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Chiropractic Registration and History

. .
Patient Information Insurance
Date Who is responsible for this account?
: Relationship to Patient
Patient Name
Last Name Insurance Co.
Group #
First Name Middle Initial
Akdiess Is patient covered by additional insurance? [] Yes [] No
City Subscriber's Name
Birth Date S
State Zip B
E-mail Relationship to Patient
sex OOM [IF Age Insurance Co.
Birth Date Orop #
ASSIGNMENT AND RELEASE
[ Married [0 widowed [ single [0 Minor | certify that |, and/or my dependent(s), have insurance coverage with
. and assign directly to
[[] Separated [C] Divorced [ Partnered for years Name of Insurance Company(es)
Palion Dr. all insurance benefits, if
Patient Employer/School any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
Employer/School Address the use of my signature on all insurance submissions.
The above-named doctor may use my health care information and may disclose
such information to the above-named insurance company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
Employer/School Phone ( ) or the benefits payable for related services.
Spouse's Name
Spouse's Birth Date Signature of Patient, Parent, Guardian or Personal Representative
Srounels Employer Please print name of Patient, Parent, Guardian, or Personal Representative
Whom may we thank for referring you?
Ph Date Relationship to Patient
one Numbers . ;
Home Phons (3 At Phone () Accident Information
Best time and place to reach you Is condition due to an accident? []Yes []No Date

Would you like to receive text reminders of your appointments? []Yes []No Type of Accident: [JAuto [JWork [JHome [ Other

Cell Phone ( ) Whoisyourcarrier? To whom have you made a report of your accident?

IN CASE OF EMERGENCY CONTACT [JAuto Insurance [] Employer [] Worker Comp. [] Other
Name Relationship Attorney Name (if applicable)

Home Phone ( ) Alt. Phone ( )

Patient Condition

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [JYes [No [ Unknown

Mark an X on the picture to the right where you continue to have pain, numbness or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)
Type of pain:  [] Sharp [ Dul [ Throbbing ~ [] Numbness [ Aching [ Shooting

[OBuming  []Tingling [ Cramps [ stifiness [ Swelling [ Other

How often do you have this pain?
Is it constant or does it come and go?
Does it interfere with your: [] Work [ Sleep [ Daily Routine [ Recreation

Activities or movements that are painful to perform:  [] Sitting [] Standing [] Walking [] Bending [] Laying Down

-OVER-




Hea

What treatment have you already received for your condition? [] Medications

] None [ Other

Ith History

[] Chiropractic Services

[ Surgery

[] Physical Therapy

Name and address of other doctor(s) who have treated you for your condition

Spinal X-Ray

Chest X-Ray

MRI, CT-Scan, Bone Scan

Mark box "Yes" or "No" to indicate if you have had any of the following:

Date of Last: Physical Exam
Spinal Exam
Dental X-Ray

AIDS/HIV OvYes [No
Alcoholism OYes [ONo
Allergy Shots OYes [No
Anemia OYes [ONo
Anorexia OYes [ONo
Appendicitis OYes [No
Arthritis OYes No
Asthma [dYes [No
Bleeding Disorders [1Yes []No
Breast Lump CYes [INo
Bronchitis OvYes [ONo
Bulimia OYes [No
Cancer OYes [ONo
Cataracts OYes [ONo
Chemical

Dependency [dYes [No
Chicken Pox [OYes [No
Diabetes [Yes [No

Emphysema
Epilepsy
Fractures
Glaucoma
Goiter
Gonorrhea
Gout

Heart Disease
Hepatitis
Hernia
Herniated Disk
Herpes

High Blood
Pressure

High Cholesterol
Kidney Disease
Liver Disease
Measles

[dYes [No
[JYes [No
[JYes [No
OYes [No
[JYes [No
[JYes [ No
[dYes [ No
[ Yes [No
[dYes [No
[JYes [JNo
[dYes [No
[JYes [No

[ Yes
[ Yes
[ Yes
[ Yes
[ Yes

I No
[ No
] No
[ No
[] No

Please mark in each column which boxes best describe your activites:

WORKACTIVITY

EXER

CISE

[] None

[] Moderate

[] Daily

[ Heavy

Are you pregnant? [JYes [JNo

Injuries/Surgeries you have had:

Falls

[ Sitting
[ Standing
[ Light Labor

[ Heavy Labor

Due Date

Blood Test

Urine Test

Migraine Headaches [] Yes

Miscarriage [ Yes
Mononucleosis [ Yes
Multiple Sclerosis [ Yes
Mumps [ Yes
Osteoporosis [ Yes
Pacemaker [ Yes
Parkinson's Disease [ Yes
Pinched Nerve [ Yes
Pneumonia [ Yes
Polio [ Yes
Prostate Problem [ Yes
Prosthesis [ Yes
Psychiatric Care [ Yes

Rheumatoid Arthritis [] Yes
[ Yes
[ Yes

Rheumatic Fever
Scarlet Fever

HABITS

[] Smoking

] Alcohol

[ Coffee/Caffeine Drinks
[ High Stress Level

Description

[ONo Sexually Transmitted
[INo Disease [OYes [No
CNo Stroke [JYes [No
I No Suicide Attempt [OYes [JNo
[INo Thyroid Problems [ Yes [ No
[ No Tonsillitis [JYes [No
[ No Tuberculosis [JYes [JNo
[ No Tumors, Growths  [] Yes []No
[INo Typhoid Fever [dYes [No
O No Ulcers OYes [ONo
[INo Vaginal Infections [ Yes []No
[ No Whooping Cough  [JYes []No
1 No Other
[ No
[ No
[ No
[ No

Packs/Day

Drinks/Week

Cups/Day

Reason

Date

Head Injuries

Broken Bones

Dislocations

Surgeries

Medications

Allergies

Vitamins/Herbs/Minerals

Pharmacy Name

Pharmacy Phone ( )

Pharmacy E-Mail




Office Financial Policy

Cash:

1.

All patients are on a cash basis until their respective insurance coverage and deductible may be verified
by our staff.

This office may make payment plan arrangements on an individual basis. Any such plan or arrangement
will be discussed during your report of findings.

Insurance:

1.

If you have insurance, we will gladly accept assignment with the following exceptions and regulations,
provided we have prior certification from your insurance company.

We accept assignment for the initial treatment plan only. Any follow-up visits will be payable when
services are rendered. Once you have been discharged from active care we will continue to file your
insurance but require full payment per visit or a new treatment plan to be established.

We accept assignment as a courtesy to you; you are responsible for your entire bill should your
insurance company not pay any of the anticipated charges for any reason. We are not a mediator
between you and your insurance company and will not enter into any dispute with the same, as your
contract is between you and your insurance company.

Whenever you receive any worksheets from your insurance company or explanation of benefits,
please bring this information into this office as soon as possible. We must have a copy of this to
determine whether proper payment has been made. If you should receive a check from your
insurance company during our billing, you must bring it intfo the office upon receipt. If any over-
payment exists after all insurance billing has been done, we will issue you an overpayment check — it
will not come from your insurance company. All insurance payments, regardless of which company
issues a check first, are applied to your account as long as any balance is due.

Any services deemed "“non-covered” or services exceeding benefit limits related to your insurance will
be the patient’s responsibility.

The office will resubmit a claim one fime. We will not entfer into any dispute with your insurance
company. If coverage problems arise, you will be expected to assist directly in dealing with your
insurance company, adjuster, or agent. Any denied or disputed claims will be treated as uncovered
services and you will be expected to pay such charges on a timely basis.

If the patient is referred to another specialist or discontinues care for any reason other than discharge
by a doctor, the bill is due and payment in full immediately; regardless of any claims submitted.

If you have questions concerning this or any other matter, please speak with the recepftionist or our
insurance department prior to seeing the Doctor.

| have read and understand the Financial Policy and agree to abide by these terms.

Patient Signature: Date:
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Eczema

[tchy skin

Dry scaolp

Chily scalp
Rough, scaly skin
Diry skin

Chily skin
Psoricsis

Yellow skin
Bruize easily
Poper thin nails
Pale skin

Mail biting
Boldness

ES

Blurmmng of wvision
Doukle vision

Eyes fatigue easiky
Bucessive tearnng
Laock of teanng
Light bothers eyves
Bxcessive inching
Fain in eyveball

5

Lozs of hearing

Fain in ears
Discharge from ears
Yerhigo

Ringing in ears

NOSE, SINUS

Y Iy Iy oy I oy

Unwzual nosal dischorge
Mose bleseds

Pressure over eyves
Pressure under eyves
Obstruction of ncse
Frequent colds

Sinusitis

Mosal allergies

Loszs of sense of smell
Any trauma to nose

Health Questionnaire

MOUTH AND THROAT

I N I I o

Pain in mouth

Pain in throot
Bleeding in gums
Canties

Abscesed teeth
Denfures

Difficulty swallowing
Changes in voice

RESPIRATORY

Iy I oy Iy

Shortness of breath

Can't breath while hing down

Can't sleep while hing dowwn
Dry cough

Productive cough

Coughing up blood
Wheezng

GASTROINTESTINAL

N Ty Iy i |

Poor oppetite
Constant nibbling
Difficulty swallowing
Indigestion

Can't eat some foods
Mousea & vomiting
Joundice

Abdominal Fain
Changs in bowel habits
Dicrrhea

Constipation
Hermorrhicids

GENITOURINARY
Urinction is

O
O
O

Frequent
Meormnal
Infrequent

The amount is

I I Iy |

]

High

Meormnal

Lowy

Waking at night to urinate

Abnormnal infenze desire fo
urinate

Difficulty starting to urinate

Decreosed cutput

Pain on urination
Dnkkling

Blood in urine

Cloudy urine

Lack of bladder contral
Abdominal pain

EMEREAL DISEASE
AlDE
Svphilis
Gonorrheo
Other

I i [ oy Iy Iy

SOCIAL HISTORY

J Smoking

1 Other tobocoo use
1 Alcohol use

0 Drnk coffes orteo
Diet iz

1] Balanced

0 Mot balanced
Fest iz

J  Sufficient

1 Not sufficient
Recregtion is

J  Sufficient

1 Mot sufficient

My Family Stress is

1 Severs

1 Moderate

1 Minirmal

1 Mone

Howy do wou like wour works
d ke it very much
1 Its ok

J lhateit

My job stress is
Severe
Moderate
Minimal

Mone
Mervousness
Irritcibility

Fatigue
Depression
Zenerally feel run-down
Crove sweets
Crovve salt

[ oy [y oy i



WOMEN ONLY

Fainful penods
Spotting

Yaginal discharge
Fremenstrual symotoms
Irregular periods

Lumips in breast

Ny [y Iy

#of Pregnaoncies

#of Delivenss

CARDIOVASCULAR
Ceneral sweling
Sweling in legs
Sweling in face
Sweling around eyes
Chest pain

Founding heart beat
He=art “jumgos”

Rapid heart beot
Blue or purple skin
Blue or purple nail beds
Fainting
Hypertension

ERTEBRCOBASILAR
Double Vision
Loss of coordination
Irregular muscle movement
Finging in ears
Heort attack
High blood pressure
Irregular heart beat
Hordening of the arteres
Areos of muscle weokness
Dizminess with nouseao
Dizminess without nausea
Blurred wision
Fainting spells
Stroke
Dicbetes
Pain over the heort
Cold hands and/or fest
Areos of numbness
Arthritiz of the neck
Fervous neck or head injury
Loss of memorny
Imokility to form words

Iy Iy Iy [y [y oy ey oy oy i

0 Perods of blindnsss in one

sye
O Arecs of abnormal sensations
such as burning etc.

etc.)
Check if vou smoke

Check if any of vour family
members have had o sfroke

Check if yvou are taking kirth
control pills

I I I | 1

MUSCULOSKELETAL SYSTEM
HEAD

O Urusually frequent
heodaches

Unusually severe headaches
Head feels heawy

Yertigo

Light headedness

Losz of smell

Loss of taste

Losz of balaonce

Iy oy oy Iy |

Dizziness

=
m
e
=

Pain in neck

Meck pain with movement
Sweling in neck

Shff neck

Pinched nerve in neck
Meck feel: out of place
Muscle spasms in neck
Grinding sound in neck
Popping sound in neck
Limited neck movement

N oy Iy Iy |

SHOULDERS

Pain in shoulders (L-R)

Pain Across shoulders
Tension in shoulders
Muscle spasms in shoulders
Can’t raise arm

Albove shoulder [=vel
Crwver heod

Ay [y [ oy i |

Blood wessel disease [phisbitis

ARMS & HANDS
Pain in upper arm
Pain in forearm
Pain in hands
Pain in fingers
Zensation of pinz & needles
In armns
In fingers
Fingers go to sleep
Honds cold
Swollen joints in fingers
Loss of grip strength

ID BACK
Mid back pain

Sharp stabbing pain

Dull ache

Pain front to bock

Fain over kidney area
Muscle spasms in mid back

I i -+ Ny Iy ey oy Iy

LOW BACK

0 Low bock pain

0 Low bock feels cut of place
0 Muscles spasms in low back

HIPS, LEGS, & FEET

Pain in buttocks

Pain down leg

Krnee pain

Leg cramps

Pins and needles in l=gs
Mumbzness in legs
Murmbness in toes

Cold feet

Swollen ankles

Ny [y [y Iy oy Iy I I i

Swollen fest

Pain between shoulder blades



Neck Index

ACH Goup, e, Form ME100

Patient Name

ACH Crowp, i Ues Onfy e 220003

Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. I two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ |have no paina the moment

O The pain i very mild & the moment

@ The pain comes and goes and 5 moderate.

@ The pain & fziry sever &t the moment

@ The pain & verysevere g the moment

& The pain & the worstimaginable atthe moment,

Sleeping

@ | have no trouble skeeping.

@ Mysleepis slightly disturbed (Jess than 1 hour sleepless),
@ Mysleepis mildy dsturbed [1-2 hours sleepless)

G Mysleepis moderately dsturbed (2-3 hours sleepless )
@ Mysleepis greatly disterbed (35 hours sleepless),

& Mysleepis completely disturted (57 hours skeepless).

Reading

@ !can read as much &5 | want with no neck pain,

@ |can read &5 much &5 | want with slight neck pain.

@ |can read &5 much &5 | want with moderate neck pain,

(@ |cannot read &5 much & | want because of moderate neck pain
@ |can hardly read &t &l because of severe neck pan,

@& |cannot read &l all because of neck pain.

Concentration

@ |can concentrate fullywhen | wantwith no difficulty.

M |cen concentrate fully when | wantwith slightdifficulty.

@ | have a fair degree of dificulty concentrating when | want
@ |have & lot of difficulty concentrating when |want

@ |have & great deal of dfficulty concentrating when | want
@& |cennot concentrate a all.

Work

@ |cendoas much work 25 | want

@ Icenonly do my ususl work but no maore,

@ lcan only do most of my 15 3| work but no more,
& |cennot do my wsuslwork

& |cen hardly do any work a all

@& |cennot do any work at all,

Personal Care

(@ | can look after myself normally whowtcaesing extra pain
{0 | can look afer myself normally but | cawses extra pain.

@ It is painful to bok afer myself and | am slow and careful,
@ | need some help but| manage most of my persona| care.
@ | reed help every day in most aspects of selfcare,

(& | oo notget dressed, | wash with dificulty znd stay n bed

Lifting

{ | can lit heavy weights without exira pain.

(T | can lift hesvy weights but it causes exira pain

@ Pain prevents me from liting heavy weghts of the fioor, but | c2n manzge
if they are comveniently positioned (e.g., on & teble),

@ Pain prevents me from liting heavy weghts of the fleor, but | can manage
light to medium weights ifthey are conveniently positioned.

@ | can only lift very light weights.

& | cannot lift or carry anything &t &l

Driving
@ | can drive my carwithout any neck pain,
I | can drive my car a5 long & | wantwith slight neck pain

@ | czn drive my car &5 long 25 | wantwith modemie neck pan,
& | cannat drive my car a5 long &s | want because of moderate neck pain.
@ | can hardly drive &t all becawse of severe neck pein

(B | cannot drive my car &t &l because of neck pan,

Recreation

{ | &m able to engage in &ll my recreztion activities without neck pain,

(@ | am able to engage in all my wsual ecregion activibes wih some neck pain

& | am able fo engage in most but notall my weal recreation activiies because of neck pain,
& | am only able to engage in & few of my wsual recreation activiies because of neck pain
@ | can harly do any recreation activities. because of neck pain,

@& | cannat doany recreation aclivities at .

Headaches

@ | have noheadaches at all

@ | have slight headaches which come infreguently.

& | have moderste headaches which come infrequently.
(@ |have moderate headaches which come frequenty
& | have sever headaches which come frequently

& | have headachesaimost all the time,
Meck

Index

| Index Score = [Sum of all tatements selected / (# of sections with a statement selected x 5)] x 100 |

Score




Back Index

ACH Gouwp, Ine. Form BH 00

Patient Name

ACH Croup, e, Uss O raw 2202000

Date

This guestionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that apples to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ The pain comes and goes and & very mild

D The pain & mild and does. not vary much,

@ The pain comes and goes and & moderate.

& The pain 5 moderate and does notvary much,
@ The pain comes and goes &nd B very severe.
& The pain & very severe and does notvary much,

Sleeping

@ |getno painin bed.

(I |getpainin bed but & does not prevent me from sleeping well,
@ Because of pain my normal skeep is receced by less than 25%.
@ Because of pain my normal skeep is redueced by less than 50%.
@ Because of pain my normal sleep is redeced by less than To%.
B Pain prevents me from sleeping at all

Sitting

@ |can sitin @y chairas long s like,

dr |can only sit in my fvorite chair &s long &5 | like.
@ Pain prevents me from sitting mare than 1 hour,

@ Pain prevents me from sitting more than 12 hour.
@ Pain prevents me from sitting mare than 10 minukes.
& |avoid siting because itincregses pain mmedistely.

Standing
i |can stand &5 long s | want without pain,
@ | have some pain whik standing but it goes not increase with time.

& |cannot s@nd for longer than 1 hour without incregsing pain.
@ |cannot stand for lenger than 112 hour without increzsing pain.

@ |cannot stand for longer than 10 mnutes without increasing pain
@& |avoid sanding beczuse tincregses pain immediziely

Personal Care

@ |donot heve to change my way of washing ordressing in omler io gvold pain

@ |do not normaly change my way of washing or dressing even though it cawses some pain.,
& Washing and dressing incregses the pain but | manage not to change myway of doing T,
& Washing and dressing increases the pain and | find it necessary to change my way of daing it
@ Because of the pain | am ungble ko do some was hing end dressing without help,
& Because of the pain | am unable ko do any washing and dressing without help.

Lifting
@ | c&n Iftheavy weights without exd@ pain
@ | c&n Iftheavy weights but itcawses extra pan.

@ Pain prevents me from IFting heavy weights off the floor.

& Pain prevents me from IFting heavy weights off the floor, but | can manage
if they are conveniently postioned e.g., on & Gbie).

@ Pain prevents me from Ifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned,

& |canonly li very light weights.

Traveling

@ |getno pain whie trveling.

I Igetsome pain whiletraveling but none of my uses forms of ravel make £ worse

@ |getextra pain while reveling but t dees notcause me o seek alternale forms of ravel,
& |getexira pain while raveling which causes me i seek alternate forms of travel,

@ Pain resticts all forms of fravel except that donew hile lying down

& Pain restricts all forms of travel,

Social Life

@ My socia ife & normal and gives me no extra pain

@ My social ife & normal but increases the degree of pain

@& Pan has no significant affect on my social life apart from limiting my more
energelic interests (e.g  dancing, eic)

(D Pan has restricted my social life and | do not go out very often,

@ Pan has restricted my social life to my home.

& | have hardy any social life because of the pain

Walking Changing degree of pain

@ | have no pain while walking. @@ My pain b rapidly getting betier.

@ | have some pain while walking butit doesnt increzse with distance. @ My pain luchuates but oversll is definitely geting beter,

@ Icannot walk more than 1 milew thout increzsing pain, @ My pain seems to be gelting better but improvement is siow,

@ |cannot walk more than 142 mie wihout increasing pain. @ My pain b neither getting betler orworse

@ |cannot walk more than 14 mike withowt increzsing pain, & My pain B grduslly worsening

& |cannot walk atall without increasing pain, & Mypain & repidly worsening,
Back
Index

Index Score =[Sum of all slatemenis selacled / (# of seclions with a stalement saleded x 5)] x 1 Eﬂl Score




