Kavanagh Chiropractic

Account #:
Date:
Patient Information
Name:
Address: City:
State: Zip: Home Phone: [ 1 Work/Cell Phone: / /
Marital Status: [ISingle [CIMarried  [ODivorced [OSeparated DOWidowed
Age: DOB: / / Gender: OFemale OMale Email:
Smoking Status; Race: Ethnicity:
Religious Affiliation: Preferred Language:
Employer: Occupation;
Emergency Contact: Phone: Relation:

How did you hear about our office? (Please list specific provider, media source, or current patient’s name):

Health Care Benefit Information (For Office Use ONLY)

Health Plan Payer: Health Plan Name:

ID#: Group#: Effective Date: __ / [ - 1
Policy Holder: DOB:__/ [/ Relationship:

Deductible: $ Deductible Balance: $ Co-Insurance: %
Out of Pocket Max: $ OOP Balance: $ Co-Payment: $
Limitations:

Non-Covered Services: [IExam OManipulation OManual Therapy O Therapeutic Services

ABN Required? OYes CONo Optum Authorization Required? CYes OONo

Note: The front desk may have you sign a Patient Authorization to Release Information form as we
would want to request information from other providers that have participated in your care. This will
help insure that we have all information concerning your condition.

500 Marschall Road «Suite 130+Shakopee, MN 55379+(952) 445-9313+info@kavanaghchiropractic.comshttp:/ /www.kavanaghchjropractic.comf




Authorization to Release Information
Please read thoroughly, initial at each section and sign at the bottom. Thank You.

HIPAA/Privacy Notices

Our Privacy Pledge: Kavanagh Chiropractic is concerned with and committed to the protection of our patient's privacy and ensuring
the confidentiality of personal health information entrusted to us. Ways in which Kavanagh Chiropractic may disclose your health
information, including but not limited to: treatment, diagnosis, 3rd party payor, billing, appointment reminders, or information about
the clinic. You have the right, in writing, to limit uses or disclosures and to revoke your authorization. Authorization cannot be
revoked if information has already been released. Without your consent, Kavanagh Chiropractic will not be able to submit claims to
your insurance carriers or other third-party payors and may not accept you as a patient.

X | authorize this health care facility to release all information related to the care | receive to my HMO, insurance company,
third party payor or their designee. | understand that this may be necessary for the payment of my bill, determining benefits or for
utilization and quality review purposes. We may also use your information for reminder calls and mailings from our office.

Information about Possible Risk of Chiropractic Treatment

X You have the right, as a patient, to be informed about your condition and the recommended integrative and
complementary procedure to be used so that you make an informed decision whether or not to undergo the procedure after
knowing the risks and hazard involved. This disclosure is not meant to scare or alarm you; it is simply an effort to make you better
informed so you may give or withhold your consent to the procedure. Doctors of chiropractic, Medical Doctors and Physical
Therapists using manual therapy treatment for patients with headaches and cervical spine (neck) complaints are required to explain
that there have been rare cases of injury to a vertebral artery as a result of treatment. Such an injury has been known to cause a
stroke, sometimes with serious neurological damage. The rare chance of this happening is estimated to be approximately from 1
per 400,000 treatments to 1 per 10 million treatments. Appropriate tests will be performed to help identify if you may be susceptible
to this type of injury; you will be notified if that is the case. If you have any questions about this, please do not hesitate to speak with
your practitioner. As with any health procedure, complications may arise during treatment. These complications include soreness,
muscle or ligament strain, dislocations, fractures, disk injuries or physiotherapy burns. These are extremely rare occurrences.

Assignment of Benefits

X | assign all benefits payable to me for my care to Kavanagh Chiropractic. | understand that this health care facility will
be paid directly by the insurance company or other payor. This assignment will remain in effect until revoked by me in writing. A
photocopy of this assignment is considered as valid as the original.

Guarantee of Payment .
X | guarantee payment of all charges incurred for treatment in accordance with the rates and terms of this health care
facility. Your insurance policy is an agreement between you and your insurance company, not between the insurance company and
this chiropractic office. All benefits quoted are a general outline and are not a guarantee of payment. As a courtesy to our patients,
the clinic will submit all eligible charges to the insurance company for the patient. It is to be understood that all services rendered
are 100% the patient's responsibility. Should your account be submitted to a collections agency, the charges incurred to collect the
outstanding bill will be billed to you in addition to the outstanding balance. Cash patients are required to pay at each visit. Co-pays
must be paid at each visit.

Consent for Treatment

X | authorize the performance of diagnostic tests, procedures and treatment deemed necessary by personnel involved in
my care.

Cancellation

X A 24-hour notice must be given to reschedule or cancel a chiropractic appomtment If an appointment is missed, the

patient must pay a $25 cancellation fee for the appointment. Insurance companies are not responsible to pay for missed
appointments and will not be billed.

Nutritional Supplements/Orthopedic Supports
X All supplements/vitamins and orthopedic supports or supplies must be paid IN FULL at time of service.
Supplements/vitamins are non-returnable.

Authorization to Treat a Minor (under the age of 18)

X | hereby request and authorize my doctor at this clinic to perform diagnostic tests and render chiropractic adjustment
and other treatment to my minor son/daughter. As of this date, | have legal right to select and authorize health care services for the
minor child named above. Under the terms and conditions of my divorce (if applicable), separation or other authorization, the
consent of a spouse/former spouse or other parent is not required. If my authority to so select and authorize this care should be
revoked or modified in anyway, | will immediately notify Kavanagh Chiropractic.

Name (Printed): Date:

Signature of Patient or Responsible Party: Relationship to Patient:

500 Marschall Road =Suite 130+Shakopee, MN 55379+(952) 445-9313+info@kavanaghchiropractic.comehttp:// www.kavanaghchiropractic.com/



Patient Health Questionnaire

ACN Group, Inc. Form PHQ-102

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

1. When did your symptoms start: Describe your symptoms and how they began:

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
@ Constantly (76-100% of the day)

@ Frequently (51-75% of the day) Le 2,/
® Occasionally (26-50% of the day) £ ( /..‘J‘, \
@ Intermittently (0-25% of the day) 7 ( A e
/ / t D
P { R
3. What describes the nature of your symptoms? ! / ) "' { /\ ﬁ
S W ¥ i
® Sharp @ Shooting ' (f 1) e Vi
@ Dullache  ® Burning {}M’f’i‘; b z (’l’!’l:iu;;}
® Numb ® Tingling ) \
4. How are your symptoms changing? f-’ ' {j / \ \‘
® Getting Better \ { \ (Y / \ f}
@ Not Changing i i! ./1)' ; ) |
® Getting Worse £ e o S
None Unbearable
5. How bad are your symptoms at their: aworst: @ @ @ @ ® ®
b.best @ ® @ @ ® ®
6. How do your symptoms affect your ability to perform daily activities?
@ @ @ ®@ @ ® ® @ ® ® ®
No complaints Mild, forgotten Moderate, interferes Limiting, prevents Intense, preoccupied Severe, no
with activity with activity full activity with seeking relief activity possible
7. What activities make your symptoms worse:
8. What activities make your symptoms better:
9. Who have you seen for your symptoms? @ No One @ Medipai Doctor . ® Other
@ Other Chiropractor @® Physical Therapist
a. When and what treatment?
b. What tests have you had for your symptoms @ Xrays date: @ CT Scan date:
and when were they performed?
¥P @ MRl date: @ Other  date:
10. Have you had simifar symptoms in the past? @ Yes @ No
a. If you have .repeived freatment in the past for @ This Office ® Medical Doctor ® Other
the same or similar sympfoms, who did you see? @ Other Chiropractor @ Physical Therapist
, . @ Professional/Executive @ Laborer @ Retired
11. What is your occupation?
¥ P @ White Collar/Secretarial ® Homemaker ® Other
@ Tradesperson ® FT Student
a. If you are not retired, a homemaker, or a ® Full-time @ Self-employed ® Off work
student, what is your current work status? @ Part-time @ Unemployed ® Other
12. What do you hope to get from your visit/treatment (select all that apply):
@ Reduce symptoms @ Explanation of condition/treatment ® How to prevent this from occurring again -

@ Resumefincrease activity @ Learn how to take care of this on my own ®

Patient Signature Date




Patient Health Questionnaire - page 2
ACN Group, Inc  PHQ-102

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date
What type of regular exercise do you perform? ®None @Light @ Moderate @ Strenuous
What is your height and weight? Height Weight lbs.

Feet Inches

For each of the conditions listed below, place a check in the Past column if you have had the condition in the past.
If you presently have a condition listed below, place a check in the Present column.

Past Present Past Present Past Present
O O Headaches © O High Blood Pressure O O Diabetes
(@ O Neck Pain O O Heart Attack O O Excessive Thirst
© O Upper Back Pain O O Chest Pains O O Frequent Urination
O O Mid Back Pain O O Stroke
O O Low Back Pain ® O Angina O © Smoking/Use Tobacco Products
O O Drug/Alcohol Dependence
O O Shoulder Pain O O Kidney Stones
o O Elbow/Upper Arm Pain O O Kidney Disorders O O Allergies
O O Wrist Pain O O Bladder Infection O O Depression
O O Hand Pain O O Painful Urination O O Systemic Lupus
, , O O Loss of Bladder Control © O Epilepsy
© O Hip/Upper Leg Pain O O Prostate Problems O O Dermatitis/Eczema/Rash
@ O Knee/Lower Leg Pain . _ O O HIV/AIDS
@) O Ankle/Eoot Pain O O Abnormal Weight Gain/Loss
. O O Loss of Appetite Females Only
©  ©JawPan O O Abdominal Pain O O Birth Control Pills
O O Joint Swelling/Stiffness O O Ulcer O O Hormonal Replacement
O O Arthritis O O Hepatitis O O Pregnancy
O © Rheumatoid Arthritis @ O Liver/Gall Bladder Disorder O O
O O General Fatigue O O Cancer Other Health Problems/Issues
O O Muscular Incoordination O O Tumor O O
O O Visual Disturbances (@) O Asthma O O
O O Dizziness O O Chronic Sinusitis O O
Indicate if an immediate family member has had any of the following:
O Rheumatoid Arthritis O Heart Problems O Diabetes O Cancer O Lupus O

List all prescription and over-the-counter medications, and nutritional/herbal supplements you are taking:

List all the surgical procedures you have had and times you have been hospitalized:

Patient Signature Date
| Docftor’s Additional Comments

Doctors Signature Date




Neck Index

Form N1-100

rev 3/27/2003

Patient Name 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 sleeplass).
@ 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 complelely disturbed (5-7 hours sleepless).

Reading
@ | 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.

@ | 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.

Personal Care

© | can look after myself normally without causing extra pain.
@ | 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 personat 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 liting 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
@ 1 can drive my car without any neck pain,
® | can drive my car as long as | want with slight neck pain.

@ | can drive my ¢ar as long as | want with moderate neck pain.
@ | cannot drive my car as long as | want because of moderate neck pain.
@ | can hardly drive al 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,

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

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

@ | have a great deal of difficulty concentrating when | want.
® | cannol concentrate at all.

® 1am able to engage in all my usual recreation aclivities with some neck pain.

@ 1 am able to engage in most but not all my usual recreation activities because of neck pain.
® Iam 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,

Work

© 1can do as much work as | want.

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

@ 1 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,

Headaches

@ | have no headaches at all.

@ 1 have slight headaches which come infrequently.

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

@ I have severe headaches which come frequently.
® | have headaches almost all the time.

Neck
e e e Index
Score

“Index-Seore-=[Sum of all-statements-selected /- (# of sections with-a-statement selected x- 5)]-%100-




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 goes and is very severe.
® The pain is very severe and does not vary much.

Sleeping
@ |getno pain in bed.
@ |get pain 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¢an 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 i increases pain immediately.

Standing

@ ! can stand as long as | want without pain.

@ I 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 sland for longer than 10 minutes without increasing pain.

® ! avoid standing because it increases pain immediately.

Walking

@ 1 have no pain while walking.

@ | 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.
® | cannct walk at all without increasing pain.

.Index Score = [Sum of all statements selected / (# of s

Personal Care

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

@ 1 donot noi"mally 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 without help.

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

Lifting

@ | can lift heavy weights without extra pain.

@ Ican 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.

Traveling

@ ! 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 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 sacial life is normal but increases the degree of pain.

@ Pain has no significant affect on my social life apart from limiting my more
energelic 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 hardiy any social life because of the pain.

Changing degree of pain
© My pain is rapidly getting betler.
® My pain fluctuates but overall is definitely getting better.
@ My pain seems fo 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.
Back
e A Index
ections with a statement selected x 5)] x 100, Score




