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COMPREHENSIVE HEALTH CLINICS PHONE: 763-689-2462
ompgehensive 36 2ND AVE. SW, CAMBRIDGE, MN 55008 FAX: 763-689-1688
Health) Clinics
Full Name:
First mi Last
Address: City: State: Zip:
Email Address:
Age: DOB: Gender: [] Female [ Male
Primary Phone: O Home [OICell O Work
Alternate Phone: J Home [ Cell J Work

Preferred Method of Contact: [ Call O Text O Email

Race: [J Caucasian [ African American [ Asian [ Hispanic [ Native American [ Other:

Marital Status: [J Single [0 Married [ Divorced [ Widowed [ Separated

Spouse’s Name: Spouse’s DOB:
Emergency Contact: Phone Number: Relation:
Who is your Primary Medical Physician: Clinic:

PROVIDE RECEPTIONIST WITH DRIVER’S LICENSE & INSURANCE CARD TO BE SCANNED FOR PERMANENT MEDICAL FILE

Is this Workers’ Compensation, Personal Injury, or Automobile Accident injury? [0 YES [ NO

Primary Insurance: Secondary Insurance:

Insurance Policy Holder (Complete if other than the Patient)

Policy Holder: Relationship to Patient:
Address: City: State: Zip:
Phone: Date of Birth:

Guarantor / Person Responsible for Payment (Complete if a Minor or there is a Power of Attorney)

Guarantor: Relationship to Patient:
Address: City: State: Zip:
Phone: Date of Birth:

WELCOME

Welcome to our clinic which offers chiropractic, rehabilitation, and acupuncture services. Hereinafter “facility” is defined as this facility and/or an associated facility. We will strive
to help restore or improve your health but there are no guarantees or promises of improvement or complete recovery. Patients are prohibited from using cell phones while in our
office due to federal privacy rules and/or unauthorized photography of our patients and are strongly encouraged to leave valuables at home or with an accompanying family
member or friend because this Facility shall not be liable for the loss of or damage to any personal property including, but not limited to money, credit cards, clothing, jewelry,
glasses/contacts, dental devices, hearing aids, furs, documents or any other items. Your signature on this document fully authorizes our staff & doctors to perform any
examinations, diagnostic tests &/or treatment as we may consider medically necessary & to release all information pertinent to your health, insurance or benefits to any & all
applicable parties which we deem on your behalf. Our office and staff are committed to providing all patients regardless of race, color, national origin, age, sex, disability or
religious or political beliefs quality health care services delivered with dignity and concern. HIPAA requires that we have you read & sign the federally governed Health Care
Privacy Notice which is detailed on the backside of this document. The Health Care Privacy Notice will explain when, where and why your confidential health information may be
used, stored and/or shared and is a part of this document that is a permanent part of your medical records which is maintained in this office. You may receive a free photocopy
of this document that you have signed just by asking one of our staff. Your signature on this document confirms that you have read, understand and agree to comply with all of
the terms & conditions of the Health Care Privacy Notice and all policies, consents, terms & conditions regarding your responsibilities to this facility and that you grant the
physicians, therapists and/or all staff of this facility to use and share your confidential health information with others in order to treat you and/or in order to arrange for payment of
any money you may owe this facility and/or for issues that concern this facility operations and responsibilities. We encourage questions and/or concerns to avoid
misunderstandings, so please direct any questions or concerns to a member of our staff. Office hours allow our patients convenience to schedule appointments before & after
work as well as during lunch. If you must miss an appointment please notify us at least 24 hours in advance. As a courtesy to you, we may call you when an appointment is
missed. If you do not wish for us to call you or contact you please let us know in writing for your file.

--PLEASE PROCEED TO BACKSIDE OF THIS DOCUMENT—



HEALTH CARE PRIVACY NOTICE - INFORMED CONSENT - ASSIGNMENT OF BENEFITS - AUTHORIZATION & LIEN

We understand that medical information about you and your health is personal. This facility is required by law to abide by the terms of HIPAA, the Health Care Privacy Notice,
The Security Rule, as well as other applicable federal and state laws governing privacy practices in health care so the doctors, therapists & staff at this office are committed to
protecting your medical information but the federal government, under HIPAA, the Privacy Notice, the Security Rule and our own office administration requires us to make sure
you are aware and be sure you understand, agree to adhere with and have read or have had read to you all of the following policies & procedures. In addition this office is
committed to providing patients with quality health care services delivered with dignity and concern. Fulfilling this commitment requires the efforts of the doctors, therapists,
staff and patient working together as a team to obtain the maximum results because your satisfaction is a vital interest to us. Our facility may change and/or modify the terms
of this Notice at anytime without additional notice to you except to publicly post in our facility and/or make available to patients updated notices. Photocopy of this Notice is
available to you upon request. The term facility refers to this office or clinic. The term Provider refers to doctors and/or licensed professionals of this Facility. Our facility & staff
are committed to maintaining the privacy of your protected health information (PHI). PHI includes but is not limited to your medical records and personal information such as
your name, social security number, address, birth date, phone number and includes demographic information that may identify you and that may be related to your present,
future and past physical or mental health or condition and the care and treatment you receive from our practice or records from another facility that have been forwarded to our
office and are now a part of your medical record. This Notice describes how medical information about you may be used and disclosed and how you can obtain access to this
information. Please read this Notice and direct questions, misunderstandings or concern to the Compliance Officer of this facility. Our facility may use & disclose your PHI with
or without your written authorization to anyone at anytime for any reason including but not limited to health care delivery purposes, your care, treatment(s), collecting money
due this facility, to support any operation of this practice. Your doctor and the staff will take all reasonable measures to maintain the confidentiality of your PHI. The Privacy
Rule allows you the right to review and receive copies of your health care records as it relates to your health care. All requests must be in writing, allowing your provider 30
days to respond. Your provider may deny your request if it will cause harm to you or to another person. Your provider may charge a copy fee or a processing fee for their time
which will be in compliance with state law. You may request to have an amendment placed in your record if you disagree with anything in your record. This does not mean that
anything will be removed or changed and the provider has the right to respond with a rebuttal statement if he/she feels it is necessary. You may revoke authorization, in writing,
at any time, except in the event that the provider has acted as indicated in the doctor’s Authorization Notice. You have the right to file a written complaint with our Compliance
Officer if you believe that any of your privacy rights have been violated. You can obtain a complaint form from the Compliance Officer and/or the Office of the Civil Rights. All
complaints must be filed within 180 days of when you knew or should have known that the violation occurred. The Privacy Law prohibits our facility from taking any retaliatory
actions against anyone who files a complaint. | understand that this facility, its doctors & staff are accepting my case based on examination findings & believe the outlined
treatment should produce change and/or improvement. However as with any diagnostic test, procedure, examination or doctor’s care, a guarantee of improvement or complete
recovery cannot be made and it is even possible that no change will occur. | further understand that in the practice of medicine, surgery, chiropractic, podiatry, psychological
counseling, massage, physical, occupational , speech & respiratory therapy there are some risks including but not limited to fractures, disk injuries, strokes, heart-attacks,
dislocations, sprains-strains, drug interactions, procedural complications, reactions, cardio-pulmonary arrest, death and/or other incidents which may be short or long term or
side effects which cannot be pre-determined. | do not expect the doctor, therapist or provider to be able to anticipate and explain all risks and/or complications, and I wish to
rely on the doctor and/or provider to exercise judgment during the course of the procedure(s) which the doctor/provider feels at the time is in my best interest. In addition,
because psycho-social, spiritual, and cultural values affect a patient’s response to care, patients are allowed to express and follow spiritual beliefs and cultural practices that do
not harm others or interfere with the planned course of treatment. Patients have the right to refuse treatment, but must be aware of the probable consequences of refusing
treatment and/or failing to cooperate with the prescribed treatment. Should you refuse and/or fail to comply with prescribed treatment your provider will discuss specific
consequences with you. Therefore, | give my full consent to the doctor, therapist, provider or staff member to render treatment on me or the minor for whom I am legally
responsible by a health care provider of this facility. I, the assignee, being the patient or legal guardian for said minor listed below, do hereby irrevocably authorize, direct, assign
and give a full lien to the office named above and listed, hereinafter referred to as the “facility” against any & all insurance benefits, proceeds of any settlement, judgment or
verdict which may be paid to the undersigned as a result of an accident, injury, illness or health condition for which | have been treated by the facility. | further irrevocably agree
to pay all money and/or charges owed this facility in full within 60 days of the date of occurrence, service or treatment, even if an insurance claim submitted on my behalf is
delayed or denied for any reason and/or a case manager or attorney representing me for any accident, injury or iliness has not settled my case. |, the assignee further authorizes
and instructs any and all insurance company(ies), attorney and any & all third party payers to pay directly to the facility in full all sums of money due them for any & all services
rendered to me or minor by whom | am fully responsible for by reason of accident, injury, illness or health condition and by any & all reason of any other bills that are due or may
become due, and to withhold such sums from any health, accident, workers compensation and or including all insurance or third party benefits. Also by my signature and as the
assignee | irrevocably agree that this facility & staff may process medical reports, deliver medical records, consultations, depositions and/or court appearances which must be
paid in full in advance by me, and authorize this facility to release any information pertinent to said health care to any insurance company, adjuster, attorney or legal service
bureau to facilitate collections under the terms of this document. Assignee grants the facility a full power of attorney to endorse &/or sign my name on any & all checks for
payment of any indebtedness owed this facility & assignee.

INSURANCE BENEFITS — CREDIT POLICIES - PAYMENT TERMS & CONDITIONS

As a courtesy, the facility will attempt to obtain a verification of your applicable insurance benefits and will report them to you or assume they are accurate as they are quoted to
us but some third party payers, case managers and/or attorneys misquote benefits, coverage and liability so our facility & staff are not responsible for what a third party payer,
representative, case manager and/or attorney may tell us. Any and all contractual, written, verbal or other obligations or arrangements between you and an attorney, case
manager, insurance company, liable or third party payer are between you and said person or company and do not delay your obligation to pay.

1. Our facility will file initial insurance claims for you and or secondary claim submissions and/or additional reports or documents sent for your benefit may result in an
additional filing or medical report charges, which you are responsible to pay.

2. Co-pays, deductibles and all non-covered service charges are due the day the service is rendered.

3. Patients are fully responsible for all charges for all service(s) and/or product(s) which may be denied or not covered for any reason by an insurance carrier, case manager,
attorney and/or when a third party and/or insurance carrier does not reimburse this facility enough to meet our cost of service.

4. All account balances, including automobile accident and work injury claims must be paid in full within 60 days of treatment. Patients are fully responsible for all money
owed this office and such payment is not contingent on any settlement, claim, judgment, or verdict by which they may eventually recover said fee and it is also regardless
of any attorney liens or pending settlement(s). If a third party payer fails to pay this facility the said balance in full within the 60-day period, the patient must pay the
balance in full. Assignee is fully responsible for all money owed this facility for any and all treatment, products & services rendered to the patient or minor shown below.

5. A non-discriminatory “Time of Service Discount” (TOS) is offered to anyone who pays for services the day they are rendered. The “TOS” is only offered on the day the
service is rendered and does not apply to the following items & services including but not limited to durable medical equipment, orthopedic supports, orthotics, physical
therapy equipment rentals or purchases, vitamins, supplements, ointments, acupuncture treatments, weight loss programs, psychological counseling, massage therapy
and other services.

6.  Aservice charge is computed by a ‘periodic rate’ of 1% % per month — 18% per annum & is added to all balances owed 60+ days. Any balance past due 90 days or more
may be submitted to an attorney and/or agency for legal collection for which the undersigned agrees to be 100% responsible for all monthly service charges, interest,
costs related to but not limited to all collection related expenses, attorney fees, court & filing fees. Returned checks, debit & credit charges made payable to this facility for
insufficient funds, stop payments or other reasons of non-payment will be assessed a $50.00 charge.

7. Patients are eligible for a maximum $250 personal credit limit when approved by our insurance manager and we accept most major credit & debit cards.

By my signature below | acknowledge that | have read or have had read to me and understand and agree to be irrevocably responsible for all terms and conditions. | also

acknowledge that | have received a photocopy upon my request of this document and have had all of my questions answered to my satisfaction. A photocopy of this document

shall be considered as effective and valid as an original.

PATIENT CONSENT & SIGNATURE

By my signature below | acknowledge that | have read or have had read to me and understand and agree to be irrevocably responsible for all terms and conditions. | also
acknowledge that | have received a photocopy upon my request of this document and have had all of my questions answered to my satisfaction. A photocopy of this document
shall be considered as effective and valid as an original.

X
SIGNATURE (if patient is a minor, parent/legal guardian must sign)

PRINT NAME DATE



0 / Arthur Volker, D.C.

Comprehensive Health Clinics, PA

Kyle Volker, D.C.
. Alison Bates, D.C.
°m"’eh"’_'s'."e Ryan Wicht, D.C.
Health) Clinics Byron Leftwich, LAc

DOT Physical Exam Payment Policy

l, (print name) am aware that having a DOT

required medical exam performed on my individual does not guarantee receiving a DOT
medical card. In the event that the DOT examiner finds that my health and/or chronic medical
conditions do not meet the requirements of the Federal Motor Carrier Safety Regulations
and/or are a hazard to other motor vehicles and persons, | may not be qualified or issued a DOT
medical card. Should | not be qualified, | understand that | am still responsible for the full-
service charge for the exam, due at the date of service.

| also understand that there are cases when the medical examiner will require additional
medical information prior to issuing a DOT medical card. This is not limited to individuals with
diabetes, cardiac conditions, previous history of stroke, limb impairment, those requiring CPAP,
etc. In certain cases, | may be required to furnish medical history and Medical Doctor
Certification that my condition will not impair driving safely.

Name:

Date:

Signature:

*1s this examination required by your employer? [JYes [ No
If yes, please fill out employer information below.

Employer Name:

Employer Mailing Address:

Comprehensive Health Clinics, P.A. 236 2nd Avenue SW Cambridge MN 55008 Phone 763-689-2462 Fax 763-689-1688



Form MCSA-5875 OMB No.:2126-0006 Expiration Date: 03/31/2028

Public Burden Statement
A Federal agency may not conduct or sponsor, and a person is not required to respond to, nor shall a person be subject to a penalty for failure to comply with a collection of information subject to the requirements of
the Paperwork Reduction Act unless that collection of information displays a current valid OMB Control Number. The OMB Control Number for this information collection is 2126-0006. Public reporting for this collection
of information is estimated to be approximately 25 minutes per response, including the time for reviewing instructions, gathering the data needed, and completing and reviewing the collection of information. All
responses to this collection of information are mandatory. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to:

( 4

Medical Programs Division, Federal Motor Carrier Safety Administration, 1200 New Jersey Avenue, SE, Washington, D.C. 20590.

Us. Department of Transportation Medical Examination Report Form
Federal Motor Carrier . . . 5 .
Safety Administration (for Commercial Driver Medical Certification)
MEDICAL RECORD #
SECTION 1. Driver Information (to be filled out by the driver) (or sticker)

PERSONAL INFORMATION

Last Name: First Name: Middle Initial: ___ Date of Birth: Age:
Street Address: City: State/Province: =1 Zip Code:
Driver’s License Number: Issuing State/Province: [x1 Phone:
E-Mail (optional): CLP/CDL Applicant/Holder*: QO Yes O No
Driver ID Verified By**:
Has your USDOT/FMCSA medical certificate ever been denied or issued for less than 2 years? QO Yes O No O Not Sure

*CLP/CDL Applicant/Holder: See instructions for definitions. **Driver ID Verified By: Record what type of photo ID was used to verify the identity of the driver, e.g., DL, driver’s license, passport.

DRIVER HEALTH HISTORY

Have you ever had surgery? If “yes," please list and explain below. OYes ONo O NotSure

Are you currently taking medications (prescription, over-the-counter, herbal remedies, diet supplements)? OYes ONo QO NotSure
If “yes,” please describe below.

(Attach additional sheets if necessary)

**This document contains sensitive information and is for official use only. Improper handling of this information could negatively affect individuals. Handle and secure this
information appropriately to prevent inadvertent disclosure by keeping the documents under the control of authorized persons. Properly dispose of this document when
no longer required to be maintained by regulatory requirements.**

Rev 3/27,/2025 Page 1



Form MCSA-5875 OMB No.:2126-0006 Expiration Date: 03/31/2028

Last Name: First Name: DOB: Exam Date:
DRIVER HEALTH HISTORY (continued)
Not Not
Do you have or have you ever had: Yes No Sure Yes No Sure
1. Head/brain injuries or illnesses (e.g. concussion) O O O 16.Dizziness, headaches, numbness, tingling,ormemory QO O O
. . loss
2. Seizures/epilepsy OO0
17. Unexplained weight loss OO O
3. Eye problems (except glasses or contacts) O O O
i 18. Stroke, mini-stroke (TIA), paralysis, or weakness O O O
4. Ear and/or hearing problems OO O o o
5. Heart disease, heart attack, bypass, or other heart 00 O 19. Missing or limited use of arm, hand, finger, leg, foot,toe O O O
problems 20. Neck or back problems OO o0
6. Pacemaker, stents, implantable devices, orotherheart O O QO  21.Bone, muscle, joint, or nerve problems O O O
procedures 22.Blood clots or bleeding problems O O O
7. High blood pressure OO O
6. Hich chol | 00 O 23. Cancer O O O
-nighcho estero 24. Chronic (long-term) infection or other chronicdiseases O O O
9. Chronic (long-term) cough, shortness of breath, or O O O . ) . .
other breathing problems 25. Sleep disorders, pauses in breathing while asleep, O O O
. daytime sleepiness, loud snoring
10. Lung disease (e.g., asthma) O O O
; ) ) 26. Have you ever had a sleep test (e.g, sleep apnea)? O O O
11. Kidney problems, kidney stones, or pain/problems O O O o .
with urination 27. Have you ever spent a night in the hospital? O O O
12. Stomach, liver, or digestive problems O O O 28.Haveyou ever had a broken bone? O O O
13. Diabetes or blood sugar problems O O O 29 .Haveyou ever used or do you now use tobacco? O O O
Insulin used O O O 30.Doyou currently drink alcohol? O O O
14. Anxiety, depression, nervousness, other mentalhealth O (O ()  31.Haveyou used anillegal substance within the past OO O
problems two years?
15. Fainting or passing out O O (O 32Haveyoueverfailed a drug test or been dependent O O O
on an illegal substance?

Other health condition(s) not described above:

OYes ONo O NotSure

Did you answer “yes” to any of questions 1-32? If so, please comment further on those health conditions below:

OYes ONo O NotSure

CMV DRIVER’S SIGNATURE

(Attach additional sheets if necessary)

| certify that the above information is accurate and complete. | understand that inaccurate, false or missing information may invalidate the examination
and my Medical Examiner’s Certificate, that submission of fraudulent or intentionally false information is a violation of 49 CFR 390.35, and that submission
of fraudulent or intentionally false information may subject me to civil or criminal penalties under 49 CFR 390.37 and 49 CFR 386 Appendices A and B.

Driver’s Signature: Date:

SECTION 2. Examination Report (t0 be filled out by the medical examiner)

DRIVER HEALTH HISTORY REVIEW

Review and discuss pertinent driver answers and any available medical records. Comment on the driver’s responses to the “health history” questions that may affect the
driver’s safe operation of a commercial motor vehicle (CMV).

(Attach additional sheets if necessary)
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