NEW PATIENT INFORMATION

First Name: MI: Last Name Sex AMQAF
Birth Date: Soc. Sec.# - - Employer:

Street Address City State Zip

Primary Phone Number: ( ) - Secondary Phone Number: ( ) -

Email: How did you hear about our office?

| prefer my appointment reminders via: Q Text 1 Email Q Both

Complete the following information and present your insurance cards with a valid form of photo identification to the receptionist.
**Please inform the front desk if you are here due to a Worker’s Injury or Auto Accident

PRIMARY INSURANCE SECONDARY INSURANCE
Relation to Insured U Self U Spouse U4 Child U Other U Self U Spouse Q4 Child U Other

Insured Name

Insured Birthdate

Insured Insurance ID#

Insured Policy#

Male / Female Q Male U Female O Male O Female
Date of Injury or Accident: Name:
Insurance Company: Address:
Insurance Address: City, State, Zip:
City, State, Zip: Contact Name:
Adjuster Name: Phone Number:
Adjuster Phone Number: File #/ Claim #:
File #/ Claim #:
GROUPON # VOUCHER #

Patient's Agreement: |, the undersigned, hereby authorize the staff to perform such services as deemed necessary by the physician(s) of Chicago Anti-Aging Institute to diagnose and
treat my condition(s). Further | authorize assignment of my insurance rights and benefits directly to this provider and also authorize the release of such information as needed to process
insurance claims by the provider or its agent(s). | fully understand and agree that my insurance policy is an agreement between myself and my insurance carrier and that any claims made
by Chicago Anti-Aging Institute on my behalf are made only for my convenience and that | am responsible for all charges of Chicago Anti-Aging Institute, S.C., whether or not they are
covered by my insurance. | designate this provider, practice, and agent as Authorized Representative with Durable Power of Attorney in insurance related matters. | understand that | am
responsible for all charges which may include legal fee, collection fees or other expenses incurred by the provider in collecting my account. This shall remain in effect until revoked by me
in writing. | designate Chicago Anti-Aging Institute and agent(s), to the full extent permissible under the Employee Retirement Income Security Act of 1974 ("ERISA") and as provided in 29
CFR 2560-503-1(b)4 to act on my behalf to pursue claims and exercise all rights connected with my employee health care benefit plan, with respect to any medical or other health care
expense(s) incurred as a result of the services | received from Chicago Anti-Aging Institute. These rights include the right to act on my behalf with respect to initial determinations of
claims, to pursue appeals of benefit determinations under the plan, to obtain records, and to claim on my behalf such medical or other health care service benefits, insurance or health
care reimbursement and to pursue any other applicable remedies, all in connection expenses as the result of all services incurred. | also hereby give my consent to allow Chicago
Anti-Aging Institute to contact me via text and/or email. | understand that charges may apply through my cell phone carrier if | opt to have contact through text. | hereby order all parties to
accept a copy of this release and assignment in lieu of the original.

Patient or Guardian’s Signature Date

Office Use Only- CAAI #:






16622 W. 159" Street, Suite 500, Lockport, IL 60441

Confidential Comprehensive
Health History

In order for us to provide you with the best possible health care,
we must have a complete and accurate health history. Please take a
few minutes to fill out the following pages. If you need help with any

portion of this history please ask a member of our staff and they will

be happy to assist you.
Thank you,

Name

(Please Print)

Date / /

CAAI #

(Please leave this space blank)



Please list any other doctors you have seen in the past for the injury or symptoms you

are having now. Also, please list any other doctors you are currently seeing for any condition.

1) Dr. Specialty:

Phone #: ( ) Date of first visit: / / Date of last visit: / /

Reason for visit:

Were O X-Rays 1 MRI taken?  No U Yes, which body part?

The X-Rays revealed:

Was treatment received? 1 No [ Yes, describe:

Are you currently being treated? L No U Yes  Did treatments benefit you? 1 No U Yes

Were there any follow up instructions?

2) Dr. Specialty:

Phone #: ( ) Date of first visit: / / Date of last visit: / /

Reason for visit:

Were 0 X-Rays  MRI taken? d No QO Yes, which body part?

The X-Rays revealed:

Was treatment received? 1 No O Yes, describe:

Are you currently being treated? LI No U Yes  Did treatments benefit you? 1 No U Yes

Were there any follow up instructions?

3) Dr. Specialty:

Phone #: ( ) Date of first visit: / / Date of last visit: / /

Reason for visit:

Were U X-Rays 1 MRI taken? 4 No U Yes, which body part?

The X-Rays revealed:

Was treatment received? 1 No [ Yes, describe:

Are you currently being treated? L No U Yes  Did treatments benefit you? 1 No U Yes

Were there any follow up instructions?




Please list any surgeries or hospitalizations you have had.

Please list any medications that you are currently taking (if you have your medications already written on a separate sheet of

paper, please give it to the front desk to photo copy for your records).

Please list and describe any significant traumas you have had. (Auto accidents, falls etc.)

Please list any known allergies that you have.

OCCUPATIONAL HISTORY: | work: A Full Time O Part Time O Retired [ On temporary disability
U On permanent disability [ Homemaker [ Unable To Work [ Student

Please give a brief description of your current / most recent employment responsibilities.

SOCIAL HISTORY: Your Current Age Height Weight
Education level: 4 Grade school U High school [ Undergraduate [ Graduate [ Postgraduate
Caffeine: L No U Yes Inwhatform? (i.e. coffee, soft drinks) How much per day
Tobacco: U Never [ Present - since U Past - from to
In what form? How much per day? pack(s)

Alcohol:  Never O Light O Moderate W Heavy O Currently O In the past, currently not drinking

Recreational Drugs: 1 Never [ Present - since U Past - from to

What kind?

EXERCISE & DIET HISTORY:
How many hours do you sleep each night? What is the quality of that sleep? Poor UFair Good WExcellent

Please list any vitamins, herbs or other dietary supplements you are currently taking.

FAMILY HISTORY:
Please list the names and age of the immediate members of your family. Spouse age
Child 1 age , Child 2 age , Child 3 age

Please list any immediate family members who are deceased, how they died, and at what age.

WOMEN ONLY: Are you pregnant at this time? Ld No U Yes Have you ever been pregnant?  No U Yes

Have you ever had a cesarean section? d No U Yes

Please describe any complications you have had during or immediately following pregnancy.

Date of your last period / / My cycleis _ days. Flow: ULight Medium Heavy WPost Menopause
Date of last pelvic exam. / / Date of last Pap test / / Results: Positive [ Negative
Have you ever been on birth control pills? 0 No O Past - from to U Present - since

When was your last Mammogram? / / U Never had one

Masses or lumps ever found in your breasts?  No U Yes If yes, what was the outcome?




REVIEW OF SYSTEMS

Please check all the items that apply to you. Leave the item

blank if you have never experienced any of the conditions.

oo‘@é Qﬁ"’A\O\P GENERAL (ﬁ‘@& Q@;\\O& c}‘@é Q@A\O cp‘@k\ q@i\o
[ ] lallergy | |[ | [Fainting ][ [Sleep Loss | ]|Neurdlgia
Chills atigue Weight Loss umbness
hill ||| [Fati h Numb
DD Convulsions DD Fever Dl:‘ Nervousness DD Sweats
Dizziness eadache Depression remors
10 | Headach N mml
Physician notes:
EYES.EARS,
o NOSE&THROAT o .
L[ ] |Asthma || ][ | Pental Decay |DD [Enlarged Glands | [ || | |Gum Trouble |
DD Colds DI:' Earache /Noises DD Enlarged Thyroid DD Hay Fever
[ ][sore Throat | ][ ] Ear Discharge ][ ][Nose Bleeds [ ][Hoarseness
|l | |Deafness || ]| |&inus Infection [ ][ ][Failing Vision || I[]|Nasal Obstruction |
Physician notes:
o " MUSCOSKELETAL o .+~
DD |Arthritis | DI:I ||_OW Back Pain | DD |Sciatica Pgi‘nsﬁoruu::bness ‘In:j Hiss |
D Bursitis Dl:l Lumbago DD Spina| Curvature [ [Arms | [1[Legs |
||| ] [Foot Trouble [ ] |Painful Tailbone || ] Neck Pain/stiffness HEE:;": } j‘}'::f |‘
[ ] [Hernia ][ ]|Poor Posture || ][] shoulder Blade Pain |
Physician notes:
+* " GENITO-URINARY o o
DD Bed Wetting DI:’ |PO.infU| Menstruation| DD IKidney Infection/Stones I
[ ][Blood In Urine | |[ | Hot Flashes ||| Painful Urination
N e — | |[]|irregular Cycle [ ] lProstate Trouble
I:H:‘ ’Inability to control bladder | DI:I |LumP5 in Breasts | DD ’PUSS In Urine |
Physician notes:
o “CARDIOVASCULAR o« &« RESPIRATORY

D Hardening of Arteries

'Poor Circulation

Chest Pain

|Spittinq Up Phlegm

| 0]
L]

N 4 ,
||| ][High Blood Pressure | [ || | |Rapid HeartBeat || || | C'hr?nic Cough . \Wheezing |
| ][ ||tow Blood Pressure | [ || ||Slow Heart Beat ||| Difficulty Breathing
| ][ ][Pain Over Heart | [ ][ |[Swelling of Ankles | [ || | [Spitting Up Blood |
Physician notes:
+ " GASTROINTESTINAL o
DD Belching or Gas | [ [ | Diarrhea [ | Hemorrhoids | [ [ | Nausea |
L[ leolitis | bifficult Digestion |1l ] lintestinal Worms __Il_| Pain Over Stomach
I Jlcolon Trouble 1] ] Excessive Hunger [ 3aundice [ ] Poor Appetite
[ ]|constipation [ |[ ] cdll Bladder Troubld | || | |Liver Trouble [ ][] Vomiting |

1]

Vomiting Blood

Physician notes:




The information contained on this history form, whether written or verbal, is truthful and accurate
to the best of my knowledge.

Patient Printed Name: Date:

Patient Signature:

Physician Notes or Comments:

This history was read and reviewed with the patient by (Physician Printed Name):

Physician Signature: Date:







INFORMED CONSENT TO TREATMENT

I do hereby give my consent to the performance of conservative treatment to the joints
and soft tissues. | understand that the procedures may consist of manipulations/mobilizations involving movement of
the joints and soft tissues. Physical therapy/modalities, acupuncture, stretching, exercises, spinal traction and
diagnostic tests including but not limited to: EMG'’s, NCV’s, EKG’s, Spirometry, X-rays, Lasers, and blood draws may be
also used.

Although spinal manipulation/mobilization is considered to be one of the safest, most effective forms of therapy for
muscular-skeletal problems, | am aware that there are possible risks and complications associated with these
procedures as follows:

e Soreness: | am aware that, like exercises, it is common to experience muscle soreness of following treatments

e Dizziness: Temporary symptoms like dizziness and nausea can occur but are relatively rare

e Fracture/Joint injury: | further understand that in isolated cases underlying physical defects, deformities or
pathologies like weak bones from osteoporosis, degenerative disk, or other abnormality is detected, this office
will proceed with extra caution

e Stroke: Although stroke happens with some frequency in our world, strokes from adjustments/mobilization are
rare. | am aware that nerve or brain damage including stroke is reported to occur once in one million to once in
ten million treatments. Once in a million is about the same chances of getting hit by lighting. Once in ten
million is about the same chance as a normal dose of aspirin or Tylenol causing death.

e Physiotherapy burns: Some of the modalities used at Chicago Spine Institute generate heat and may rarely
cause a burn or skin irritation. Despite precautions, if a burn is obtained, there will be a temporary increase in
pain and possible blistering. This should be reported to the doctors.

e Falls: | understand that the rehabilitation process, by its very nature, involves certain inherent and unavoidable
risks, including falls and other similar injuries.

The only alternative to entirely avoiding these risks would be to forgo rehabilitation. |, therefore, acknowledge that falls
and other similar injuries are an inherent risk of the rehabilitation process and accept that risk. Tests and other
procedures have been performed on me to minimize the risk of any complication from treatment and | freely assume
these risks.

TREATMENT RESULTS
| also understand that there are beneficial effects associated with these treatment procedures including decreased
pain, improved mobility and function, and reduced muscle spasm. However, | understand there is no certainty that |
will achieve these benefits. | realize that the practice of medicine, including chiropractic and physiotherapy, is not an
exact science and | acknowledge that no guarantee has been made to me regarding the outcome of these procedures.
| agree to the performance of these procedures by my doctor and such other persons of the doctors choosing.

ALTERNATE TREATMENTS AVAILABLE
Reasonable alternatives to these procedures have been explained to me, including rest, home applications of therapy,
prescription or over-the-counter medications, exercises and possible surgery.

e Maedications: Medications can be used to reduce pain or inflammation. | am aware that long term use or
overuse of medication is always a cause for concern. Drugs may mask pathology, produce inadequate or short
term relief; undesirable side effects, physical or psychological dependence, and may have to be continued
indefinitely. Some medications may involve serious risks.



e Rest/Exercise: It has been explained to me that simple rest is not likely to reverse pathology, although it may
temporarily reduce inflammation and pain. The same is true of ice, heat, or other home therapy including
exercise programs and or stretching. Prolonged bed-rest contributes to weakened bones and joint stiffness.
Exercises are of limited value but are not corrective of injured nerve and joint tissues.

e Non-Treatment: | understand the potential risks of refusing, discontinuing and or neglecting care against the
doctor’s advice may include: increased pain, scar/adhesion formation, restricted motion, possible nerve
damage, increased inflammation, and worsening pathology. The aforementioned may complicate treatment
making future recovery and rehabilitation more difficult and lengthy.

e Surgery: Surgery may be necessary for joint instability or serious rupture. Surgical risks may include
unsuccessful outcomes, complications, pain or reaction to anesthesia, and prolonged recovery.

| release Chicago Anti-Aging Institute from any responsibility for valuables, money and other personal possessions
lost or stolen while on the premises. | consent to the administration upon me such as routine care, medications, and
treatments, including diagnostic procedures, as may be considered necessary or advisable. | understand that | am free
to obtain information concerning any such care by asking clinic personnel. | have read or someone has read to me the
above explanation of Chicago Anti-Aging Institute, consent to treatment.

Any questions | have had regarding these procedures have been answered to my satisfaction PRIOR TO MY SIGNING
THIS CONSENT FORM. | have made my decision, with careful thought, voluntarily, and freely. | understand that | can
withdraw my consent at any time in writing.

To attest my consent to these procedures, | hereby affix my signature to this authorization for treatment.

Signature of Patient: Date:
Signature of Witness: Date:

RELEASE OF DIRECT PAYMENT

In consideration of you undertaking to render care, | agree to the following:

Release of Information
You are authorized to release any information you deem appropriate concerning my medical condition and services
provided to any insurance company, attorney, adjuster or any other person necessary for you to process any claim for
reimbursement of charges incurred by me at Chicago Anti-Aging Institute.

Right to Receive Payment
| authorize and assign Chicago Anti-Aging Institute the right to receive direct payment from my insurance company,
attorney, adjuster or any other party who may become obligated to pay me any sums. | further authorize the
endorsement of my name to any draft containing my name to which Chicago Anti-Aging Institute is legally entitled.

Attorney Direction
| hereby direct my attorney not to interfere with or claim any lien upon any medical payment benefits to which | may be
entitled from either my health insurance or any medical payment sources. And if any said medical payment check(s)
include my attorney’s name, | direct my attorney to sign his name to these check(s) for the benefit of Chicago
Anti-Aging Institute.

Print Name; Date:

Signature of Patient:




AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION
16622 W. 159th Street, Suite 500, Lockport, IL 60441

Patient Last Name, First Name, Ml Date of Birth (mm-dd-yyyy)

To Institution:

Address:

City, State, Zip

Phone Number:

Fax (if Applicable):

l, the undersigned hereby request and authorize the disclosure of my protected health information to the practitioner
listed herein above. The purpose of this disclosure is for enclosure and accuracy of my medical history. | specifically
request and authorize the release of all information regarding services rendered to me from to
. Such Information is to include History and Physical, Results of Diagnostic Testing, Operative,
therapy and procedure records and discharge summaries. In addition: | authorize the disclosure of the information
contained in the highly confidential categories as indicated by my initials on the applicable line(s) below.

___ Mental Health or Developmental Disabilities ___HIV/AIDS Testing or Treatment
___Substance Abuse (Drug & Alcohol) __Sexually Transmitted Diseases

| understand that | acknowledge that | voluntarily signed this authorization and that the information that is released
will no longer be protected under the federal privacy laws.

| hereby authorize that A PHOTOCOPY OF THIS REQUEST SHALL BE CONSIDERED AS VALID AS THE ORIGINAL.

Print Name: Date:

Signature of Patient:

Print Name of Witness: Date:

Signature of Witness:

Authorization to release PHI records/HIPAA — Medcorp Compliance Network 2003




Chicago Anti-Aging Institute, S.C.

PRIVACY NOTICE

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION MAY BE USED, DISCLOSED
AND HOW YOU CAN GET ACCESS TO THAT INFORMATION.

Chicago Anti-Aging Institute is committed to maintaining the privacy of your protected health information (PHI). PHI includes individually
identifiable health information and information that contains enough specific information that it can reasonably be used to identify the
individual. This pertains to any information whether in electronic, written or oral form and also includes photographs of an individual as well as
DNA samples. The creation of a record detailing the care and services you receive helps this office to provide you with quality health care and to
comply with certain legal requirements. This Notice details how your PHI may be used and disclosed to third parties. This Notice also details
your rights regarding your PHI.

USES AND DISCLOSURES

Chicago Anti-Aging Institute (hereinafter called “the Practice”) may use and/or disclose your PHI without your signed authorization
in the following ways:

1.

Treatment — In order to provide you with the health care you require, the Practice will provide your PHI to those health care
professionals, whether on the Practice’s staff or not, directly involved in your care so that they may understand your health
condition and needs. For example, a physician treating you for lower back pain may need to know the results of your latest
physician examination by this office.

Payment - In order to get paid for services provided to you, the Practice will provide your PHI to appropriate third party
payers. The Practice may also need to tell a third party payer about treatment you are going to receive so that it can
determine whether or not it will cover the treatment expense. Examples of third party payers would include Medicare and
insurance companies.

Worker’s Compensation — If you are involved in a Worker's Compensation claim, the Practice may be required to disclose
your PHI to an individual or entity that is part of the Worker's Compensation system.

Health care Operations — In order for the Practice to operate in accordance with applicable law and insurance
requirements and in order for the Practice to continue to provide quality and efficient care, it may be necessary for the
Practice to compile, use and/or disclose your PHI. For example, the Practice may use your PHI in order to evaluate the
performance of the Practice’s personnel in providing care to you.

De-identified Information — Any information that does not contain items that can be used to identify you. For example, if
the Practice publishes an article about low back pain, it can include information about the treatment and outcomes of
their patients as long as information that would identify those patients (such as their name, social security number,
photograph, etc.) was not included.

Business Associate — To a business associate of the Practice if the Practice obtains satisfactory written assurance, in
accordance with applicable law, that the business associate will appropriately safeguard your PHI. A business associate
is an entity that assists the Practice in undertaking some essential function, such as a billing company that assists the
office in submitting claims for payment to insurance companies or other payers.

Emergency Situations —
a. Forthe purpose of obtaining or rendering emergency treatment to you, provided that the Practice attempts to
obtain your consent as soon as possible.

b. To a public or private entity authorized by law or by its character to assist in disaster relief efforts, for the purpose
of coordinating your care with such entities in an emergency situation.

Public Health Activities — Such activities include, for example, information collected by a public health authority, as
authorized by law, to prevent or control disease.

Abuse, Neglect or Domestic Violence — The Practice is required by law to make a disclosure to a government authority if it
believes the disclosure is necessary to prevent serious harm.

10. When Release is Required by Law —

a. Health Oversight Activities — Such activities, which must be required by law, involve government agencies and
may include, for example, criminal investigations, disciplinary actions, or general oversight activities relating to the
community’s health care system.



11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

b. Judicial and Administrative Proceeding — For example, the Practice may be required to disclose your PHI in
response to a court order or a lawfully issued subpoena.

c. Law enforcement Purposes - In certain instances, your PHI may have to be disclosed to a law enforcement
official. For example, if your PHI is the subject of a grand jury subpoena or if the Practice believes that your death
is a result of criminal conduct.

d. National Security and Intelligence Activities — The Practice may disclose your PHI in order to provide authorized
governmental officials with necessary intelligence information for national security activities and purposes
authorized by law.

Coroner, Medical Examiner or Funeral Director — The Practice may disclose your PHI to a coroner, medical examiner or
funeral director for the purpose of identifying you or to help them in the performance of their duties.

Organ, Eye or Tissue Donation - If you are an organ donor, the Practice may disclose your PHI to the entity to whom you
have agreed to donate your organs.

Research - If the Practice is involved in research activities, your PHI may be used but such use is subject to numerous
governmental requirements intended to protect the privacy of your PHI.

Avert a threat to Health or Safety — The Practice may disclose your PHI if it believes that such disclosure is necessary to
prevent or lessen a serious and imminent threat to the health or safety of a person or the public and the disclosure is to an
individual who is reasonably able to prevent or lessen the threat.

Specialized Government Functions — This refers to disclosures of PHI that relate primarily to military and veteran activity.

Military and Veterans — If you are a member of the armed forces, the Practice may disclose your PHI as required by
military command authorities.

Directory and Sign-In Log — At this time, the Practice does use a sign-in log at the reception window.

Informational Contact - The Practice may contact you regarding information about treatment alternatives or other
health-related benefits and services by mail addressed to you at the address you have provided.

Email and the Internet — The Practice does not consider the Internet a secure method of communication and therefore, it
will not discuss diagnosis, treatment or billing issues relating to a specific individual via the Internet.

The Practice may respond to general information questions by email. The Practice may use email to inform you of any
revisions to this Privacy Notice. It may also, periodically, contact you by email to inform you about events sponsored by
the Practice or to send you its email newsletter. The Practice considers all email it sends to be both worthwhile and
informative, however, at any time you can choose not to receive these emails by contacting the Practice. The Practice
maintains privacy contracts with all third party contractors that have access to your email address. The Practice will not
sell or distribute your email address to any non-contracted third parties.

Appointment Reminders & Missed Appointments — The Practice may contact you to remind you of a future scheduled
appointment or a previously scheduled appointment that you have missed. This will initially be through the contact
telephone numbers you have provided to us. Messages left for you will not include any specific information related to your
diagnosis or therapy, but may include your name and the time and date of your appointment.

The following appointment reminders may be used by the Practice:

a. A postcard mailed to you at the address provided;

b. Contacting you at home by telephone; if you are not available, the Practice may leave a message on your
answering machine, voice mail or with the individual answering the phone.

Family, Friends and Personal Representatives — The Practice may disclose to your family member or other relative, your
personal representative (legal guardian or person with a durable power of attorney), a close personal friend, or any other
person identified by you, your PHI directly relevant to such person’s involvement with your care or the payment for your
care. The Practice may also use or disclose your PHI to notify or assist in the notification of (including identifying or
locating) a family member, a personal representative, or another person responsible for your care, your location or general
condition or death. However, in both cases, the following conditions will apply:




a. If you are present at or prior to the use or disclosure of your PHI, the Practice may use or disclose your PHI if you
agree, or if the Practice can reasonably infer from the circumstances, based on the exercise of its professional
judgment that you do not object to the use or disclosure.

b. If you are not present, the Practice will, in the exercise of professional judgment, determine whether the use or
disclosure is in your best interests and, if so, disclose only the PHI that is directly relevant to the person’s
involvement with your care.

22. Referral Boards and Thank You Cards — The Practice feels it is important to thank individuals when they refer others to our

office for treatment. This is done in the following ways:

a. Areferral board located in our reception area lists individuals using only their first name and the first initial of their
last name. Unique identifiers such as nicknames and titles will not be used without a signed written authorization.

b. Thank you cards are sent to the referring individuals home address (or address on file). To protect the privacy of
the person referred to our office, we will not include their name on the card.

c. The Practice will not publish (or put into print) any patient names in our newsletters, general mailings or on our
website without a signed authorization.

23. Spinal Screenings, Scoliosis Screenings, Lectures, Presentations & Seminars— The Practice does not maintain any

records of PHI collected from people at the above events beyond 30 days after the date of the event unless that person
becomes a patient of the Practice. The Practice has no control over information given to the school nurse at a scoliosis
screening.

Authorization - Uses and/or disclosures, other than those described above, will be made only with your written Authorization.

YOUR RIGHTS

You have the right to:

1.

Revoke any Authorization and/or Consent, in writing, at any time. To request a revocation, you must submit a written request to the
Practice’s Contact Person.

Request restrictions on certain use and/or disclosure of your PHI as provided by law. However, the Practice is not obligated to agree to
any requested restrictions. To request restrictions, you must submit a written request to the Practice of what information you want to
limit, whether you want to limit the Practice’s use and/or disclosure, and to whom you want to limit. If the Practice agrees to your
request, the Practice will comply with your request unless the information is needed in order to provide you with emergency treatment.

Receive confidential communications or PHI by alternative means or at alternative locations. You must make your request in writing to
the Practice’s Contact Person. The Practice will accommodate all reasonable requests.

Inspect and copy your PHI as provided by law. To inspect and copy your PHI, you must submit a written request to the Practice’s
Contact Person at the address below. The Practice charges reasonable fees based on the actual cost of fulfilling the request. The
Practice will determine the appropriate charge for providing the requested records and inform the requestor in advance of providing the
records. If the requestor agrees to pay the fee in advance, the records will be provided. Otherwise, the records will not be provided,
unless the Privacy Officer determines that the charge is burdensome to the requestor. According to lllinois law, the charges may not
exceed the following: $20.86 handling fee plus 78 cents each for pages 1-25, 52 cents each for pages 26-50, and 26 cents each for
pages 51 to end; plus actual costs for copying of items other than paper records. Double- sided pages will be counted as two pages.
The Practice does not have the facilities to copy x-rays. The Practice will allow a patient or their personal representative to sign out
x-rays. In certain situations that are defined by law, the Practice may deny your request and you will be sent a written denial notice by
mail. If you receive a written denial notice you have the right to have it reviewed.

Amend your PHI as provided by law. To request an amendment, you must submit a written request to the Practice’s Contact Person.
You must provide a reason that supports your request. The Practice may deny your request if it is not in writing, if you do not provide a
reason in support of your request, if the information to be amended was not created by the Practice (unless the individual or entity that
created the information is no longer available), if the information is not part of your PHI maintained by the Practice, if the information is
not part of the information you would be permitted to inspect and copy, and/or if the existing information in your PHI is deemed
accurate and complete. The Practice will respond to your request within 60 days of receiving it informing you that either an amendment
was made or that it was denied. If you disagree with the Practice’s denial, you will have the right to submit a written rebuttal letter
stating your disagreement and have this letter added to your record.

Receive an accounting of disclosures of your PHI as provided by law. To request an accounting, you must submit a written request to
the Practice’s Contact Person. The request must state a time period which may not be longer than six (6) years and may not include
dates before April 14, 2003. The request should indicate in what form you want the list (such as a paper or electronic copy). The first list
you request within a twelve (12) month period will be free but the Practice may charge you for the cost of providing additional lists. The
Practice will notify you of the costs involved and you can decide to withdraw or modify your request before any costs are incurred.

Receive a paper copy of this Privacy Notice as well as updates to it from the Practice upon request to the Practice’s Contact Person.
You may also view and copy this notice from our website at www.caai.com which will be updated whenever revisions to this notice are
made.



8. Complain to the Practice or to the Secretary of the U.S. Department of Health & Human Services if you believe your privacy rights have
been violated. To file a complaint with the Practice, you must describe the violation that took place in writing to the Practice’s Contact
Person. A complaint form is available from the Practice to make this process easier. The Practice will send you a written response to
your complaint. The law forbids the Practice from taking retaliatory action against you if you complain. Informing the Practice directly
allows it the opportunity to correct the violation and the problems in its policies and procedures that allowed the violation to occur in
the first place.

PRACTICE'S REQUIREMENTS

1. When there is a difference between federal and State law, the Practice is required to abide by whichever law maintains a
higher level of confidentiality with respect to your medical information, as long as there is no direct conflict to the State
law. In lllinois, a specific written authorization is required to disclose or release mental health treatment, alcoholism
treatment, drug abuse treatment or HIV/Acquired Immune Deficiency Syndrome (AIDS) information.

2. The Practice:

a. Isrequired by federal law to maintain the privacy of your PHI and to provide you with this Privacy Notice detailing
the Practice’s legal duties and privacy Practices with respect to your PHI.

b. Isrequired to abide by the terms of this Privacy Notice or any update of this notice.

c. Reserves the right to change the terms of this Privacy Notice and to make the new Privacy Notice provisions
effective for any PHI that it maintains.

d. Will distribute any revised Privacy Notice to you prior to implementation.

e. Will not retaliate against you for filing a complaint.

PRIVACY CONTACT PERSON & PRIVACY OFFICER
To obtain more information on, or have your questions about your rights answered; you may contact the Practice’s Contact Person
and Privacy Officer, Loren C. Davis, D.C., by phone at 815-838-7746.
Attn: Contact Person
Chicago Anti-Aging Institute
16622 W. 159th St., Suite 500
Lockport, IL 60441

EFFECTIVE DATE
This Notice is in effect as of 08/24/2020 and replaces all prior versions.

| have read and understand the foregoing notice, and all of my questions have been answered to my full satisfaction in a way that |

can understand. By signing below, | also acknowledge that any previous documentation under “Chicago Spine Institute, P.C." still
remains true and valid.

Patient’s Full Name Printed: Date:

Patient or Personal Representative Signature:

If you are signing as the patient’s Personal Representative:

Print name of Personal Representative:

Describe your authority (e.g., Attorney-In-Fact or legal guardian):

**Please note, a parent may sign only if they are also the patient’s legal guardian.

Witness Signature:

YOU HAVE A RIGHT TO HAVE A COPY OF THIS PRIVACY NOTICE




N

CHICAGO ANTI-AGING INSTITUTE
BIOIDENTICAL HORMONE REPLACEMENT THERAPY HEALTH HISTORY

First and Last Name: Today's Date:

Please answer the following information with 100% honesty and with specific detail. Each and every answer can alter the
clinician’s clinical judgement on the correct hormone and appropriate dose prescribed. In order to get the best possible results
and least number of side-effects, these questions must be answered truthfully. Your information will be confidentially secured

and kept in accordance with our office HIPAA privacy policy.

Are you currently taking any form of hormone replacement therapy? QYes UNo

If yes, list hormone(s):

Have you been on hormone replacement therapy in the past? QYes UNo
If yes, list hormone(s):

Are you currently taking anabolic steroids? QYes UNo

If yes, what anabolic steroids(s):

Have you taken anabolic steroids in the past? QVYes QNo
If yes, what anabolic steroids(s):

Are you taking any medication(s)? QYes QNo

If yes, what medication(s):
Answer the following questions below. Check all that apply and degree to which it is occurring. 0 = none, 5 = severe/frequent and N/A = does not apply

N/A 0 1 2 3 4 5
Experiencing memory loss (@] (@] (@] (@] (@] (@] (@]
Joint(s) ache (fingers, wrists, elbows, feet, ankles, knees) (@] (@] (@] (@] (@) (@) (@)
Feel drained and have a hard time handling stress (@] (@] o o o o (@]
Colors do not seem as bright and vivid as before (@] (@] (@] (@] (@] (¢} (¢}
Have lost interest and appreciation in beautiful art and natural scenery (@) (@) (@) (@) (@) (@) (@)
Losing hair under the...(0=plenty of hair 5=hairless) : [] Arms [_] Pubic Area O O O @) @) @) @)
Muscles feel soft and flabby (®) (®) (®) (®) (®) (®) (®)
Have an abundant amount of light-colored urine during the day (@) (@) (@) (@) (@) (@] (@]
Blood pressure is low (@] (@] (@] (@] (@] (@] (@]
Crave salty foods (@] (@] (@] (@] (@] (@] (@]

Office use only: <10=N, 16-25=M, 226=Y pregn Total:

Answer the following questions below. Check all that apply and degree to which it is occurring. 0 = none, 5 = severe/frequent and N/A = does not apply
1
Hair is thinning and slow growing

Cheeks sag

Gums are receding

Carry fat predominantly in the abdomen (belly)

Muscles feels soft or have slack

Skin is thin and/or dry

Difficult to recover after physical activity

Constantly feel exhausted

Tend to isolate yourself and/or have a feeling of resentment towards the world
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Continuously feel anxious and worried

Office use only: s10=N, 16-25=M, >26=Y hgh Total:



Answer the following questions below. Check all that apply and degree to which it is occurring. 0 = none, 5 = severe/frequent and N/A = does not apply

N/A 0 1 2 3 4 5
Dry DOSkin OHair DOEyes (e} (e} (e} (@) (@) (@) (@)
Difficulty getting up in the morning (@] (@] (@] (@] (@] (@] (@]
Face is puffy and eyelids are swollen first thing in the morning (@) (@) (@) (@) (@] (@] (@]
Joints are stiff in the morning (@] (@] (@] (@] (@] (@] (@]
Losing hair under arms (0=plenty of hair / 5=hairless) (@] (@] (@] (@] (@] (@] (@]
Losing hair in the pubic area (0=plenty of hair / 5=hairless) (@] (@] (@] (@] (@] (@] (@]
Difficulty tolerating noise (e} (e} (e} (e} (@] (@] (@]
Decreased libido (o) (e} (e} (@) (@] (@] (@)
More tired at rest then when active (@] (@] (@] o (@] (@] (@]
Feels like you are living in slow motion (@] (@] (@] (@] (@] (@] (@]
Constipated (e} (e} (e} (e} (@) (@) (@)
Sensitive to cold (®) (e} (e} (@) (@] (@] (@]
Hands and feet are always cold (@] (@] (@] (@] (@] (@] (@]

WOMEN ONLY
Women Only - Loss of “special scent” during sexual arousal (@] (@] (@] (@] (@] (@] (@]
Women Only - Fatty tissue in the pubic area “mound of venus” is flat or (@) o o o (@] (@] (e}
padded? 0=padded/round 5=flat/thin
Office use only: <15=N, 20-30=M, >31=Y dh Total:

Answer the following questions below. Check all that apply and degree to which it is occurring. 0 = none, 5 = severe/frequent and N/A = does not apply

N/A 0 1 2 3 4 5
Face looks more thin every year (@) (@) (@) (@) (@) (@) (@]
Friends say | am too skinny (@] (@] (@] (@] (@] (e} (o]
Have eczema, psoriasis, urticaria “nettle rash”, skin allergies or other rashes (@] (@] (@) (@) (@) (@] (@]
Heart beats quickly (o] (o] (o] (o] (o] (e} (o]
Blood pressure is low (@) (@) (@) (@) (@) (@) (@)
Crave salt or sugar (to the point of binging) (@) (@) (@) (@) (@) (@) (@)
Have digestive problems (@) (@] (@] (@] (@] (@] (@]
Have allergies (hay fever, asthma, etc.) (¢} (¢} (¢} (¢} (@] (@] (@]
Feel stressed out (@] (@] (@] (@] (@] (@] (@)
Easily confused (@) (@] (@] (@] (o] (e} (o]
Office use only: <10=N, 16~25=M, 226=Y cort Total:
MEN ONLY
Answer the following questions below. Check all that apply and degree to which it is occurring. 0 = none, 5 = severe/frequent and N/A = does not apply
N/A 0 1 2 3 4 5
Have a family history of prostate cancer (@) (@] (@] (@] (@) @) (@]
Have a personal history of prostate cancer (@] (@] (@] (@] (@] (@] (@]
Have benign prostatic hypertrophy (@] (@] (@] (@] (@] (@] (@]
Having trouble with urination: Complete Void (@] (@] (@] (@] (@) (@) (@)
Waking to urinate during the middle of the night 0=none 5= 5 x (@) (@) (@) (@) (@] (@] (@]
Currently taking medication for your prostate: Proscar (e} (e} (e} (e} (@) (@) (@]
Currently taking medication for Hair Loss: Dutasteride (@] (@] (@] (@] (@] (@} (@]

Office use only: <7=N, 10-15=M, 218=Y psa Total:




Answer the following questions below. Check all that apply and degree to which it is occurring. 0 = none, 5 = severe/frequent and N/A = does not apply

N/A 0 1 2 3 4 5
Skin on face appears loose and developed more wrinkles (@] (@] (@] (@] (@) (@) (@)
Losing muscle tone and definition (@] (@] (@] (@] (@] (@) (@]
Have a tendency to cry more easily (@] (@] (@] (@] (@] o (@]
Fat tends to deposit more in the abdomen (belly) (®) (@) (@) (@) (@) (@] (@]
Feel hard lump(s) in breast tissue near or under the areola O O O O (@) (@) (@)
Chest / breast tissue is puffy, tender and/or swollen (@] (@] (@] (@] (@] (@} (o]
Starting to develop fatty breast tissue (®) (@) (@) (@) (@) (@) (@)
Nipples indent inward (@) (@] (@] (@] (@] @) (@]
Feel less self-confident and more hesitant (@] (@] (@] (@] (@] (@] (@]
Sexual performance has become poor and/or unable to perform (@) (@) (@] (@] (@] (@] (o]
Have hot flashes and sweats (@] (@] (@] (@] (@] @) (@)
Constantly tired (@) (@] (@] (@] (@] @) (@]
Tire easily with physical activity (@] (@] (@] (@] (@] o (@]
Tend to fall asleep after meals (¢} (¢} (¢} (¢} (@] @) (@)
Suffer from acne? If so, where? (@) (@] (@] (@] (@] @) (@)
Do you currently take or recently have taken any opioid medication? []Codeine

[ODemerol [ODilaudid [JFentanyl [JHydrocodone [JMethadone [0 O (¢} (¢} (¢} (¢} o (¢}
Morphine [JOxycodone [JOxycontin [JOther:
Lost or are losing interest in sexual intercourse (@] (@] (@] (@] (@] (@) (@]
Lack of performance in the bedroom creating anxiety (@) (@) (@) (@) (@) (@) (@)
Lack of performance in the bedroom creating marital/relationship strife/friction (@] (@] (@] (@] (@] (@) (@]
Are you done having children? O No [Oves
Do you plan on having children? O No Oves; If so when:
Have you suffered from any head injuries? (@) (@) (@) (@) (®) (®) (®)
Have you ever suffered a concussion? [INo [JYes; If so how many? (@) (@) (@) (@) (@) (@) (@)
Played any sports that involve regular contact to the head?
OFootball CIBoxing CISoccer CIRugby CIMMA [Lacrosse CIHockey [0ther: o o o o o o o
MEN ONLY

N/A 0 1 2 3 4 5
Have difficulty obtaining an erection (¢} (¢} (@] (¢} (@] (@] (@]
Suffer from weak or soft erections (@] (@] (@] (@] (@] (@] (@]
Suffer from premature ejaculation (o] (o] (@] (o] (o] (@] (@]
Wake up every morning with an erection (@} (@] (¢} (@} (@) (@) (@]
Does your penis feel less sensitive (@] (@] (@] (@] (@] (@] (@]

Office use only: M <15=N, 20-30=M, 231=Y test W s10=N, 15-25=M, >26=Y test Total:

Answer the following questions below. Check all that apply and degree to which it is occurring. 0 = none, 5 = severe/frequent and N/A = does not apply

N/A 0 1 2 3 4 5
Appear older than | really am (@] (@] (@] o (@] @) (@]
Difficulty falling asleep (@] (@] (@] (@) (e} @) (@]
Wake during the night (@] (@] (@] (@) (e} (@) (@]
Wake during the night and cannot fall back asleep (o] (o] (o] (@] (@] @) (@]
Mind is busy with various thoughts while trying to fall asleep (0] o o (@] (@] (@} (@)
Feet become very hot and uncomfortable in bed (o] (o] (o] (@} (@] @) (@)
Do not feel rested in the morning (@] (o] (@] (@} (@] o (@]
Go to bed late and wake up late (@] (@] (o] o (@] (@] (@]
Unable to tolerate jet lag (@} (@] (@] o (@] (@) (@]
Tendency to rely on other methods to fall asleep:
O Alcohol OMarijuana O Beta-blocker O Sleep aid  OOther &) %) %) o ®) o %)

Office use only: <10=N, 16-25=M, 226=Y mel Total:



WOMEN ONLY

Answer the following questions below. Check all that apply and degree to which it is occurring. 0 = none, 5 = severe/frequent and N/A = does not apply

N/A 0 1 2 3 4 5
Breasts seem larger than normal (@] (@] (@] o o (@) (@]
Close friends say | am usually nervous and agitated (¢} (¢} (¢} (@] (@] @) (@]
Generally, feel anxious (@] (@] (@] (@] (@] (@] (@]
Very light and restless sleeper (¢} (¢} (@] (@] (¢} (@) (@]

The following questions are for women who have not reached menopause and menopausal women who are taking hormone replacement
therapy (estrogen or estrogen/progesterone):

Breast are swollen, tender and/or painful before my period (@) (@) (@] (@) (@) (@] (@]
Lower belly is swollen (@) (@) (@] (@] (@] (@] (@]
Feel irritable and aggressive (@] (¢} (¢} (¢} (@] (@] (@]
Lose self-control (@) (] (@] (@) (o] (@) (@]
Have heavy periods (@) (@) (@] (@] (@] (@] (@]
Have painful periods (o] (@] (@} (o] (o) (o) O
Experience night sweats (¢} (¢} (@] (¢} (@] (@] (@]
Have difficulty sleeping (@) (@] (@] (@] (@] (@] (@]
Have frequent headaches or migraines (o] (o] (@] (¢} (@] (@] (@]
Suffered from postpartum depression (@] (@] (@] (@] (@] (@] (@]

Office use only: <14=N, 19-29=M, 230=Y prog Total:

WOMEN ONLY
Answer the following questions below. Check all that apply and degree to which it is occurring. 0 = none, 5 = severe/frequent and N/A = does not apply

Are you pregnant? [ONo [OYes
Currently breastfeeding? ONo [vYes
Losing hair on top of my head (o) (@) (@] (@] (@} (@] (@)
Starting to get thin, vertical wrinkles above the lips (@) (@) (@) (@] (@] (@] (@]
Breasts droop and are not firm (o) (@) (@) (@] (@] (¢} (@]
Vaginal atrophy (thinning of vaginal tissue) (e} (@) (@) (®) (®) (®) (®)
Experiencing irregular or painful intercourse (e} o o (¢} (@] (@] (@]
Losing vaginal and clitoral sensitivity during intercourse (@) (@) (@) (@] (@] (@] (@]
Have difficulty producing vaginal lubrication (@) o (@] (@] (@) (@} (@]
Developing hair on face (e} (@} (@} (o] o (o} (@]
Eyes are dry and easily irritated (e} (@] o (@} (@] (@] (@)
Experience hot flashes (@) (@) (@) (@] (@] (@] (@]
Constantly feel tired (e} (@] o (@] (@] (@} o
Feel depressed (e} (@] (@] (@] (@] (@] (@]
Have you been diagnosed with osteopenia or osteoporosis? ONo OVYes
Menstrual flow is light (O=moderate, 1-4=low, 5=not menstruating) (@] (@] (@] (@] (@] (@] (@]
Menstrual cycles are irregular, too short (<27 days), or too long (>31 days) O o (@) (@) (@) (@) (@)
Women without periods: | do not like making love anymore (e} o o (¢} (@] (@] (@]
Do you suffer from or have a history of blood clots? ONo OVYes

Office use only: <17=N, 21-32=M, >33=Y Estr Total:
Patient Signature: Date:

Clinician Signature: Date:
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