NEW PATIENT QUESTIONNAIRE

Name: (Last) (First) Sex:M__ F__
Address: Apt# City: State: Zip:

Date of Birth: Marital Status: Social Security: - -

Primary Phone: Cell Phone:

Occupation: Email:

Emergency Contact: Phone:

How did you hear about us/ Who referred you?

*Google *Attorney *Existing Patient
*Doctor (Please specify Name) *Insurance
Other

() I'would like to receive email of Specials. ( ) | would like to Opt-Out

Reason for visit:

Is this injury related to:  Auto Accident ( ) Slip & Fall( ) or Work Related ( ) Other:

Have you been treated before for this issue? ( ) Yes ( )No If So, when?

What treatment was performed or recommend?

Who or where was the treatment performed?

Is the condition getting progressively worse? ( ) Yes ( ) No

Do you take any medications? 1 ) Yes No( )

If Yes, Please List

Our office will provide insurance billing services for you if you so desire as a courtesy. Remember you are ultimately responsible for any
charges incurred in this office. It is your responsibility to pay any deductible amount, co-insurance and or any other balances not paid by your
insurance carrier. Your signature on this document indicates that you agree to pay for any outstanding bills incurred in this office.

Signature of Responsible Party (Patient or Parent) Date

TYPE YOUR NAME IN THE SIGNATURE LINE
If you are filling out this form online, typing your full name in the signature line indicates your agreement to the terms
and conditions. If left blank, you may sign the form in person at Premier on the day of your appointment.



MEDICAL HISTORY

Patient Full Name

Date

PLEASE SELECT ONLY THE ONES THAT APPLY BY CHECKING "YES" NEXT TO EACH CONDITION THAT APPLIES TO YOU

CARDIOVASCULAR

NEUROLOGICAL

Please list any other medical conditions that are NOT listed above:

High Blood Pressure L Yes Stroke L Yes
Heart Attack L Yes Seizures L Yes
Angina / Chest Pain C Yes Fainting L Yes
Heart Bypass Surgery L Yes Dizziness L Yes
Stents C Yes Headaches/Migraines C Yes
Defibrillator L Yes Sciatica L Yes
Heart Failure L Yes Herniated Discs L Yes
Irregular Heartbeat ™ Yes Neuropathy ™ Yes
Heart Murmur C Yes Lower Back Pain C Yes
Hormone Imbalance L Yes Difficulty Moving Neck / Head L Yes
Diabetes - Type 1 L Yes Uses Cane / Walker to Ambulate L Yes
Hypothyroidism C Yes Gallstones C Yes
Hyperthyroidism C Yes Liver Condition C Yes
Hypoglycemia " Yes Kidney Condition [ Yes
High Cholesterol [ Yes Ulcers  Yes
Asthma [ Yes Heartburn C Yes
Bronchitis L Yes Reflux L Yes
Emphysema " Yes Irritable Bowel Syndrome [ Yes
copD Lves EXNE
Shortness of Breath L Yes Skin Cancer - Where: U Yes
Cough L Yes Radiation U Yes
Cough with Sputum Yes Scleroderma L Yes
Sleep Apnea L Yes Psoriasis L Yes
CPAP Machine at Night L Yes Eczema Yes
[psvorarRc [ evaOOeY

Depression L Yes Anemia L Yes
Anxiety L Yes Clotting Disorder L Yes
Psychiatric Care ™ Yes Sickle Cell T1Yes
Obsessive Compulsive Disorder ™ Yes Blood Clots [ Yes
Bipolar Disorder MYes Bruises Easily ™ Yes
Schizophrenia N o= I
Lupus ™ Yes Cold Sores MYes
Lyme Disease ™ Yes HIV / AIDS [ Yes
Multiple Sclerosis ™ Yes Hepatitis - Type: ™ Yes
Vasculitis L Yes Hearing Loss L Yes
Rheumatoid Arthritis C Yes Memory Loss C Yes
Celiac Disease _Yes

Hashimoto's Disease C Yes




Location of Pain

Mark your areas of concern with the corresponding symptoms where applicable
A= Achy/Dull B=Burning N=Numbness P=Pins & Needles S=Stabbing T= Tightness

*IF YOU ARE FILLING THIS FORM OUT ONLINE, LEAVE THE DIAGRAM BELOW
BLANK UNTIL THE DAY OF YOUR APPOINTMENT

- e 7
Vo Sr

What is your pain level?

0-----1-----2-----3-----4-----5-----6-----7-----8-----9-----10
Very Little Severe

Signature: Date:

TYPE YOUR NAME IN THE SIGNATURE LINE

If you are filling out this form online, typing your full name in the signature line
indicates your agreement to the terms and conditions. If left blank, you may
sign the form in person at Premier on the day of your appointment.




PREMIER

—— TOTAL HEALTHCARE =—=

DISCLOSURE & CONSENT
FOR CHIROPRACTIC ADJUSTMENTS AND CARE

As a patient, you have the right to be informed about your condition and the recommended chiropractic adjustments and related
procedures, so that you may make an informed decision regarding whether to proceed with treatment, with a full understanding of
the potential risks and hazards involved.

| hereby voluntarily request and provide my informed consent to the performance of chiropractic adjustments and related
procedures, including various modalities of physical therapy and diagnostic X-rays, for myself (or for the patient named below, for
whom | am legally responsible). | understand that such services may be rendered by Dr. Kevin McGrath, DC and/or other duly
licensed Doctor of Chiropractic, as well as qualified clinical personnel acting under their supervision, who are now or may in the
future be employed by Premier Total Healthcare.

| acknowledge that | have been informed that, in the practice of chiropractic care, there are certain risks associated with
examination and treatment, including but not limited to fractures, disc injuries, strokes, dislocations, sprains, increased symptoms or
pain, or no improvement of symptoms or pain. | understand that it is not possible for the provider to anticipate and disclose every
potential risk or complication, and | therefore rely on the provider to exercise professional judgment in determining the appropriate
course of treatment based on the information available at the time and in my best interest. | further acknowledge that no
guarantees or assurances have been made regarding the results or outcomes of the treatment.

SUD (Substance Use Disorder) Specially Protected Information (Initial Required)
| specifically authorize the release of the following if applicable (initial each):

O Substance Use Disorder Treatment Records (including drug and alcohol abuse records)
W] Mental Health Records (excluding psychotherapy notes)

| HIV/AIDS Test Results or Treatment

O Genetic Test Results

This authorization expires when the following event occurs: When the patient provides notice of termination.

Substance use disorder records are protected by federal confidentiality rules (42 CFR Part 2).

Disclosure of these records is prohibited unless specifically authorized by the patient or otherwise permitted by law.

Any further disclosure of this information by the recipient may be prohibited.

| have read and understand the above consent and have initialed the SUD disclosure, where applicable. By signing below, | hereby
consent to the proposed treatment plan and intend for this consent to apply to the entire course of treatment for my current
condition, as well as any future condition(s) for which | may seek treatment.

Print Patient Full Name Date

Patient Signature Date

TYPE YOUR NAME IN THE SIGNATURE LINE
If you are filling out this form online, typing your full name in the signature line indicates your agreement to the
terms and conditions. If left blank, you may sign the form in person at Premier on the day of your appointment.

To be completed by patient’s representative if patient is a minor, physically or legally incapacitated

Print Full Name of Patient’s Representative Date

Representatives Signature Date

Relationship to Patient




PREMIER

—— TOTAL HEALTHCARE =

Declaration of Truth and Honorable Intent

1.Consent for Examination and Procedures
| hereby give my consent to Dr. Kevin McGrath and authorize him to perform a physical examination and
any routine diagnostic procedures as deemed necessary.
2.Verification of Visit and Accident Relation
| hereby verify that my visit today is related or  not related to an automobile accident, slip and fall, or
work-related accident.
If it is related, | have  retained an attorney, not retained an attorney, or  may retain an attorney at a
later time.
If | retain an attorney at any time during the course of my treatment, | agree to inform Premier Total
Healthcare immediately. | will also disclose immediately if my attorney’s representation changes.
3.Authorization for Insurance Payment
With my signature below, | hereby authorize my insurance carrier to remit all payments directly to Premier
Total Healthcare.

| hereby declare that all information provided to Premier Total Healthcare regarding my personal and
medical history is complete, truthful, and accurate to the best of my knowledge. | affirm that | am not
attempting to misrepresent, exaggerate, or magnify my condition for any reason. | confirm that | am
seeking care voluntarily and of my own free will, and that | have not been directed or referred to by any
individual or entity for any undisclosed purpose. Furthermore, | certify that | am not employed by, affiliated
with, or acting on behalf of any government agency, corporation, or other organization for the purposes of
deception, investigation, or entrapment.

| understand that my physician must rely on the accuracy and honesty of the information | provide in order
to properly assess my condition and formulate an appropriate treatment plan.

Print Name Date Witness Print Date

Signature Date Witness Signature Date

TYPE YOUR NAME IN THE SIGNATURE LINE

*If you are filling out this form online, typing your full name in the signature
line indicates your agreement to the terms and conditions. If left blank, you
may sign the form in person at Premier on the day of your appointment.*



HIPAA Notice of Privacy Practices

PREMIER TOTAL HEALTHCARE
2415 HOLLYWOOD BLVD
HOLLYWOOD FL 33020
954.456.0250
Your Information. Your Rights. Our Responsibilities.

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also
describes your rights to access and control your protected health information. “Protected health information” is information
about you, including demographic information, that may identify you and that relates to your past, present or future physical
or mental health condition and related health care services.

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION

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 the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care
and any related services. This includes the coordination or management of your health care with a third party. For example,
your protected health information may be provided to a physician to whom you have been referred to ensure that the
physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to
the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the
business activities of your physician’s practice. These activities include, but are not limited to, quality assessment, employee
review, training of medical students, licensing, and conducting or arranging for other business activities. For example, we may
disclose your protected health information to medical school students that see patients at our office. In addition, we may use
a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also
call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health
information, as necessary, to contact you to remind you of your appointment, and inform you about treatment alternatives or
other health-related benefits and services that may be of interest to you.

We may use or disclose your protected health information in the following situations, except SUD records as explained in Feb
15, 2026 addendum, without your authorization. These situations include: as required by law, public health issues as required
by law, communicable diseases, health oversight, abuse or neglect, food and drug administration requirements, legal
proceedings, law enforcement, coroners, funeral directors, organ donation, research, criminal activity, military activity and
national security, workers’ compensation, inmates, and other required uses and disclosures. Under the law, we must make
disclosures to you upon your request. Under the law, we must also disclose your protected health information when required
by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the
requirements under Section 164.500.

Provided By H(




Required Addendum to our NPP (Notice of Privacy Practices)
Effective as of February15,2026

PREMIER TOTAL HEALTHCARE
2415 HOLLYWOOD BLVD
HOLLYWOOD FL 33020
954-456-0250

Special Privacy Protections for Certain Health Information

We are not primarily a substance use disorder (SUD) treatment program. We may receive and maintain SUD-
related information incidentally (e.g., referrals, history, meds, labs) and that information we maintain may be
subject to additional federal privacy protections, including records related to the diagnosis, treatment, or referral
for treatment of a substance use disorder. These records are protected by federal law (42 C.F.R. Part 2), which, in
some cases, is more restrictive than HIPAA. When these stricter rules apply, we follow them.

How We May Use and Disclose Health Information

We may use and disclose your health information for treatment, payment, and health care operations. When
information includes substance use disorder records, additional legal requirements may apply, including your
written consent before using or disclosing that information.

Limits on Use of Substance Use Disorder Records

Federal law places strict limits on how substance use disorder records may be used or disclosed. Substance use
disorder records cannot be used or disclosed to initiate or substantiate civil, criminal, administrative, or legislative
proceedings without written consent or a qualifying court order.

Authorization and Consent

Certain uses and disclosures require written authorization. You may revoke authorization at any time by written
request, except where already relied upon. If your health information includes substance use disorder records,
your authorization may allow us to use and disclose that information for treatment, payment, and health care
operations, as permitted by law.

Your Rights Regarding Your Health Information
You have rights to inspect, access, amend, request restrictions, request confidential communications, and
receive an accounting of disclosures, as permitted by law.

Redisclosure Notice

If your health information is disclosed to another party, that party may be permitted to redisclose the information,
and it may no longer be protected by HIPAA. However, substance use disorder records may continue to be
protected by federal law even after disclosure, depending on the circumstances.

Public Health and De-ldentified Information

We may disclose de-identified health information for public health, research, or health care operations
purposes as permitted by law. De-identified information does not identify you and cannot reasonably be used to
identify you.

Fundraising Communications
We may contact you for fundraising purposes. You have the right to opt out of receiving fundraising
communications at any time. Your decision to opt out will not affect your access to care.

Complaints and Enforcement
If you believe your privacy rights have been violated, you may file a complaint with us or with the U.S. Department
of Health and Human Services. You will not be retaliated against for filing a complaint.

Changes to This Notice
We reserve the right to change this Notice of Privacy Practices at any time. Any changes will apply to all health
information we maintain. The current version of this Notice will be available upon request and on our website.




Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to
object unless required by law. You may revoke the authorization, at any time, in writing, except to the extent that your
physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

YOUR RIGHTS
The following are statements of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information (fees may apply) - Under federal law, however,
you may not inspect or copy the following records: Psychotherapy notes, information compiled in reasonable anticipation of,
or used in, a civil, criminal, or administrative action or proceeding, protected health information restricted by law, information
that is related to medical research in which you have agreed to participate, information whose disclosure may result in harm
or injury to you or to another person, or information that was obtained under a promise of confidentiality.

You have the right to request a restriction of your protected health information - This means you may ask us not to use or
disclose any part of your protected health information and by law we must comply when the protected health information
pertains solely to a health care item or service for which the health care provider involved has been paid out of pocket in full.
You may also request that any part of your protected health information not be disclosed to family members or friends who
may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must
state the specific restriction requested and to whom you want the restriction to apply. By law, you may not request that we
restrict the disclosure of your PHI for treatment purposes.

You have the right to request to receive confidential communications — You have the right to request confidential
communication from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this
notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically.

You have the right to request an amendment to your protected health information - If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement
and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures - You have the right to receive an accounting of all
disclosures except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare operations;
required by law, that occurred prior to April 14, 2003, or six years prior to the date of this request.

You have the right to obtain a paper copy of this notice from us even if you have agreed to receive the notice electronically.
We reserve the right to change the terms of this notice and we will notify you of such changes on the following appointment.
We will also make available copies of our new notice if you wish to obtain one.

You have the right to Choose someone to act for you: - If you have given someone medical power of attorney or if someone
is your legal guardian, that person can exercise your rights and make choices about your health information.
¢ We will make sure the person has this authority and can act for you before we take any action.

COMPLAINTS

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated
by us. You may file a complaint with us by notifying our Compliance Officer of your complaint. We will not retaliate against
you for filing a complaint.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. We are also required to abide by the terms of the
notice currently in effect. If you have any questions in reference to this form, please ask to speak with our HIPAA
Compliance Officer in person or by phone at our main phone number. Provided By HCSI

PT Signature Date

TYPE YOUR NAME IN THE SIGNATURE LINE

If you are filling out this form online, typing your full name in the signature line indicates your agreement to the terms and conditions. If left blank, you
may sign the form in person at Premier on the day of your appointment.
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