OPTIMUM HEALTH THROUGHCHIROPRACTIC CARE

Patient Information

Thank you for choosing our practice for your chiropractic needs. Please complete this form in ink. If you have any ques-
tions or concerns, do not hesitate to ask for assistance. We will be happy to help.

(Please Print)
Name Date SS/HIC/Patient 1D#
First Middle Initial Last
Address City State Zip
Sex: A Female [d Male Birthdate E-mail
Home Phone ( ) Cell Phone ( ) Work Phone ( )
Do you prefer to receive calls at: d Home 4 Work [ Cell (1 No Preference
U Married [ Widowed [ Single O Minor O Separated [ Divorced O Partnered for years
Patient Employer/School Occupation
Employer/School Address City State Zip

Spouse or parent’s name Employer Work Phone ( )

Whom may we thank for referring you to us?
Person to contact in case of emergency Phone ( )

R nsible Party
Name of person responsible Ta t
Relationship to patient

Address City Zip
Name of employer Work Phone ( )

Insurance Information

Nﬁne@med Relationship to patient

Birthdate Social Security # Date employed

Name of empl Work Phone ( )

Address City State Zip
Insurance Co. \ Phone ( ) Group # Employer #

City State Zip
uch have you used? Max. annual benefit?
Yes IF YES, PLEASE COMPLETE THE FOLLOWING:

Insurance Co. Address
How much is your deductible?
DO YOU HAVE ADDITIONAL INSURANCE?

Name of insured Relationghip to patient

Birthdate Social Security # Date employed

Name of employer Work Phon: )

Address City N\ State Zip
Insurance Co. Group # oyer #
Insurance Co. Address City State _H_Zip

How much is your deductible? How much have you used? Max. annual benefit?
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Symptoms )
Reason for visit When did you first notice the symptoms?
Is this condition getting progressively worse?

Where specifically is the problem(s) located?
Which activities are difficult to perform? (1 Sitting O Standing (1 Walking O Bending 1 Lying down (1 Other

Type of pain: [J Sharp J Dull (d Throbbing [J Numbness 1 Aching [ Shooting

1 Burning [ Tingling @ Cramps [J Stiffness ([ Swelling O Other
Rate the severity of your pain. (1, mild pain or discomfort, to 10, severe pain): 1 2 3 4 5 6 7 8 9 10
Is the pain constant or does it come and go?
What treatment have you already received for your condition?
d Medication Q Surgery O Physical Therapy d Other
Name and address of other doctor(s) who have treated you for your condition:

Health History

Check only those conditions which are applicable:

AIDS/HIV [ Cataracts L1 Hepatitis [ Osteoporosis (1 Suicide Attermpt
J Alcoholism 1 Chemical Dependency (4 Hernia 1 Pacemaker (4 Thyroid Problems
(J Allergy Shots (1 Chicken Pox (2 Herniated Disc [J Parkinson's Disease [ Tonsillitis

0 Anemia [d Depression 1 Herpes (4 Pinched Nerve U Tuberculosis

J Anorexia U Diabetes (A High Cholesterol [ Pneumonia d Tumors, Growths
[ Appendicitis (J Emphysema U Kidney Disease A Polio [ Typhoid Fever

O Arthritis (1 Epilepsy A Liver Disease 1 Prostate Problems O Ulcers

3 Asthma 1 Fractures 1 Measles [ Prosthesis [J Vaginal Infections
(2 Bleeding Disorders 1 Glaucoma 0 Migraine Headaches [ Psychiatric Care [ Venereal Disease
(2 Breast Lump (2 Goiter O Miscarriage [ Rheumatoid Arthritis (1 Whooping Cough
[ Bronchitis (3 Gonorrhea [ Mononucleosis A Rheumatic Fever (J Other

J Bulimia d Gout [d Multiple Sclerosis [ Scarlet Fever

[ Cancer (d Heart Disease d Mumps [ Stroke

Dates of last exams
(Women) Are you pregnant? dYes dNo  Nursing? QYes ONo  Taking birth control pills? dYes O No

List any types of surgeries which you have had and the dates which they occurred:

Please list all medications you are currently taking:
Allergies:

Daily Habits
What type of exercise do you perform on a daily basis? [ None (d Moderate (d Heavy
What do your daily work habits include? (ex: sitting, standing, light labor, heavy labor, computer work)

What vitamins do you currently take?
What kind of other nutritional supplements do you take (if any)?
Do you smoke? [ No O Yes How much per day?
How much liquor do you consume on a weekly basis?
How much coffee or caffeinated beverages do you consume on a daily basis?

Certification and Assignment
To the best of my knowledge, the above information is complete and correct. I understand that it is my
responsibility to inform my doctor if I, or my minor child, ever have a change in health.

I certify that I, and/or my dependent(s), have insurance coverage with

Name of Insurance Company(ies)
and assign directly to Dr. all insurance benefits, if any, otherwise payable to me
for services rendered. I understand that I am financially responsible for all charges whether or not paid by insur-
ance. [ authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose such information to the above-
named Insurance Company(ies) and their agents for the purpose of obtaining payment for services and determin-
ing insurance benefits or the benefits payable for related services. This consent will end when my current treat-
ment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative Date
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INSTRUCTIONS: Pleas
NOTE: Ifyouh

0 1 2 3 4 5 6 7 8 9 10

3. Whatis your pain AT I'TS BEST (How close to “0” does your pain get at its best)?

O 1 2 3 4 5 ¢ 7 3 3 ®

_What percentage of your awake hours is yourpain atitsbest? =~ %

¢ . RSN
d. What is your pain AT ITS WORST (How close to “10” does your pain get at its worst)?

o 1 2 3 4 5 6 7 8 9 10

What pcrcen&gc of your awake hours is your pain atitsworst? %

NAME AGE. DATE L]
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Please mark the diagrams below Numbness -- Pins and Needleses.
using the symbols at the right to
describe the sensations you XXX 11
currently feel. Buming xx  Stabbing ///
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Back Index

ACN Group, Inc. - Form BI-100

Patient Name

ACN Group. Inc Use Only rev 11/13/02

Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@© The pain comes and goes and is very mild.

@ The pain is mild and doés not vary much.

@ The pain comes and goes and is moderate.

® The pain is moderate and does not vary much.
@ The pain comes and goes and is very severe.
G The painis very severe and dges not vary much.

Sleeping

@ |getno pain inbed.
_____ @ Igetpainin bed but it does not prevent me from sleeping well.
@ Because of pain my normal sieep is reduced by less than 25%.
@ Because of pain my normal sleep is reduced by less than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.

® Pain prevents me from sleeping at all.

Sitting

@© [ can sitin any chair as long as ! like.

@ 1can only sitin my favarite chair as long as | like.

@ Pain prevents me from sitting more than 1 hour.

® Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® Iavoid sitting because it increases pain immediately.

Standing
@© | can stand as long as f want without pain.
@ 1have some pain while standing but it does not increase with time.

@ I cannot stand for longer than 1 hour without increasing pain.
(® |cannot stand for longer than 1/2 hour without increasing pain.

@ | cannot stand for fonger than 10 minutes without increasing pain.
® | avoid standing because it increases pain immediately.

Walking

@© 1 have no pain while walking.

@ 1| have some pain while walking but it doesn't increase with distance.
@ | cannot walk more than 1 mile without increasing pain.

@ 1 cannot walk more than 1/2 mile without increasing pain.

@ | cannot walk more than 1/4 mile without increasing pain.

® | cannot walk at all without increasing pain.

Personal Care

I do not have to change my way of washing or dressing in order to aveid pain.

® 1 do not normally change my way of washing or dressing even though it causes some pain
@ Washing and dressing increases the pain but | manage nol to change my way of doing it.

@ Washing and dressing increases the pain and | find it necessary to change my way of doir
@ Because of the pain | am unable to do some washing and dressing without help.

® Because of the pain | am unable to do any washing and dressing without help.

Lifting

@ | canlift heavy weights without extra pain.

O |can ftheavy weights butftcauses extapan.

@ Pain prevents me from lifing heavy weights off the floor.

® Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a tabls).

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

® | can only lift very light weights.

Traveling

@© 1 get no pain while traveling.

@ 1 get some pain while traveling but none of my usual forms of travel make it worse.

@ | get extra pain while traveling but it does not cause me to seek altemate forms of travel.
® Iget extra pain while traveling which causes me to seek altemate forms of travel.

@ Pain restricts all forms of travel except that done while lying down.

® Pain restricts all forms of travel.

Sacial Life

@ My social life is normal and gives me no extra pain.

@ My sodial life is normal but increases the degree of pain.

@ Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, efc).

@ Pain has restricted my social life and | do not go cut very often.

@ Pain has restricted my social life fo my hame.

® 1 have hardly any social life because of the pain.

Changing degree of pain

My pain is rapidly getting better.

My pain flucluates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.
My pain is neither getling better or worse.

My pain is gradually worsening.

My pain is rapidly worsening.
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ACN Group, Inc. - Farm NI-100

Patient Name

ACN Group, Inc. Use Only rev 11/13/02

Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

© | have no pain at the moment.

@ The pain s very mild at the moment.

@ The pain comes and goes and is moderate,

@ The pain is fairly severe at the moment.

@ The painis very severe at the moment.

® The pain is the worst imaginable at the moment.

Sleeping
© |have no trauble sleeping.
@ My sleep is slightly disturbed (less than 1 hour sleepless).

@ My sleep is mildly disturbed (1-2 hours sleepiess).

@ My sleep is moderately disturbed (2-3 hours sleepless).
@ My sleep is greatly disturbed (3-5 hours sleepless).

® My sleep is completely disturbed (5-7 hours sleepless).

Reading
@© 1 can read as much as | want with no neck pain.

@ | can read as much as | want with slight neck pain.
@ | can read as much as | want with moderate neck pain.

@ I cannot read as much as | want because of moderate neck pain.

@ | can hardly read at all because of severe neck pain.
® 1 cannotread at all because of neck pain.

Concentration

© Ican concentrate fully when | want with no difficulty.

@ Ican concentrate fully when | want with slight difficulty.

@ ! have afair degree of difficulty concentrating when | want.
@ 1have a lot of difficulty concentrating when | want.

@ |have a great deal of difficulty concentrating when | want.
® | cannot concentrate at all.

Work

@ Ican do as much work as | want.

@ Ican only do my usual work but no more.

@ I can only do most of my usual work but no more.
@ | cannot do my usual work.

@ |can hardly do any work at all.

® | cannot do any work at all.

Personal Care

@ | can look after myself normally without causing extra pain.
® 1 can look after myself normally but it causes extra pain.
@ ltis painful to look after myself and | am slow and careful.
® | need some help but | manage most of my personal care.
@ | need help every day in most aspects of self care.

® 1 do not get dressed, | wash with difficulty and stay in bed.

Lifting

© | can lift heavy weights without extra pain.

@ 1 can lift heavy weights but it causes extra pain,

@ Pain prevents me from fifting heavy weights off the fioor, but I can manage
if they are conveniently positioned (e.g., on a table).

@ Pain prevents me from lifting heavy weights off the fioar, but | can manage
light to medium weights if they are conveniently positioned.

@ 1 can only lift very light weights.

® | cannot ift or carry anything at all.

Driving

@ I can drive my car without any neck pain.

@ | can drive my car as long as | want with slight neck pain.

@ | can drive my care as long as } want with moderate neck pain.

@ | cannot drive my car as long as | want because of moderate neck pain.
@ | can hardly drive at all because of severe neck pain.

® I cannot drive my car at all because of neck pain.

Recreation

@ 1am able fo engage in all my recreation activities without neck pain.

@ I am able to engage in alt my usual recreation activities with some neck pain.

@ | am able o engage in most but not all my usual recreation acfivities because of neck p:
@ 1am only able to engage in a few of my usual recreation activities because of neck pain
@ | can hardly do any recreation activities because of neck pain.

® | cannot do any recreation activities at all.

Headaches

@© | have no headaches at all.

@ | have slight headaches which come infrequently.

@ | have moderate headaches which come infrequently.
@ | have moderate headaches which come frequently.
@ | have severe headaches which come frequently.

® | have headaches almost all the time.
Neck
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OFFICE POLICY

We believe that a clear definition of our office policies will allow both you, the
patient, and us, the doctor, to concentrate on the big issue - REGAINING AND
MAINTAINING YOUR HEALTH.

APPOINTMENT POLICY
Multiple appointments will be scheduled for your convenience, to minimize waiting

and to facilitate incorporating these appointments into your daily routine.

Regardless of how many appointments are scheduled for you each week, please note
that it is the frequency of visits that counts; and not the days.

Therefore, if you are unable to keep an appointment for any reason, we require that
you call immediately to reschedule your visit. It is your obligation to make up a
missed appointment within 7 days of any cancellation.

This office reserves the right to charge for missed appointments and those cancelled
without 24 hours notice.

When entering the office on any given visit, please go directly to the front desk and
“sign-in.” We attempt to honor all appointments at the scheduled time. If you are
late, you may have to wait for the next available appointment. If you have any
questions regarding our office policy or your appointments, please do not hesitate to

speak to the receptionist directly.

FINANCIAL POLICY
1. It is our office policy that all services rendered in this office are billed to

your insurance company, if applicable. If for any reason your insurance
company rejects you claims, you are personally responsible for all charges
incurred.

2. All payments, including co-pays and deductibles, are expected at the time
of service or at the end of each week. Patients’ balances may not exceed

$150 at any time.

3. Returned checks and balances over 30 days may be subject to additional
collection fees and interest charges of 1 ¥2% per month.

4, A charge of $2.0 will be incurred for all appointments that are missed or
those not cancelled with 24 hour notice.

PATIENT NAME

PATIENT'S SIGNATURE

DATE




Consent for Use or Disclosure of Health Information

Our Privacy Pledge

We are very concerned with protecting your privacy. While the law requires us to give you this
disclosure, please understand that we have, and always will, respect the privacy of your health

information.

There are several circumstances in which we may have to use or disclose your health care information.

* We may have to disclose your health information to another health care provider or a hospital if it
is necessary to refer you to them for the diagnosis, assessment, or treatment of your health
condition.

* We may have to disclose your health information and billing records to another party if they are
potentially responsible for the payment of your services.

* We may need to use your health information within our practice for quality control or other

operational purposes.

We have a more complete notice that provides a detailed description of how your health information
may be used or disclosed. You have the right to review that notice before your sign this consent form
(§ 164.520). We reserve the right to change our privacy practices as described in that notice. If we
make a change to our privacy practices, we will notify you in writin g when you come in for treatment
or by mail. Please feel free to call us at any time for a copy of our privacy notices.

Your right to limit uses or disclosures

You have the right to request that we do not disclose your health information to specific individuals,
companies, or organizations. If you would like to place any restrictions on the use or disclosure of
your health information, please let us know in writing. We are not required to agree to your
restrictions. However, if we agree with your restrictions, the restriction is binding on us.

Your right to revoke your authorization

You may revoke your consent to us at any time; however, your revocation must be in writing. We will
not be able to honor your revocation request if we have already released your health information
before we receive your request to revoke your authorization. If you were required to give your
authorization as a condition of obtaining insurance, the insurance company may have a right to your

health information if they decide to contest any of your claims.

I have read your consent policy and agree to it terms. I am also acknowledging that I have received a

copy of this notice.

Printed Name Authorized Provider Representative

Signature Date

Date



Appointment Reminders, Health Care Information and Marketing
Authorization

Your chiropractor and members of the practice may need to use you name, address,
phone number and your clinical records to contact you with appointment reminders,
information about treatment alternatives, or other health related information that may be
of interest to you. This information may also be used for the purpose of sending
birthday/holiday cards, newsletters, etc. If this contact is made by phone and you are not
at home, a message will be left on your answering machine. By signing this form, you
are giving us authorization to contact you with these reminders and information.

You may restrict the individuals or organizations to which your health care information is
released or you may revoke your authorization to us at any time; however, your
revocation must be in writing and mailed to us at our office address. We will not be able
to honor your revocation request if we have already released your health information
before we receive your request to revoke your authorization. In addition, if you were
required to give your authorization as a condition of obtaining insurance, the insurance
company may have a right to your health information if they decide to contest any of

your claims.

Information that we use or disclose based on the authorization you are giving us may be
subject to re-disclosure by anyone who has access to the reminder or other information
and may no longer be protected by the federal privacy rules.

You have the right to refuse to give us this authorization. If you do not give us
authorization, it will not affect the treatment we provide to you or the methods we use to

obtain reimbursement for your care.

You may inspect or copy the information that we use to contact you to provide
appointment reminders, information about treatment alternatives, other health related
information, or marketing at any time ( 164.524).

This notice is effective as of . This authorization will expire
seven years after the date on which you last received services from us.

I authorize you to use and disclose my health information in the manner described above.
I am also acknowledging that I have received a copy of this authorization.

Patient Name (Printed) Date

Patient Signature Authorized provider representative



