( Nasa Chiropractic

Name Date
Address (Street) (Apt #)
(City) (State) (Zip)
Social Security #: - - Home Phone # ( ) Cell # ( ) Age:
Date of Birth: Sexx MOFUO Marital Status SO MO DO wQ # Children
E-Mail Address Date of Last Physical:
Occupation: Employer:
(City) (State) (Zip) Work Phone #: ( )
Spouse Name: Spouse Occupation:
Employer: Spouse Work Phone # ( )
Referred to this office by:
Have you ever suffered from: Do yousmoke? Y NQ
Yes No Yes No If yes, packs per day? <10 10 20 3Q
Dizziness a d Pinched nerve d d Do you drink? YQ NU
Backaches a Q Digestion problems d d If yes, amount:
Heart Trouble U d Nervousness d d Have you had x-rays taken of: Yes No
Diabetes d a Sinus trouble (] a Low back (] d
Tuberculosis d d Anemia a (] Neck a (]
Arthritis d d Cancer d d Chest: d d
Headaches (| a Chest pain d a Other (Describe below): O d
Asthma a a HIV/AIDS a d
Are you pregnant? a (]

Please describe the purpose of this appointment:

Number of other doctors seen for this condition:
Have you been treated for any other health condition in the past year? YU NU

How old were you when you first had trouble with your low back, mid back, or neck?

If “yes” please describe:

19 20 30 40 50 60 70 80 90 >%0Q

How old were you when you first sought treatment for this problem?

How many days within the past year have you had this problem?

How long has this current episode of back/neck pain been present?

Please rate your pain using the following scale: (0 = NO PAIN and 10 = WORST POSSIBLE PAIN)

0 1 2 3 4 5 6 7 8 9 10

Current pain intensity d d d d d d d d d Q d
Average pain intensity a d a a a a d a a a a
Worst pain intensity a a a a a Q a a a Q a

Education Level Employment Status Main Work Activity Job Satisfaction

U Grade 8 or less O Paid full time QO Heavy labor U Really like my job

U Partial high school QO Paid part time O Light labor U Like my job

U High school graduate d Homemaker O Mostly sitting at desk U No opinion

O Some college O Student O Mostly standing U Dislike my job

O College graduate U Unemployed O Walking/moving about U Really dislike my job

U Masters or higher [ Retired O Driving/operating vehicle

If your injury is accidental, please complete the following questions:

Date of accident Time: Location:
How did accident occur? On-the-job? YU NUO Auto accident: Y NQ  Other Describe
Do you have an attorney advising you in this case? YU NU Has a report been filed? YO NU




Activities of Daily Living Interference Questionnaire

The rating scales used below measure the impact of your pain on your everyday life. The doctor wants to know how much your current condition is preventing you from
doing your normal activities. For each of the seven (7) categories listed below, circle the one number between “0” and “10” that best indicates the level of interference you
are experiencing in your normal activities. If a category does not apply to you, circle “0”. A score of ten (10) indicates that all of the activities that you would normally do
have been disrupted by your pain or condition. Your rating should be a reflection of the overall impact of your condition on your life, not just the amount of interference
when your condition is at its worst. :

Family and/or Home Responsibilities: This category refers to those activities related to your home or family.

0 1 2 3 4 5 6 7 8 9 10
No disability Mild Moderate Severe Total disability
Recreation: Indicate how much your condition interferes with your recreational activities.
0 1 2 3 4 5 6 7 8 9 10
No disability Mild Moderate Severe Total disability
Social Activities: Indicate the overall level of interference for this category caused by your condition.
0 1 2 3 4 5 6 7 8 9 10
No disability Mild Moderate Severe Total disability
Occupation: Indicate the amount of job-related interference you experience due to your present problem.
0 1 2 3 4 5 6 7 8 9 10
No disability Mild Moderate Severe Total disability
Interpersonal Relationships: Indicate the level to which your condition interferes with the quality of your interpersonal relationships.
0 1 2 3 4 5 6 7 8 9 10
No disability Mild Moderate Severe Total disability
Self Care: Indicate the amount of interference you experience with personal maintenance and independent daily living activities.
0 1 2 3 4 5 6 7 8 9 10
No disability Mild Moderate Severe Total disability
Sleeping: Indicate the level of interference with sleeping caused by your condition.
0 1 2 3 4 5 6 7 8 9 10
No disability Mild Moderate Severe Total disability
Please answer the following questions: Yes No Please answer the following questions: Yes No
Have you felt keyed up, on edge? d d Do you get pain in the tip of your tailbone? Q d
Have you been worrying a lot? a d Does your whole arm/leg ever become painful? d d
Have you been irritable? d d Does your whole arm/leg ever become numb? Q d
Have you had a difficult time relaxing? Q Q Does your whole leg ever give away? Q Q
Have you been sleeping poorly? [ a Have you had any pain-free times in the past year? O d
Have you had headaches or neck aches? a a Have you had any intolerance to treatments or
Have you had any of the following: Trembling, reaction to treatments? d a
Tingling, dizzy spells, sweating, urinary frequency, Have you ever been to the emergency room
or diarrhea? d a for back pain? a Q
Have you been worried about your health? Q d
Have you had difficulty falling asleep? Q Q How did you learn about this office?
Have you had low energy? d Q
Have you had loss of interests? Q Q O Another patient referred me. Who?
Have you lost confidence in yourself? Q d Q  Provider directory
Have you felt hopeless? d d U Yellow pages
Have you had a difficult time concentrating? a d O  MD Referral. Who?
Have you lost weight (due to poor appetite)? - Q Q
Have you been waking up early? d d
Have you felt slowed up? Q Q
Have you tended to feel worse in the morning? d d




Patient Name

Date

)-

Please check the symptoms that you have noticed since your accident or the beginning of your condition:

3 Low back pain

3 Neck pain

3 Pain between shoulders
O Swollen joints

O Sore muscles

* B Weak muscles

3 Walking problems

O3 Broken bones

B3 Shakiness

3 Muscle aches

3 Joint stiffness

3 Muscle jerks

3 Grinding of teeth

(3 Shoulder pain or numbness
0 Arm pain or numbness:
(3 Leg pain or numbness
O Elbow pain

3 Knee pain

O Hand pain or numbness

O Ankle pain

[ Foot pain or numbness
O Face pain or numbness
{J Loss of feeling

O Tingling in feet

O Tingling in hands

(3 Paralysis

O Dizziness

O Fainting

O Headache

0 Feéling of tension

O Sleeping difficulties
3 Convulsions

{3 Forgetfulness

3 Confusion

O Difficulty concentrating
O Iritability

{3 Restlessness

[J Trembling

0 Cold/clammy hands
O Blurred vision

O Tendency to sweat
0 Poor appetite

O Difficulty swallowing
O Upset stomach

0 Excessive thirst

O Nausea

O Vomiting

O Abdominal pains
) Dianthea

O Constipation

O Hemorrhoids

O Weight loss

0 Buming in stomach
O Abdominal fullness
O Chest pain

O Difficulty breathing
O Persistent coughing

0 Slow heart beat

O Rapid heart beat

[J High blood pressure
O Low blood pressure
O Impatience

{J Insomnia-

O Poor circulation

0 Swollen ankles

{J Pressure in chest

{0 Choking sensations

O Sighing

O Lump in throat

3 Eye pain

(3 Eyelid twitching
3 Vision difficulties
O Light bothers eyes
O Earpain

J Ringing in ears .
[J Hearing loss

O Hay fever

O Sinusitis

O Sore throat

3 Hoarseness

03 Dry mouth

O Buming, unpleasant taste

O Unsteady voice

0 Difficulty in urination

O Frequent urination

3 Fullness in bladder

O Painful urination

3 Urinary urgency

O Menstrual irregularities

3 Painful menstruation

0 Decreased sex drive

O Fatigue

3 Inability to relax

3 Feel like you have lost
control

Please use the following key to accurately mark the areas in which you feel the described sensations. Use the appropriate symbols
and include all affected areas.

Dull f\//‘//V Stabbing/Cutting /// ///  Burning XXX

ata s getaa qotfenanee

[N

g

Numb=zz2

Tingling (Pin & needles) £ £ £¢  Cramping 555

Using the scale 0-100, with 0 = no pain and 100 = worst possible pain, please write the number indicating

your present pain level in the box at the right:

No pain

Place one mark on the line below to indicate your present pain level:

Worst pain




Nasa Chiropractic
CONSENT TO SERVICES

1. I, ) , authorize the performance upon my person of the following
procedure(s):
W Manipulation U Physical Medicine O X-rays
U Examination
W  Other
2. In addition, I understand that other examination and treatment procedures may be necessary throughout the course of

my admission and I understand that ] will be so informed of the intent to perform and the risks and benefits of the
proposed procedures.

3. The nature and purpose of these procedures, possible alternatives, the risks involved, the possible consequences and
the possibility of complications have been sufficiently explained to me by clinic physicians and/or their designees.

4. I understand that there are charges for these procedures and that they will be explained to me by the finance
department upon my request.

Date: / / Signed:
Month Day Year

CONSENT TO TREAT MINOR PATIENT

If you are under the age of 18, we requife the consent for your examination and treatment from your parent or adult guardian.

I hereby give my consent for examination and treatment of

Name of Minor

Name: Phone Number ( )

Relationship: Date: / /
Month Day Year

ASSIGNMENT OF INSURANCE BENEFITS

I, the undersigned claimant, hereby authorize the release of any information relating to all claims for benefits submitted on
behalf of myself and/or dependents. I further expressly agree and acknowledge that my signature on this document authorizes
NASA CHIROPRACTIC to submit claims for benefits, for services rendered or for services to be rendered without obtaining
signature on each and every claim to be submitted for me and/or dependents, and that I will be bound by this signature as
though the undersigned has personally signed the particular claim.

I hereby authorize MY INSURANCE COMPANY to pay and hereby assign directly to my doctor(s); Mark Davis DC, Brad
McKechnie DC, or Julie McKechnie DC all benefits in any, otherwise payable to me for services described on the attached
forms, and I also agree to pay co-payments and/or deductibles on a weekly basis. 1 understand that I am financially responsible
for all charges incurred and that any insurance benefits, when received by and paid to my doctor(s), Mark Davis DC, Brad
McKechnie DC, or Juliana McKechnie DC will be credited to my account in accordance with the above assignment.

1 further acknowledge that verification of benefits is not a guarantee of payment from my insurance company.

Claimant Signature: Date: / /
Month Day Year




ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

1, . |patient’s name} acknowledge that [ have received, reviewed, understand and agrec to the the
Notice ol Privacy Practices of NASA Bay Arca Chiropractic. which describes the Practice’s policics and procedures regarding the usc
and disclosurc of any of my Protccted Health Information created, reccived or maintained by the Practice.

\

Datc Signaturce

Print Namc

FOR OFFICE USE ONLY IF NOTICE NOT PROVIDED TO PATIENT

The Practice has made a good-faith cffort to obtain an acknowledgement of [paticnt’s name|’'s

receipt of our Notice of Privacy Practices. In spitc of thesc cfforts, the Practice has been unable to obtain a signed acknowledgement
of receipt for the foffowing rcasons (check all that apply):

- Paticnt Unavailablc
- Paticnt Physically Unable
s Paticnt Unwilling

In an cffort to obtain the patients acknowledgement, the Practice has attempted to provide paticnt with a Notice of Privacy
Practices in the following manncr (check all that apply) :

- Personally & Mail —SPhonc Follow Up
s Other
Datc Signaturc

Print Name of Physician

NASA Bay Arca Chiropractic
Name of Practice

Copyright © 2002 Brown Rudnick cSolutions. LLC All Rights Reserved






