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In balance...in harmeny...Inspire

New Patient Information

Name O Female [0 Male Date

What you prefer to be called Age Date of birth
Preferred Language [ English [ Other Race: OO0 White [ African American O Other
Address City State Zip
Home Phone : Cell Phone

Email Address SS#

Preferred Method of Contact

Employer Occupation Work Phone

Emergency Contact Relation Phone

How did you hear about our office?

When did your condition begin?

Other Doctors seen for this condition?
Have you had the same or similar symptoms before? [ Yes 00 No  Date of prior condition
List chief symptoms in order of severity:

(1)
(2)
3)
Have you had chiropractic care before? O Yes [ No

Mark Areas of Pain on Figures Below

Family Physician
May we forward our findings to your doctor? 0 Yes [0 No

- Current Medications

Allergies (Medicine, Food, Environment)

Previous Surgeries
Do you have a PERSONAL history of: [0 Cancer [0 Diabetes [ Heart Disease [ Stroke

Other serious illnesses
Check all symptoms that apply to you:

[0 Headache [ Tingling/numbness in arms/hands O Chest Pain O Unexplained weight loss
O Neck Pain/Stiffness [ Tingling/numbness in legs/toes O Knee Pain [ Fatigue

O Back Pain/Stiffness [ Loss of balance/dizziness O Hip Pain 0 Night Sweats

[ Shoulder Pain [ Shortness of breath O Fever O Blood in Urine

O Other O Night Pain O Pain unrelieved by rest

For women: Are you pregnant? [ Yes [ No Are you taking birth control? [0 Yes O No



Health Insurance

Policyholder Name Date of Birth

Workers Compensation

Is your condition due to ari Employment Related Tnjury? Yes[3 No O Haveyoureporedit?  Yes[O  Noll
Date of accident

Supervisor _ Supervisor #

Autoe Accident

Is your condition due to Automobile Accident? Yes 0 No [1  Date of accident

Auto Accident Insurance Name. Claim #

Adjuster Name. Phone #

Attomey Name ' Phone #

INSURANCE INFORMATION, CONSENT OF PROFESSIONAL SERVICES AND RELEASE OF INFORMATION
I understand.and agree that health and accident insurance policies are anl arrangemient between an insurance-carrier and myself. Furthermore [
understand that this office will prepare any necessary reparts and fornts 1o assist me in making collection from the insilrance company and that
any amount authorized to be paid directly to this office will be credited to my account.on receipt. However, I clearly understand and agree that
all services rendered to e are chargéd directly to. mc.and that f-am personally responsible for payment. 1 also umderstand if I suspend or
terminate my care and ireatment, any fees for professional services rendered to me will be immediately due and payable.

1 héreby anthorize the doctors and their affiliated providers to administer treatment, physical examination, X-ray studies, jaboratory procedures,
chiiropractic care, physical therapy, or-any clinic services that they deem necessary in my case; I do hereby give my consent for the performance
of consérvative non-surgical treatment, including, but not limited to manipulation, physical therapy modalities, soft tissue massage and
therapeutic exercises. I am aware there are possible risks and complications associated with these procedures, ranging from soreness to stroke. T
understand there is no certainty that I will achieve benefits and acknowledge that no gusrantee 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 all of my
healthcare providers function as a team, | hereby grant the providers and clinical staff of this clinic to communicate-with and relay-any
information about my condition to my other healthcare providers. I further authorize them to disclose all or any part of my (patient’s) record to
any person ot corpotation which is or may be liable under a contract to the ¢linic oi-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 sérvices companies, insurance companies, workers compen-
sation. carriers, welfare funds, orthe patierit's employer. I understand that if an insurance company initially pays for my treatment and later
requests reimbursement from this clinic for any reason, I will be responsible for payment of my entire outstanding balance.

We invite you to discuss any guestions you might have with us. The best health services are based on a friendly mutualiy understood relation-
ship.
Patient’s or Guardian's Signature Date

CONSENT TO TREAT A MINOR

1 (we) being the parcnt, guardian or custodian of the minor being . age , do hereby authorize,
request & direct this clinic. it’s. doctors and staff to perform examinations, diagnostic x-rays, laboratory (ests, and any treatment that in

their judgment, is deemed advisable or required.

It is the understanding of the undersigned that the physicians and their staff will have full autherity from me as legal parent/guardian to continue
with examinations, diagnostic tests, and treatments as will be needed while said minor shown above is under care in this office until legal age is
attained.

As legal parent/gnardian, T realize full résponsibility for all charges and payments duc.

Parent/Guardian or Custodian Signature Date Signed
Witness




Neck Index

Fam N1-100

Patient Name

ey Y27I003

Date

This quesfionnaire will give your provider information about how your neck condition affects your evefyday life.
Please answer every secfion by marking thie one statement that applies to you. if two or more statements in one
saction apply, please mark the one statement that most ciosely describes your problem.

Pain Imtensity

@ 1have na pain atthe momént,

@ The paln s viery mild at the moment.

@ Tho pain comes and goes and is moderate,

@ The pain is fairy sevare at fhe moment,

@ The pain is very sevare at the momant

®. The paln is the worst imaginabls et the moment.

Sieeping

@ Ihave no froable seeping.

@ My sieep Is siightly disturbed {less ihdn 1 hour Sleepless).
@ My sleap sty disturbed (1.2 hours sieeplass).

@ Ny sleep is mederately disturbed (2-3 hows sléepless).
@ My sleap s greatly disturhed (3-5 haurs sleepless).

@ My sleepis completely tistirbed (5-7 hours sleepless).

Reading

© tcanread as much as | want with 6o neck ain.

@ | can read as much as bwant with sight neck paxt

(@ 1 can read as much as | want with moderate neck pain,

@ I cannot read as much as | want because of moderate neck pain.
@ | can hardly read at all hersuss of sevars neck pain,

@ [cannot mad at3ll becausa of neck paln,

Concenfration

@©. ! can concartrata fully when | want with no diffulty.

@ 1 can concertraia fully when | wantwith skoht dificulty
@ [have afeir degree of dificofly concentrating when | want.
@ | havea ot of difficuky concentmfing when twant,

@ | havea great deal of difficuty conicentrating whed [ want.
(8 | cannot concenirate atall.

Work

@ 1 can do as much work as Fwant:

@ 1§ can only do my usuat wark but no more.

@ | can only do most of my ustral work bt ng mors,
@ | cannaot do my eual work.

@ f can hardly do any work at ail,

@& I:cannot do any work at all,

Fersonel Care

@ |can lock aftar myzelf nomally without causing exira pain.
(D | can |ook aftar myself nomnally but if causes extra patr.
@ Itis painful to book after ryseli and | am siow and careful
@ |need snme help bid | manzge most of my personal care.
@ !nesd help avery day in mostaspacts of self care, _
® |do not got drassad, waeh with difleutty and stay In' bad,

Lifting

@ | can Wt heavy weights wiliout extra pair.

D | canlift hsavy ivelghits but R cauees exira pain,

@ Pain pravents me from lifting heavy wefghts off the floor, bt | can menage
if they are conveniently positioned (e.g., o a table).

@ Pain prevents e from Bfting heavy weights off the fioor, but | can manage
Iigght o medim weighls it they are conveniently posTticned.

@ [cmmw.l_ﬂtveiy]w'welghte

@ 1eannot kit ar camy anything af all.

Driving

@ ) candrive my car without any nisck pain.

@ ) can drive my car as long as Iwant with silat neck pain,

@ fcandrive my car a5 long aE | wantwith moderate neck pai,

@ | cannat drive my.car 25 long as F want because of moderate neck pain.
@ | cari hardly diive &t ell because of severe neck pai,

@ | cannot diive my car at all because of neck peiit.

Recreation

® 1amablo o engagsin all my recrestion activiies witheut neck pain.

@ 1.am able to engage in all iy Usual recreation activities with some neck pain.

@ | am zhle o engege in most but not all my ususi facreation sotivifies bacatse of neck pzin.
® |amowalemmamammmmmmammmmmm
@ | can handly do any recreafion activifies because of neck pain,

® [ cannot do any mcreation actvities 2t alf,

Headaches

© Ihave no headaches atak,
@ |have siight headaches which come infrequently.
@ { have maderale headashes which come ifrequently,
@ 1 have moderale headsiches which come frequantiy.

® | pgve severe headaches which come frequendy.

@ | have lieadaches amost all the time.

Neck
Indest




Back Index

Form R00

Patienf Name

v YETE003

Date

This questionneire will give your provider information about How your back condifion affects your everyday life.
Please answer gvery seclion by marking the one statement that applies fo you. if two or more statements in one
section apply, please mark the one statement that most closely describes your probiem.

Pain Intensity

@ Tha paln comes and goes and is very mild.

@ The painis mikl and does not vary mich,

@ The pain comes and goss and IS moderate,

& The paln ls moderate and doss not vary much,
@ The pain comas and gees and is very severe,
& The pain is very severe and does not vary much.

Sleeping

@ I-get no pain in bed.

@ 1 gat pain in bed but ft doss not pravent me from steeping well

@) -Becguse of pain my nwwma sieep is reduced by Jess than 25%.
@ Because of pain iy normal sleep is redused by Jezs than 50%.
@ Becauge of paln my normal sléep is reduced by less than 75%,
(B Pain prevents me from steeping at all,

Sitting

@ can sitinany chair 25 jong as | Ifee.

@ | canony sit in my favorite chair a5 lang as | ie.
@ Pain prevents me from sitting more-than 1 hour.

@ Pain prevents me from siffing more thar 1/2 hour,
@ 'Pain prevénts me fiam sitting riors than 10 minotes.
® | avod sitling besatse it increasss pain immediatsly.

Standing

& I zan stand as long.as | want without pain.

@ §have soma pain while standing but it does not mcrease with time.
@ 1cannot stand forfonger than 1 hour witheut increasing pais.

@ | cannof stand forfonger than 1/2 hour without increasing pain.

@ 1cannot stand for longer than 10 minutes wilhout increasing pain.
® lavoid standing because itincreases peain immedately.

Walking
@ |have no pain whie walkiig.

@ {have some pain while walking bui it doesn't increass with distance,

@ {cannot walk more than 1 mile without increasing pain.
@ | cannatwalk more thar 172 mile without Increasing paIn

@ | cansot walk mose $han 174 mijle without increasing pain.
@i caniot walk at al} without increasing pain,

Parsonal Care

@ 1 donot have to change my way of washing or dressing In order to avoid pain.
@ 1donot normally changa my way of waghing or dressing even theugh it causes some pain,
@ Washing and dressing increases the pain but § manage not to change my way of doing &

& Washlag and dressing increases ttie pain and 1 find it nacessary to chanige my way of doing it,

@ Because of the pain  am unabla to do some washing and dressing without halp.

48 Betausa of the pain § am unable fv do any washing and drassing without help,

Lifting

@ | can liit heavy welghts without exira pai;

@ | can [t heavy welghts but I calises exira pain,

@ Paiin prevents me fram Siting heavy weights off the floor.

@ Pain prevents me from Kfing heavy weights off the fioor, but | can manage
if they are conveniantly posianed (e.g., on a fable),

@ Pain prevents me from Biing heavy weights off tha floor, but | can manage
fight o medium weights if they are converiently positioned,

@ 1can only lift very Eght weiphts,

Traveling

© | getno pain white fraveling..

@ | get some pain whilz traveling hut nona of my usuat forms offravel make it worss,

@ {getexira pain while fraveling but 1 does not caves me to sesk alamate forms of ravel,
@ | get extra pain wiile tiaveling which causes me bo sek altemale fors of ravel.

@ Pain restricts &l forms of trave] except that done while fing down.

® Pain resbrics al forms of travel.

Social Life

@ My social Ife is norms! and gives me ho extra pain,

(@ My sooial Iife is parma but increasss the dagrea of pain,

@ Pain has no significant affect on my social life apart from Emiting my more
energefic interests (e.g., dancing, elz).

@ Pain'has resiricted my eociel & and | do nof go out very often.

@ Painhas restricted my social Ko my home.

® | have hardly any social life because of the pain.

Changing degree of pain
© Wy pain is rapidly getting betier:
@ My pain fluctustas but overall is definitely getfing hetter,
@ My pain ssems to ba getting better but improvement is stow,
@ My paln is nelther gelting batter or worse,
@ My pain is gradually worsaning.

® My pain is rapidly worsening.




chiropractic &
wellness spa
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Financial Policies & HIPPA Acknowledgement

Read & Initial by each item.

____Inspire 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.

Date Name

Signature







