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HEALTH SOLUTIONS

New Patient Information

Forms
Name: Age: Date:
Address: City:
State: Zip: Home Phone: Cell Phone:
Email address:
Birth date: Ht: Wt;
Occupation: Employer: Bus. Phone:
Spouse’s name: Employer: Bus. Phone:
Who should we contact in case of an emergency?: Phone:
Who is your primary care physician? Phone:

Who should we thank for referring you?:

How did you hear about Restorative Health Solutions?:

Website | Referral | Health Lecture | Other:

Restorative Health Solutions | 7701 York Ave S, Suite 230| Edina, MN 55435 | Office Phone:
952-479-7801 www.RestorativeHealthSolutions.com | Email: RHSofficeMN@gmail.com



http://www./
mailto:Admin@restorativehealthsolutions.com

Thank you for choosing Restorative Health Solutions. In our clinic we carefully examine all of the systems in your
body so that we may gather all the information necessary in order to best address your health and wellness. Please be
patient with all the paperwork we present to you. Please do not assume that any question is irrelevant or unimportant

to your case. We need you to carefully and honestly answer every question so that we may put together the best
approach to managing your case.

Your Reason for Coming to Restorative Health Solutions:

Check as many thatapply to you about your reason for visiting us today:

DFunctionaI Medicine: Ifyes, pleaseindicate |:|Thyroid Testing |:|Allergy Testing
which
of the followingyou are [JAdrenal Testing [JGenetic Testing

interested in: . . .
|:|L|festyle Management DWelght loss/ Fitness

DOther?

[[Jchiropractic Care

|:|Functional Neurology : Ifyes, pleaseindicate D\leurotra nsmitter Testing
which of the followingyou Ekoncussion

areinterested in:
D\/erti go/dizziness

Jother?

What do you think is causing your present
health problem(s)?

On the diagram to the right, please mark the
following symptoms, if you are
experiencing them:

“/[” for stabbing pain

“B” for burning pain

“D” for dull pain

“A” for aching pain

“N” in areas where there is numbness
“T” in areas where there is tingling

“St” in areas where there is stiffness
“Sw” in areas where you’ve had swelling
“C” in areas where you have cramps

Females Only:
Is there any possible way that youare currently pregnant_JNO[_]YES

What was the dateof your last menstrual period?




Chief Complaint: Please Describe Your Symptoms: Please include how severe each symptom is with
10 being the most severe and 1 being not very severe.

History of Present IlIness: When did your symptoms first occur? Have your symptoms gotten better,
worse, or stayed the same since they started? What have you done and who have you seen to help you
with this problem?

Past Experience: Have you ever been to a chiropractic or functional medicine clinic? If so, how was
your experience? Based on your experience, what did you like/dislike?

Past History

Medical History: Do you have any diagnosis including, but not limited to, your current complaint?
Who gave you each diagnosis?

MH2: Please List any hospitalizations with dates and reasons:

MH3: Please List any major illness you have had with date:




Surgical History: Please list every surgery you have had, the date of each surgery, and the reason for
it.

Gynecological History: Please list # of pregnancies, deliveries, type of delivery, and dates of delivery.

Family History: Please list family history including Grandparents, parents, brothers and sisters. Does
anyone have Thyroid Disease, Autoimmune Disease, Rheumatoid Arthritis, LUPUS, Neurological
Disorders, Depression/Anxiety, Parkinson’s disease, Fibromyalgia, Chronic Fatigue, Cardiovascular
Disease, and Cancers.

Social History:
Please indicate your familial status: |:|Sing|e |:|Married |:|Divorced |:|Widowed

How many kids do you have? |:|0 |:|1 |:|2 |:|3 |:|4 |:|Other:
Do you smoke? Have you in the past? If yes, how often and for how long?
Do you drink alcoholic beverages? If yes, what kind and how many a week?

Do you drink caffeinated beverages? If yes, what kind and how many a day?

Are you sexually active? If yes, have you ever been diagnosed with an STD or VD?

Allergies:

Allergies: Please list all allergies or immune intolerances you have, how you know (if you were tested
what type) and what type of reaction you get.




Current Medications: List all current MEDICATIONS and dosages. Tell what you are taking each one
for and if it is working well for you or not.

Current Supplements: List all current SUPPLEMENTS and dosages. Tell what you are taking each one
for and if it is working well for you or not.

Supplement/Medication History: List past medications, supplements you have taken and if they
worked well for you or did not work well for you.

Activities of Daily Living (ADL’s): Please write out what a typical weekday looks like for you. Please
write out what a typical weekend day looks like for you. Make sure to include exercise, sleep, and food.




1. Do you think your condition and/or symptoms can be improved?

2. What are you looking for in a health care provider?

3. What do you feel is a reasonable amount of time to see changes with Dr. Warren and Dr. Paul?

4. Is family/spouse supportive of you seeking care with Dr. Warren and Dr. Paul?

5. How has this condition negatively impacted your life?

6. If you get better, how will your life change?

7. Inorder to improve your health, are you willing to significantly modify your diet?

8. Inorderto improve your health, are you willing to significantly modify your lifestyle?

9. In orderto improve your health, are you willing to take several nutritional supplements each day?

10. Are you able to take capsules or tablets, or do you require liquid supplements?



Review of Systems: Please mark any of the below conditions that apply to you, past or present.

Constitutional (MAF XIlI, XIII) Past |[Present| |[Cardiovascular Past |Present
Alcoholism Bruise Easily

Anemia Chest Pain

Appetite Changes Congestive Heart Failure

Bleeding Disorder Edema

Cancer Heart Attack

Fever High Blood Pressure

Frequent colds/flus Irregular Heart Beat

Headaches Slow Heart Rate

HIV/AIDS Fast Heart Rate

Lumps/Bumps/Masses Stroke

Migraines Swelling in legs/feet

Rheumatic Fever Varicose Veins

Scarlet Fever Vascular Disease

Syphilis Respiratory Past |Present
Weight Gain Asthma

Weight Loss Bronchitis

Head Past |Present| [Chronic/Frequent Cough

Face Pain COPD

Trigeminal Neuralgia Difficulty Breathing

Neck Past |[Present| [Emphysema

Abnormal Lumps/Masses Shortness of Breath

Decrease in Range of Motion Snoring

Neck Pain Wheezing

Eyes Past |Present| |Gastrointestinal (MAF I, II, 1V, V, VI, VI, VIII)
Blind Spots (Scotomas) Blood in the Stool

Double Vision C-Diff

Eye Pain Crohn's or Ulcerative Colitis

Glaucoma Diverticulitis

Macular Degeneration Hemorrhoids

Visual Changes Liver Cirrhosis

Ears Past |Present| |Genitourinary (MAF XVII) Past |Present
Ear Infections Bladder infection

Hearing Loss Kidney Problems/Kidney Disease

Ringing in the Ears (Tinnitus) Kidney stones

Nose Past |Present| |[STDs

Decreased Smell UTls

Throat Past |[Present

Bleeding Gums

Difficulty Swallowing

Goiter

Mouth Sores

Sore Throat

Thyroid Nodules or Growths

Continues on Next Page




Thyroid Surgery

Musculoskeletal Past |Present

Back Pain

Fractured bones

Herniated Disc

Muscle Cramps

Muscle Pain

Muscle Spasms

Osteoporosis

Scoliosis or spinal curvature

Swelling throughout the body

Swollen/painful joints

Trouble with bending/twisting/lifting

Trouble with prolonged sitting/standing

Trouble with walking

Skin Past |Present

Abnomal Lumps/Masses

Acne

Change in skin color

Dermatitis

Eczema

Hair Thinning

Herpes

Itching or rash of the skin

Psoriasis

Rosacea

Shingles

Warts

Neurological (BFAF) Past |Present

ADD/ADHD

Concussion/Head Injury

Convulsions/Epilepsy

Depression

Eating Disorder

Feelings of Suicide

Learning Disorder

Neurological Disease

PTSD

Seizures

Vertigo




Metabolic Assessment Form™

Name: Age: Sex: Date:

PART |

Please list your 5 major health concerns in order of importance:

1. 4,

2. S.

3.

PART Il Please circle the appropriate number on all questions below. 0 as the least/never to 3 as the most/always.
Category | - C Category VII - SIBO

Feeling that bowels do not empty completely

Lower abdominal pain relieved by passing stool or gas
Alternating constipation and diarrhea

Diarrhea

Constipation

Hard, dry, or small stool

Coated tongue or “fuzzy” debris on tongue

Pass large amount of foul-smelling gas

More than 3 bowel movements daily

Use laxatives frequently

Category Il - 1B

Increasing frequency of food reactions
Unpredictable food reactions

Aches, pains, and swelling throughout the body
Unpredictable abdominal swelling

Frequent bloating and distention after eating
Abdominal intolerance to sugars and starches

Category Il - CT

Intolerance to smells

Intolerance to jewelry

Intolerance to shampoo, lotion, detergents, etc
Multiple smell and chemical sensitivities
Constant skin outbreaks

Category IV - ST Hypo

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 food found in stools

Category V - ST Hyper

Stomach pain, burning, or aching 1-4 hours after eating

Use of antacids

Feel hungry an hour or two after eating

Heartburn when lying down or bending forward

Temporary relief by using antacids, food, milk, or
carbonated beverages

Digestive problems subside with rest and relaxation

Heartburn due to spicy foods, chocolate, citrus,
peppers, alcohol, and caffeine

Category VI - P/Ez
Roughage and fiber cause constipation
Indigestion and fullness last 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, mucus like,
greasy, or poorly formed
Frequent urination
Increased thirst and appetite
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Abdominal distention after consumption of
fiber, starches, and sugar

Abdominal distention after certain probiotic
or natural supplements

Lowered gastrointestinal motility, constipation

Raised gastrointestinal motility, diarrhea

Alternating constipation and diarrhea

Suspicion of nutritional malabsorption

Frequent use of antacid medication

Have you been diagnosed with Celiac Disease,
Irritable Bowel Syndrome, Diverticulosis/
Diverticulitis, or Leaky Gut Syndrome?

Category VIII - B

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

Burpy, fishy taste after consuming fish oils

Difficulty losing weight

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 IX -D

Acne and unhealthy skin
Excessive hair loss

Overall sense of bloating
Bodily swelling for no reason
Hormone imbalances

Weight gain

Poor bowel function
Excessively foul-smelling sweat

Category X - Su

Crave sweets during the day

Irritable if meals are missed

Depend on coffee to keep going/get started
Get light-headed if meals are missed
Eating relieves fatigue

Feel shaky, jittery, or have tremors
Agitated, easily upset, nervous

Poor memory/forgetful

Blurred vision

Category XI - In

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 and appetite

Difficulty losing weight
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Symptom groups listed on this form are not intended to be used as a diagnosis of any disease or condition.




Category XII - Ad Hypo

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

Category XIII - Ad Hyper

Cannot fall asleep

Perspire easily

Under a high amount of stress

Weight gain when under stress

Wake up tired even after 6 or more hours of sleep

Excessive perspiration or perspiration with little
or no activity

Category X1V - pH

Edema and swelling in ankles and wrists
Muscle cramping

Poor muscle endurance

Frequent urination

Frequent thirst

Crave salt

Abnormal sweating from minimal activity
Alteration in bowel regularity

Inability to hold breath for long periods
Shallow, rapid breathing

Category XV - Thyroid Hypo
Tired/sluggish
Feel cold—hands, feet, all over

Require excessive amounts of sleep to function properly

Increase in weight even with low-calorie diet

Gain weight easily

Difficult, infrequent bowel movements

Depression/lack of motivation

Morning headaches that wear off as the day progresses

Outer third of eyebrow thins

Thinning of hair on scalp, face, or genitals, or excessive
hair loss

Dryness of skin and/or scalp

Mental sluggishness

Category XVI - Thyroid Hyper
Heart palpitations

Inward trembling

Increased pulse even at rest
Nervous and emotional

Insomnia
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Category XVI (Cont.)
Night sweats
Difficulty gaining weight

Category XVII (Males Only) - Pr
Urination difficulty or dribbling
Frequent urination

Pain inside of legs or heels

Feeling of incomplete bowel emptying
Leg twitching at night

Category XVIII (Males Only) - An

Decreased libido

Decreased number of spontaneous morning erections
Decreased fullness of erections

Difficulty maintaining morning erections

Spells of mental fatigue

Inability to concentrate

Episodes of depression

Muscle soreness

Decreased physical stamina

Unexplained weight gain

Increase in fat distribution around chest and hips
Sweating attacks

More emotional than in the past

Category XIX (Menstruating Females Only)
Perimenopausal

Alternating menstrual cycle lengths

Extended menstrual cycle (greater than 32 days)
Shortened menstrual cycle (less than 24 days)
Pain and cramping during periods

Scanty blood flow

Heavy blood flow

Breast pain and swelling during menses
Pelvic pain during menses

Irritable and depressed during menses

Acne

Facial hair growth

Hair loss/thinning

Category XX (Menopausal Females Only)
How many years have you been menopausal?
Since menopause, do you ever have uterine bleeding?
Hot flashes

Mental fogginess

Disinterest in sex

Mood swings

Depression

Painful intercourse

Shrinking breasts

Facial hair growth

Acne

Increased vaginal pain, dryness, or itching
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Brain Health and Nutrition Assessment Form (BHNAF)

Name:

Age: Sex: Date:
Please circle the appropriate number on all questions below. 0 as the least/never to 3 as the most/always.
Section 10 -S

Section 1 - Cir

Low brain endurance for focus and
concentration

Cold hands and feet

Must exercise or drink coffee to improve brain
function

Poor nail health

Fungal growth on toenails

Must wear socks at night

Nail beds are white instead of pink

The tip of the nose is cold

Section 5 — EFA’s

Dry and unhealthy skin

Dandruff or a flaky scalp

Consumption of processed foods that

are bagged or boxed

Consumption of fried foods

Difficulty consuming raw nuts or seeds
Difficulty consuming fish (not fried)

Difficulty consuming olive oils, avocados, flax
seed oil, or natural fats

Section 7 - |

Brain fog (unclear thoughts or concentration)
Pain and inflammation

Noticeable variations in mental speed

Brain fatigue after meals

Brain fatigue after exposure to chemicals,
scents, or pollutants

Brain fatigue when the body is inflamed
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e Aloss of pleasure in hobbies and interests

e Feel overwhelmed with ideas to manage

e Feelings of inner rage or unprovoked anger

e Feelings of paranoia

e Feelings of sadness for no reason

e Aloss of enjoyment in life

e Alack of artistic appreciation

e Feelings of sadness in overcast weather

e Aloss of enthusiasm for favorite activities

e Aloss of enjoyment in favorite foods

o Aloss of enjoyment in friendships and
relationships

e Inability to fall into deep restful sleep

e Feelings of dependency on others

e Feelings of susceptibility to pain

Section11-D

e Feelings of worthlessness

e Feelings of hopelessness

e Self-destructive thoughts inability to handle
stress

e Anger and aggression while under stress

e Feelings of tiredness even after many hour
of sleep

e Adesire to isolate yourself from others

e An unexplained lack of concern for family
and friends

e Aninability to finish tasks

e Feelings of anger for minor reasons
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Section 12-A

e Adecrease in visual memory (shapes and images) 0
e Adecrease in verbal memory 0
e  Occurrence of memory lapses 0
e Adecrease in creativity 0
e A decrease in comprehension 0
e Difficulty calculating numbers 0
e Difficulty recognizing objects and faces 0
e Achange in opinion about yourself 0
e Slow mental recall 0
Section 13 -C

e Adecrease in mental alertness

e Adecrease in mental speed

e Adecrease in concentration quality

e Slow cognitive processing

e Impaired mental performance

e Anincrease in the ability to be distracted

O O O O o o o
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e Need coffee or caffeine sources to
improve mental function

Section 14 - G

e Feelings of nervousness or panic for 0
no reason

e Feelings of dread 0

e Feelings of a “knot” in your stomach 0

e Feelings of being overwhelmed 0

e Feelings of guilt about everyday decisions 0

e Arestless mind 0

e Aninability to turn off the mind when 0
relaxing

e Disorganized attention 0

e  Worry over things never thought about 0
before

e Feelings of inner tension and inner 0

Excitability
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Section 15 — Other

Difficulty learning new things
Experiencing fatigue when reading
sooner than in the past

Experiencing fatigue when driving
sooner than in the past

Overall brain function impairs your
daily life

Twitching or tremor in your hands

and legs when resting

Handwriting has gotten smaller and
more crowded together

A loss of smell to foods

Difficulty sleeping or fitful sleep/restless legs
Difficulty finding words when speaking
Personality or mood changes

Difficulty with suppressing socially
inappropriate thoughts

Decisions made on desires, regardless of
the consequences

Quick impact after consuming alcohol;
i.e. slurred speech, loss of balance,
headache, dizziness, etc.
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( ) Brain Regon ocalization Form

N/
INSTRUCTIONS:

The purpose of this questionnaire is to identify difficulties
that you may be experiencing. Please answer every
question, do not skip any questions. Follow the O to 4 key,
and select which best fits for all of your answers.

NAME:

KEY:

0 = | never have symptoms (0% of the time)

1 = | rarely have symptoms (Less than 25% of the time)
2 = | often have symptoms (Half of the time)

3 = | frequently have symptoms (75% of the time)

4 = | always have symptoms (100% of the time)

DATE:

Frontal lobe Prefrontal,

Dorsolateral and Orbitofrontal
(Areas 9, 10, 11, and 12)

Frontal Lobe Precentral and
Supplementary
Motor Areas (Area 4 and 6)

1. [ Difficulty with restraint and
controlling impulses or desires

Emotional instability (lability)

Difficulty planning and organizing

Difficulty making decisions

ISEN e N A

Lack of motivation, enthusiasm,
interest and drive (apathetic)

6. | Difficulty getting a sound or
melody out of your thoughts
(Perseveration)

7. | Constantly repeat events or
thoughts with difficulty letting go

8. | Difficulty initiating and
finishing tasks

9. [ Episodes of depression

10. | Mental fatigue

11. | Decrease in attention span

18. | Initiating movements with your arm
or leg has become more difficult

19. [ Feeling of arm or leg heaviness,
especially when tired

20. | Increased muscle tightness in your
arm or leg

21. | Reduced muscle endurance in
your arm or leg

22. | Noticeable difference in your
muscle function or strength from
one side to the other

23. | Noticeable difference in your
muscle tightness from one side to
the other

Frontal Lobe Broca’s Motor Speech ;
Area (Area 44 and 45)

24. | Difficulty producing words verbally,
especially when fatigued

25. | Find the actual act of speaking
difficult at times

12. | Difficulty staying focused and
concentrating for extended periods
of time

13. | Difficulty with creativity,
imagination, and intuition [R]

14. | Difficulty in appreciating art
and music [R]

15. | Difficulty with analytical thought

16. | Difficulty with math, number skills
and time consciousness

17. | Difficulty taking ideas, actions,
and words and putting them in
a linear sequence

Page 1
Functional Neurology Seminars LP © 2016 Dr. Datis
Kharrazian and Dr. Brandon Brock

26. | Notice word pronunciation and
speaking fluency change at times

Parietal Somatosensory Area
and Parietal Superior Lobule 11234

(Areas 3,1,2 and 7)

27. | Difficulty in perception of position
of limbs

28. | Difficulty with spatial awareness
when moving, laying back in a
chair, or leaning against a wall

29. [ Frequently bumping body or limbs
into the wall or objects accidently

30. | Reoccurring injury in the same
body part or side of the body

31. | Hypersensitivities to touch or pain
perception




70\ . . .
() Brain Region Localization Form

\/
INSTRUCTIONS:

The purpose of this questionnaire is to identify difficulties
that you may be experiencing. Please answer every
question, do not skip any questions. Follow the 0 to 4 key,
and select which best fits for all of your answers.

Parietal Inferior Lobule
(Area 39 and 40)

KEY:

0 = | never have symptoms (0% of the time)

1 = | rarely have symptoms (Less than 25% of the time)
2 = | often have symptoms (Half of the time)

3 = | frequently have symptoms (75% of the time)

4 = | always have symptoms (100% of the time)

Medial Temporal lobe and
Hippocampus

Temporal Lobe Auditory Cortex Aalals
(Areas 41, 42)

39. | Reduced function in overall
hearing

40. | Difficulty interpreting speech with
background or scatter noise

41. | Difficulty comprehending language
without perfect pronunciation

42.| Need to look at someone’s
mouth when they are speaking to
understand what they are saying

43. | Difficulty in localizing sound

44. | Dislike of left predictable rhythmic,
repeated tempo and beat music

45. | Dislike of non-predictable rhythmic

with multiple instruments [R]
46. | Noticeable ear preference when right, left, no
using your phone preference

Temporal Lobe Auditory Association alsla
Cortex (Area 22)

47. | Difficulty comprehending meaning
of spoken word

48. | Tend toward monotone speech
without fluctuations or emotions [r]

32. | Right/left confusion 49. | Memory less efficient
33. | Difficulty with math calculations 50. | Memory loss that impacts daily
tiviti
34. | Difficulty finding words acivies
o . . 51. [ Confusion about dates, the
35. | Difficulty with writing passage of time, or place
36. | Difficulty recognizing 52. | Difficulty remembering events
symbols or shapes [R]
o L . 53. | Misplacement of things and
37. | Difficulty with simple drawings  [R] difficulty retracing steps
38. | Difficulty interpreting maps [R] 54. | Difficulty with memory of

locations (addresses) [R]

55. | Difficulty with visual memory [R]

56. | Always forgetting where you
put items such as keys,
wallet, phone, etc. [R]

57. | Difficulty remembering faces [R]

58. | Difficulty remembering names
with faces

59. | Difficulty with remembering
words

60. | Difficulty remembering numbers

61. | Difficulty remembering to stay or
be on time

Occipital Lobe i1alsla
(Area, 17, 18, and 19)

62. | Difficulty in discriminating similar
shades of color

63. | Dullness of colors in visual field

64. | Difficulty coordinating visual inputs
and hand movements, resulting in
an inability to efficiently reach out

for objects

66. | Floater or halos in visual field

Page 2
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() Brain Region Localization Form
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INSTRUCTIONS:

The purpose of this questionnaire is to identify difficulties
that you may be experiencing. Please answer every
question, do not skip any questions. Follow the O to 4 key,
and select which best fits for all of your answers.

Cerebellum - Spinocerebellum

67.

Difficulty with balance, or balance
that is worse on one side

68.

A need to hold the handrail or
watch each step carefully when
going down stairs

Feeling unsteady and prone to
falling in the dark

Proness to sway to one side when
walking or standing

ebellum - Cerebrocerebellum

71. | Recent clumsiness in hands

72. | Recent clumsiness in feet or
frequent tripping

73. | A slight hand shake when reaching
for something at the end of
movement

Cerebellum - Vestibulocerebellum

Episodes of dizziness or
disorientation

Back muscles that tire quickly
when standing or walking

Chronic neck or back muscle
tightness

Nausea, car sickness, or sea
sickness

Feeling of disorientation or shifting
of the environment

80.

Crowded places cause anxiety

Basal Ganglia Direct Pathway

Slowness in movements

81.

Stiffness in your muscles (not
joints) that goes away when you
move

KEY:

0 = | never have symptoms (0% of the time)

1 = | rarely have symptoms (Less than 25% of the time)

2 = | often have symptoms (Half of the time)
3 = | frequently have symptoms (75% of the time)
4 = | always have symptoms (100% of the time)

Cramping of hands when writing

A stooped posture when walking

Voice has become softer

Basal Ganglia Indirect Pathway

Facial expression changed leading
people to frequently ask if you are
upset or angry

86. | Uncontrollable muscle movements

87. | Intense need to clear your throat
regularly or contract a group of
muscles

88. | Obsessive compulsive tendencies

89. [ Constant nervousness and

Autonomic Reduced
Parasympathetic Activity

restless mind

Dry mouth or eyes

Difficulty swallowing supplements
or large bites of food

Slow bowel movements and
tendency for constipation

Chronic digestive complaints

Autonomic Increased

Sympathetic Activity

Bowel or bladder incontinence
resulting in staining your
underwear

Tendency for anxiety

Easily startled

Difficulty relaxing

Sensitive to bright or flashing lights

Episodes of racing heart

Difficulty sleeping

Page 3
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( ) Brain Region Localization Form
Y

INSTRUCTIONS:

The purpose of this questionnaire is to identify difficulties that you may be experiencing. Please select yes or no.

Epileptiform Activity Yes / No

Have you ever been diagnosed with a seizure disorder? Yes / No
Have you ever been diagnosed with epilepsy? Yes / No
Have you ever been told that you seemed frozen, absent, or tuned out at times without any
. Yes / No
recollection of the event?
Have you ever experienced sudden muscle stiffness and rigidity throughout your body? Yes / No
Have you ever experienced sudden muscle jerks throughout your body? Yes / No
Have you ever experienced a total loss of your muscle tone that lead to loss of control of your Yes / No
muscles or a fall?
Have you ever been told that you stare into space while you're lip smacking, chewing, or fidgeting Yes / No
that you are not aware of?
Do you ever experience sudden emotional responses such as anxiety, sadness, cry, or laugh for no Yes / No
real reason?
Do you ever experience sudden racing heart rate, sudden loss of bladder function, intestinal spasm,
o . . Yes / No
respiration, sweating, or any other sudden changes of function?
Do you ever experience sudden involuntary muscle contractures or jerks in any individual parts of Yes / No
your limbs or face?
Do you ever experience sudden involuntary head rotation and your eyes move forcefully to one side? | Yes / No
Do you ever experience sudden involuntary shift in your eyes to the side or upwards? Yes / No
Do you ever experience sudden vocalization of random words or notice a sudden inability to speak? | Yes / No
Do you ever experience any spontaneous sensations of tingling, pins and needles” numbness,
. . . . Yes / No
coldness, burning or other random sensations in any region of your body?
Do you ever experience a ringing sensation in your ears (tinnitus), sounds, or voices spontaneously? | Yes / No
Do you ever experience spontaneous perception of smells such as burning rubber, foul smells, or Yes / No
other odors without finding the source of the odor?
Do you ever experience flashing lights, stars, or jagged lines in your visual field? Yes / No
SIGNATURE: DATE:
Page 4
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¥ HEALTH SOLUTIONS

Notice of HIPAA Privacy Practices

This notice describes how personal health information about you may be used and disclosed and how you can receive
access to this information. Please review it carefully.

This Notice of HIPAA Privacy Practices describes how we may use and disclose your protected health information to
carry out treatment, payment or health care operations, and for other purposes that are permitted or required by law.

It also describes your rights to access and control of your personal medical information. "Protected health information”
includes demographic information and is information about you that may identify you and relates to your past, present,
or future physical or mental health or condition and related health care services.

We are required by law to:

e Make sure that medical information that identifies you is kept private;
e Give you this Notice of our legal duties and privacy practices with respect to medical information about you; and
e Follow the terms of the Notice that is currently in effect.

Who Will Follow This Notice: This notice applies to Restorative Health Solutions and all other health care and

service providers that provide services such as billing and marketing.

How we may use and disclose personal health information about you: Your protected health information may be used

and disclosed by your physician, 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, to pay your health care bills, to support the
operation of Restorative Health Solutions, and any other use required by law.

The follow categories describe different ways that we use and disclose personal health information. Not every use or
disclosure in each category will be listed.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health
care and any related services. For example, we share medical information about you in order to coordinate different
needs like lab work and x-rays. Your protected health information may also be provided to another physician to whom
you have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment: We may use and disclose your medical information about you so that the treatment and services you receive
at Restorative Health Solutions may be billed to and payment may be collected from you, an insurance company or
third party.

Healthcare Operations: We may use and disclose your protected health information in order to support Restorative
Health Solutions’ business activities. We may disclose information to doctors, technicians, or interns for review and
learning purposes.

We may remove information that identifies you from this set of medical information so others may use it to study health
care and health care delivery without learning who the specific patients are.

We may use and disclose your medical information to tell you about health related benefits, services, or wellness classes
that may be of interest to you.

We may release medical information about you to individuals you designate as a care giver. We may also give
information to someone who helps pay for your care.



Under certain circumstances we may use and disclose medical information about you for research purposes.
We will disclose medical information about you when required to do so by federal, state, or local law.

We may disclose medical information about you for public health activities. We may use and disclose medical
information about you to agencies when necessary to prevent a serious threat to your health and safety or the health
and safety of the public or another person. These activities generally include the following:

e To Prevent or control disease, injury, or disability;

e To report child abuse or neglect;

e To notify the appropriate government authority if we believe a patient has been the victim of abuse,
neglect, or domestic violence. We will only make this disclosure when required or authorized by law.

We may disclose medical information to a health agency for activities authorized by law. These oversight activities
include, for example, audits, investigations, inspections, and licensure. These activities are necessary for the
government to monitor the health care system, government programs, and compliance with other laws.

If you are involved in a lawsuit or a dispute, we may disclose medical information about you in response to a court or
administrative order. We may also disclose medical information about you in response to a subpoena, discovery
request, or other lawful process by someone else involved in the dispute.

We may release medical information about you if asked to do so by a law enforcement official in response to a court
order, subpoena, warrant, summons or similar process.

We may release medical information to a coroner or medical examiner. This may be necessary, for example, to identify
a deceased person or determine the cause of death.

Your Rights Regarding Medical Information About You:

You have the right to inspect and copy medical information that may be used to make decisions about your care. If you
feel the medical information we have about you is incorrect or incomplete, you may ask us to amend the information.
We may deny or accept your request.

Signature below is only acknowledgment that you have received this Notice of our HIPAA Privacy Practices.

Print Patient’s Name:

Print Your Name: Relation to Patient:

Signature: Date:

The Relationship between you and the doctor is a
private relationship.



HEALTH SOLUTIONS

Informed Consent to Chiropractic Treatment and Care

Patient’s Name:

| request and consent to the performance and procedures which are within the scope of chiropractic including,
but not limited to, physical examination, chiropractic adjustments, various modes of physical therapy including
laser therapy and a TENS unit, nutritional therapy, and neurological therapy. These procedures may be
performed by the doctor stated above or any doctor legally representing Restorative Health Solutions PA.

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

| understand and am informed that there are some risks to chiropractic treatment, including, but not limited to,
fractures, disc injuries, strokes, dislocations and sprains. | do not expect the doctor to be able to anticipate and
explain all risks and complications, and | 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 interest.

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

Signature of Patient or Patient’s Representative Print Name of Patient’s Representative

Relationship or Authority of Representative

7701 York Ave S., Suite 230 |Edina, MN 55435
www.RestorativeHealthSolutions.com | RHSofficeMN@gmail.com
Phone: 952-479-7801| Fax: 888-502-1176



http://www.restorativehealthsolutions.com/
mailto:admin@restorativehealthsolutions.com
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CTReminders

CTReminder is a service that will send you reminders for your upcoming appointments two days
prior*. Reminders are sent to either the patient’s email or cell phone. Please select an option
below to receive your appointment reminders.

| would like to receive my appointment reminders by:

Text/SMS Message:
Please list your service provider (Sprint, AT&T, etc.):

Email:

Patient Name:

Patient Signature: Date:

*If you would like to change the length of the reminder time, you can talk to our receptionist
about your options.

THANK YOU! ©

*We do not prescribe, treat or cure any disease
| Restorative Health Solutions | 7701 York Ave S, Suite 230 | Edina, Minnesota 55435 |
| Phone: 952-479-7801 | Email: RHSofficeMN@gmail.com |
Website: www.RestorativeHealthSolutions.com
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