Dr. Robert Wright, DC, CBCN

Welcome to Chiro-Med Health & Wellness Centers

Patient Information

Thank you for choosing Chiro-Med for your chiropractic needs, Please complete this form in ink. If you have any
questions or concerns, please do not hesitate to ask for assistance. We are happy to help.

(please print clearly)

Name: SS/HIC/Patient ID #: L
First Middle Initial Last

~Address: City: State: Zip Code:

Sex: Q Female Q Male Birthdate: E-mail:

Home Phone: ( ) Cell Phone: ( ) Work Phone:; ( )

Do you prefer to receive calls at: Q Home Q Work Q Cell Q No Preference

J Married J Widowed Q Single Q Minor Q Separated Q Divorced Q Partnered for years

Patient Employer/School: Occupation:

Employer/School Address: City: State: _ Zip Code:

Spouse or parent’s name: Employer: Work Phone: ( )

Whom may we thank for referring you to us?

Person to contact in case of emergency: Phone: (___ )
Responsible Party

Name of person responsible for this account:

Relationship to patient: Phone: (___)

Address: City: State: Zip Code: il
Name of employer; Work Phone; ( ) ]

Insurance Information

Name of insured: Relationship to patient: =
Birthdate: Social Security#: Date employed: i
Name of employer: Work Phone: ( ) <
Address: City: State: Zip Code:

Insurance Co.: Phone: ( ) Group #: Employer #:

Insurance Co. address: City: State; Zip Code:

How much is your deductible? How much have you used? Max. annual benefit? Bl
Do you have additional insurance? Q Yes 0 No If Yes, please complete the following:

Name of insured: Relationship to patient: &
Birthdate: Social Security#:: Date employed: -
Name of employer: Work Phone: ( ) .
Address: City: State: _____Zip Code: L
Insurance Co.: Phone: ( ) Group #: Employer #; by
Insurance Co. address: City: State: Zip Code: "
How much is your deductible? How much have you used? Max. annual benefit?

CONFIDENTIAL



NAME: DATE: / / Account#:
HISTORY OF ILLNESS / INJURY / PAIN

Chief complaint and its location:

W How often do you experience this pain? Constant Frequent Intermittent ____Oceasional
What caused the onset?
Date of onset? / { (Please list your most recent incident (minor or major) that prompted this visit.)

SEVERITY

On a scale of 0 to 10 with 0 representing no pain and 10 being the most severe pain imaginable, use the key below to rate the severity of your pain.

() = None 1 = Minimal 2 = Very Mild 3 = Mild 4 = Mild to Moderate 5 = Moderate
6 = Moderate to Severe 7 = Mildly Severe, Restricts Some Activity 8 = Severe, Limits Most Activity
9 = Very Severe 10 = Excruciating J

Sitting here today, right now, what is the intensity of your pain on a scale of 0 to 10?

S . neigs, [ 3 4 5 6 7 & o
What is the least intense the symptom has been on a scale of 0 to 107
= A 0| s 3 A 3 B g s (LN

What is the most intense the symptom has been on a scale of 0 to 107
| R 1 2 3 : 5 6 7 8 9 .10

ASSOCIATED SIGNS & SYMPTOMS

Please check those that apply = [nflexibility Stiffness Spasms  _ Cramps

If this pain radiates or travels, please identify where to:

QUALITY

How would you best describe the sensation of the pain/symptom:

......... Sharp e Stabbing v Aching .. Pins & Needles wewe Pounding ____ Shooting
Burning [ull Tingling/Numb Throbbing Crawling  _ Stinging
MODIFYING FACTORS
What aggravates the pain/symptom?
o SReeEmg 00000 UL ity (R S e Exercising = 0 _Looking up/down e Walking
Coughing Sitting Stooping Looking side/side Standing
: Stress — Driving Getting out of bed Pushing Pulling
Repetitive movement ___ Carrying Straining at BM Climbing stairs Getting in/out of car
Other: i
What relieves this pain/symptom?
ol Besting 00000 Dlegmmg  F - _Lifting . Exercising ek Looking up/down
. Shower . Adwil —___Stooping wor_Looking side/side urh Mineral Ice
.. Other: _
Over the past weeks/months this complaint is: . Improving . Getting worse About the same
Have you seen anyone for this condition? YES NO WHOM?

How did you hear about us?

Doctor Signature:

Patient Signature:

HS_HISTORY 112-12.1



NAME: DATE: / / Account#;
SECONDARY COM PLAINT & LOCATION

Location Sitting here today, right now, whal is the intensity of your pain on a scale of 0 to 107
............... B el el 3 St 5 ST SN I S
What is the least intense the symptom has been on 4 scale of 0 ta 107

; 0 1 2 3 e @ | S

What is the most intense the symptom has been on a scale of 0 to 107
L . ! 2 3 4

= rhels 5 6

ASSOCIATED SIGNS & SYM

If the pain radiates or travels, please identify where to

QUALITY

How would you best describe the sensation of the pain/symptom:

LRAVUH]  Please check those that apply = Inflexibility Stiffness Spasms Cramps

—_ Sharp - Slabbing e PRIV e Pins & Needles Pounding _ Shooting
— Burning . Dull - Tingling/Numb Throbbing Crawling Stinging
Over the past weeks/months this camplaint is; e dMproving ‘ Getting worse About the same

THIRD COMPLAINT & LOCATION

Location .. ... e — Sitting here today, right now, what is the intensity of your pain on a scale of 0 to 107
ML LRI S L k| LAl Sier=Blc Coi=t w9 10
What is the least intense the symptom has been on a scale of 0 1o 107
0 [ R . S o Bn L (5] = =35 00 [ R |
What is the most intense the symptom has been on s scale of 0 to 107
e 1 2 3 4 ] 6 e AR . ||
ASSQOCIATED SIGNS & SYMPTOM Nl Please check those that apply = _ Inflexibility ____Stiffness e Spasms e Cramps

If the pain radiates or travels, please identify where to:

How would you best describe the sensation of the pain/symptom:

e Sharp gl Stabbing o Aching e Pins & Needles Pounding Shooling
Burning S 111 | . Tingling/Numb Throbbing Crawling __ Stinging
Qver the past weeks/months this complaint is: < IMproving ——Getting worse o About the same

KEY VALUE QUESTIONS

1. What is your pain keeping you from doing that is most impartant in your life?

2. What do you enjoy doing most in your life?

NOTES / COMMENTS:

Doctor Signature:

Patient Signature: __ ey ==
HS_HISTORY 1127122



NAME; DATE: { Account#;

Please place a checkmark by the condition that applies to you: P = Present « N = Not Present « PP = If it has ever been present in the past

P[NP | [?[NTpp P[NpH P[NP i
' Fatigue 4’ Irritability ‘ Joint Stiffness l Seizures J
| | Fever Depression l Spinal Curvature Dizziness =l

' Chills Memory Loss Back Pain [ Tremors
mﬂm{h Night Sweats ;J Headache ' Hot Joints Loss of Sensation
JZ [ | Fainting Muscle Pain B | loint Swelling Loss of Coordination
] I Nervousness Muscle Weakness Stiff Neck Paralysis
{ i Concentration Loss l Muscle Cramps Lumps / Masses Difficulty ofSpccch_J

P = Present « N = Not Present « PP = If it has ever been present in the past « Do the same for yaur family

Family History Key: F = Father « M = Mother « B = Brother « § = Sister » GF = Grandfather « GM = Grandmother Family History
P l N | PP| Past Problem When and Explanation of Condition (use back if needed) FIM|B[|s |GF|am
l_J Cancer |
B l Stroke
Thyroid Problems _
! Asthma J }
& j Heart Attack J | f
I | HIvV I
3 l Angina/Chest Pain
— Diabetes =
| Arthritis
' Other -
Do you have a pacemaker? BEERIE: o R 2 Are you Pregnant? __ YES o NO __-
Da you think you may be pregnant?  _ YES _ NO ]

FOR DOCTOR’S USE ONLY - |
REVIEW OF SYSTEMS

’ATIENT PLEASE PROCEED TO PAGE 4

SYSTEM REVIEWED
H Allergic / Immunologic O Genitourinary J Cardiovascular O Hematological / Lymphatic
J Constitutional Q Integumentary U Ears / Nose / Mouth 0 Musculoskeletal
3 Endocrine 4 Neurological Q Eyes Q Psychiatric
J Gastrointestina) O Respiratory 3 All other system reviews negative

Notes / Comments:

Doctor Signature:

Patient Signature: -

———
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NAME: DATE; { / Account#;
PLEASE LIST PAST SURGERIES:

N S Year 2, Year,
%, Year 4, Year
5 = AT il Year
List any other key slips, falls or accidents you've had from childhood to present: Date | Have you ever taken: YES| NO | YEAR
1) Insulin
2) Cortisone )
3) Thyroid Medicine
4) Male/Female Hormones
5) Blood Pressure
What medications are you currently taking? {Include Date) Tranquilizers/Sedatives
1 4) Birth Control
2) 5)
3) 6)
Hospitalizations:
Marital Status: Married ___ Divorced  ___ Single — Separated  ___ Widowed
Number of Children: _____ Childrens Name(s):
Frequency of Exercise: Never  ___ Rarely e Occasionally Moderately ____ Regularly
Intensity of Exercise: ____Low Level ___ Medium Level mHigh Level —.....Competition Level
Sufficient Rest: Never  _ _ Rarely ——Qccasionally —Modenately . Peoaaadi
Hours of Sleep: N e e —.More than 10
Well balanced diet: — Never Rarely — Occasionally —Moderately ___ 2 E e il LY
Do vou smoke? —Ne ___Occasionally __1t02 ___2t03 —A4to5 ___ More than 5 packs/day
Do you drink caffeinated beverages? ___ No -—-Oceasionally  ___1t02 2103 ___4t05 . More than 5 drinks/day
Do you drink alcoholic beverages? __ No —Qccasionally ___1te2 ___ 2t03 —__4w5 __ Morethans drinks/day
Have you ever used street drugs?  __ Yes No
Hobhbies:
Patient history was obtained from; Patient Father Mother  ____ Son Daughter

Notes / Comments:

Doctor Signature:

Patient Signature:

HS_HISTORY _112712.4




t Board Centified
Chitopractic Physiclans and
Medicsl Doctors on Staff

'+ Members; Amerdain
Chiropractic Assoclation

v Advanced tralning In
treatment of Soft Tisiue
[njuries, Whiplash and
Spinal Trauma

* Post-Graduate Tralning In
BioPhysics and the treatment
of Sports related Injutles -

' Cerufied Injury Prevention
and Ergonomilc Evalyation
Consultants

* Consultants and Lecturers
Back [niu?; prevention
Optional Health & Siress Relief

+ Nutritionsl Counselin Dietary

Supaolementuion and Natural
Medicine

¢ Certilied to Evaluate
Functional Cbpa:irﬁ' and
Impaitment/Disabllity Ratngt

94d| W, 144th Place
Orland Park, IL 60462
(708) 403.2727
(708) 403-2770 fax

&

Slgn: _

e shared for payment purposes,

respond to our bllling attempts, your a¢

Vied

'Centers

You may Inspect and recelve coples of your medical records, Records wlll be provided

within 30 days of a written request to de so, There may be a reasonable fee for
photocopying, postage and preparation of the requested records; you are responsible
for this fee. Any Information, we collect about you will lbe kept confidentlal In our
office. If a clalm Is submitted to an Insurance company, \!our health Information may
You may file a complaint regarding the privacy practices of our office by calling us at
(708) 403"2?2-7. Also, you can complaln directly to the Department of Health and
Human Services Officé for Clvil Rights (OCR), which Isi charged with Investigation
complalnts and enforeing the privacy regulations. You ican find more 'Informatlon’
about flling a complalint by calling {-8_66) 627-7748, i ,

The following practices are utllized In our office: sign-In-sheets, open treatment areas
and direct mall. Our offlce can accommodate a patlent's need for further privacy when

sinecessary; please let us know|

-

Cancellations

You wlill be charged $25 for no-shows and forgancellations made less than 24 hours

prior to a scheduled treatment, Please note that frequent cancellations, with or

+ . Without 24-hour notlce, may result In the loss of your time slot and your release from

care at the doctor's discretion,

.

Paymants -
Payment for services wlill be collected prior to services rendered. For axample, a co-
Pay will be collected prior to treatment, If our office 1§ unable to verlfy Insurance
coverage prlor to providing services you wlill be respensible for all charges untl|
verlification can be made, Avellable payment methods are cash, check, and credit
cards, Any fees related to a check returned for Insuffielent funds will be pald by you
Immediately, In cases where payment Is not made prior to treatment and you fall to

) count will be sent to a professional collections
agency and you wlll be responsible for fees assoclated with collectlon activitles; a 30%
surcharge will be added-to what you owe, For example, If you fall to pay $100 blll, our
collection agency will be Informed that you owe $130,

We have the right to change this notlce In the future,

Thank You,

My. slgnature acknowledges that'| have been glven-an opportunity to review

and have recelved a copy of these Notlce of Privacy Practlces & Pollcles and
Procedures,

Date:

“The Experts At Improving Your Health, Naturally,”



Orland Park Integrative Health

9441 W. 144" Place, Orland Park Il 60462

CONSENT TOCARE

A patient coming to the doctor gives their permission and authority to care for them in accordance
with appropriate tests, diagnosis and analysis. The clinical procedures performed are usually
beneficial and seldom cause any problem. In rare cases, underlying physical defects, deformities
or pathologies may render the patient susceptible to injury. The doctor, of course, will not provide
specific healthcare, if they are aware that such care may be contraindicated. It is the respon-
sibility of the patient to make it known or to learn through health care procedures from whatever
he/she is suffering from: latent pathological defect\s, illnesses or deformities, which would
otherwise not come to the attention of the physician.

| agree to settle any claim or dispute | may have against or with any of these persons or entities
whether related to the prescribed care or ortherwise, will be resolved by binding arbitration under
the current malpractice terms, which can be obtained by written request.

I have read and understand the foregoing:

Signature: Date:

BELOW FOR WOMEN ONLY: X-RAY QUESTIONNAIRE

Our consultation and examination may indicate that X-rays are necessary to accurately diagnose and

analyze yourcondition. Should x-rays be necessary, we would like to confirm that you ARE NOT pregnant
at this time.

NAME:

O There is a possibility that | may be pregnant at this time
O Yes, | am definitely pregnant
O No, | am definitely not pregnant at this time

O I request that x-ray films not be taken because

Date of last menstrual period;

Signature: Date:




