PATIENT INFORMATION

Date

SS/HIC/Patient 1D #

Patient Name

Last Name

First Name Middie Initial
Address
City
State Zip
E-mail
Sex [IM [F Age
Birthdate
[C] Married [ Widowed [ single [1 Minor
[ Separated [[] Divorced (] Partnered for ______ years
Occupation

Patient Employer/School

Employer/School Address

Employer/School Phone |( )

Spouse’s Name

Birthdate

INSURANCE

Whoao is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? []Yes [ No

Subscribers Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

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

and assign directly to

Name of Insurance Company(ies)

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,

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 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.

554

Spouses Employer

Signature of Fatient, Parent, Guardian or Personal Representative

Whom may we thank for referring you?

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

PHONE NUMBERS

Home Phone | ) Cell Phone | )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name Relationship

Home Phone ( ) Work Phone ( )

ACCIDENT INFORMATION

Is condition due to an accident? [] Yes [| No Date
Type of accident [ 1Auto [ [Work [JHome []Other

To whom have you made a report of your accident?
[J Auto Insurance  [[] Employer [ Worker Comp. [] Other

Attorney Name (if applicable)

PATIENT CONDITION

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? []Yes [|No [ ]Unknown

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

Type of pain: [] Sharp ] Dull

How often do you have this pain?

__);3; (2

] Throbbing ["] Numbness
[] Burning [ Tingling [] Cramps [] Stiffness

Is it constant or does it come and go?

Mark an X on the picture where you continue to have pain, numbness, or tingling. ) \
i i [1Aching [l Shooting (9 ( ?5
ingli ] i [ Swelling  [] Other \ ( (

(

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)
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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 [JYes [JNo Diabetes [1Yes [JNo Liver Disease [JYes [INo Rheumatic Fever [JYes []No
Alcoholism [lYes [INo Emphysema [Jyes [INo Measles [JYes []No Scarlet Fever [JYes []No
Allergy Shots ClYes [INo Epilepsy [JYes [JNo Migraine Headaches []Yes []No  Sexually
Anemia (JYes [JNo  Fractures [Jyes [JNo Miscarriage CYes [ No 'gzz:‘rsr:ned ClYes [JNo
Anorexia [JYes [JNo Glaucoma [JYes [JNo  Mononucleosis [Jyes []No Stroke [JYes []No
Appendicitis [[JYes [JNo Goiter ClYes [JNo Multiple Sclerosis [ ] Yes []No Suicide Attempt Oves [JNo
Arthritis [[JYes [INo Gonorrhea Clyes [JNo  Mumps [Jyes []No Thyroid Problems [l ¥Yes [JNo
Asthma [JYes [JNo Gout [JYes [[JNe  Osteoporosis [JYes []No Tonsillitis CJYes [JNo
Bleeding Disorders [ Yes []No  Heart Disease [JYes [JNo Pacemaker [lYes [ No Tuberculosis [JYes [JNo
Breast Lump [JYes [INo Hepatitis [1Yes [JNo Parkinsons Disease [ ]Yes [ No Furmions; Growths CJYes []No
Bronchitis [JYes []No Hernia [[JYes []No Pinched Nerve [IYes []No Typhoid Fever []Yes []No
Bulimia [JYes [JNo Herniated Disk [[JYes [J]No Pneumonia [IYes []No Ulcers OlYes [JNo
Cancer [JYes [JNo Herpes [[JYes [JNo Poalio [JYes []No Vaginal Infections [ Yes []No
Cataracts [Yes []No H;:?:;il.?:d s Cne Prostate Problem [[lYes []No Whaoping Cough [ Yes []No
Chemical Prosthesis [1Yes []No Other
Dependency [(JYes [JNo  High Cholesterol [JYes []No Psychiatiic Care [JYes [JNo

Chicken Pox ClYes [JNo Kidney Disease [JYes [JNo Rheumatoid Arthriis [] Yes [J No
EXERCISE WORK ACTIVITY HABITS
[l None [ sitting [] Smoking Packs/Day
[T] Moderate ] Standing [] Alcohol Drinks/Week
[C] Daily [[] Light Labor [[] Coffee/Caffeine Drinks Cups/Day
[] Heavy [] Heavy Labor [] High Stress Level Reason
Are you pregnant? []Yes []No Due Date
Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS ___

Pharmacy Name

Pharmacy Phone | )




Patient's Name

Number Date

LOW BACK DISABILITY QUESTIONNAIRE (REVISED OSWESTRY)

This questionnaire has been designed to give the doctor information as to how your back pain has affected your ability to manage in
everyday life. Please answer every section and mark in each section only ONE box which applies to you. We realize you may

consider that two of the statements in any one section relate to you, but please just mark the box which MOST CLOSELY

describes your problem.
Section 1 - Pain Intensity

O | can tolerate the pain without having to use painkillers.

O The pain is bad but | can manage without taking painkillers.
O Painkillers give complete relief from pain.

O Painkillers give moderate relief from pain.

O Painkillers give very little relief from pain.

O Painkillers have no effect on the pain and | do not use them.

Section 2 -- Personal Care (Washing, Dressing, etc.)

O | can look after myself normally without causing extra pain.
O | can look after myself normally but it causes extra pain.

O It is painful to look after myself and | am slow and careful.
O | need some help but manage most of my personal care.
O | need help every day in most aspects of self care.

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

Section 3 - Lifting

O | can lift heavy weights without extra pain.

O 1 can lift heavy weights but it gives extra pain.

0O Pain prevents me from lifting heavy weights off the floor, but
| can manage if they are conveniently positioned, for
example on a table.

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

O | can lift very light weights.

0O I cannot lift or carry anything at all.

Section 4 — Walking

O Pain does not prevent me from walking any distance.

O Pain prevents me from walking more than one mile.

O Pain prevents me from walking more than one-half mile.

O Pain prevents me from walking more than one-quarter mile
O I can anly walk using a stick or crutches.

O 1 am in bed most of the time and have to crawl to the toilet.

Section 5 -- Sitting

O | can sit in any chair as long as | like

O | can only sit in my favorite chair as long as | like

O Pain prevents me from sitting more than one hour,
O Pain prevents me from sitting more than 30 minutes.
O Pain prevents me from sitting more than 10 minutes.
0O Pain prevents me from sitting almost all the time.

Scoring: Questions are scored on a vertical scale of 0-5. Total scores
and multiply by 2. Divide by number of sections answered multiplied by
10. A score of 22% or more is considered significant activities of daily
living disability.

(Score_ x2)/(___ Sections x 10) = %ADL

Section 6 - Standing

O | can stand as long as | want without extra pain.

O | can stand as long as | want but it gives extra pain.

O Pain prevents me from standing more than 1 hour.

O Pain prevents me from standing more than 30 minutes.
O Pain prevents me from standing more than 10 minutes.
0O Pain prevents me from standing at all.

Section 7 - Sleeping

O Pain does not prevent me from sleeping well.

O | can sleep well only by using tablets.

O Even when | take tablets | have less than 6 hours sleep.
0O Even when | take tablets | have less than 4 hours sleep.
O Even when | take tablets | have less than 2 hours sleep.
0O Pain prevents me from sleeping at all.

Section 8 - Social Life

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

O My sacial life is normal but increases the degree of pain.

0O Pain has no significant effect on my social life apart from
limiting my more energetic interests, e.g. dancing.

O Pain has restricted my social life and | do not go out as
often.

O Pain has restricted my social life to my home.

O | have no social life because of pain.

Section 9 - Traveling

O | can travel anywhere without exira pain.

0O | can travel anywhere but it gives me extra pain.

O Pain is bad but | manage journeys over 2 hours.

[0 Pain is bad but | manage journeys less than 1 hour,

O Pain restricts me to short necessary journeys under 30
minutes.

O Pain prevents me from traveling except to the doctor or
hospital.

Section 10 — Changing Degree of Pain

O My pain is rapidly getting hetter.

O My pain fluctuates but overall is definitely getting better.

O My pain seems to be getting better but improvement is slow
at the present.

O My pain is neither getting better nor worse.

O My pain is gradually warsening.

O My pain is rapidly worsening.

Comments

Reference: Fairbank, Physiotherapy 1981, 66(8): 271-3, Hudsan-Cook.
In Roland, Jenner (eds.), Back Pain New Approaches To Rehabilitation
& Education. Manchester Univ Press, Manchester 1989: 187-204
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THIS QUESTIONNAIRE IS DESIGNED TO HELP US BETTER UNDERSTAND HOW YOUR NECK PAIN AFFECTS YOUR ABILITY TO
MANAGE EVERYDAY -LIFE ACTIVITIES. PLEASE MARK IN EACH SECTION THE ONE BOX THAT APPLIES TO YOU.
ALTHOUGH YOU MAY CONSIDER THAT TWO OF THE STATEMENTS IN ANY ONE SECTION RELATE TO YOU,

PLEASE MARK THE BOX THAT MOST CLOSELY DESCRIBES YOUR PRESENT -DAY SITUATION.

E

I have no pain at the moment.

The pain is very mild at the moment,

The pain is moderate at the moment.

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.

ocooooo

ECTION 2 - PER E

I can look after myself normally without causing
extra pain.

I can look after myself normally, but it causes
extra pain.

It is painful to look after myself, and I am slow
and careful.

I need some help but manage most of my personal care.
I need help every day in most aspects of self -care.
I do not get dressed. I wash with difficulty and
stay in bed.

SECTION 3 - LIFTING

Q I can lift heavy weights without causing extra pain,
Q I can lift heavy weights, but it gives me extra pain.
O Pain prevents me from lifting heavy weights off
the floor but I can manage if items are conveniently
positioned, ie. on a table.
O Pain prevents me from lifting heavy weights, but I
can manage light weights if they are conveniently
positioned.

oo0og o o o

QO I can lift only very light weights.
Q0 I cannot lift or carry anything at all.
SECTION 4 — ﬂgggg

O I can do as much work as I want.

O I can only do my usual work, but no more.

Q I can do most of my usual work, but no more.
O Ican't do my usual work.
Q0 I can hardly do any work at all.
QO I can't do any work at all.

SECTION 5 -~ HEADACHES

O I have no headaches at all.

0 I have slight headaches that come infrequently.

O I have moderate headaches that come infrequently.
O I have moderate headaches that come frequently.
QO I have severe headaches that come frequently.

O I have headaches almost all the time.

PATIENT NAME

=Co NTRATION

I can concentrate fully without difficulty.

I can concentrate fully with slight difficulty.

I have a fair degree of difficulty concentrating.
I have a lot of difficulty concentrating.

I have a great deal of difficulty concentrating.
I can't concentrate at all.

oooooo

TION 7 — EPI

I have no trouble sleeping.

My sleep is slightly disturbed for less than 1 hour.
My sleep is mildly disturbed for up to 1-2 hours.

My sleep is moderately disturbed for up to 2-3 hours.
My sleep is greatly disturbed for up to 3-5 hours.

My sleep is completely disturbed for up to 5-7 hours.

Oooocoo

SECTION 8 — DRIVIN

I can drive my car without neck pain.

I can drive as long as I want with slight neck pain.

I can drive as long as I want with moderate neck pain.
I can't drive as long as I want because of moderate
neck pain.

I can hardly drive at all because of severe neck pain.

I can't drive my care at all because of neck pain.

OO0 Oooo

= ADI

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.
I can't read as much as I want because of moderate
neck pain.

I can't read as much as I want because of severe

neck pain.

I can't read at all.

0O 0O 0D0oOoo

SECTION 10 — RECREATION

I have no neck pain during all recreational activities.

I have some neck pain with all recreational activities.

I have some neck pain with a few recreational activities.
I have neck pain with most recreational activities.

I can hardly do recreational activities due to neck pain.
I can't do any recreational activities due to neck pain.

oooooo

DATE

SCORE [50]

BENCHMARK =5 =

Copyright: Vernon H. and Hagino C., 1987. Vernon H, Miar S. The Neck Disability Index: A study of reliability and validity.
Journal of Manipulative and Physiological Therapeutics 1991; 14:409-415. Copied with permission of the authors.



INFORMED CONSENT STATEMENT

[ hereby request and consent to the performance of chiropractic adjustments and
other physical therapy procedures, including various modes of physical therapy
and diagnostic X-rays(if necessary) on me or on the patient named below, for
whom I am legally responsible, by the licensed professional named below and/or
other licensed professionals who currently, or in the future, work at the office
listed below.

I have had the opportunity to discuss with the doctor named below and/or with
other office personnel the nature and purpose of chiropractic and/or physical
therapy procedures. I understand that results are not guaranteed.

[ am advised that I will be receiving weekly educational emails of a health nature
as well as appointment reminders in the form of email and text messages. I am
aware that I have the right to opt out of this service at any time.

[ fully understand that as in the practice of medicine, in the practice of chiropractic
and physical therapy, there are some risks to treatment, although infrequent,
including but not limited to fractures, disc injuries, strokes, dislocations and
sprains. I do not expect the doctor to be able to anticipate and explain all risks and
complications, and I wish to rely upon the doctor to exercise judgment during the
course of any procedure which the doctor feels at the time, based upon the facts
then known to him or her, is in my best interest.

[ have read, or have had read to me, the above consent. I have also had an
opportunity to ask questions about its content, and by signing below I agree to the
above-named procedures. I intend this consent form to cover the entire course of
treatment for my current condition and for any future condition(s) for which I may
seek treatment.

Patient Signature Date:

Witness Signature Date:

S: informed consent form



Fresh Meadows Wellness Office Policies

Qur Mission is to REMOVE ALL BARRIERS to your healthcare
goals:

1. We reserve 3 weeks of appointments at a time. This allows you to
arrange your schedule around your care and the interval between
sessions must be short to make physical change.

2. If you must miss an appointment, we would appreciate a phone call to
reschedule the appointment for the same day or the next day.

3. If an appointment is missed without calling, there is a $50 fee paid by
cash or check.

Financial Policies:

1. Although we participate in several networks, they do not usually
authorize more than a limited number of visits. These visits are hardly
enough to accomplish our goals of initial pain relief, followed by
structural change, rehabilitation, and wellness care. Although we qualify
your insurance by phone, this is NOT a guarantee of coverage. It is
YOUR RESPONSIBILITY to be aware of your insurance benefits as well.
Non-covered services will be your responsibility and we will notify you
of these as soon as we are made aware of them.

2. If your carrier has not paid within 2 months of the billing date, we will
request that you call them and if we aren’t paid, the outstanding bill will
be your responsibility.

3. Regardless of insurance benefits, all deductibles, copayments or office
visit fees are due AT TIME OF SERVICE. We are a zero balance office.
This has allowed us to keep our visit fees lower than most offices.

We are dedicated to making top-quality care as cost-effective as possible.
We provide the following payment options:

1: Cash/Check

2. Visa/Mastercard

3. Prepay plans

4. CareCredit-the financing plan we offer as a separate line of credit to cover
you and your family’s health care needs. With CareCredit, you enjoy these
benefits:

There is a 6 month payoff with no interest, INSTANT CREDIT, NO ANNUAL
FEE OR PREPAYMENT PENALTY, AND 6 MONTHS TIME TO PAY THE
BALANCE

Patient Name (print):

Patient Signature: Date:

Form S: Office Policies 2017



Fresh Meadows Chiropractic

HIPAA
PATIENT CONSENT FORM

Our Notice of Privacy Practices provides information about how we may use and disclose
protected health information about you. The Notice contains a Patient Rights section
describing your rights under the law. You have the right to review our Notice before
signing this Consent. The terms of our Notice may change. If we change our Notice, you
may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about
you is used or disclosed for treatment, payment, or health care operations. We are not
required to agree to this restriction, but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health
information about you for treatment, payment, and health care operations. You have the
right to revoke this Consent, in writing, signed by you. However, such a revocation shall
not affect any disclosures we have already made in reliance on your prior Consent. The
Practice provides this form to comply with the Health Insurance

Portability and Accountability Act of 1996 (HIPAA).

The patient understands that:

% Protected health information may be disclosed or used for treatment, payment, or
health care operations

* The Practice has a Notice of Privacy Practices and that the patient has the opportunity
to review this Notice

% The Practice reserves the right to change the Notice of Privacy Practices

# The patient has the right to restrict the uses of their information but the Practice does
not have to agree to those restrictions

# The patient may revoke this Consent in writing at any time and all future disclosures
will then cease

# The Practice may condition receipt of treatment upon the execution of this Consent.
This Consent was signed by:
Printed Name-Patient or Representative

/ /
Signature Date
Relationship to Patient
(if other than patient)
Witness:
Printed Name-Practice Representative

/ /

Signature Date

S: HIPAA CONSENT FORM



