Patient History Update
Please complete this questionnaire. This confidential history will be part of your
permanent records. THANK YOU.

Name Date

If there has been a change in your address, please update below:

Address City State Zip

Please describe in your own words the new condition you are experiencing:

Have you had this or similar conditions in your past?

Do any positions make it feel worse?

Do any positions make it feel better?

Is this condition interfering with your work: ( ) Work ( ) Sleep ( ) Daily Routine

( ) Other

Other doctors or therapists who have treated THIS condition:

What do you think caused this condition?

SIGNATURE DATE

PARENT/GUARDIAN DATE




PATIENT HISTORY

PAIN LOCATION

Please mark off the areas of your complaint on the diagram above.
Please use the following symbols on the pain diagram to accurately
describe your condition.

PPP
NNN
TTT
BBB
CCC

PATIENT SIGNATURE

Where you experience Pain
Where you experience Numbness
Where you experience Tingling
Where you experience Burning
Where you experience Cramping

DATE




OUTCOME ASSESSMENT

Name ‘ Date
P
NO . : EXTREME
SYMPTOMS ’ SYMPTOMS
- , 1

Please place an "%" an the line above to indicate yaur level of problem.

1. What was the chief symptom or reason you visited the office? (low back pain, neck
pain, etc.)

2. How do you classify your improvement so far since beginning your care?
Excellent Good Fair . Poor

;

3. On a scale of 1 to 10 with 10 being the best, how would you rate your improvement?

4. What symptoms have improved?

9. What symptoms do you still have?

8. What changes have been made in your general feelings? Are you: (check those indicated)
Stronger More Relaxed More Alert
Less Nervous Sleep Better Appetite Improved

7. Do you find it easier: (check those indicated)
Walking Riding Working Bending
Standing Sitting Lifting Same

8. Is there any other condition you have that we have not discussed that you would like to
discuss at this time? If yes, please explain

9. Is there any confusion or Question about any phase of your progress?

10. Do you intend to continue care to avoid problems in the future (check one)
Yes No Will follow my doctor’s recommendations

—_——

11. Have you had an opportunity to refer anyone to the Doctor? (check one)
Yes No Intend to do so

12. Your honest evaluation of the Doctor's office is always appreciated. Please comment on
any areas where the Doctor may improve.

Patient’s Signature

Qutcome Assessment



Social History Questionnaire

Occupation
Job Title:

Work Hours Per Day:

Max Lifting Req’d: Sed (<51bs) 0 Light (5-20 Ibs.) [J

Med (20-50 Ibs.) [ Hvy (>50 Ibs.) :

Lifting Frequency: Constant (66-100% of day) O Frequent (33-66% of day) [J Occasional (0-33% of day) ©

Lifting Postures:  Knee [] Torso [] Arm O Shoulder O Off Posture 1
Work Activity Postures:

Sitting: Hrs per day Standing: Hrs per day Walking: Hrs per day
Climbing;: Hrs per day Pushing: Hrs per day Pulling: Hrs per day
Kneeling: Hrs per day Reaching: Hrs per day Twisting: Hrs per day
Repetitive Activities:

Computer: Hrs per day Phone: Hrs per day Machinery: Hrs per day
Hand Tools: Hrs per day  Assembly: Hrs per day Grasping: Hrs per day
Other: / Hrs per day
Impact of Current Condition on Work Capacity:  NoEffect 1  Painful [J Limits 0  Unable 7

Recreational Activity

Effect of Current Condition on Performance

Daily Activities
Washing/Bathing
Household Chores
Sweeping/Vacuuming
Dishes
Laundry
Yard Work
Garbage
Other:

Climbing Steps

Lifting Groceries
Dressing

Sleep

Driving

Concentration (Reading)
Sexual Activity

Unable [

NoEffect 1 Painful [  Limits [J

NoEffect 1 Painful [J  Limits [J Unable {]
NoEffect ]  Painful ]  Limits [J Unable {]
NoEffect J  Painful [0  Limits [] Unable (]
NoEffect 0  Painful [  Limits [] Unable ]

Effect of Current Condition on Performance

No Effect [J

No Effect []
No Effect (]
No Effect []
No Effect [J
No Effect [J
No Effect [J
No Effect [J
No Effect [J
No Effect [J
No Effect [J
No Effect []
No Effect []
No Effect []

Painful (]

Painful (]
Painful (]
Painful (]
Painful (]
Painful [
Painful [
Painful []
Painful (]
Painfu] []
Painful (J
Painful [J
Painful (]
Painful []

Limits []

Limits [J
Limits {]
Limits [J
Limits [J
Limits [J
Limits [J
Limits (0
Limits [J
Limits ]
Limits [J
Limits []
Limits (J
Limits [J

Unable 7]

Unable {]
Unable {J
Unable [J
Unable [J
Unable [J
Unable 7]
Unable JJ
Unable 7]
Unable ]
Unable ]
Unable -]
Unable J
Unable 7]



Form C-2

REVISED OSWESTRY LOW BACK PAIN DISABILITY QUESTIONNAIRE
PLEASE READ: This questionnaire is designed to enable us to understand how much your low back pain has affected your
ability to manage your everyday activities. Please answer each section by circling the ONE CHOICE that most applies to you.
We realize that you may feel that more than one statement may relate to you, but PLEASE JUST CIRCLE THE ONE. CHOICE
WHICH MOST CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW.

SECTION 1 - Pain Intensity

A The pain comes and goes and is very mild.

B The pain is mild and does not vary much.

C The pain comes and goes and is moderate.

D The pain is moderate and does not vary much.
E The pain comes and goes and is severe.

F The pain is severe and does not vary much.

SECTION 6 - Standing

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

B | have some pain while standing, but it does not increase with time.
C I cannot stand for longer than one hour without increasing pain.

D I cannot stand for longer than 1/2 hour without increasing pain.

E | cannot stand for longer than ten minute without increasing pain.
F 1 avoid standing, because it increases the pain straight away.

SECTION 2 - Personal Care

A 1 would not have to change my way of washing or dressing in
order to avoid pain.

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

C Washing and dressing increases the pain, but I manage not to
change my way of doing it.

D Washing and dressing increases the pain and I find it necessary to
change my way of doing it.

E Because of the pain, I am unable to do some washing and dressing
without help.

F Because of the pain, | am unable to do any washing or dressing
without help.

SECTION 7 - Sleeping

A 1 get no pain in bed.

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

C Because of pain, my normal night's sleep is reduced by less than
one than one quarter.

D Because of pain, my normal night's sleep is reduced by less than
one-half.

E Because of pain, my normal night's sleep is reduced by less than
three-quarters.

F Pain prevents me from sleeping at all.

SECTION 3 - Lifting

A | can lift heavy weights without extra pain.

B I can lift heavy weights, but it causes extra pain.

C Pain prevents me from lifting heavy weights off the floor.

D Pain prevents me from lifting heavy weights off the floor, but |
can manage if they are conveniently positioned, eg. on a table.

E Pain prevents me from lifting heavy weights, but | can manage

light to medium weights if they are conveniently positioned.
F 1 can only lift very light weights, at the most.

SECTION 8 - Social Life

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

B My social life is normal, but increases the degree of my pain.

C Pain has no significant effect on my social life apart from limiting
my more energetic interests, My e.g., dancing, etc.

D Pain has restricted my social life and | do not go out very often.

E Pain has restricted my social life to my home.

F 1 have hardly any social life because of the pain.

SECTION 4 - Walking

A Pain does not prevent me from walking any distance.

B Pain prevents me from walking more than one mile.

C Pain prevents me from walking more than 1/2 mile.

D Pain prevents me from walking more than 1/4 mile.

E I can only walk while using a cane or on crutches.

F 1 am in bed most of the time and have to crawl to the toilet.

SECTION 9 - Traveling

A | get no pain while traveling.

B | get some pain while traveling, but none of my usual forms of
travel make it any worse.

C | get extra pain while traveling, but it does not compel me to seek
alternative forms of travel.

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

E Pain restricts all forms of travel.

F Pain prevents all forms of travel except that done lying down.

SECTION 5 - Sitting

A I cansitin any chair as long as | like without pain.

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

C Pain prevents me from sitting more than one hour.

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

E Pain prevents me from sitting more than ten minutes.
F Pain prevents me from sitting at all.

SECTION 10 - Changing Degree of Pain

A My pain is rapidly getting better.

B My pain fluctuates, but overall is definitely getting better.

C My pain seems to be getting better, but improvement is slow at
present.

D My pain is neither getting better nor worse.

E My pain is gradually worsening.

F My pain is rapidly worsening.

COMMENTS:

NAME:

DATE: SCORE:

Fairbank J, Davies J, et al. The Oswestry Low Back Pain Disability Questionnaire. Physiother 1980; 66(18):

271-273.




CHINIC POLHIES

Thani you for choosing Chivapractic % ax vour healih cote provider. YWa are commijitad o the suctass of wour treaiment. Lo
Haile

cendng are sietemenis of our Policles which we require you read and sigg prior 1o any eammen,

da-

Lztienis musi compisie cur

Patiens information, Health information, Palicy and Coverage fommns hefore seemng e docorn

hal

=RVACE LUMNLESS OTHER ABRANGEMENTS ARE MADE. WE ACCEF

= PR L

WE OFFER AM EXTEHDED PAYMENT PLAM WHERE MECESSA

«

s

We may actept assignment of insurance benefiis. By sigping this pelicy, you agres o assige your inswiance benelits o this
Slinic. In ‘cases where benefils are not assignable or it 3Ry Case whare your benefl is progessad o you, you agres 0 submit
any paymaents received along with the explangion of beasias o this oinic within 19 days of recsipt unless you have peid for the
sarvices represented oy sald payment n i st the Gme of sepdce. ~ - : Co

Your insurance plan is a contract bebween vou and your msurance company. This cliniz 15 not 8 party 1o ibat contract and
ihersfore cannot madify the terms of $hat confract  Payment for treaiment you receive from Chivepractic 17 is your responsibility
wihether your nsurance conpany pays o7 oot WE cannct bill your msurance company unless you provide us with he necessary
billing information, assign your benefils io His clinic and agree 1o pennit us o release e necassary madicat informailion
‘required io secure payment in He evant we do aocepl assignmwenat of bensiiis we require that vou provide a oradit. card wilh
authorization to bill that account any Balance or make other payment arrangements. We will make every efiord 1o ensure thal
- your InSUraNce cerder propeily Processes your senvices jor paymenl. In somes CrGumsiances we may TEQUIrE your Reststance.
if your insurance company has nat paid your account in Rilf within 59 days and you refuse o assist us in dealing with youwr
 carrier, the hatance wilt be auvtomatically- ransfered 1o your credit card or Ihe extended payment plan. .
 NOTE: Please be awars $at soms, and perhaps all, of he serdces provided may be non-covered serices
. reasonable and nacessary undsy your fnsurance program,  Specifically, miost insurance plans ¢o not provids coverage ol
- maintenance or pallisive care. If you are unsure as o the nalure of the Feaiment you are receiving. please asik your ¢ocior.

ang noi conslarat

' REGARDING DEDUCTIBILE ARD COINSURANCEICG PAYMENT ORIIGATIONS _ o

By lew we are required fo make reasonable efforis to coliect deductibies and co-insurance andfor co-paymant abifigations. AU
" co-insurance angdior co-payments and deduciiles are required to be paid under the terms of your conrfract with your insurance
" camier. By law we are responsitle o atierapt collections of hase amounts once they are identified to us on your explanation o
- nepefits. 1 is the poliey of this chinic to bR for 8H codnsurance, ce-payrpent angd deducible amounts.  If vou have difficuliy
- mneeling your ) responsibiliy under the ferms of your insurance coniract, please coptact @ mamber Gf out billing siall so ha
. uanancai armsngemnenis jor peyvmen can e made. ‘

USUAL AMD CUSTORARY FEES (ERI :

Qur practice is commilad o providing the best reatment for our palienis and we charge whal is usual ‘and cusiaiary for our
area. Qur fees are generally considered fo fali within the acceplable range by.mosl cornpanies, and ihe charge fov each service
is determined based on the reialive valus [RYU} of the service as published by the Center for dMedicare/Medicaid 5= £
(CMB) formerly known as HCFA. Mot all canders uliize CMS RUV's when delstmining thetr allowances for a gendce. Many
carriers roplement an arhittary schedule of aflowances. This ofinic Wil accent your carmier's aliowanss as your paymend as full
provided that you mesi any co-insutance, co-payment aad/or deductible obligation aasigned by your carrer wilhin 60 days of the
date of the EOB. This stalement does mezn that we accepl the carisr's paggnent as payment In full. Yeour carder generally only
pavs & pordon o perceniage of the sliowed Tee for 3 padiculsr senvice In ancurdance wWitt iha eros of your heneit plan.
Deductinle, co-insurance andfor co-payment amounts ars your respansiity.

ON-COVERED SERYVICES

1
¥aur ireatment may irvolve senvices thal are aot covered under your heaith bepefit pian.  You have ihe nght lo dery receipl of
thase sevices. - M vou slect io receive any of all serdces recommended, you will be Wlly responsibie for payraen: of these
services. .We make every aitemst o verify ihe imiiztions of vour health insurance benefit pian. As the information we reasive &
not a guarantee of coverage or benefils, we cannol be responsble for the valdiy of the Iniormation sunplisd o us oL
cartier. You ave responsibie o verify your coverags imitations based on your beneht contiach

ADULT PATIENS

Adult patients ars responsible fos [ull payment st e of senvice unless we are accepting assiganent for insurance. In Hus cass
wies recommend thal you make some payment loward vour obligalion each visit. As detaiied ghove you agreeg ic rREpoEDh
for alf go-insurance, co-pawnenl, deduciitle and non-covered senfdces as detennined by your mswance cairlgy.  For palisnds
wiihout Insurance coverage, you agres o be responsible in full for gl services provided In accordance wilh our negon
schedule. In order io avoid fees for produciion of siatemenis In the event we have to bilt you for unpaid balances, we
aption ol YillnG vour renalrnyg Dakas Io your credl card provided Hiat you provide necessay. BNormalion and authodza
credit caud bitilng.
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ton for
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MINOR PATIENTS

The adult accompanying a minor and the parents (or guardians of the minor) are responsible for full payment. For
unaccompanied minors, non-emergency treatment will be denied unless patient responsibility has been pre-authorized to an
approved credit plan, Visa/MasterCard, or payment by cash or check at time of service has been verified in advance of
treatment.

I

Permission is hereby given by the undersigned to the Doctor(s) of Chiropractic 1% and whomever they designate to treat the
minor patient. | certify by my signature below that | am the minor patient’s legal guardian.

MISSED APPOINTMENTS

Please help us serve you better by keeping scheduled appointments. Further, understand that non-compliance with your
ordered treatment plan may negate our ability to represent your services as medically necessary to your insurance carrier. This
is to remind you that in order for the services performed in this clinic to be billed to your insurance carrier, those services must
be considered to be medically necessary. Part of satisfying the medical necessity requirements is for this clinic to develop a
treatment program that is oriented toward improving your level of functionality to your maximum potential. Our ability to assist
you with meeting these goals is based on your commitment to your ordered treatment program. Non-compliance with your
treatment plan will interfere with our ability to make the progress that is required by your carrier to establish the medical
necessity of the services such that they become covered by your insurance plan. If you are non-compliant with.your ordered
treatment plan you will be discharged from that plan. If this is the case, you will be offered maintenance treatment on a
schedule that you can determine. This type of treatment, however is not generally a covered benefit under most insurance
plans and this clinic will not bill these services to your carrier. The burden of payment for this type of treatment will be your
responsibility.

FINANCIAL ARRANGEMENTS

Where necessary based on your financial circumstances, we will permit you to make payment arrangements that will permit you
to meet the obligations detailed in your insurance benefit contract and this policy. Strict adherence to the financial arrangements
you make is required. You must relay any changes you may require to your previously agreed financial arrangements to our
financial department immediately. Past due balances that cannot be handled in house will be referred to outside collection
agencies or to litigation for collection. Where this is necessary, you agree to be additionally responsible for any costs and
altorneys’ fee related to the collection of unpaid amounts plus interest at the rate of ten percent (10%) per annum for each day
payment is more than 30 days overdue.

Credit Card Account to Bill for Deductible, Co-Insurance, Co-Payment or Non-covered Services:

X

Credit Card Number Expiration date
| have read and agree to these clinic policies and authorize this clinic to bill my credit card as detailed above or where no credit
card information is evident, agree to complete a financial agreement related to service received but not paid for in full by my
insurance benefit plan.

X

Signature of Patient or Responsible Party/Guardian Date

X

Signature of Staff Witness Date
e R R e e —

RELEASE OF INFORMATION - HIPPA PRIVACY

This clinic is concerned about the privacy of your individually identifiable health information and has enacted policies and
procedures to protect your privacy as required by the Health Insurance Portability and Accountability Act of 1996. A notice of
this clinic’s privacy practices is posted in the clinic or can be obtained from a staff member.

I acknowledge that | have received the Notice of Privacy Practices for protected health information.

Date: Name of Patient:

Print Name

Signature of Patient/Personal Representative





