RESULTS CHIROPRACTIC INC.
YEARLY PATIENT UPDATE FORM 2025

We thank you for your cooperation in keeping your records up-to-date.

TODAY'S DATE: / 12025
PATIENT NAME: SSN:
(If you prefer not to provide your whole SSN, please provide the last four digits)
DATE OF BIRTH: AGE: Male Female Other
Married Single Divorced Separated Other
STREET ADDRESS:
CITY: STATE: ZIP:
HOME PHONE: CELL:

E-MAIL ADDRESS:

EMERGENCY CONTACT: PHONE:

WORK PHONE: (Permission to call?  yes no )
EMPLOYER NAME:

ADDRESS:

PRIMARY PHYSICIAN NAME: PHONE:

SPOUSE'S

NAME: DOB: SS#

SPOUSE'S EMPLOYER NAME: Occupation:

ADDRESS:

PHONE: (Permission to call?  yes no )

PLEASE PROVIDE THE STAFF WITH YOUR DRIVER'S LICENSE WHEN RETURNING THIS
INFORMATION TO THE DESK. THANK YOU.

PATIENT OR LEGAL REPRESENTATIVE'S SIGNATURE:

IF PATIENT IS A MINOR, YOUR NAME & RELATIONSHIP:

Rev 12/31/2024



RESULTS CHIROPRACTIC INC.

A Family Wellness Center
JOHN S URBAN 111 DC, CCSP LETTY L URBAN DC, DICCP
JORDANNA CUNNINGHAM DC

I hereby request and authorize you, your employees and agents to furnish to the person(s) listed below or
anyone designated in writing him/her/their, any and all records and reports, including x-rays and photostatic
copies, abstracts or excerpts of all records and any other information he/she/they may request relating to any
examination, treatment, or opinion concerning that I may have had in the past, now have, or may have in the
future.

Please forward all requested reports, x-rays and/or information to Results Chiropractic Inc. A copy of this
release of information shall be as valid as the original.

Signature

Date of Birth
[ give my permission to release information regarding myself to !
which I may revoke in writing at any time.

Signature

HIPAR

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for
the purpose of treatment, payment, healthcare operations, and coordination of care. We want you to know how
your Patient Health Information is going to be used in this office and your rights concerning those records. If
you would like to have a more detailed account of our policies and procedures concerning the privacy of your
Patient Health Information we encourage you to read the HIPPA NOTICE that is available to you at the front
desk before signing this consent. If there should be anyone you do not want to receive your medical records,
please inform our office staff,

By signing below I also release Results Chiropractic Inc. from any responsibility should I choose to engage in
electronic exchange of information (texting, email, etc.) with any of the providers of service at Results
Chiropractic Inc. regarding myself, minor, or other individual of which I have guardianship, ie, if such personal
information is intercepted by anyone other than the mail recipient.

Patient’s Signature Date / 2025
Guardian’s Signature Authorizing Care Date / 2025
Initial here if our office can use your name on our web site/newsletter.

Mailing Address: 285 Wynnwood Drive, Marietta Ohio 45750
Physical Location: 375 Wynnwood Drive, Marietta, Ohio 45750
(740) 678-2700

(740) 678-2777 FAX
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Patient (Chiid) Information:
Name:
Address:

Sex:  Male Female _ ,r,ll‘ A
Name of Parents/Guardians:_
Home Phone:

would you like to receive apporimon’

mail:

Flione;

Present Complaint:
When did this begin? o
Was Lliere an accident or injury weh

Has vour child had any past teesmieni

Deoscribe:
Current Mecications:_
Current Vitamin:

Tavervasts
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i-11 was the accident or injury?

is/has your child been invoived i <1y hign fpact ot

foothall, gymnastics, hbasehall, -';""'”.f‘!" feading, martial ar
FALTE DT CONCUSSTON

11 yes, please list along wirix an
listerd:_ o
Has }om child ever been invrlvad
Fixplain:

Other traumas not dc cr_ihcr.i ahoaet T

Prior surgeries? Y N
List withy dates of
surgeries:

Review af Systems

Please checlk il your child has baa ~n o

__Headaches nheiancs
_ Tonsillitis B
_ Soeizuves _ Sigen Prenden
~__PDIY/Autism A AT
- Colic _Learning Difficatties

Does vour child consume artificial soe

\Iumoel of hours your child sicens:
Sleep Quatity: Good P

oo ey sooident?

Fxpiaiv

1.

contact ivpe of sports (ie: soccer,

s, wrestling, etc)? Yes No

issociated with sport

Crowing P

Tl

igestive

F equent
Acid Re

Tmanced_

N

s POeT night

Ave

AiNs Scoliosis

Ear Infections

Problems Bed wetling

age.

flever Allergies
“ux Hip Displasia

_High sugar/processed food

__hours per day/naps



Imagine this picture is yowr hody, € you color or Chrcie the coed diat is Lurting you right aow?
Please list anything else that is pertiv:ent 1o y ur visit

today: B

I _ __ the undersigning paoeny gueralan having legal
custody/guardianship of L aminey, do hereby anthorize, request and divect

Resulrs Chiropractic, Inc and their providers ang whomever she iwighs desiznoie as assistant ro preform in
judgment any examination and chiropractic ding 10sis ar reatiiest which s deemed necessary.

Any specific written authorization you - covide toay hevavoked oraiy (e Ly 2 iling fo us at P.O. Box 235,
Beverly, Ohio 45715.

Patienl: Signiaus:
Print Nome Parent/Legal Guardian

Rev 017205 7



RESULTS CHIROPRACTIC INC.
A Family Wellness Center

Terms of Acceptance/Informed Consent

When we accept you as a patient into our practice, it is important that you understand the objectives of our care:

Chiropractors provide an unigue service that other healthcare providers do not offer: the location and correction of vertebral subluxations
(spinal nervs stress in your body). A vertebrel subluxation is & misalignment or distortion of your spinal column or related structures that can
affect your brain, nervous system and overall body function. Subluxations can cause disease or loss of proper body function.

Chiropractors spend years studying how to locate and correct this destructive condition, first by analyzing your body structure (especially
your spine) using various methods. Second, we carrect or adjust your subluxations by using speclalized techniques (spinal adjustment),
When your spine and nervous system are free from the deep stress of vertebral subluxations you function mors efficiently and your natural
healing ability, your inner healer, will better communicate through your body,

We do not medically diagnose or treat any disease, symptom or condition. No matter what condition(s) you may have been diagnosed with
amxi no matter what symptom(s) your body is expressing, you always need a body free from subluxations.

If, during the course of our chiropractic spinal examination, we encounter unusual findings, we will let you know of them. You may then
decide whether you wish to investigate further and discuss your healthcare options with other healtheare professionals. We will cooperate

with you and with them in your goals,

To summarize: the purpose of chiropractic care is not to treat the diseases or conditions, not to suppress symptoms, nor to perform surgery,
but rather to make your body finction better by removing spinal nerve stress (subluxations). Therefore, we do not prescribe surgery or

medications. If you wish to decrease or stop medications you should discuss that with your medical doctor.

Our objective is to eliminate a major interference to the expression of your physical/emotiona! health and healing vertebrat subluxations so
that your natural healing ability and your inner healer may function without this severe form of stress,

We invite you to discuss with us any questions regarding our services. The best health services are based on a friendly and mutual
understanding betwaen the provider and patient.

T authorize the performance of any necessary diagnostic tests and treatments, which usually include chiropractic manipulation (CMT) for my
condition(s). Like most health care procedures, CMT carries with it some risks. Unlike other medical treatments, the serious risks associated
with CMT are extremely rate, Included are soreneas or initial increased pain symptoms. More rare is dizziness, nausea or flushing,
susceptibility of fracture with conditions like osteoporosis. Herniated or bulged discs may worsen even with CMT——it is important to notify
the doctor of changes in symptoms. Extremely rare is a risk of a certain type of stroke, although this risk is the same with primary medieal
care and is associated with the nature of neck pain and headache presented by the patient.

Relative Confraindications: Do you have any of the following conditions?

0 Joint Hypermobility, 0 Osteoporosis/Osteopenia, 0 Benign Bone Tumors, O Bleeding Disorders, O Blood Thinnets, 0 Progressive
Radiculopathy

NOTE: Ifyou currently have, or have had, one of the above listed conditions, Medicare requires that we advise you that spinal manipulation
and other forms of dynamic thrust may be coutraindicated in your condition. By signing below, you consent to care and agree to inform this
office if another healthcare provider tells you that you have one of these conditions.

Absolute Contraindications of given area: Do you have any of the following conditions?

O Rheumatoid Arthritis, 0 Spinal Cancer, O Ankylosing Spondylitis, D Ligament Laxity, O Joint Dislocation, [ Recent/Unstable Joints,
O Unstable/Missing Dens at C2, O Spinal/Joint Infection, O Myelopathy/Cauda Bquina Syndrome, 0 Vertebrobasilar Insufficiency
Syndrome, O Arterial Aneurysm ;

NOTE: If you currently have, or have had, one of the above listed conditions, Medicare requires that we advise you that spinal manipulation
and other forms of dynamic thrust is absolutely contraindicated in the region of the spine that is affected. By signing below, you agree to
inform this office if another healthcare provider tells you that you have one of these conditions.

I understand the above information and guarantee this form was completed correctly to the best of my knowledge.

Signature; Date::







RESULTS CHIROPRACTIC
A Family Weliness Center

John 8. Urban [T D.C.

W

Minor Consent Form

| has my permission to be
treated without parental presence.

Sigpature (Parent or Guardian) Date

Witness - Date



- Results Chﬁr@pmcﬁc Ime.

A Family Wellness Center
Terms of Acceptance/ITnformed Consent

When we accept you as a palient info our practice, it is imporiant that
you understand the objectives of our care.

Chiropractors provide a unique service that other healthcare providers do not offer: the
location and correction of vertebral subluxations (spinal nerve stress in your body.)

A vertebral subluxation is a misalignment or distortion of your spinal column or related
structures that can affect your brain, mervous systern and overall body function.
Subluxations can cause dis-ease or loss of proper body function. :

Chiropractors spend years studying how to locate and correct this destructive condition,
first by analyzing your body structure (especially your spine) using various methods.
Second, we carrect or adjust your subluxations by using specialized techniques (spinal
adjustment.) When your spine and nervous system are free from the deep stress of
vertebral subluxations you function more efficiently and your natural healing ability, your
inner healer, will better communicate through your body.

We do not medically diagnose or treat any disease, symptom or condition. No matier
what condition(s) you may have been diagnosed with and no mater what symptoms(s)

your body is expressing, you always need a body free from subluxations.

If, during the course of our chiropractic spinal examination, we encounter unusual
findings, we will let you know of them. You may then. deeide whether you wish fo
investigate further and discuss your heslthcare options with other healthcare
professionals. We will cooperate with you and with them in your goals.

To summarize: the purpose of chiropractic care is not to treat the diseases or conditions,
not to suppress symptoms, nor to perform surgery, but rather to make your body.function
better by removing spinal nerve stress (subluxations). Therefore we don not prescribe
surgery or medications. If you wish to decrease or stop medications you should discuss

that with your MD.

Our objective is to eliminate a major interference to the expression of your
physical/emotional health and healing-vertebral subluxations — so that your natural
healing ability and your inner healer may function without this severe form of stress.

Date

Signature




