CHIROPRACTIC REGISTRATION AND HISTORY

Z! PATIENT INFORMATION NSURANCE INFORMATION

Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
pirstiiame fddie pival Is patient covered by additional insurance? [JYes [ No
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip

Insurance Co.

Sex [JM []F Age

Group #

Birthdate

ASSIGNMENT AND RELEASE
[1 Married ] Widowed [] Single ["1 Minor | certify that |, and/or my dependent(s), have insurance coverage with

and assign directly to

[] Separated [[] Divorced [] Partnered for years

Name of Insurance Company(ies)

Patient Employer/School

Dr. all insurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

Occupation

Employer/School Address

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 determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Spouse’s Name

Birthdate
Signature of Patient, Parent, Guardian or Personal Representative
SS#
Spouse’s Employer Please print name of Patient, Parent, Guardian or Personal Representative
Whom may we thank for referring you? S -
Date Relationship to Patient

7 .: .-/

3 ) PHONE NUMBERS ﬁ‘ ACCIDENT INFORMATION
Cell Phone ( ) Home Phone ( ) Is condition due to an accident? (] Yes [ ] No Date
Best time and place to reach you Type of accident []Auto [JWork [JHome []Other

INICASEIORENEHCENCGICONTACT To whom have you made a report of your accident?

Name Relationship [] Auto Insurance [] Employer []Worker Comp. []Other

Home Phone ( ) Work Phone ( ) Attorney Name (if applicable)

PATIENT CONDITION

Reason for Visit

When did your symptoms appear? @
Is this condition getting progressively worse? [1Yes [JNo [JUnknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: [] Sharp ] Dull [] Throbbing [] Numbness [] Aching [ Shooting
] Burning [ Tingling [ Cramps [ Stiffness ~ [] Swelling [] Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfere with your (] Work [ Sleep  [] Daily Routine  [] Recreation

Activities or movements that are painful to perform [] Sitting [] Standing (] Walking [] Bending [ Lying Down
(Vers,C255504) -OVER- #20572 — © 2004 Medical Arts Press® 1-800-328-2179




l. .’ HEALTH HISTORY

What treatment have you already received for your condition? [] Medications [ Surgery  [] Physical Therapy

[ Chiropractic Services []None [] Other

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes" or "No" to indicate if you have had any of the following:

AIDS/HIV [IYes [JNo Diabetes [JYes [[1No Liver Disease [OYes [JNo Rheumatic Fever [JYes []No
Alcoholism [JYes [[JNo Emphysema [OYes [JNo Measles OJYes [JNo Scarlet Fever [1Yes [1No
Allergy Shots [[JYes []No Epilepsy [OYes [0 No Migraine Headaches []Yes []No Sexually.

Anemia [JYes [JNo Fractures [1Yes [[JNo Miscarriage [1Yes [ No 'g;r;zrggted [JYes []No
Anorexia [1Yes [[JNo Glaucoma [(JYes [1No Mononucleosis [1Yes [JNo Stroke [IYes [JNo
Appendicitis [dYes [(JNo Goiter [OYes [JNo Multiple Sclerosis []Yes []No Suicide Attempt e lING
Arthritis [JYes [[JNo Gonorrhea [1Yes [1No Mumps [1Yes []No Thyroid Problems [ Yes [ No
Asthma [OJYes [[JNo Gout [JYes [[1No Osteoporosis [DYes [1No Tonsilitis ClYes [JNo
Bleeding Disorders []Yes [[JNo Heart Disease [IYes [JNo Pacemaker [dYes [JNo berchlosis [Yes [JNo
Breast Lump [dYes [[1No  Hepatitis [JYes [INo Parkinson's Disease []Yes [] No Tumors, Growths  [1Yes [ No
Bronchitis [OYes [JNo Hernia [1Yes [[JNo Pinched Nerve [OYes []No Typhoid Fever OYes []No
Bulimia [1Yes [JNo Herniated Disk [1Yes [JNo Pneumonia [JYes [ No Ulcers [JYes [JNo
Cancer [JYes [JNo Herpes [[JYes [JNo Polio [OYes []No Vaginal Infections  [JYes [ No
Cataracts [IYes [JNo High Blood Prostate Problem [ Yes [] No )

Chemical il [ElYes ' ENo Prosthesis [IYes [No Wil NG IEINES T

Dependency [JYes [INo High Cholesterol []Yes []No Psychiatric Care ~ []Yes [ No Other

Chicken Pox [JYes [[JNo Kidney Disease [OYes [ No Rheumatoid Arthritis (] Yes [ No
EXERCISE WORK ACTIVITY HABITS

1 None [ Sitting [] Smoking Packs/Day
[J Moderate [] Standing [] Alcohol Drinks/Week
[] Daily [ Light Labor [] Coffee/Caffeine Drinks Cups/Day
(] Heavy [ Heavy Labor [ High Stress Level Reason

Are you pregnant? [JYes []No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

E ? MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone ( )




r OUADRUPLE VISUAL ANALOGUE SCALE

INSTRUCTIONS: Please circle the number which best describes the question being

asked.
NOTE: If you have more than one complaint, please answer each question for each

individual complaint and indicate which score is for which complaint.

EXAMPLE:

headache neck low back

6o 1 @ 3 @® 5 6 1 8 (O 1w
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1. What is your pain RIGHT NOW?

0 1 2 3 4 5 6 7 8 9 10

2. What is your TYPICAL or AVERAGE pain?

4 5 6 7 8 9 10

3. What is your pain AT ITS BEST(How close to “0” does your pain get at its best)?

0 1 2 3 4 5 6 7 8 9 10

What percentage of your awake hours is your pain at its best? L7

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

0 1 2 3 4 5 6 7 8 9 10

What percentage of your awake hours is your pain at its worst? %

_AGE DATE

NAME:




- .- -1-1-)

Please mark the diagrams below Numbness -- Pins and Needlese--
using the symbols at the right to

describe the sensations you XXX I
currently feel. Burning xxx  Stabbing ///
xxx i
.
Ll & g.' [ 4 f




Back Index

Form BI100

Patient Name

rev 3/27/2003

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 does not vary much.

@ The pain comes and goes and is moderate.

@ The pain is moderate and does not vary much.
@ The pain comes and goss and is very severe.
® The pain is very severe and does not vary much.

Sleeping

© | getno painin bed.

@ | getpain in bed but it does not prevent me from sleeping well.
® Because of pain my normal sleep 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.

@ 1 can only sitin my favorite 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.
® | avoid sitting because it increases pain immediately.

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

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

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

Walking

® | 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.
@ | 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

@ |do not have to change my way of washing or dressing in order to avoid pain.

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

® Washing and dressing increases the pain and | find it necessary to change my way of doing it,
@ Because of the pain | am unable to do some washing and dressing withoul help.

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

Lifting

[ can lift heavy weights without extra pain.

| can lift heavy weights but it causes extra pain.

Pain prevents me from lifting 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 table).

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.

® e00e

Traveling

@ | get no pain while traveling.

@ [ 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 alternate forms of travel.
® | get extra pain while traveling which causes me to seek alternate forms of travel.

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

® Pain restricts all forms of travel.

Social Life

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

@ My social 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, etc).

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

@ Pain has restricted my social life to my home.

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

Changing degree of pain

My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

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

My pain is gradually worsening.

My pain is rapidly worsening.

GRORCNCNCRC)
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Neck Index

Form N1-100

Patient Name

rev 3/27/2003

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 is very mild at the moment.

@ The pain comes and goes and is moderate.

@ The pain is fairly severe at the moment.

@ The pain is very severe at the moment.

® The pain is the worst imaginable at the moment.

Sleeping

@ | have no trouble sleeping.

@ My sleep is slightly disturbed (less than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless).

® 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
@ | canread as much as | want with na neck pain.

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

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

@ | can hardly read at all because of severe neck pain.
® | cannot read at all because of neck pain.

Concentration

@ | can concentrate fully when | want with no difficulty.

@ | can concentrate fully when | want with slight difficulty.

@ | have a fair degree of difficulty concentrating when | want,
@ | have alot of difficulty concentrating when | want.

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

Work

@ | can do as much work as | want,

@ | can only do my usual work but no more.

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

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

Lifting

@ | can lift heavy weights without extra pain.

@ | can lift heavy weights but it causes extra pain.

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

@ 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.

® | cannot lift or carry anything at all.

Driving

© | can drive my car without any neck pain.

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

@ | can drive my car 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.

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

Recreation

@® | am able to engage in all my recreation activities without neck pain.

@ | am able to engage in all my usual recreation activities with some neck pain.

@ | am able to engage in most but not all my usual recreation activities because of neck pain.
@ | am 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
Index
Score

Office Use Only



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.

e 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.
e 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.
e  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 writing 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 vour 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



CONSENT TO CHIROPRACTIC ADJUSTMENTS AND CARE

I(We) hereby request and consent to the performance of chiropractic adjustments

and other chiropractic procedures on me or on ,by Dr. Hutter D.C.
and/or other licensed doctors of chiropractic who may be employed or engaged in
practice in the Hutter Chiropractic Clinic.

I have had an opportunity to discuss with Dr. Hutter D.C., or other clinic
personnel the nature and purpose of chiropractic adjustments and other procedures.

I understand that the practice of neither chiropractic nor medicine is an exact science and
that my care may involve the making of judgments based upon the facts known to the
doctor at the time; that it is not reasonable to expect the doctor to be able to anticipate or
explain all risks and complications; that an undesirable result does not necessarily
indicate an error in judgment; that no guarantee as to results has been made to nor relied
upon by me, and I wish to rely on the doctor to exercise judgment during the course of
the procedure which he/she feels at the time, based upon the facts then known, is in my
best interests.

I have also been advised that although the incidence of complication associated
with chiropractic services is very low, anyone undergoing adjustment or manipulative
procedures should know the possible hazards and complications which may be
encountered or result. These include, but are not limited to fractures, disk injuries,
dislocations, sprains, and those which relate to physical aberrations unknown or
reasonably undetectable by the doctor.

I have read or have had read to me the above Consent. [ have also had an
opportunity to ask questions about its content and by signing below agree to the named
procedures.

Patient’s Name

Witnesses:
Patient’s Signature
Relationship or authority
If not signed by Patient
Date:

DOCTOR’S NOTES

Patient counseled by the use of the following:
Discussion
Other (please specify)

*By initialing here your are acknowledging that you have read and agreed to the Consent for Use or
Disclosure of Health Information policy

*By initialing here you are acknowledging that you have read and agreed to the Appointment
Reminders, Health Care Information and Marketing Authorization policy
* Upon request a copy of either/both policies may be provided to you for your records.



