chiropractic &
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PATIENT INFORMATION e

Name Date

Address City State Zip
Phone (H) Q) Email
Birthdate / / Age Male Female

Occupation Employer
Emergency Contact Name Phone
How did you hear about our office?

COMPLAINT INFORMATION
}-’Iv;lsvull answers and fill in the blanks where appropriate to describe your complaint. This information is
necessary to assist your health care provider to understand your health condition.

Describe your problem & how it began:

Date problem began { /

Howbadisyourpain? 0 1 2 3 4 5 6 7 8 9 10
How often are your symptoms present? Constantly Frequently Occasionally  Intermittently
Describe your current pain/symptoms: Sharp/Stabbing  Throbbing Aches Dull  Soreness
Burning Weakness Tingling Numbness Shooting
Since it began is your problem: Improving  Getting Worse No Change
What makes the problem better: Nothing Lying Down Walking Standing
Sitting  Movement Exercise Inactivity/Rest
What makes the problem worse: Nothing  Lying Down Walking  Standing

Sitting  Movement  Exercise  Inactivity/Rest

Can you perform your daily home activities: Yes  Only with help  Notatall
Do you exercise: Yes, almost daily Yes, occasionally Not at all
Describe vour job requirements: Mainly sitting Light Labor  Heavy Labor

Can you perform your work activities?  Yes, all activities ~ Only some Not at all

Describe your stress level: Nonetomild  Moderate  High

What treatment have you have had for this condition in the past?

Have you had an X-ray, MRI or other tests for this condition? What, where & when?

Mark an “X” on the picture where you have pain,
numbness or tingling.

(patient signature) (date)




PATIENT HEALTH QUESTIONNAIRE

Patient Name . : Date, ‘
If you have ever had a listed symptom in the past, please check that symptom in the Past Column.

If you are presently troubled by a particular symptom, check that symptom in the Present column.
KNOWLEDGE OF THESES CONDITIONS MAY INFLUENCE THE TYPE OF TREATMENT/THERAPY YOU

RECEIVE
Past Present Past Present
[ Neck Pain [ Depression
[ ShoulderPain (R__L__J * [CJ Aortic Aneurysm
[ Painin Upper Arm or Elbow (R___L___) " [J High Blood Pressure
[ Angina

] Hand Pain (R__L__)
[ WristPainfR__L__)
[ Upper Back Pain
[ LowBack Fain
[] Painin UpperLegorHip (R__L__)}
[ Painin Lower Leg orKnee (R__L__J)
{1 Jaw Pain
1 Swelling, Stiffness af Joint's)
] Fainting
{1 Visual Disturbances
I Convuisions
[ Dizziness
[] Headaches _
[] Muscutar in coordinatian
[ Tinnitus (Ear Naises)
7] Rapid Heart Beat
] ChestPain
{7 Loss of Appetite
1 Anorexia
[ Abnormal Weight
[JGain [JLoss
[ Excessive Thirst
] Chronic Cough
[ Chronic Sinusitis
[J Geheral Fatigue
[ Irregular Menstrual Flow

0O00OOO0CODO0O0000O Do0o000000000000000000[

0O0000o0000000000000000000

[T Heart Attack {date )
] Stroke (date )

[ Asthma

[] Cancer, Explain

[ Tumer, Explain
[ Prostate Prablems

[} Blood Disorder

] Empbysema (chronic lung disorder)
[ Arthritis

[] Diabetes

] Epilepsy

[T Ulcer

[] Liver/Galibladder problems:

[T Kidney Stones

[ Hepatitis

[ Bladder Infection

] Kidney Disarders {by condition)
{1 Cofitis

[ irritable Calon

[ HiwaIDsS

[3 Other .erefredsf

If a-family member has had any of the following,
please mark the appropriate box:

] Profuse Menstrual Flow 1 Cancer 1 Epliepsy
7 Breast [1 Rheumatoid Arthritis [ Chronic Back Problems
] Endometricsis ] Diabetes 1 Chronic Headaches.
] Pvs ] Heart Problems 1 Lupus
[] Loss of Bladder Control [J Lung Problems 1 Other.
[ Painful Urinatlon [1 High Blood Pressure
[J Frequent Urination
[] Abdominal Pain Yes No
{1 Constipation/irregular bowel habits [J [ De you have a permanent disability rating?
{7 Difficulty in Swallawing Locatien
[ Heartburn/indigestion Date rating received
[ Dermatitis/Eczema/Rash Rating Percentage %
Present Weight ____ pounds
-‘Height feet inches
Piease check any of the following that apply to you
Past Present Past Present
[ [ Pregnancy. # of births [J [J Tobacco
[ [ Birth Caniral Pills, type [0 3 Aleshsl
0 [J Medications (list if not listed elsewhere) [ 7 Drug or Alsohol Dependence
[0 [ Coffee/Tea/Caffeinated Soft Drinks:

[1 [ Hospitalizations/Surgical Procedures
{list if not described elsewhere)

cups/cans per day_

| certify that the above information is complete and accurate to the best of my knowledge. l.agree to
notify this docter immediately whenever | have changes in my health or health plan-caverage in the future.

Patient's Signature Date,
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INSURANCE INFORMATION: Ak il

Policy Holder Name Date of Birth
Is your condition due to an Employment related Injury? Yes No Date of Accident:
Is your condition due to an Automobile Accident? Yes No Date of Accident:

Your Personal Auto Insurance Carrier: Claim #

Adjusters Name: PHN

L] By checking this box | confirm that this is my auto insurance and not a third party involved.

INSURANCE INFORMATION, CONSENT OF PROFESSIONAL SERVICES AND RELEASE OF INFORMATION

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.
Furthermore, | understand that this office prepares any necessary reports and forms to assist me in making collection from the
insurance company and that any amount authorized to be paid directly to this office will be credited to my account on receipt.
However, | clearly understand and agree that all services rendered to me are charged directly to me and | am personally responsible
for payment. | also understand if | suspend or terminate my care and treatment, any fees for professional services rendered to me
will be immediately due and payable.

| hereby authorize Inspire Chiropractic to administer treatment that they deem necessary in my case; | do hereby give my consent
for the performance of conservative non-surgical treatment, including, but not limited to manipulation, physical therapy modalities,
soft tissue massage and therapeutic exercises. | am aware there are possible risks and complications associated with these
procedures, ranging from soreness to stroke. | understand there is no certainty that | will achieve benefits and acknowledge that no
guarantee has been made regarding the outcome of these procedures. | am aware there are alternatives to these procedures,
including medication and/or surgery. In order to ensure that my healthcare providers function as a team, | hereby grant inspire
Chiropractic to communicate with and relay any information about condition to my other healthcare providers. | further authorize
them to disclose all or part of patient record to any person or corporation which is or may be liable under a contract to the clinic or
to the patient or a family member or employer of the patient for all or part of the clinic’s charge, including, and not limited to
hospital or medical service companies or insurance companies. | understand that if an insurance company initially pays for
treatment and later requests reimbursement from Inspire Chiropractic for any reason, | will be responsible for payment of the
outstanding balance.

We invite vou to discuss any questions you might have with us. The best health services are based o a friendly
mutually understood relationship.

Patient or Guardian’s Signature Date

CONSENT TO TREAT A MINOR

| being the parent or guardian of the minor being , do hereby authorize,
request & direct Inspire Chiropractic to perform any treatment that in their judgement, is deemed advisable or required.

It is the understanding of the undersigned that Inspire Chiropractic will have full authority from me as legal parent/guardian to
continue with treatment as will be needed while said minor shown above is under care in this office until legal age is attained.

As legal parent/guardian, | am fully responsible for all charges and payments due.

Patient or Guardian’s Signature Date



Date

Financial Policies & HIPPA Acknowledgement

Read & Initial by each item

Inspire Chiropractic will file insurance claims on your behalf as a courtesy to you. Any co-pays,
coinsurance, or deductible amounts are determined by your insurance plan. We will make every attempt
to clarify your portion of monies due by contacting your insurance carrier and inquiring about your plan.
Please be aware that sometimes what we are told and what your insurance pays may not always be the
same. If you have specific questions about what is and is not covered please contact your insurance
directly by calling the number on your insurance card.

In the event we are unable to verify your coverage prior to the end of your first visit it is the policy of this
office to collect 50% of first day charges.

Our office is a participating provider for Medicare and as such will assist you in filing your claims. If you
have secondary insurance please provide us with that information.

Payment is due at time of service, including co-pays and co-insurance.

Assistance is available for patients who are not covered by any insurance and meet the criteria for a
hardship exemption. Please inquire for details.

Visits that are requested and services delivered on weekends or holidays are subject to a $50
weekend/holiday fee which is not payable by insurance.

We ask for a 24 hour notice if you are unable to keep an appointment. In the event there is a missed
appointment, a $30.00 fee will be charged payable before next service to be rendered.

Returned checks will be charged a $25 fee.

Accounts that are 90 days past due are subject to collections.

My signature below is acknowledgement that | have read and agree to the above policies. | understand that | am
responsible for payment of services rendered to me or my dependents.

My signature below acknowledges | have read or been given the opportunity to receive a copy of the Notice of
Privacy Practices.

Name

Signature
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Neck Index

Form W1-100

v 272003

Date

Fatient Name

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Flease answer every section hy marking the one statement that applies to you. f two or more statements iri ona
section apply, please mark the one stafement that most closely describes your problem.

Pain Intensity

@ [have no pain 2t fha moment.

@ The painis very mid at the moment.

@ The pain comies and goes and is moderate.

@ The pain is fally severe ai the momant,

@ The pain is very severe at tie moment,

® The palnIs the worst imaginabie at the moment..

Slesping

@ | have no tiouble sigeping.

@ My sleep Is siightly disturbed {lass thein 1 hour steepless).
@ My sleep 5 mildly disturbed (1-2 houss steepless).

@ My steepis moderately disturbied (2-3 hours sleepless).
@- My sleep ks graatly disturbed (3-5 Hours sleepless).

@ My sleep is completely disirbed (5-7 hours sleéplass).

Reading

(®  can read as much as Iwant wih so neck pain.

® |can read as much as Lwant with siight neck pain.

@ | can fead as mueh as | went with mederate neck pain.

@ |cannotread as muth a5 | want becaisse of rioderate neck pain.
@ | cah hardly read ot 2l because of severe neck paln,

& Ycannot read at @l because of hedk pain.

Concenfrafion

@®. tean concentrate fulfy when | want with no diffcuby.

@ 1can concentrate fully when | wantwith shght dificulty.
@ 1have afar degres of difficulty concentrating when | want,
@ | have g ot of difficutty concantrating when [ want.

@ 1have a greal deal of dificufly concentrating when [ want.
'® | cannotgoncentrale atall,

Work

@ Icandoas much work as 1 want.

(D | can onjy do my tsual work but no mare.

@ 1 can only do most 6f ry ustsl work but s mére,
@ 1cannot do my usualwark.

@ {can hardly do any work atall

& |-cannot do any work &t all

Personal Care

® | &an look after yself nomally without causing extra pain.
(D | éan jnok after mysel nomally bit it causes axira pair.

@ Itis painful to look after myssli and | am slow and careful,
@ [need some help buf | manage mast of my personal carz.
@ [nead help svery day o mostsspeois of sef care.
@ 1do not gef dressed, | wash with difficulty and stay In bed.

Lifting

@ 1canift heavy wéights without extre pain,

(D | can Hft heavy weights but it causes extra pain;

@ Painprevants me from Bing heavy weights off the fiddr, but ! can manage
‘I ihey are convenlently positianed (2., ona table).

@ Painpravents me from Gftirig heavy welghits off the fioar, biif { can manage
fight b médium weights i they are conveniently pastioned.

@ | can only Jit very light welghts,

@& 1cannot ift or cany anything at all.

Driving

@ I candriva my car without any neck pain.

@ | can drive my car as long as | want with slight neck pain,

@'t can drive my caras lang a5 | want with moderate neck pain,

@ | canngt drive my caras lorg &5 ! want becavse of moderats neck pain,
@' 1 éan hardly drive of al becauss of severe neck pain,

® '} cannot drive my car atall becatise of neck pain.

Rscreation

@ Tam chle o engags in ali my recreation astivities without neck pain,

@ 1am able to engage In all my Usual recreation activities with soma neck pain.

@ 1 am able to engagé in imost but not al my usual racreation dctiviles Bacanse of nack pain.
® | am only abie fo engage in a few of my usual recreation activitfes beciuse of neck pak,
@. 1 can hardly do any recreation achvifies becanse of neck pain,

@ [ cannot do any recreation activities af afl,

Headaches

® | bave o headaches atal;

@ | have sight headaches which comie infrequently:

@ 1 have moderats headaches which come ifrequently,
@ 1 have maderate headzches which come frequently.
@ ) have seirers headaches which come frequeny.

® Ihave liesiaches almost all the fime,




ack Imdex

Form BHEO

Patienf Name

rav227/2003

Dafe.

This questionnaire will give: your provider information about how your back condition affects your eveiyday lite;
Please answer every section by marking the one staternent that applies to you. If fwo or more statements ir one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ The pain comes and goes and is very tmild.

@ The painismitd and does not vary much.

@ The pain comes and goes and IS moderate,

@ The pain is modsrate and doas rot vary much.
@ The pain comes and goes and is very severe,
® The bainjsvery severe and does not vary much.

Sleeping

@ lgetno pain inbed.

@) | get pain i bed but it does not prevent me from sieaping well,
@ Because of pain my nommal sleep s reduced by less than 25%.
@ Because of pain my normal sleep is redured by less than 50%.
@ Because of pain my nornal sleep is reduced by less than 75%.
® Pain prevents me from steening at off,

Sitting

@ 1cansitinany chairas fong 25 1 ke,

@ 1§ can anly sitin my favosite chair as lang as 1 fke.

@ Psin prevents. me from sitfiig more than 1 hour,

@ Pain prevents me from sitfing more then 12 hour.
@ Pain prevents me from sftting more than 10 minutes.
& lavoid sifiing because & increasas pain immediately,

Standing
® {censtand a5 fong ay | want without pair.

@ §have some pain while sianding but it doss notIncrease with time.

@ | cannot stand for ionger then 1 hatir withcutincreasing pain.
(@ | cannot starid for fonger than 1/2 hour withcut incraasing pain.

@ 'l cannot stand for fonger than 10 minutes without increasing pain.
@ [avoid slahding because it increases pain immediately,

Walking
@ 1 have no pain while walking.

@ | have some painwhile walking but i doesn't increase with distance,

@ | cannot walk more than 1 mile without inceeasing pain.
@ fcannatwak more than 172 rlie without increasing pam.
@ | cansiotwalic more than 174 mile without increasing pain.
® ! cannotwak at all without ingreasing pain,

Personal Care

@® Idonothave to change my way of washing or dressing in omer to avoid pain..

® 14da not normally change my vy of washing or dressing even though it causes some pain;
@ Washing and dressing increases the pain but § manage not to-change my way of doing it
) Washing and dressing increxsés the pain and | ind it recessary to change my way of doing 2,
@ Because of the pain } am unable fo do some washing and dressing without befp,
(8. Because of the pain 1 am unable fo do any washing and dressing witsout help,

Lifting

@ kean lift heavy weights without extra paln.

@ |can it heavy welghts but it caises extra pain.

® Pin prevents me from liting heavy welglits off the floar,

@ Pain prevents me fram liftiny heavy weights off the fioor, but [ can manage
if they are conveniently pusitioned {g.g., an a table).

@ Pain prevents me from fiting heavy weights off the floor, but | can manage
light to medium weights i they are conveniently posttioned,

@ 1 can only it very fight weighls,

Traveling

@ |getno pain whils traveling,

{0 | get some paln while ravelng hist none of my usuat forms of travel make itworse,

@ i getextra pein while fraveling buf it does not cause me to seek aliimate forms of travel.
@ Igstextra pain while travelng which causes me lo seek altemate forms of trvel,

@ Pain restiicts all forms of fravel except that done while lying down.

® Pain restricls all forms of travel,

Social Life

® My social |ife Is normal and gives me no.extra pain.

@ My soctal Iife is normal but increases the degree of pain.

@ Pain has no significant affect on my sochl ife apart from §miting my more
energetic interests (e.g., dancing, etd).

®. Pairi has restricted my sogial ffe and ['do not go out vary often.

@ Painhas resirictad my sochal fie ta my home.

® 1have hantly any social fife because of the paln.

Changing degree of pain
@ My pain is rapidly getting bhetter
@ My pain fluchiates bt overall is definitely gefiing better,
@ My pain seems to begelting betier but improvement is slow,
@ Wy painis neilher getting better or worss.
@ My pain s gradually worsening.

& Mypainis rapn:ﬂy viorsentig.




