Cell Phone # o
Cell Carrler/Co . CONFIDENTIAL PATIENT INFORMATION

Natne Social Security #
Address City State Zip
Home Telephone Age Birthdate Marital Stawws: M § W D
Work Telephone # Children _____ Spouse’s Name
Occupation Your E-mail Address
Name and Address
of Employer
HEALTH INFORMATION Do You Suffer From:
Have you had previous chiropracticcare? [ Yes O No YES NO
Main Complaint Headaches g 0o
Other Complai Neck Pain o a
er L-omplaints Amm or ShoulderPain OO0 (O
Are youpregnant? O Yes [ No Back Pain O 0O
Are you taking any medication? [J Yes O No Ifyes, what? Hip or Leg Pain O o
Sign here to avthorize x-rays and necessary tests ChestPain o o
. - Abdominal Pain o 0O
How long have you had this condition? Sinus Trouble 0 o
Have you had similar conditions in the past? Heart Trouble o 0O
Does this condition affect your family or social life? O Yes [ No - Palpitation o a4
What aggravates this condition? Circulatory oo
High or Low
Blood Pressure a o
Other Doctors seen for this condition Female Problems o g
Prostate Disorder O 0O
Kidney Problems a d
3 9
What helps your symptoms? Bladder Problems o O
Have you had any surgery, falls or accidents? [J Yes [J No Lung or Bronchial
When? Please describe : Disorders d 4
Digestive Disorder o 0O
_ . Constipation O 0O
Date of last physical examination Loose Stool | O
INSURANCE INFORMATION Diabetes .
. . Swollen Joints (] O
Is this condition due to: Insomni . 0
A work-related injury? £ Yes O No An automobile accident? O Yes O No Dii.; inesi o o
If you answer yes to either of the above questions, please complete other side of form. Numbness 0 0
Do you have Major Medical Health Insurance? £ Yes 0O No Nervousness o ad
Company Depression O 0O
- General Fatigue ] O
Add by
D oS . . Moming Fatigue o g
0ES yOUr insurance company require :
a referral from your Primary Care Physician? [0 Yes [I No g;;ﬂl;emory g g
If yes, name of PCP Telephone Hot Flashes o g

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, I understand
that Dudick Chiropractic will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any
amount authorized to be paid directly to Dudick Chiropractic will be credited to my account on receipt. However, I clearly understand and agree
that all services rendered me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or
terminate my care or reatment, any fees for professional services rendered me will be immediately due and payable.

Patient’s Signature Date:
Guardian or Spouse’s Signature Date:
Information Taken By: Date:

Approved by Professional Chiropractic Society of America (PCSA)



Complete only for:

JOB INJURY INFORMATION: pDate Time

*, -—ap
I e “.’.‘_ o R‘rf ?“ :1

ot w2 B 2

“Locaiion

Description of accident

Workman's Compensation Case #

Insurance Company : Address
Insurance Company Case #

Employer’s Name Address
Hospitalized? ___ Name of Hospital

X-rays taken

Other Doctors seen

Are you working now?
Time lost from work to

- (dates)

Complete only for:

ACCIDENT INFORMATION: Dpate Time

Location

How did accident occur?. 3 Auto Collision [ Other

If auto accident, were you [ Driver O Passenger [J Pedestrian

Il auto collision, were you struck from [ Behind [ Right Side [ Left Side [J Front

Did your car strike the other(s) involved? L[JYes [ Ne

Or did the other car strike yours? O Yes [0 Ne [ Undetermined

As a result of the accident, were traffic citations issued to you? [ Yes OO No
To the driver of the other car? O Yes [ No
To the driver of your car? [ Yess [0 No

List the extent of the injuries as you know them

O Auto was Parked

Did you require post-accident hospitalization? 0O Yes [ No
Check symptoms you have noticed since accident:

O Headache O Dizziness O Light Bother Eyes
O Neck Pain O Head Seems Too Heavy O Loss of Memory
[0 Neck Stiff [0 Pins and Needles in Arms {J Ears Ring

O Sleeping Problems O Pins and Needles in Legs O Face Flushed

[3J Back Pain 1 Numbness in Fingers {J Buzzing in Ears
] Nervousness 0 Numbness in Toes O Loss of Balance
O Tension [J Shortness of Breath [] Fainting

1 Irritability O Fatique [J Loss of Smell

Symptoms other than above

[J Diarrhea

(3 Feet Cold

O Hands Cold
O Stomach Upset
O Constipation
] Cold Sweats
] Fever

|

Have you lost any days of work? [ Yes (1 No Dates:

[nsurance Companies involved:
My Company

Company of person responsibie for injuries

Have you been contacted by an insurance adjuster or company representative regarding this claim? O Yes O No

Do you have an attorney that has advised you in this care? O Yes [ No

Name

Address

Telephone:




DUDICK CHIROPRACTIC OFFICE
MICHAEL DUDICK, D.C.

Main Office: ’ - ph (518) 664-2673
377 Route 146, Clifton Park, NY 12065 fax (518) 664-2677
Dudickdc@yshoo.com . www.CoreCMT.com

T e

REE: Name of Patient
D.OB.:

RECORDS RELEASE

1 ] hereby authorize Dudick Chiropractic to release and to permit the examination or
copying of any of my medical records, X-rays, laboratory reports and the results of all tests of any
type or character to such persons as Dudick Chiropractic deems appropriate, including the
information necessary to process a claim.

2) I hereby authorize my doctor or supplier of service to release and to permit the copying of

any of my medical records, X-rays, insurance information, laboratory reports and the results of all
tests of any type to Dudick Chiropractic, in Clifton Park, NY or Albany, NY.

SIGNED DATE

ASSIGNMENT OF BENEFITS

1 authorize payment of medical benefits to Dudick Chiropractic Office for services provided.

SIGNED DATE

ACCEPTANCE OF PATIENT RESPONSIBILITY

I iinderstand that T am financially responsible for any charges incurred at this office, including
copays, deductibles, and charges denied or not covered by my insurance company. I realize my
care may be subject to pre-authorization by the insurance company, and I accept any
responsibility for charges which may not be approved, including the initial visits while waiting
for approval. The insurance company will review any/all documentation submitted by Dudick
Chiropractic Office for review for medical necessity and base their approval/denial upon this
documentation.

SIGNED DATE




NOTICE OF PRIVACY PRACTIC

| understand that, unde
certain rights to privacy regarding my pr

will be used to:

® Conduct, plan and direct m
providers who may be invo

® Obtain payment from third-party

e Conduct normal healthcare operat
cettifications,

| have received, read and understand your
. description of the uses an
has the right to change its
organization at any time at

Practices.

| understand that | may'request in writing
disciosed to carry out treatment, paymen
required to agree to my requested restrictions,

sych restrictions.

~ Patient Name

Relationship to Patient:

Signature:

Date

y treatment and
jved in that treat

payers.
ions such as quality assessments and physician

ES ACKNOWLED‘GEMENT

r the Health Insurance Portability & Accountability Act of 1996 ("HIPAA"), | have

otected health information. | understand that this_information can and

follow-up- among the multiple healthcare
ment directly and indirectly.

Notice of Privacy Practices containing a more complete

d disclosures of my health information. | understand that this organization

Notice of Privacy Practices from i
he address above to obtain a curren

me to time and that | may contact this
t copy of the Notice of Private

that you restrict how my private information Is used or
t of health care operations. | also understand you are not

but if you do agree then you are bound to abide by

OFFICE USE ONLY

| attempted to obtain the patient's

. Acknowledgement, but was unable to do so as docuniented below:

signature in acknowledgement on this Notice of Privacy Practices

Date:

initials:

Reasoh.

|

ITEM O7T0-5982/25050 @ MAY 2002

—
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' Back Index

Patient Name —

Hon about how your back condltion affects your everyday fife.

This questionnalre will glve your provider informa
statement that appiles to yol. If two or moré statements In one

Plsase answer every sectlorr by marking the one
section.apply, please maik the one statement that most clossly

Pain Intensity
@~Thapalnmnmandgcesandisverymlld.

@ “The pain Is mikd and doas not vary much,

@ The paln comes and goes and Is moderats,

@ The pain Is moderale and doas not yary much,
@ The paln comes and goas and |s very SOVers,
@ The paln s very severs and doss not vary much,

Sleeping

@ | getno pain In bed.

@ | gat paln In bed but i doss not prevent me from slesping well
@ Because of pain my nomal slesp 15 reduced by less than 25%.
® Hecause of paln my normal sleep is reduced by less than 50%.
@ Bocause of paln my normal slesp 15 reducad by less fan T5%,
® Paln prevents me from steaping atall.

Sitting

© |can sk In any chafras loﬁg as | ke,

@ | can only sitin my favorite chalr as fong & | like,

@ Paln pravenis me from-siting mors than. 1 hourn,

® Pain prevents me from sliting mare {han 1/2 hou.
@ Paln prevents ms from sitting Mors than 10 minktes.
® | avold sttilng bacause It Increases paln Immedataly.

Standing
© | can stand as long as | want withou! pain.
@ | have some pain while standing but | doss not Increase wlth time.

@ 1 cannot stand for longér then1 hour without Increasing paln:
@ | cannot stand for Ionger than 1/2 hour without Increasing paim.
@ | cannot stand for lenger than 10 inutes without increasing pain,

® | avold standlig bacause it Increases pain immediately.

Walking -
D | have na pain whils walking.

D | have some patn while walking but it dogsn't increase wiih distance.

% | cannot walk more than 1 mile without Increasing pain.

% | cannat walk more than 1/2 mile wilhoutincreasing pain,
D | canne! welk mor than 1/4 mite withoul increasing paln.
B | cannot walk at all without Increaging paln.

Fewly v

Date —

’

describes your problem.

Personal Care
® | do not have to change my way of washing or dressing in order to avold pain.
@ | de not nosmally changs my way of washing or dressing even though it causes some pain,

® Washlng and dressing Increases ihe peln but ] manage not 1o change my way of doing L.
® Washing end dresslng Increases the paln and | find it necessary g change my way of doing ft.

@ Becauss of the pain 1 am unabla to do some washing and dresslng without help.
® Bacause of the pain | am unable o doany washing and dressing without Felp.

Lifting

® 1canlift heavy welghts without extra paln,

@ | can It heavy welghts but it causes xtra paln,

@ Paln pravenis' me from ilfing heavy welghts off the fioon

® Paln prevents me from lifiing heavy welghts off tha ficor, bui | can managa
if they are convenlenty pesitioned (8.9, on @ tabls).

@ Paln prevenis me from {ifing heavy welghts off the fioor, but | can manage
fight to medlum walghts if they are convenlanty posifjenad.

® | can only lift very light welghts,

Traveling .y

@ | get no pain white travaling.

@ 1getsome paln while traveling but nene of my usual forms of travel make H worss.

@ 1 get extra pain while fraveing but t does rol casa me to saek altemate forms of ravel,
@ |getextra painwhlle traveling which causss ma fo seek altarnate forms of travel,

@ Paln restricts &l forms of ravel axcapt that done while lying down, -

® Paln resiricts all forms of travel.

Social Life

@ My soclal ffe Is nomal and gives me ho extra pein.

@ My sochal ife Is nomnal but Increasies the degres of paln.

@ Paln hasno signficant affect on my soctal life apart from limiting my more
anergetio intarests (6.8, dencing, ets},

@ Paln hag resticted my eoclal Ife and | do not go out very often,

@ Peln has restricted my soclal Jife to my home,

® |have hardly any eoclal e because of the.paln.

Changing degree of pain
© My paln Is rapidly getting batier,
@ My paln fugtuatas but averali s definliely gafting better.
@ My pai seems to be geting batter but Improvement 1s siow,
@ My paln Is netther getting balter o worse,
@ My pain s graduelly worsening.
® My paln Is rapidiy worsening.

Back
© Inglex’
Sgare .




eck Index

Neck Index

.

" Date —— —

Patient Name

This questionnalre will give your p
Please answer every section by marking the
saction apply, please meark the one statemen

Pain Intensity

@ 1havempahat?henm\eﬂt

@ Thepainlsvwnﬂldalmsmmﬂt.

@ Thepalnoonwsandgoesendlsn'odarsls.

@ The pain i falry sevee at the moment.

@ Thepainisverysavefaatﬁ'ﬂmmnt

® mpainlsmemthnaglnablaaﬂhemnam

Slesping
@ |have no irouble slesping.

@ Myslep 1s slightly disturbed (1283 than 1 hour sleapiess).
@ My stesp Is mikdly Slstuibed (12 hours sleepless).
® My slesp ls moderately disturbed (2-3 hours shoeplass),
@ My sieep Is greatly disturbed (3-5 hours sleopiess).
® My slesp Is complalely dlsturbed {57 hours sleaplessh

Reading

@ 1can read as much 85 Jwant with no neck paln.

@ |can rand as much a3 I want with sllght neck pain.

@ |can read as much 8s 1 want with modersta neck pain.

@ | cannot 8EC BS much as | want because of modarate neck pain.
@ 1can hardly raad at all because of severa niack pain.

® 1 cannol red al all pecause of neck pain.

Concentration

@ |can concenlrala fully when 1 want with no dificulty.

@ 1can concentrate fully when [ want with slight difficutty.

@ |have a falr degrea of dificutty concentrating when | want.
@ ihavaaltof difficulty concentrating-when | want.

@ |have a greal deal of difficulty concentrating when | want.

® | cannot concentrals atall

Work :
© 1 can do as much work as | want.

@ | can only do my usual work bul no More,

@ | can only o most of my usul work but no mare.
& | canno! g0 Y ysual work,

® | can hardly do any work st all

@ 1 cannot do any work 8l alh

rovider Information gbout how your neck condltion affects

one statement that applles
f that most closely describes your problem.

your everyday iffe,
to you. If two or more statements In one

Personal Care

@© | can Jook afier ryself normally without causing gxtra paln,
® Imnbokaﬂermysaﬁnonnaliybutﬁcemasem pain,' -
v rt'spa!nfultobokaﬁsrrnyseﬂandlamsbwand careful,
@ [neadsonrahelpbutlnﬂnsgenmtofnwpamlwm.
@ 1need help pvery dsy most aspects of salf cars,

6] ldomtgatdrassed,Imshvﬂmdtfﬁwuyandstaylnbed.

Lifting

@ | can llit heavy welghts withoul exira pain.

@ | can It heavy weights but 1t causes extra paln.

& Paln prevents me from lifing heavy waighls off the fioor, but | can manege
. If they are convenlently postiionied (a.g, on 8 tabis),

@ Paln prevents me from |lfing heavy weights off tha fioor, but | can manags

fight to medhum welghts ¥ thay ars conventantly posttioned.
@ | can oxly Tift very ight weaights,
@ | cannot Iift or cany anything et all

Driving
@ | can drive my car withowt any netk paln.
@ | gan drive my car &s fong 8s | want with slight neck pain.

@ | can drive my cere g5 long 55 | want with moderate neck pein.
@ | cannot drive my car 8s long 8 | want because of modersls meck pain,

@ | can hardly drive at oll bacause of savers nack pain,
@ 1 cannot drive my car 2t all because of nack pain,

Recreation

@ | am ble to engaga In all my recraalion ectivities without neck pain,

@ | am able to engage In all my usual recreation activities with some neck pain,

@ | am able 1o engage In most but not all my usual recrestion actvilles because of neck pain.
@ | am only able fo engage in 8 few of my usus! recrealion activities because of nock pain.
@ 1 can hardly do any recreation aclivilies because of neck pan.

® | cannot.do any recreaticn ativities at all

Headaghes

@ 1 have no headachies al all.

@ | have slight headachas which come Infrequenty,

@ | have moderate headaches which come [nfrequently,
@ | have modarete headaghes which comd froquenty.
@ | have savers headaches which coma frequenty.

® | have headachss aimos! all the time.

Neack
Index
Score




