PATIENT INTAKE FORM

PATIENT HISTORY DATE:

NAME: Social Security #

ADDRESS: City Zip

PHONE: (Cell) (Home) Email:

BIRTHDATE: AGE: GENDER: ___ M ____F ___ #CHILDREN
STATUS: Single Married ____ Separated ____ Divorced __ Widowed ___ Domestic Partner
NAME OF EMERGENCY CONTACT: PHONE #:

WORK HISTORY

Are you currently: Employed _ Retired

Name of Employer: Type of Work:

Do you have insurance?: Yes__ No_____ Name of Insurance Carrier:

REASON FOR YOUR VISIT TODAY

Describe the reason for your visit here today (please be more specific than “back pain”):

Do you know approximately when this condition started?
Do you know what caused the condition? Please describe:

Have you received care for this condition from any other health care provider?

Have you received chiropractic care in the past? Y N If yes, when?
NATURE OF PAIN
Numbness Pins and Needles Burning Aching Stabbing

What aggravates the pain?
What helps to give relief from the pain?
Does this condition: getworse _____ stay the same come and go
Has this condition occurred in the past? Yes No

Who may we thank for referring you to this office?

Authorization for Care

| clearly understand and agree that all the services rendered me are charged directly to me and that | am personally
responsible for payment. | agree that | am responsible for all bills incurred at this office. | also understand that if |
suspend or terminate my care, any fees for professional services rendered me will become immediately due and
payable. | hereby authorize assignment of my rights and benefits (if applicable) directly to the provider for services
rendered. Initial Date:

Sky Valley Chiropractic 110 N. Blakeley Street, Monroe, WA 98272 (360) 794-7660
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HEALTH HISTORY FORM

HEALTH HABITS

No | Yes
Do you smoke? packs/day
Do you drink alcohol? drinks/day
Do you drink caffeine? cups/day
Do you exercise regularly? Moderate Daily
Do you wear Heel Lifts Sole Lifts ___Inner Soles Arch Supports

HEALTH CONDITIONS

Please mark each of the diseases or conditions that you have with an N for Now or with a P for Past. These conditions
can sometimes affect the overall diagnosis, care plan, and/or eligibility for chiropractic care.

Neck Pain Congenital Heart Defect Shingles
Headaches Heart Surgery/Pacemaker Kidney Problems
Dizziness High/Low Blood Pressure Cancer

Loss of Sleep Difficulty Breathing Chemotherapy
Allergies Asthma Gout

Arthritis Scoliosis Anemia

Diabetes Ulcers/Colitis Multiple Sclerosis
Hepatitis Sinus Problems Heart Murmur
Pain Between the Shoulders Alcohol/Drug Abuse Broken Bones
Lower Back Pain Digestive Problems Osteoporosis
Arm/Hand Pain Obesity HIV/AIDS
Arm/Hand Numbness/Tingling/Weak Psychiatric Conditions Heart Attack/Stroke
Leg/Foot Pain Lupus Tuberculosis
Leg/Foot Numbness/Tingling/Weak

WOMEN ONLY
Y|N Y [N
Are you currently pregnant? Do you experience painful periods?
Are you currently nursing? Do you have irregular cycles?
Are you currently using/taking birth control? Do you have breast implants?
MEDICATIONS
Medication Reason For Medication Medication Reason For Medication
Stimulants Blood Thinners
Pain Killers (incl. aspirin) Tranquilizers
Muscle Relaxers Insulin
Blood Pressure Medication Other
Signature of Patient: Date:

Name of Patient (Printed):

Sky Valley Chiropractic 110 N. Blakeley Street, Monroe, WA 98272 (360) 794-7660
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DRAW-ON BODY DIAGRAM

Please mark the areas on this body diagram where you feel the described sensations. Include all
affected areas.

Numbness Pins and Needles Burning Aching Stabbing
- == =~ 000000000000000 XOOXXXX sEenNEes 1NN
Front Back

Patient Name: Patient Signature Date

Cosgrove Chiropractic, P.S. 110 N. Blakeley Street, Monroe, WA 98272 Ph: 360-794-7600



Revised Oswestry Low Back Pain and Disability
Patients Name

Date

mmmmmhmmmmnmummmmmmmmmmmmm
everyday fife. 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 mark the box which most closely describes

_your problem. Thank You

Section 1 - Pain Intensity Section 6 - Standing
[0 A The pain comes and goes and is very mild. [0 A | can stand as long as | want without pain.
[0 B. The pain is mild and does not vary much. [0 B. 1 have some pain on standing but it does not increase with time.
[J C. The pain comes and goes and is moderate. [ C.!cannotstand for longer than ane hour without increasing pain.
L1 D. The pain is moderate and does not vary much. [0 D. | cannot stand for longer than 1/2 hour without increasing pain. -
(1 E. The pain comes and goes and is very severe. [0  E.|can't stand for longer than 10 minutes without increasing pain.
L1 F. The pain is severe and doesn't vary much. [0 F.lavoid standing because it increases the pain straight away.
Section 2 - Personal Care = Section 7 - Sleeping
L1 A1 can look after myself normaily without causing extra pain. | [ A. 1 get no-pain in bed.
O B. | can look after myself normally but it causes extra pain. 1  B. I getpainin bed but it doesn't prevent me from sleeping well.
01 C.itis painful fo look after myself and | am slow andcareful. | [J  C. Because of pain my nomal night's sieep is reduced by < 1/4.
1 D. I need some help but can manage most of my personal care. | 1 D. Because of pain my normal night's sleep is reduced by < 1/2.
[J  E. I need help every day in most aspects of self care. [0 E. Because of pain my normal night's sleep is reduced by < 3/4.
O F.Id)mtwtd'med.lmmciﬂimﬂlyamshyinbed. 1  F. Pain prevents me from sleeping at all.
Section 3 - Lifting Section 8 - Traveling
[ A 1 can lift heavy weight without extra pain. [0 A I getno pain while traveling.
OO B. I can lift heavy weight but it gives extra pain. 1  B. | getsome pain while traveling but none of my usual forms of
[1  C. Pain prevents me from lifting heavy weights off the fioor. . fravel make it any worse,
[J  D. Pain prevents me from lifling heavy weights, but | can O  C. 1 getexira pain while traveling but it does not compel me to seek
manage if they are conveniently positioned. |, altemnative forms of travel.
(| Emmmmmmm.MImwu D. | get exira pain while fraveling which compels me to seek
light-mediium weights if they are conveniently positioned. alternative forms of travel.
O F. I can only lift very light weights at the most. [0  E. Pain resticts all forms of ravel.
O F.memmdmmmmmm
Section 4 - Walking Section 9 - Social Life
O A1 have no pain walking. [0 A My social life is normal and gives me no pain.
[J  B. ! cannot walk more than one mile without increasing pain. [0 B. My social life is normal but increases the degree of pain.
L} C. 1 cannot walk more than 1/2 mile without increasing pain. | 1 C. Pain limifs my more energetic interests, e.g. dancing, efc.
L1 D. | cannot walk more than 1/4 mile without increasing pain. | L1 D. Pain has restricted my social life and | do not go out very often.
[0 E. | can walk with crutches. [0 E. Pain has restricted my social life fo my home.
[0 F. Bedridden and must crawi to the toilet. [0  F.|have hardly any social life because of the pain.
Section 5 - Sitting E Section 10 - Changing Degree of Pain
00 A I cansitin any chair as long as | like. 0 A My pain is rapidly getfing better.
O B. | can only sit in my favorite chair as long as | like. [0 B. My pain fluctuates but overall is definitely getting better.
1 C. Pain prevents me from sitting more than one hour. 0  C. My pain seems to be getfing better but improvement is siow.
[J  D. Pain prevents me from siting more than a half hour. [0 D. My pain is neither getting betier nor worse.
[  E. Pain prevents me from sitfing more than 10 minutes. [0 E. My pain is gradually worsening.
1 _F. | avoid sitting because it increases pain straight away. [ F. My pain is rapidly worsening.

Sky Valley Chiropractic * 110 North Blakely St * Monroe, WA 98272 * (360)-794-7600



Neck Pain and Disability Index (Vernon-Mior)

Patients Name

Date

This questionnaire has been designed to give the doctor information as to how your back pain has affected your ability to manage
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 mark the box which most closely describes

your problem. Thank You

Section 1 - Pain Intensity

OoOooooao

A. | have no pain at the moment.

B. The pain is very mild at the moment.

C. The pain is moderate at the moment.

D. The pain is fairly severe at the moment.

E. The pain is very severe at the moment.

F. The pain is the worst imaginable at the moment.

Section 2 - Personal Care

Oooooo

A. | can look after myself normally without causing exra pain.
B. | can look after myself normally but it causes extra pain.

C. Itis painful to look after myself and | am slow and careful.

D. | need some help but can manage most of my personal care.
EIneedheipeverydayhmostaspedsofsalfmre,

F. I do not get dressed, | wash with difficuity and stay in bed.

Section 3 - Lifting

0O
O
O

O

O
O

A. | can lift heavy weights without extra pain.

B. I can lift heavy weights but it gives exira pain.

C. Pain prevents me from lifting heavy weights off the floor, but | can
manage if they are conveniently positioned, for ex. On a table.

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

E. | can lift very light weights.

F. I cannot lift or carry anything at all.

Section 4 -Reading

Oo0o0ooOgao

A,Iranreadasmumaslwammanopahlnmynac&
B.IcanmadasmumasrwanttcwimSIightpain in my neck.
C.Icanmadasmumlwanthmodemapainlnmynedt
D.Ican'treadasmuchaslmntbemuseofrmdemtspaininmynedc.
E. | can hardly read at all because of severe pain in my neck.

F. | cannot read at all.

Section 5 -Headaches

1 e A ] e

A. | have no headaches at all.

B. I have slight headaches which come infrequently.

C. | have moderate headaches which come infrequently.
D. I have moderate headaches which come frequently.
E. I have severe headaches which come frequently.

F. I have headaches almost all the time.

Oo0ooooaog O0o0oD0Oo

oooao

O

Oooooao

O

O

O

O
O

Section 6 -CONCENTRATION

A. | can concentrate fully when | want to with no difficulty.

B. | can concentrate fully when | want to with slight difficulty.

C. I have a fair degree of difficulty concentrating when | want to.
D. | have a lot of difficulty concentrating when | want to.

E. | have a great deal of difficulty concentrating when | want to.
F. | cannot concentrate at all.

Section 7 -Work

A. | can do as much work as | want to.

B. I can only do my usual work, but no more.
C.I can do most of my usual work, but no more.
D.! cannot do my usual work.

E. | can hardly do any work at all.

F.l can't do any work at all.

Section 8 — Driving

A. | can drive my car without any neck pain.

B. I can drive as long as | want with slight pain in my neck

C. I can drive as long as | want with moderate pain in my neck
D. | can't drive as long as | want because of moderate

pain in my neck.

E. I can hardly drive at all because of severe pain in my neck
F. | can't drive my car at all.

Section 9 - Sleeping

A. | have no trouble sleeping.

B. My sleep is slightly disturbed (less than 1 hr. sleepless).
C. My sleep is mildly disturbed (1-2 hrs. sieepless).

D. My sleep is moderately disturbed (2-3 hrs. sleepless).
E. My sleep is greatly disturbed (3-5 hrs. sleepless).

F. My sleep is completely disturbed (5-7 hrs. sleepless).

Section 10 — Recreation

A.l'am able to engage in all my recreation activities with

no neck pain at all.

B.l am able to engage in all my recreation activities, with
with some pain in my neck.

C. I am able to engage in most, but not all of my usual
recreation activities because of pain in my neck.

D. I'am able to engage in a few of my usual recreation
because of pain in my neck.

E. | can hardly do any recreation activities because of pain.

F. | can't do any recreation activites at all.

Sky Valley Chiropractic * 110 North Blakely St * Monroe, WA 98272 * (360)-794-7600



COSGROVE CHIROPRACTIC, P.S., dba SKY VALLEY CHIROPRACTIC
110 N. Blakeley Street, Monroe, WA 98272
Phone: 360-794-7600 Fax 360-794-9377

NOTICE OF PRIVACY PRACTICES ACKNOWLEGEMENT

| understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), | have certain
rights to privacy regarding my Protected Health Information (“PHI”). | understand that this information can
and may be used to:
*Conduct, plan, and direct my treatment and follow-up among all health care providers
who may be directly or indirectly involved in my treatment.
* Obtain payment from third-party payers.
*Conduct normal health care operations such as quality assessments and physician
certifications.
*Deliver appointment reminders by phone, text, or email.

| have received, read, and understand your Notice of Privacy Practices containing a more complete description
of the uses and disclosures of my health information. | understand that this organization has the right to
change its Notice of Privacy Practices at any time and that | may contact this organization at the address above
to obtain a current copy.

I understand that | may request in writing that you restrict how my private information is used or disclosed to
carry out treatment, payment, or health care operation. | also understand you are not required to agree to my
requested restrictions, but if you do agree, that you are bound to abide by such restrictions.

NON-COVERED SERVICES/INFORMED CONSENT

Non-Covered Services: | clearly understand and agree that all services rendered to me are charged directly to
me and/or my insurance carrier, and that, ultimately, | am personally responsible for payment. There will be a
missed appointment/cancellation fee for any appointment missed or cancelled without 24 business hours
notice by phone or in person. Regarding scheduled examinations, | understand that if | have been charged an
appointment reservation fee, this fee is non-refundable if | cancel without 24 business hours notice, or if |
cancel a Monday appointment over the weekend. If | suspend or terminate my care and treatment, any fees
for professional services rendered to me will be immediately due and payable unless specific arrangements are
approved in writing by the doctor.

Informed Consent: | have been informed and understand that in the practice of chiropractic there are some
extremely rare risks to treatment including, but not limited to, muscle strains, joint sprains, and disc injuries. |
do not expect the doctor to be able to anticipate and explain all risks and complications. | authorize Cosgrove
Chiropractic, P.S., dba Sky Valley Chiropractic to examine and utilize any means necessary to diagnose my
condition in accordance with the state statues for the care and management of my condition. | am giving my
consent to Cosgrove Chiropractic, P.S., dba Sky Valley Chiropractic to cover the entire course of treatment for
my present and any future condition for which | seek treatment.

Patient/Guardian Signature Date

Patient Name (Printed)

Relationship to Patient

word/documents//privacypractices.consent02.27.2020



NOTICE OF PRIVACY PRACTICES

THE NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
_ GET ACCESS TO THIS INFORMATION. PLEASE REVUBWIT CAREFULLY.
mmmméwnymmmmmasmmmmmmmmmmwﬁmmm
Mmuﬁwdﬁdmdhmhwhnwbﬂuehﬁmﬁ&mmmmmmwmw This Act gives you, the patient, significant new rights to
understand and control how your health information is used. ?WPA”MM&MW&MMMMM
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. The right to amend your protected health information.

*  The right to receive an accounting of disclosures of protected health information.

L Therishtmobhﬁupqwapyoﬂhkmﬁoeﬁnmmmrem

mmheﬁcﬁwuofmm_mdmmuqmdmabidebythcmmsofrthoﬁuofPﬂvaPrmﬁcesmmtyineﬂ’m. We reserve the right to change the
mdwm&mmmmmhmmmmehmmmhm&umm We will post and you may request a
written copy of a revised Notice of Privacy Practices from this office. :
Ymhmmifym&dﬂ:ﬂywpﬁvapmtwﬁmhweb«mﬁdm Ymmmedg!nmﬁhwrmmwﬂhmuﬁaumﬂnnmmoﬂm&
mmm&mmmm«umwmmammﬁmmmawm We will not retaliate against you for filing a

Please contact us for more information:

For more information about HIPPA
or to file a complaint:

The U.S. Department of Health & Human Services
Office of Civil Rights '

200 Independence Avenue, S.W.

Washington, D.C. 20201

(202) 619-0257

Toll Free: 1-877-696-6775

Cosgrove Chirepractic, P.S., dba Sky Valley Chiropractic
110 N. Biakeley Street
Monroe, WA 98272



