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Patient Information

Date
SS/HIC/Patient 1D #

[Pafient Name T
[First Name Middle Initial
Address
City
State Zip
E-mail
Sex (M [F Age
Birthdate
[ Married [J widowed [ Single [JMinor
[ Separated [ Divorced [ Partnered for years

Occupation

Patient Employer/School

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate

SS#

Spouse’s Employer

'Whom may we thank for referring you?

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? []Yes

O No

Subscriber's Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND KELEASE
| certify that |, 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 iinformation to the above-named Insurance Company(ies) and their agents
ffor 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.

Signature of Patient, Parent, Guardian or Personal Representative

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

Date Relationship to Patient

Phone Numbers

Home Phone ( )

Cell Phane ( )

Best time @and place to reach you
N CASE OF EMERGENCY, CONTACT

Relationship

Home Phone ( )

Waork Phone ( )

Accident Information
Is condition due to an accident? [] Yes [] No

Date

Type of accident [] Auto [JWork [JHome []Other

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

Attorney Name (if applicable)

{Reason for Visit

Patient Condition

When did your symptoms appear?

Is this condition getting progressively worse? [JYes [ No

Type of pain: [ Sharp [] Dull
O Bumming []Tingling [J Cramps
How often do you have this pain?

[ Unknown
Mark @n X on the picture where you continue to have pain, numbness, or fingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

[0 Throbbing [] Numbness [] Aching
[ Stiffness

[ Shooting
[ Swelling [] Other

ls it constant or does it come and go?

Does it interfere with your [ Work [] Sleep [ Daily Routine

[[] Recreation
Activifies or movements that are painful to perform [ Sitting [] Standing [ Walking T[] Bending [ Lying Down

(Vers C255T04)
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Health History

What treatment have you already received for your condition? [] Medications [] Surgery  [] Physical Therapy
[] Chiropractic Setvices [T 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, Bane Scan
Place a mark on “Yes” or “No” to indicate if you have had any of the following: ’
AIDS/HIV [OYes [ONo Diabetes [OYes [ONo Migraine Rheumatic Fever [JYes [ No
Alcoholism [OYes [ONo Emphysema ClYes [JNo  Hleadaches LlYes [INo  geariet Fever [OYes [ONo
Allergy Shots ClYes [INo Epilepsy ClYes [JNo Miscamiage OYes LINo  gyope [lYes [OINo
Anemia [OYes [INo Fractures [JYes [JNo Mononucleosis [1Yes [INo  gyside Attempt [JYes []No
Anorexia OYes ONo Glaucoma [JYes [JNo Multiple Sclerosis [1Yes [INo  qnyroig problems [JYes []No
Appendicitis OYes [ONo Goiter OYes [ONo Mumps OYes [INo  pongilitis OYes [JNo
Arthritis [OYes [ONo Gonorrhea [(JYes [JNo Osteoporosis OYes [INo  yperculosis Yes []No
Asthma OYes [ONo Gout OYes [CINo Facemaker OYes [INo  fymors, Growths [Yes []No
; : Parkinson’s f
Bleeding Heart Disease [OYes [No 2 Typhoid Fever [OYes [JNo
: Disease Yes [1No
Disorders OYes DINo  epatitis OYes [No e gYes O No Ulcers OYes [No
Breast Lump LYes [INo  emia OYes [ No B OlYes [No Vaginal Infections: []Yes [JNo
Bronchitis OYes LINo  orniated Disk  [JYes [JNo ) Venereal Disease []Yes []No
Bulimia CYes [No Polio ClYes [1No ; .
Herpes [OYes [No Whooping Cough []Yes []No
Cancer [JYes [JNo . Prostate Problem [JYes [ No
High Cholesterol []Yes []No - Other
Cataracts OYes ONo . ; rasiiiesls CYes [CINo
Kidney Disease []Yes []No iatric G N
Chemical Liver Disease [OYes [ No pestimzCers [1¥es [1Ro
Dependency [OYes [No Rheumatoid
ChickenPox ~ [IYes [No o°0°° CYes LINo Arthrits [Yes DINo
EXERCISE WORK ACTIVITY HABITS
I None [] Sitting [J Smoking Packs/Day
[ Moderate [J Standing 1 Alcohol Drinks/Week
(] Daily [ Light Labor [T Coftee/Caffeine Drinks Cups/Day
i Heavy [ Heavy Labor [ High Stress Level Reason
Are you pregnant? [JYes [ No Due Date
[njuries/Surgeries yau have had Description Date
Falls
Head [njuries '
Broken Banes
Dislocations
Surgeries
‘Medications = | Allergies  |Vitamins/Herbs/Minerals

Pharmacy Name

Pharmacy Phane ( )




Neck Pain Disability Index

Please rate the severity of your pain by circling a number below:

No pain Q 1 2734 567 8.9 .10

Unbearable pain

Name Date

This questionnaire has been designed to give the doctor information as to how your neck pain has affected your ability to
manage in everyday life. Please mark the ONE NUMBER in each section which most closely describes your problem. We
realize you may consider that two of the statements in any one section relate to you, but only mark the box which most closely

describes your problem.

Section 1 - Pain Intensity

0. | have no pain at the moment.

1. The pain is very mild at the moment.

2. The pain is moderate at the moment.

3. The pain is fairly severe at the moment.

4. The pain is very severe at the moment.

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

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

0. 1 can look after myself normally without causing extra pain.

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

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

3. I need some help but manage most of my personal care.

4. | need help every day in most aspects of self-care.

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

Section 3 - Lifting

0. I can lift heavy weights without extra pain.

1. | canlift heavy weights but it gives extra pain.

2. Pain prevents me lifting heavy weights off the floor, but | can
manage if they are conveniently positioned, e.g., on a table

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

4. | can lift very light weights.

5. | cannot lift or carry anything at all.

Section 4 — Reading

0. I can read as much as | want to with no pain in my neck.

1. I can read as much as | want to with slight pain in my neck.

2. | can read as much as | want with moderate pain in my neck.

3.1 can’t read as much as | want because of moderate pain in
my neck.

4. | can hardly read at all because of severe pain in my neck.

5. | cannot read at all.

Section 5 - Headaches

0. | have no headaches at all.

1. I have slight headaches which come in-frequently.

2. | have moderate headaches which come in-frequently.
3. | have moderate headaches which come frequently.
4. | have severe headaches which come frequently.

5. I have headaches almost all the time.

Section 6 — Concentration

0. I can concentrate fully when | want to with no difficulty.

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

2. | have a fair degree of difficulty in concentrating when | want to.
3. I have a lot of difficulty in concentrating when | want to.

4. | have a great deal of difficulty in concentrating when | want to.
5. | cannot concentrate at all.

Section 7 - Work

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

1. | can only do my usual work, but no more.

2. | can do most of my usual work, but no more.
3. | cannot do my usual work.

4. | can hardly do any work at all.

5.1 can't do any work at all.

Section 8 - Driving

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

1. | can drive my car as long as | want with slight pain in my neck.

2. | can drive my car as long as | want with moderate pain in my neck.

3. | can't drive my car as long as | want because of moderate pain in
my neck.

4. | can't drive my car as long as | want because of moderate pain in
my neck.

5. | can’t drive my car at all because of the pain. -

Section 9 - Sleeping

0. 1 have no trouble sleeping.

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

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

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

Section 10 — Recreation

0. | am able to engage in all my recreation activities with no neck
pain at all.

1. 1 am able to engage in all my recreation activities with some pain
in my neck.

2.1 am able to engage in most, but not all my recreation activities
with some pain in my neck.

3. 1 am able to engage in a few of my usual recreation activities
because of pain in my neck.

4. | can hardly do any recreation activities because of pain in my neck.

5. | can’t do any recreation activities at all because of pain in my neck.

TOTAL




Oswestry Low Back Pain Scale

Please rate the severity of your pain by circling a number below:

No pain 05152737 4, 85776 T:: 8 -8+ -10 Unbearable pain

Name

Date

Instructions: Please circle the ONE NUMBER in each section which most closely describes your problem.

Section 1 — Pain Intensity

0. The pain comes and goes and is very mild.

1. The pain is mild and does not vary much.

2. The pain comes and goes and is moderate.

3. The pain is moderate and does not vary much.
4. The pain comes and goes and is severe.

5. The pain is severe and does not vary much.

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

0. I would not have to change my way of washing or
dressing in order to avoid pain.

1. | do not normally change my way of washing or
dressing even though it causes some pain.

2. Washing and dressing increase the pain but |
manage not to change my way of doing it.

3. Washing and dressing increase the pain and | find it
necessary to change my way of doing it.

4. Because of the pain | am unable to do some washing
and dressing without help.

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

Sectlon 3 - Lifting
0. I can lift heavy weights without extra pain.

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

2. Pain prevents me lifting heavy weights off the floor.

3. Pain prevents me lifting heavy weights off the floor, but | can
manage if they are conveniently positioned, e.g., on a table.

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

5. | can only lift very light weights at most.

Section 4 - Walking

0. I have no pain on walking.

1. | have some pain on walking but it does not increase
with distance.

2. | cannot walk more than 1 mile without increasing pain.

3. | cannot walk more than ¥ mile without increasing pain.

4. | cannot walk more than % mile without increasing pain.

5. | cannot walk at all without increasing pain.

Section 5 - Sitting

0. | can sit in any chair as long as | like.

1. | can sit only in my favorite chair as long as | like.

2. Pain prevents me from sitting more than 1 hour.

3. Pain prevents me from sitting more than % hour.

4. Pain prevents me from sitting more than 10 minutes.
5. | avoid sitting because it increases pain immediately.

Section 6 — Standing

0. | can stand as long as | want without pain.

1. | have some pain on standing but it does not increase with time.
2. | cannot stand for longer than 1 hour without increasing pain.

3. | cannot stand for longer than % hour without increasing pain.

4. | cannot stand for longer than 10 minutes without increasing pain.
5. | avoid standing because it increases the pain immediately.

Section 7 — Sleeping

. | get no pain in bed.

. | get pain in bed but it does not prevent me from sleeping well.

. Because of pain my normal nights sleep is reduced by less than
one-quarter.

. Because of pain my normal nights sleep is reduced by less than
one-half.

. Because of pain my normal nights sleep is reduced by less than
three-quarters.

. Pain prevents me from sleeping at all.

(3] e w N=aO

Section 8 — Social Life

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

. My social life is normal but it increases the degree of pain.

. Pain has no significant effect on my social life apart from limiting
my more energetic 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 hardly any social life because of the pain.

abhw N=O

Section 9 — Traveling

0. | get no pain when traveling.

1. | get some pain when traveling but none of my usual forms of
travel make it any worse.

2. | get extra pain while traveling but it does not compel me to seek
alternate forms of travel.

3. | get extra pain while traveling which compels to seek alternative
forms of travel.

4. Pain restricts me to short necessary journeys under % hour.

5. Pain restricts all forms of travel.

Section 10 — Changing Degree of Pain

0. My pain is rapidly getting better.

1. My pain fluctuates but is definitely getting better.

2. My pain seems to be getting better but improvement is slow.
3. My pain is neither getting better or worse.

4. My pain is gradually worsening.

5. My pain is rapidly worsening.

TOTAL




%ELLEVIEW
/' (J CHIROPRACTIC

* 5 CLINIC

ASSIGNMENT OF BENEFITS TO

BELLEVIEW CHIROPRACTIC CLINIC

The undersigned hereby assigns the benefits of insurance available under any
appiicable insurance policy including the right to file suit against the insurer for
benefits or céverage and including, but not limited to, Personal Injury Protection
(PIP) benefits, to Belleview Chiropractic Clinic, in exchange for the medical
treatment and/ or medical services rendered to the undersigned by Belleview
Chiropractic Clinic. This is not a direction to pay. This is a full and complete

assignment of all rights and benefits under all policies.

Dated this day of | ,20

PATIENT/INSURED

Dennis R. Seese, D.C., D.A.B.C.0.

Stephen Boyles, D.C. phone (352) 245-0145

11730 S. E. US Hwy 441 fax (352) 245-1512

Belleview, FL. 34420 ‘ www.FloridasBestChiros.com



Belleview Chiropractic Clinic

11730 SE US Hwy 441
Belleview, FL 34420
(352)245-0145

Informed Consent to Chiropractic Treatment

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures including various modes of physical therapy, and if necessary, diagnostic x-rays on me (or on
the patient named. listed on this form for whom I am legally responsible), by the chiropractic physician
and/or anyone working in this office authorized by the chiropractic physician. I further understand that such
chiropractic services may be performed by the Physician of Chiropractic named here. Dr. Dennis R .Seese
and/or other licensed Physicians of Chiropractic who may treat me now or in the future at this office.

The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order
to move your joints. You may feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, and
you may feel movement-of the joint. ~ Various ancillary procedures, such as hot or cold packs, electric
muscle stimulation, and others, may also be used.

Possible Risks: I understand that results are not guaranteed. I understand and am informed that, as in the
practice of medicine and all healthcare, the practice of chiropractic carries some risks to treatment.
Complications could include fractures of bone, muscular strain, ligamentous sprain, dislocations of joints,
or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury or stroke could occur upon
severé injury to arteries of the neck. A minority of patients may notice stiffness or soreness after the first
few days of treatment. The ancillary procedures could produce skin irritation, burns or minor
. complications. In the rare event there are specific risks pertaining to my individual case, the doctor will
address these with me directly.

Probability of risks occurring: The risks of complications due to chiropractic treatment have been
described as “rare”, about as often as complications are seen from the taking of a single aspirin tablet. The
risk of cerebrovascular injury or stroke, has been estimated at one in one million to one in twenty million,
and can be even further reduced by screening procedures. The probability of adverse reaction due to
ancillary procedures is also considered “rare”.

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other
degenerative changes. These changes can further reduce skeletal mobility, and induce chronic pain cycles.
It is quite probable that delay of treatment will complicate the condition and make future rehabilitation
more difficult.

I have read or had read to me the explanation above of thiropractic treatment. I have had the
opportunity to have any questions answered to my satisfaction. I have fully evaluated the risks and
benefits of undergoing treatment. Iintend to receive the recommended treatment and herby give my
full consent to treatment.

To be completed by the patient's representative if necessary (if the patient is a minor or is physically or
mentally incapacitated)

Patient Name Signature Date
Printed Name of Guardian : Signature Date
Or Representative

© Chiropractic Compliance Solutions, LLC Rev. 11/06



Belleview Chiropractic Clinic
11730 SE US Hwy 441
Belleview, FL 34420
(352)245-0145

= o

ACKNOWLEDGMENT OF RECEIPT
OF
NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy of the Notice of Privacy Practices and
that I have read them or declined the opportunity to read them and understand the Notice
of Privacy Practices. I understand that this form will be placed in my patient chart and
maintained for six years.

By checking the lines below I authorize being contacted for practice reminders or
birthday greetings by:

Mail :

Email :
Telephone

By voice mail :

-«

List below the names and relationship of people to whom you authorize the Practice to
release PHI. .

Print Name (Patient /Guardian) Date

Signature ( Patient /Guardian)

Witness

THIS FORM WILL BE PLACED IN THE PATIENT’S CHART AND MAINTAINED FOR SIX
YEARS
(Rev. 11/16)



ATTENTION
MASSAGE PATIENTS:

Our office understands that schedules change and emergencies occur
and we are happy to work with you as much as possible when scheduling
appointment times for you.

It is office policy to charge a $25 fee when missing or cancelling an
appointment for massage or muscular development and rehabilitation
less than 24 hours from the scheduled appointment

This is due to out increase in patients wanting to schedule and keep
~ appointments for massage or muscular development/rehabilitation and out of
our copsideration of out massage therapists. Appointments ate made to
reserve your time with our therapists. As a couttesy, they need to be kept ot
‘ rescheduled in a timely manner.

Patient. Name:

Patient Signature:

Date Signed:

Witness:



