INTRODUCTION PATIENT CASE HISTORY

Today’s Date: /

PATIENT INFORMATION

Name: (First MT Lasy) Preferred Name:

Address: - . _City: . State: __ Zip:
Dateof Birth: _ _ _~ Gender: T Male O Female  Social Security #:

Home: Mobile: Work: _—

Email: _

Preferred Method of Contact: I Text Z Email > Phone - Home, Mobile, or Work L Other:

*Referrved By: Wame)

3 Family L Friend C Co-Worker U Doctor [ Other:

Race & Ethnicity: (Choose up 10 2} Preferred Language:
3 English

[ American Indian or Alaskan Native " Spanish
00 Other:

1 Decline

': African American or Black

Asian

L. Hispanic or Latino

—

(. Native Hawaiian or Other Pacific Islander
™ White
[ Decline

EMERGENCY CONTACT INFORMATION

Name: (First M Last} Primary Care Physician:

Home: Mobile: Doctor’s Phone:

Relationship:
{: Child [C Parent C Spouse {3 Other:
FINANCIAL INFORMATION
Is today’s visit the result of an accident? Where would you like statements sent?
- No ; Aute O Work C Other-_ L Self [ Other (Details below)

Name _

Will we be working with insurance? [ No I Yes (Demis)
Address:.

Primary ID#:

Phone. _ Email

Secondary. D#

It is Usual and Customary to Pay for Services as Rendered Unless Otherwise Arranged

Account No: ___ ©seanies, LLC (Z)SEAMLESS"EHR

Page 1 of 4

Kevesmn Date 03142447



HISTORY OF PRESENT ILLNESS

HISTORY OF PRESENT ILLNESS (Please describe)

Major Complaint: Secondary Complaints: B
When did it start? / / What happened? o -
Which daily activities are being affected by this condition? __ R
MAaIOR COMPLAINT
Quality: Previous Treatment:
[Z Sharp _ None
= Stabbing . Chiropractor _
C Burning [ Medical Doctor e
C Achy {C Physical Therapy _
C Dall £ ER/Urgent Care _
 Stiff & Sore T Orthopedic
o Other: [ Other;

P__ Pain T__ Tender
N __ Numb H__ Hypoesthesia
S __ Spasm

Grade Intensity/Severity:

L None (3/10)

i Mild (1-2/10)

1”7 Mild-Moderate (2-4/10)
". Moderate (4-6/10)

t . Moderate-Severe (6-8/10)
[ Severe (8-10/10)
Frequency:

[ Off & On

- Constant

Does it radiate?
[ No [ Yes (Please indicate on drawing)
Improves with:
0 Tce
Heat

Movement

Previous Diagnostic Testing:
C None
L. X-rays

[T MRi

CCT

[. Other:

*Women: Are you pregnant?

—
[

Worsens with:

G
C
i

[

3

O
O
O Stretching
a

OTC Medications: B
Other:

L' No  Last Menstrual Period: /!
[ Yes

Due date- /
Present Hiness Comments.

Sitting
Standing/Walking )
Lying Down/Sleeping

Overuse/Lifting
Other:

Prescription Medications & Supplements:

3 Yes (List — Name, dosage, frequency)

Lz None

Allergies to Medications: [ No known drug allergies

U2 Yes (List - Name and reaction) _

Today 's Date: Patient Name*

Account Not

O ots (ISEAMLESS'EHR

Revivior Dara 03 14,2017



PAST, FAMILY, AND SOCIAL HISTORY

PAST MEDICAL HISTORY

Have you gver had any of the following? (Please select all that apply and use corments to elaborate.)

Medical History Comments-

Illnesses: Hospitalizations: (Nos-swgical with Date)
i+ Asthma
[* Autoimmune Disorder (ngpe)
I Blood Clots )
L~ Cancer (nye) Surgeries: (Ifyes, provide type & surgery date)
[ CVAJ/TIA (stroke) [2 Cancer
T Diabetes [C Orthopedic
~ Migraine Headaches Shoulder-R /L
{  Osteoporosis Elbow/Forearm —R /L. _ -
T Other: Wrist/Hand —-R /L _ .
Hip-R/L
Knee—R/L _ —
Ankle/Foot—R /L .
Injuries: ! Spinal Surgery
' Back Injury Neck:
.t Broken Bones Back: "
% Head Injury
[} Other:

2 Neck Injury
'* Falls
t: Other:

FadiLy INSTORY (Please mark X to all that apply and use comments to elaborate )

! Unknown 0O Unremarkable

Family History Comments.

Gender

_ Age it death ()f Decensig) | -

Aneurysms

¢ 75, e CVA(Stroke) |

Cancer

. Diabetes |

__Heart Disease

<. Hypertension &

K éfﬁaé?amﬂyiilifs‘tory

SOCIAL AND OCCUPATIONAL HISTORY

Marital Statns: T Single 3 Married [© Divorced O Other
Children: [ None C | C2 {73 413 Other:

Student Status: T Full Student [J Part Student = Non-Student
Highest leve! of Edacation: = High School T College Grad.

7 Post Grad. [T Other:

Caffeine Use:

Exercise frequency:

Social History Comments.

I Coffee [° Tea {I1EnergyDrinks [J Soda [ Never

0 Daily O 3-4xs/week [* 2-3xsfweek [T Rarely [1 Never

Employed: I No O Yes (Occupation)

Dominant Hand: C Right T Left [} Ambidextrous

Smoking/Tobacce Use: Ifaurent smoker, amount =

C Every Day T Some Days [ Former {1 Never

Alcohol Use:

2 Every Day [. Weekly 0O Occasionally [ Never

Today's Date Paiient Name® _

Account No  _

O s ©SEAMLESS"EHR

Revizion Dare 33 1472047



REVIEW OF SYSTEMS

REVIEW OF SYSTEMS

Many of the following conditions respord to chiropractic treatment.

Are you currently experiencing any of these symptoms? (Please select all that apply and use comments to elaborate,)

Constitutional; (General)
i Fever

L Fatigue
I Other:

"} None wn this Category

Musculoskeletal:

" Joint Pain/Stiffness/Swelling
.. Muscle Pain/Stiffness/Spasms
” Broken Bones

. Other: -
None n this Category

Neurological:
. Dizziness or Lightheaded

{  Convulsions or Seizures
{. Tremors
" Other:
.- None in this Category

Psychiatric: (Mind/Siress)

{” Nervousness/Anxiety

{ Depression

i Sleep Problems

C Memory Loss or Confusion
" Other:

. None in this Category

Genitourinary:
I* Frequent or Painful Urination

I.: Blood in Urine
~ Incontinence or Bed Wetting
* Painful or Irregular Periods
.4 Other:
1 None in this Category

Gastromtestma]

- Loss of Appetite
" Blood in Stool or Black Stool
= Nausea or Vomiting
Abdominal Pain

2. Frequent Diarrhea

L Constipation

[ Other:

|. None in this Calegory

Cardiovascuiar & Heart:

Chest Pains/Tightness

Rapid or Heartbeat Changes

. Swelling of Hands, Ankles, or Feet
= Other:

{> None in this Category

e

Respiratory:
Difficulty Breathing
7 Cough

Z Other:

Z None in this Category

£

Eves & Vision:
O EyePain

[J Blurred or Double Vision
[J Sensitivity to Light
i Other:

G None in this Category
Head Ears, Nose, & Mouth/Throat:

Ear - Ache/Ringing/Drainage
Hearing Loss

Sensitivity to Loud Noises
Sinus Problems

Sore Throat

QOther:

None in this Category

mrirraonmio

Endocrine:

Infertility

Recent Weight Change
Eating Disorder

Other:

=

i Frequent or Recurrent Headaches

METIIEIT]

None in this Category‘

Hematologic & Lymphatic:
[Z Excessive Thirst or Urination

[t Cold Extremities

[T Swolien Glands

1 Other;

[t None in this Category

Integumentary; (Skin, Nails, & Breasts)
Rash or Itching

Change in Skin, Hair, or Nails
Non-healing Sores or Lesions
Change of Appearance of a Mole
Breast Pain, Lump, or Discharge
Other:

None in this Category

Allergic/Immunologic:
7 Food Allergies

.2 Environmental Allergies
¢ Other:

Cooaann

[} None in this Category

Review of Systems Commenis.

I have answered these questions to the best of my knowledge and certify them to be true and correct

Patient or Guardian Signature Date_

Today s Date. Patient Name Aceount No:

osee  ©SEAMLESS"EHR

Revision Lante 03 142047
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HIPAA Notice of Privacy Practices

BACK & NECK PAIN CENTER
3730 SOUTH NOLAND ROAD
INDEPENDENCE MO 64055
816/833-1232

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPQ) and for other purposes that are permutted or required by law. It also
describes your rights to access and control your protected health information. “Protected health information” is information
about you, including demographic mformation, that may 1dentify you and that relates to your past, present or future physical or
mental health or condition and related health care services.

1. Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our
office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health
care bills, to support the operation of the physician’s practice, and any other use required by law .

Treatment; We will use and disclose your protected health information to provide, coordinate, or manage your health care and
any related services. This includes the coordination or management of your health care with a third party. For example, we
would disciose your protected health information, as necessary, to a home health agency that provides care to you. For
example, your protected health information may be provided to a physician to whom you have been referred to ensure that the
physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the
health plan to obtain approval for the hospital admission.

Healtheare Operations: We may use or disclose, as-needed, your protected health information i order to support the business
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activitics, employee
review actrvities, training of medical students, licensing, and conducting or arranging for other business activitics. For
example, we may disclose your protected health information to medical school students that sec patients at our office. In
addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your
physician. We may also call you by name in the waiting room when your physician 1s ready to sec you, We may use or disclose
your protected health information, as nccessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These
situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight:
Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral
Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation:
Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary
of the Department of Health and Human Services to nvestigate or determine our compliance with the requirements of Section
164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity
to Object uniess required by law.

You may revoke this authorization, at any time, 1n writing, except to the cxtent that your physician or the physician’s
practice has taken an action in reliance on the use or disclosure indicated in the authorization.



Your Rights
Following is a statement of your rights with respect to your protected health information,

You have the right to inspect and copy vour protected health information, Under federal law, however, you may not
inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a
¢civil, criminal, or administeative action or proceeding, and protected health information that is subject to law that prohibits
access to protected health information.

You have the right to request a restriction of your protected health informatien. This means you may ask us not to use or
disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You
may also request that any part of your protected health information not be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the
specific restriction requested and to whom you want the restriction 1o apply.

Your physician is not required to agree to a restriction that you may request. If physician belicves it is 1n your best interest to
permit use and disclosure of your protected health information, your protected health information will not be restricted. You
then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative
location. You have the right to obtain a paper copy of this notice from _us, upon request, even 1f you have agreed to accept
this notice alternauvely 1e. electronically.

You may have the_right to have your physician amend_vour protected health information. If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and

will provide you with a copy of any such rebuttal.

You have the richt to receive an accounting of certain disclosures we have made, if anv. of vour protected health
information.

We reserve the right to change the terms of this notice and will inform you in writing of any changes. You then have the right
to object or withdraw as provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been

violated by us. You may file a complaint with us by notifying our pnivacy contact of your complaint. We will not retaliate
against you for filing a complaint,

This notice was published and becomes effective on/or before April 14, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal dutics and
privacy practices with respect to protected health information. If you have any objections to this form, please ask to
speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Numbet.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Patient Name: Date

Signature of Patient or Parent/Guardian




