2002; 25 (3): 141-148.




2 PATIENT CONSENT For UsE & DISCLOSURE
= Of PROTECTED HEALTH INFORMATION

With my consent, Yarmouth Spinal Care (YSC) may use and disclose protected health information (PHI) to carry out
treatment, payment and healthcare options (TPO). Please refer to Yarmouth Spinal Care Notice of Privacy for a more
complete description of such uses and disclosures. I have the right to review the Notice of Privacy Practices prior to
signing this consent. YSC reserves the right to revise its Notice of Privacy Rights at any time. A revised Notice of
Privacy Practices may be obtained by forwarding a written request to YSC. With my consent, YSC may call my home or
other designated location and leave a message on voice mail or in person in reference to any item that assist the practice
in carrying out TPO, such as appointment reminders, insurance items and any call pertaining to my chiropractic care.
With my consent, YSC may mail to my home or other designated location any items that assist the practice in carrying out
TPO, such as appointment reminder cards and patient statements. By signing this form, I am consenting to YSC's use and
disclosure of my PHI to carry out TPO. I may revoke my consent in writing except to the extent that the practice has
already made disclosures in reliance upon my prior consent. If I do not sign this consent, YSC may decline to provide
treatiment to me.

Signature of Patient or Legal Guardian Print Name of Patient or Legal Guardian

Authorization To Pay Doctor/Clinic

I hereby authorize and direct payment of any medical expense benefits allowable to the doctor/clinic named below as
payment toward the total charges for professional services rendered. This payment will not exceed my indebtedness to the
doctor/clinic. I agree that a photo static copy of this agreement shall serve as the original.

Signature Date
Authorization to Pay/Release Is Granted to: Yarmouth Spinal Care

APPOINTMENT REMINDERS and COMMUNICATION

I hereby consent and state my preference to have my physician, Dr. Scott Glocke, and other staff at YSC communicate
with me by email or standard SMS/text messaging. in addition to or to replace leaving phone messages, regarding various
aspects of my health care, which may include, but shall not be limited to, test results, appointments, and billing. I

understand that email and standard SMS/text messaging are not confidential methods of communication and may be
insecure, I further understand that, because of this, there is a risk that email-and standard SMS/text messaging regarding
my medical care might be intercepted and read by a third party.

I give my permission to leave both appointment reminders AND my private health information at the following (please
fill-in the ones you agree to):

Phone number___°
Email #
Text

1 give permission to contact me, relative to appointment reminders only, by the following methods:
Phone message at the following number
Email messages at the following email address

Text messages at the following phone number

Yarmouth Spinal Care



informed Consent to Care

You are the decision maker for your healih care. Part of our role is to provide you with information 1o assist you
in making informed choices. This process is ofien referred fo as “informed consent” and involves your
understanding and agreement regarding the care we recommend, the benefits and risks associated with the
care, alternatives, and the potential effect on your health if you choose not to receive the care.

We may conduct some diagnostic or examination procedures if indicated. Any examinations or tests conducted
will be carefully performed but may be uncomfortable.

Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional
supportive procedures or recommendations as well. When providing an adjustment, we use our hands or an
instrument fo reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include
restoring normat joint motion, reducing swelling and inflammation in & joint, reducing pain in the joint, and
improving neurological functioning and overall well-being.

It is important that you understand, as with all health care approaches, results are not guaranteed, and there is
no promise to cure. As with all types of health care interventions, there are some risks to care, including, but
not limited to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of
symptoms, burns and/or scarring from electrical stimulation and from hot or cold therapies, including but not
limited to hot packs and ice, fraciures (broken bones), disc injuries, strokes, dislocations, sirains, and sprains.
With respect to strokes, there is a rare but serious condition known as an “arterial disseciion” that typically is
caused by a tear in the inner layer of the artery that may cause the development of a thrombus (clot) with the
potential to lead 1o a stroke. The best available scientific evidence supports the understanding that chiropractic
adjustment does not cause a dissection in a normal, healthy artery. Dissase processes, genetic disorders,
medications, and vessel abnormalities may cause an artery to be more susceptible to dissection. Strokes

caused by arterial dissections have been associated with over 72 everyday activities such as sneezing, driving,
and playing tennis.

Arterial dissections accur in 3-4 of every 100,000 peopie whether they are recelving health care or not.
Patients who experience this condition often, but not always, present to their medical doctor or chiropractor
with neck pain and headache. Unfortunately a percentage of these patients will experience a stroke.

The reporied association between chiropractic visits and stroke is exceedingly rare and is estimated to be
related in one in one million fo one in two million cervical adjustments. For comparison, the incidence of
hospital admission attributed to aspirin use from major Gl events of the entire (upper and lower) Gl tract was
1218 events/ per one million persons/year and risk of death has been estimated as 104 per one million users.

it is also important that you understand there are treatment oplions available Tor your candition other than
chiropractic procedures. Likely, you have fried many of these approaches already. These options may includs,
but are not limited to: self~administered care, over-the-counter pain relievers, physical measures and rest,
medical care with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the
right to a second opinion and to secure other opinions about your circumstances and health care as you see fit.

| have read, or have had read to me, the above consent. | appreciate that it is not possible to consider every
possible complication to care. | have also had an opportunity to ask questions about its content, and by signing
below, | agree with the current or future recommendation to receive chiropractic care as is deemed appropriaie

for my circumstance. | intend this consent to cover the entire course of care from all providers in this office for
my present condition and for any future condition(s) for which | seek chiropractic care from this office.

Patient Name: Signature: Date:
Parent or Guardian: Signature: Date:
Witness Name: Signature: Date:




