Vehicle Accident Repert

Date:

Name:

Date of Accideutﬁ

1. Patient Role: A: Driver B: Passenger C: Back Passenger Driver Side D: Back Passenger Right side
E: Back Middle Passenger F: Other o

2. Vehicle Size: A: Not reported B: Subcompact C: Compact D: Mid-size E: Full size [:
Other:

3. Other Vehicle: A: Not reported B: Subcompact C: Compact D: Mid-size E- Full size E:
Other:

4. Collison Location: A: No reported B:Headon C:Front D: Behind E: Passenger Side I- Driver
Side : Other

5. Tine of Day: A: Not reported  B: Daylight C:Dawn D- Dusk E: Night
6. Road Conditions: A: Not reported B: Dry C: Damp D: Wet B: Snow F- lce G: Gther
7. Patient Struck: A: Not reported B: Steering Wheel C: Air Bag D: Dashboard E: Rearview mirror

F:Windshield G: Car Interior H: Other

8. Patient Conscious: A. Not reported B: Lost Consciousness C: Did Not Lose Consciousness

9. Seat Beli: A: Not reported B: Used C: Not Used

10. Shoulder Belt: A: Not reported B: Used C: Not Used

1. Head Rest: A: Not reported B: Above Head C: Below Head D: None
12: Air Bags: A: Not reported B: Deployed C: Did Not Deployed

SYMPTOMS:
i: Do you have taceraztions, cut or bruising?

a. Head or Face

b. Neck _

c. Seat Belt bruising

d. Cuts or bruising on your chest
e. Cuts or bruising on arms

f. Cuts or bruising on legs

g. Other: _
—————



2. Head Injuries (now or at the time of accident)

a. were you knocked out or unconscious r. sleep difficulties

b. headaches s. appetite changes

c. face pain t. visual disturbances, blurry/double vision
d. pupils’ different sizes ' u. flashbacks to accident

e. dizziness v. problems to read or write

t. difficulty walking w. problems learning new things
2. balance problems X. problems understanding

h. room spins y. problems remembering things
i. disoriented confusion z. difficulty concentrating

j. daydreaming aa. difficulty making decision

k. attention problems bb. Change in sexual functioning
i, hearing problems cc. nausea/vomiting

m. change in sense of smell or taste dd. Change of persorality

n. difficulty speaking ee. Wanting to be alone

0. memory problems f. mood swings

p. very tired gg. sadness

q. Agitation hh. anxiety

Please list all other accident, injuries and surgeries including this year:

Patient Signature:




~ For Office Use

Patient Intake Form Date:
' Acct:

Name: ' Social Security#
Address: ' City State Zip
E-Mail address: ' Age D.O.B. Race
Sex: Male/ Female _ '
Maritait MSW D  Cell Phone: Home Phone:
Employer . Occupation ‘ Office Phone
Name of Emergency Contact _ - Address Phone
Family Medical Doctor - . Referred By: ‘

Are your present problems due to an injury? UYes UNo ~ Enter the date of the injury:
Was the injury? [1 Job Related [dAuto Accident QPersonal Injury Q0ther:
Did you see any other doctors for this condition? 17Yes [No Name of Doctor :

Goals in your Health are very Important, we want to make sure that we meet your needs
During the last year, what specific positive or negative events affected your health?

What are vour hobbies?
What do you love to do that your current heaith is preventing your from doing?
It you could have perfect health, what would that look like?
How does your health challenges affect your significant other or family?

List symptoms you are experiencing today: Choose the severity level associated
with each symptom : : ' ' _
(1) Very Mild T(2) B(3) Q(4) Q(5) Q(6) O(7) () L(9) L(10) Remarkably Severe
D(1) Very Mild O(2) 103 Q@) O¢s) Qe L(7) 4(3) O(9) Q10 Remarkably Severe
U(1) Very Mild (2) U3) Q4) Q3) L(6) Q7 Q(8) (%) LI(10) Remarkably Severe
L1 Very Mild Q(2) Q(3) Q4) Q(5) Q(6) D7) C3(8) T3(9) D(10) Remarkably Severe
Please mark area(s) of complaint below: ' '




When, or approximately when did the complaint start?

Is your condition [1Constant [ Intermittent (occurs on and off)?
What makes your pain decrease? :
What makes your pain increase?
Has there been any changes in your bodily functions? 0 Urination ODefecation OVision
ORespiration £ Digestion Other:
Does your condition affect your daily activities? 0Yes ONo If yes please explain:

What type of work do you do?

Are you taking any medications? L1Yes TINo If yes, which ones?:

Have you ever had any surgeries? (dYes INo (If yes, please enter the approximate date of
surgery.)

Do you have a Pacemaker? IYes [I1No

Any unexplained weight loss (more than 10 1bs) [iYes CINo

Are you having problems with dexterity? (ex- Has it been more difficult to zip up zipper or
button up shirt?) NYes [INo

Are you having only issues with walking/gait? [Yes [INo

(ex:Do you walk like a drunken person? Do you feel like you are losing balance?)

Have you ever had any X-rays/MRI/CT or any other images done in the areas in which you are
consulting us for? Llves [INo

When/Where?

Are there any other health issues you would like for like for us to be aware of? (ex. Multiple
Sclerosis, Heart Arrythmia, Rheumatoid Arthritis, Ehlers-Danlos syndrome, Marfan
syndrome, Lupus, Scleroderma)

1 hereby authorize the doctor to examine and treat my condition as he/she deems appropriate
through the use of chiropractic health care, and I give authority for these services to be
performed. 1t is understood and agreed any x-rays and images are for examination only and the
x-rays will remain the property of this office.

Patient’s/Guardian’s Signature: Date:




INFORMED CONSENT
- HOANG CHIROPRACTIC CENTER

Dear Patient:

Every type of health care is associated with some risk of a potential problem. This includes chiropractic
health care. We want you to be informed about potential problems associated with chiropractic health care
before consenting (o treatment. This is called informed consent.

Chiropractic adjustments are the moving benes with the doctor’s hands or with the use of a 1nac11i11e_.
I'requently adjustments create a “pop™ or “click” sound/sensation in the area being freated. In this office
we use trained staff personnel to assist the doctor with portions of your consultation, examination, x-ray
taking, physical therapy application, exercise instruction, spinal decompression therapy, stc.

Strokes: Strokes are the most serious problem that has been associated with chiropractic adjustments.
Stroke meaus that a portion of the brain does not receive enough oxygen from the bload stream. The
resuits can be temporary or permanent dysfunction of the brain, with a very rare complication of deatly. In
extremely rare instances chiropractic adjusiments have been associated with sirokes that arise from (he
vertebral artery ouly; this is because the vertebral artery is actually found inside the neck vertebrae. The
most recent studies (Journal of the CCA, vol.37, June, 1993) estimate that tlie incident of this type of
stroke is 1 per 3,000,000 upper neck adjustments. '

Disc hernfation: Disc herniations that create pressure on the spinal nerve or on the spinal cord are
frequently successfully (reated by chiropractors and chiropractic adjusiments, traction, spinal
decompression therapy ete. This includes both neck and back. Yet, occasionally chiropractic treatment
(adjustments, traction, spinal decompression therapy etc.) will aggravate the problem and rarely surgery
may become necessary for correction. Rarely chiropractic aéljustments may also cause worsening of a pre-
existing disc problem if the disc is in a weakened condition. These problems occur so rarely that there are
no available statistics to quantify their problent, '

Soft tissue injury: Soft tissue primarily refer to muscles and ligaments, Muscles move boéles aid
figaments limit joint movement. Rarely chiropractic adjustments, traction, massage therapy, spinal
decompression therapy, eic., may tear some muscle or ligament fibers. The result is temporary increase in
pain and necessary treatments of resolution, but there are 1o fong term effects for the patient. These
problems occur so rarely that there are no available statistics to quantify their probability.

Rib fractures: The ribs arc found only in the thoracic spine or midcdte back. They extend from your back
to your front chest arca. Rarely a chiropractic adjustment will crack a rib bone, and this is referred to as a
fracture. This occurs only on patients that have weakened bones from such things as osteoporosis.
Osteoporosis can be noted on your x-rays. We adjust all patients very carefully, and especially those who
have osteoporosis on their x-rays. These problems oceur so rarely that there are no available statistics to
quantify their probability. '

Pirysical therapy burns: Some of the machines we use generate heat. We also us both heat and ice and
recommend them for home care on occasion. Everyone’s skin has different sensitivity to these modalitics,
and rarely either hear or ice can buri or irritate the skin. The results is a temporary increase in skin pain,
and there may even be some blistering of the skin. These problems oceur so rarely that there are no
available statistics to quantify their probability.




- INFORMED CONSENT
{10, .G CHIROPRACTIC CENTER

Soreness: It is common for chiropractic adjustments, {raction, massage therapy, gxercises, spinal
decompression therapy elc., 10 result in a temporary increase in soreness in the region being treated. This
is nearly always a temporary symptom that occurs while your body is undergoing therapeutic change. It is
not dangerous, but please do tell your doctor about it.

Matrix: The risks and possible complications of this treatment which include, but are not limited to,
failure of the procedure to eliminate the pain headaches, muscle cramping, itching, skin burns, (possible
blistering), at site of application, nausea, vomiting and in women, the possibility change in the menstrual
cycle. ' ‘ : '

~ Other problems: There may be other prdblmﬁs or complications that might arise from chiropractic
treatment other than those noted above. These other problems or complications occur 8o rarely that it is
not possible to anticipate and/or explain them all in advance of treatment.

Chiropractic is a system of health care delivery, and, therefore, as with any health care delivery system we
cannot promise a cure for any symptor, disease, or condition as a result of treatment at this office. We
will-always give you our best care, and if results are not acceptable, we will refer you to another provider
who we feel will assist your situation.

moiuntarily consent to the performance of chiropractic examination, manipulation and other chiropractic
procedures, on myself {or on the patient named below, for whom | am legally responsible) by said Chiropractor
{see below), his/her preceptor(s), and/or other licensad dogtors of Chiropractic who now or in the future
provide Chiropractic treatment for me. This consent includes other doctors of Chirppractic that are employed
by, associated with, or severe as back-up for said Chiropractor, whether or not their names are listed on the
form. | understand that the results from the Chiropractic treatment are not guaranteed for my condition. The
doctor has discussed the goals and potential benefits of proposed treatment, other alternative types of
treatment for my condition and associated risks by having Chiropractic examination and procedures. | have had
the apportunity to read this form and understand the above statements, accapt the risks mentioned, and
hereby consent and agree to the recommended Chiropractic treatment over the entire course of treatment for
my preserit condition and any further conditions for which | seek treatment. All of the questions concerning this
care and treatment have been answered to my satisfaction. :

X
Signature of Patient or Responsibla Party

Name: Relationship: :
indicate your name and relationship (parent/ guardian/personal representative) if signing for patient (minor])

OEFICE WITNESS SIGNATURE: ' DATE:

HOANG CHIROPRACTIC CENTER
2120 Belle Chasse Hwy. Gretna, LA 70053- office 504-263-2440/ fax 504-263-2442
3848 Veterans Blvd, Ste 104 Metairie, LA 70002- office 504-941-7139/fax 504-941-7643




Hoang Chiropractic Center S Hoang Chiropractic Center
2120 Belle Chasse Hwy L 3848 Veterans Blvd, Suite 104
Gretna, Louisiana 70053 . Metairie, La. 70002 -

PH: 504-263-2440 | 504-941-7139

cribes how medical information about you ay be use

This notice des 1 info !
can get access tp this information. Please review it carefully.

d and isclosedj and how you

Ifyou have any fjuestions about this Notice, please contactour Privacy Officer or any staff m.r-;mber in our office.
Our Privacy. D,ﬁf;j:ers are Jessica Leblanc in Gretna and Brenna Shea in Metairje. :

This Notice ¢f P,i':ivaty Practices describes how we may use and disclose your prote.cte‘ci health information to
carry out you: ff::éatment, collect payment for your care and manage the operations of this clinic: Italso
describes our pslicies concerning the use and disclosure of this information for other purposes that are -
permitted OI_"I."eli_j_ uired by law. It describes your rights to access and control your protected heaith
inforination. "Protected Health Information” (PHI) is information about you, including demographic .
information tiet ¥aay identify you, that relates to your past, present, or future physical or mental-health or
condition and r=lated health care services, . ' - '

We are reqm;-_qcé Ly federal law to abide by the terms of this Notice of Privacy Practices.' We may change the
terms of o;ir iaot,i_i;e atany time. The new notice will be effective for all protected health infermation that we-
maintain at t}fat time. You may obtain revisions to our Notice of Priyacy Practices by accessing our website
www.hoangchira,com, calling the office and requesting that a revised copy be sent to you in the mail or asking
for one at the tins of your next appointment. ' ' i

Uses and Dischisures of Protected Health Information. | - L
By applying'te be treated in our office, you are implying consent to the use and disclosure of your protected
health il1f01'nia§;ié;i; by your doctor, our office staff and others outside of our office that are involved in your care
and treatment for the purpose of providing health care services to you. Your protected health information may
also be used.and. disclosed to biil for your health-care and to support the -‘qpe,ratjoig of the practice.
Uses and E}ﬁ_s';;éosures of - Protected Health -Information Based . Upon Your Implied . Consent
Fellowing are exémp]es of the types of uses and disclosures of your protected health care informatign we will
make, based on this implied consent. These examples are not meant to be exhaustive but to'describe the types
of uses and disclio‘sures that may be made by our offics. o : '

g8

Treatment: We :i}'s}"iﬁ use and disclose your protected health information to provide, coordinate, or manage your
health care and 1y related services. This inciudes the coordination or management of your heaith care with a

third party_ﬂwt bus already obtained your permission to have access to your protected health information. For
example, we'w:

«tdisclose your protected health information, as necessary, to another physician who may be
treating you. - =
referred to, to casure that the physician has the necessary information to diagnose or treat yOlL .
in addition,; wemgy disclose your protected health information from time to time to another physician or health
care provider:{je.g?i,_-a specialistor laboratory) who, at the request of your doctor, becomes involved in your care
by providing assistance with your health care diagnosis or treatment. . : C

Payment: Your piotected health information will be used, as needed, to obtain payment for your health' care
services. This may:include certain activities that your healthinsurance plan may undertake before.it approves
or pays for the health care services we recommend for you siich as makKing a determinanon of eligibility or coverage
for insurance bénefits, reviewing services provided to you for medical necessity, and undertaking utilization
review activities; - For example, obtaining approval for spinal adjustments may require that your relevant
protected heaith ihformation be disclosed to the health plan to abtain approval for those services,




3 Non-Disdi;hi-;i%tibn and Respect for Reproductive Choices: . . ‘ e .

Our practice iphiolds a policy of non-discrimination. We.respéct and support your reproductive choices,

regardless of fattors such as age, gender identity, sexual oriefitation, marital status, orindjvidial preferences,
health records will be honored and respected by our healthcare team, Lo

Reproductive Health Information: . : _ _ U _
close your reproductive health friformation to authorized individuals or entjties as permitted
our explicit consent. Your reproductive health data will not be shared with third parties

by law qnd'.Wii: 3 ‘ 1de )
without your pgrinission. We require a special authorization, above and beyond a simple standard release
form, to feleass’4fy reproductive care documentation, except in cases where disclosure is required by law or

for purposes of {i eatment, payment, or healthcare operations.

Youmay ref@l{é'éhy of these authorizations, at any time, in writing; exceptito tli_e-'extent that your doctor or the
practice has taken an action in reliance oi1 the use of disclosure indicated in the authorization: ’

¥

Other Permitt

and Required Uses and Disclosures That May Be Made With Your Authorization or
Opportunity ¢ : . : o

Object

In the following instance where we may use and disclose your protected health information, you have the
opportunity to agree or object to the use or disclosure of all or part of your protected health information. If
you are not present or able to agree or object to the use or disclosure of the protected health information, then
your doctor't ising professional judgment, determine whether the disclosure is in your best interést. In
this case, only the protected health information that is relevant to your health care will be disclésed.

Others involyed in Your Healthcare; Unless you object, we may disclose to a thember of your family, a
relative, a close itiend or any otlier person you identify, your protected health information that directly relates
to that persoi'é:iiivolvement in your health-care. 'If you are unable to agree or object to such a disclosure, we

Ty on as necessary if we' determine. that 'it.is in.your best interest based on our
lgment. - We may use or disclose protected health information to notify or dssist in'notifying a
sonal representative or any other person that is responsible for your care of your location
n. Finally, we may use or disclose your protected health information to an authorized public

assist in disaster relief efforts and to coordinate itses and disclosures to family or other
4d in your health care, - o : B : A .

profeSSiO_n_'a_]_‘j. &
famnily member,

or private ent
individuals irv

Other Permittéd and Required Uses and, Disclosures That May Be Made Without Your Consent,
Autherization of Opportunity te Object T B

sclose your protected health information in the following situations withoitt your consent or

We may use o
se situations include: '

authorization.

Law; We may use or disclose your protected health information.to the extent that the use or
disclosure is re¢lii¥ed hy law. The use or disclosure will be made in compliance with thé lavr and will be limited
to the relevant réijuireiments of the law; You will be notified, as required by law, of any such uses or disclosures.
Public Healtl:We may disclose your protected health information for public health activities and purposes to
a public health authority that is permitted by law to collect or receive the information. - The disclosure will be
made for the purpose of controlling disease, injury ot disability. We may also disclose your protected health
information,:if directed by the-public health authority, to a foreign government agency: that is collaborating
with the public healith authority. - o S BT o :

CommunicableBiseases: Wemay disclose your protected health information, if authorized by law, to a person
who may have beien exposed to a communicable disease or may otherwise be atrisk of contracting or spreading
the disease or condition. . R l e T e L . .

Health Oversight: We may disclose protected health information to a health oversiglit-agency for activities
authorized by.law, such as audits, investigations, and inspections. Oversiglit agencies seeking this information




{4 m sign it, and ask that the staff provide you with a photocopy of your request ihiﬁale‘d by them.
This copy will €rve as your receipt. S o

alternative means or
We will accommodate reasonable requests. We may alse condition this
“by asking you for information as to how payment will be handled or specification of an
alternative addl'_é’Ss or other method of contact. We will not request an explanation from you as to the basis for
the request. ‘Plelise make this request in writing, .

sht to receive accounting of certain disclosures we have made, if any,.of
: information. This right applies to disclosures for purposes other than treatment, payment
or healthcare opgrations as described in this Notice of Privacy practices. It excludes disclosures we may have
made to you, to: family members or friends involved in your care, pursuant to a duly executed authorization or
for notification urposes. You have the right to receive specific information regarding these disclosures that

occurred after April 14, 2003. The right to receive this information is subject to certain exceptions, restrictions
and limits. i . . C

You have 'tES*é_ waht to be notified by our office of any breech_of privacy of vour Protected Health
Information:. . .

Certain trealmeiis ma

Vaur . -
You have the -ﬁgﬁ’; to obtain a paper copy of this notice from us, uponrequest, even if you have agreed to
accept this notjce xlectronically. o el e - I

Complaints - : : : o s
You may compléti to us, or the Secretary of Health and Human Services, if you believe your privacy rights
have been viclated by us. To file a complaintyou may go to: nttps://fwww.Bhs.gov/hipaa/filing-a- -

complagin t_/"c'om-. iint-process/index.htinl — Or our office can provide you with a written form in which to file
Your complaint.- You may also file a complaint with us by notifying our Privacy Officer of your complaint. We,
will not retaliate-against you for filing a complaint. Our Privacy Officer is Jessica Leblanc, You may contact our
Privacy Ofﬁce@f ny staff member, including Veronica Nguyen, at the following phone number: 504-263- -

2440 or on our-ive site: www.hoangchiro.com for further information about the complaint process.

This notice waépag&_ﬁl‘ished and becomes effective on March 1, 2025

Signature _

Date




Patient Name:

Patient Financial Responsibility Agreement

Thank you for allowing Hoang Chiropractic Center to assist you with your chiropractic health. In the interest of
good health care praciices, Itis desirable to establish a cradit policy to avoid misunderstandings. Our primary
responsibility is to help our patient’s experience good health, and we wish to spend ourtime and energy
toward that end. Our goal is to make the financial aspact of your recovery as stress-free as possible. Payment
is due at the time of service. If you have an outstanding balance, you will receive monthly statements with the
balance. If you have any questions about your charges or statement, please contact our office at 504-263-
2440, The balance of the account is due within thirty (30) days.

{ understand that | am responsible for payment regardless of results or outcome. (initial)

lunderstand that Hoang Chiropractic Center is not a participating provider with my insurance and understand
that | am responsible for payment of all fees, charges, cost and expenses incurred in connection with my
chiropractic care at Hoang Chiropractic Center, {initial)

Payment is due at the time services are rendered. A 3.95% processing fee applies o debit and credit
card payment transactions.

The 3.95% fee is waived when paying by ACH, cash or check. (initial}
[ the undersigned, (patient name) have a claim against a third party for injuries
sustained in an accident which occurred on or about ,20___. | accept full responsibility for

payments of all fees, charges, cost and expenses incurred In connection with my chiropractic care at Hoang
Chiropractic Center arising out of the injuries sustained in said accident. | understand Hoang Chiropractic
Cemter is entitled 1o a privilege ar lien under La.R.S.9:4752 on proceeds collected from a third party for
services rendered to an injured person or will cooperate with Hoang Chiropractic Center to contact my
attorney (if applicable) or auto insurance company for responsibitity to pay for chiropractic care rendered.

*Collection Fees; in the event of failure to pay for the services rendered, | understand that | may be referred to
a collection’s agency for non-payment of fees due for services rendered by Hoang Chiropractic Center, |
understand that | will be responsible for up to 211% collection fes, all agency and attorney fees and cost
associated with the collection process and that these fees and cost addition to the collection agency fee.

Further. | understand that my PHI will necessarily be reveled in these efforts to collect payment for money
owed.

Patient signature or Legal Guardian Date




ma'rmm—ﬁﬁmmﬁ

NEUROMED MATRIX / ELECTROANALGESIA INFORMED CONSENT
I'am aware and my family has been informed, at my request, of the diagnosis of my condition and the
recommended treatment. | and my family request this attending physician to perform the treatment indicated
below on me. | and my family have been advised and are aware of the risks and possible complications of this
treatment which include, but are not limited to, failure of the procedure to eliminate the pain, headaches,
muscle cramping, itching, skin burns, (possible blistering), at site of application, nausea, vomiting and, in
women, the possibility of temporary change in the menstrual cycle. | hereby request that Disc Centers of
America to perform Neuromed Matrix/ Electroanalgesia Therapy.

/

Patient Signature Date

INFRARED LASER THERAPY INFORMED CONSENT
I am aware and my family has been informed, at my request, of the diagnosis of my condition and the
recommended treatment. | and my family request this attending physician to perform the treatment indicated
below on me. | and my family have been advised and are aware of the risks and possible complications of this
treatment which include, but are not limited to, damage of retina if not using proper protective eyewear,
temporary increase of pain during application of therapy or the day following therapy, mild bruising from
vasodilation, temporary dizziness, or reactions when also using photosensitizing drugs. Possible adverse effects
from laser therapy are normally rare and temporary but may occur from hypersensitivity, preexisting health
conditions, thermal effects, excessive pressure from probe, and laser over-stimulation. | hereby request that
Disc Centers of America to perform Infrared Laser Therapy.

Patient Signature Date

DRY NEEDLING INFORMED CONSENT
['am aware and my family has been informed, at my request, of the diagnosis of my condition and the
recommended treatment. | and my family request this attending physician to perform the treatment indicated
below on me. | and my family have been advised and are aware of the risks and possible complications of this
treatment which include, but are not limited to, post-needling soreness, risk of infection due to breaking the
skin, bruising, and prickling or zinging sensation. When needting the thorax, there is a very small risk of the
needle coming in contact with lung tissue causing a pneumothorax; great care is taken to avoid this area.
Possible complications from dry needling therapy are extremely rare and often temporary; precautions will be
taken to avoid them. I hereby request that Disc Centers of America to perform Dry Needling Therapy.

Patient Signature Date




EXTRACORPOREAL SHOCKWAVE THERAPY / SOFTWAVE THERAPY INFORMED CONSENT
I am aware and my family has been informed, at my request, of the diagnosis of my condition and the
recommended treatment. | and my family request this attending physician to perform the treatment indicated
below on me. | and my family have been advised and are aware of the risks and possible complications of this
treatment which include, but are not limited to, pain and soreness. The FDA has labeled this a “Non-Significant
Risk”™. I have been fully informed of EWST’s use, which has been fully explained to me by my treating
physician/staff, and | fully understand the nature of this treatment. | also confirm that | have been given the
opportunity to discuss and clarify any concerns. | understand there is no guarantee for pain relief or
improvement of function. | understand that foregoing treatment is not the first option for my condition and an

alternate treatment has already been offered or provided to me. | hereby request that Disc Centers of America
to perform EWST/Softwave Therapy.

Patient Signature Date

STIMPOD INFORMED CONSENT
I am aware and my family has been informed, at my request, of the diagnasis of my condition and the
recommended treatment. [ and my family request this attending physician to perform the treatment indicated
below on me. I and my family have been advised and are aware of the risks and possible complications of this
treatment which include, but are not limited to, skin irritation or burn. | hereby request that Disc Centers of
America to perform Stimpod Therapy.

Patient Signature Date

GENERAL CONDITIONS

By initialing, | confirm that | have no history of epilepsy or stroke.

By initialing, | confirm that nothing is implanted in my body.

By initiaiing, | confirm that | do not take blood thinners/ have a bleeding disorder.

By initialing, | confirm | do not have low blood pressure.

By initialing, | confirm | do not take immune suppressant medications.

By initialing, | confirm that | have not been injected with cortisone this month.

By initialing, | confirm that [ do not use a cardiac pacemaker.

~

By initialing, | confirm that | do not have cancer or any tumors.

By initialing, | confirm | do not have a known skin infection.

By initialing, | confirm 1 am not pregnant.




