Healing Arts and

Chiropractic Center
Confidential Office Form

Patient Name:

First Last Middle Initial
Address
City State Zip

Social Security # - -
Date of Birth

Phone #’s:

(H) (W)

(Cell, or alternate #) (Fax)
Occupation Employer
Company Address

City State Zip

How Did You Hear About Us?

Date Reason for Visit

Is Your Condition Auto or Work Related?

Name of Insurance

ID # Group #
Phone # Copay
Deductable

Deductable Remaining_
Primary Care Physician

Address

Phone #

Emergency Contact Phone #

Relationship to patient
Can we discuss your condition with this person?

Patient Signature




Patient Health Qgestlonnalre PHQ

ACN Group, Inc.  Form PHG-ZUZ

Patient Name

Date

1. Describe your symptoms

ACN Groug, inc. Use Only mev 3/27/2003

a. When did your symptoms start?

b. How did your sympioms begin?

® Constantly (76-100% of the day)

2 How often do you experience your symptoms? indicate whero you have pain or Msymptom

@ Frequently {(51-75% of the day)
® Occasionaily (26-50% of the day)
@ Intermittently {0-25% of the day)

3. What describes the nature of your symptoms?

@ Sharp @ Shooiing
@ Duil ache @ Burning
@ Numb ® Tingling

4. How are your symptoms changing?
® Getting Better
@ Not Changing
@ Getting Worse

5. During the past 4 weeks:

. a. Indicate the average initensily of your symptoms

@D Not at all @ Alittle bit

6. During the
{like vistting with friends, relatives, efc)

& All of the time

@ 9 @ © » ® ®© o o @ o
b.HownmchhaspainiMonwithyoufnmnalmrk(imludngboﬂvmtkoutsidathehome,andhousework)

@ Modcratcly

@ Most of the time @ Some of the time

7. in general wouid you say your overall heaith right now is...

@ Excellent

8. Who have you seen for your symptoms?

a. What treatment did you receive and when?
b. What tests have you had for your sympioms
and when were they performed?

9. Have you had similar symptoms in the past?
a. If you have received treaitment in the past for

the same or similar sympioms, who did you see?

40. What is your occupation?

a. If you are not retired, a homemaker, or 2
student, what is your current work status?

Patient Signature

" @ Quitc a bit
how much of the time has your condition interfered with your social activities?

® Extremely

@ Alitle of the ime ® None of the time

® Good @ Fair ® Poor
@ No One @& Medicai Doctor ® Cther
@ Other Chiropractor @ Physical Therapist
@ Xrays date @®CTScan aste:
2 MRI  date @ Other date:
@D Yes @ No
@ This Office & Medicai Doctor @& Other
@ Other Chiropractor _ @ Physical Therapist
@ ProfessionallExecutive =~ @ Laborer @ Retired
® White Collar/Secretarial ® Homemaker ® Other
@ Tradcsperson ® FT Student '
D Full-lime @ Self-employed @ Off work
@ Part-time @ Unemployed @ Other

Date




1) 14

Patient Name __ Date
What type of regular exercise do you peiform? ®None @Light @ Moderate @ Strenuous
What is your height and weight? Height Weight Ibs.

_ — v

For each of the conditions listed below, place a check in the Past column if you have had the condition in the past.
ff you presently have a condition listed below, place a check in the Present column.

Past Present Past Present Past Present

C O Headaches O O High Blood Pressure O O Diabetes

O O Neck Pain O O Heart Attack O O Excessive Thirst

O O UpperBack Pain O O ChestPains O  O'Frequent Urination

O O Mid Back Pain O O Stroke ‘

o O Low Back Pain O o0 Angina O (@] Smokingl”sj Tobacco Produt

'O O Shoulder Pain O O Kidney Stones 0. © BrugAloohol Depandencs:

Q O EibowAJpper Arm Pain O O Kidney Disorders O O Allergies

O O Wrist Pain O O Biadder Infection o QO Depression

o O Hand Pain O O Painful Urination O O Systemic Lupus

" ) 0] O Loss of Bladder Control O. O Epilepsy
8 g Hip/Upper "?_9 P;i" O O Prostate Problems O O Dem;aﬂchzemalRash
KneefLower Leg Pain A O O HIVIAIDS
C O AnkiefFoot Pain O O Abnormal Weight Gain/Loss
_ O O Lossof Appetite Females O

Q OdawFain O O Abdominal Pain o OBi,’;?’c‘,mpms

O O Joint Swelling/Stifiness . O O Ulcer O O Hormonal Replacement
O O Arthritis O O Hepatitis O O Pregnancy

QO O Rheumatoid Arthritis O o Liver/Gali Bladder Dism'der O Q

O O General Fatigue O  OcCancer ' Other Health Problems/issues
O O Muscular incoordination O O Tumor O O

O O Visual Disturbances O O Asthma o O

@) O Dizziness @ O Chronic Sinusitis - O O

Indicate if an immediate family member has had any of the following:

O Rheumnatoid Arthritis O Heart Problems O Diabetes O Cancer Olupus O

List all prescription and over-the-counter medications, and nutritional/herbal supplements you are taking:

List all the surgical procedures you have had and times you have been hospitalized:

Patient Signature
{ Provider's Additional.Comments.

Date




Neck Index

Form N1-100

Patient Name

rev 3/27/2003

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. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ | have no pain at the moment.

@ The pain is very mild at the moment.

@ The pain comes and goes and is moderate.

@ The pain is fairly severe at the moment.

@ The pain is very severe at the moment.

® The pain is the worst imaginable at the moment.

Sleeping

@© [ have no trouble sleeping.

@ My sleep is slightly disturbed (less than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless).

@ My sleep is moderately disturbed (2-3 hours sleepless).
@ My sleep is greatly disturbed (3-5 hours sleepless).

® My sleep is completely disturbed (5-7 hours sleepless).

Reading

@ | can read as much as | want with no neck pain.
@ 1 can read as much as | want with slight neck pain.
@ | canread as much as | want with moderate neck pain.

@ | cannot read as much as | want because of moderate neck pain.

@ | can hardly read at all because of severe neck pain.
® | cannot read at all because of neck pain.

Concentration

@ | can concentrate fully when | want with no difficulty.

@ | can concentrate fully when | want with slight difficulty.

@ | have a fair degree of difficulty concentrating when | want.
® | have alot of difficulty concentrating when | want.

@ | have a great deal of difficulty concentrating when | want.
® | cannot concentrate at all.

Work

@© | can do as much work as | want.

@ | can only do my usual work but no more.

@ | can only do most of my usual work but no more.
@ | cannot do my usual work.

@ | can hardly do any work at all.

® | cannot do any work at all.

Personal Care

© | can look after myself normally without causing extra pain.
@ 1 can look after myself normally but it causes extra pain.
@ ltis painful to look after myself and | am slow and careful.
@ | need some help but | manage most of my personal care.
@ | need help every day in most aspects of self care.

® | do not get dressed, | wash with difficulty and stay in bed.

Lifting
© | can lift heavy weights without extra pain.
@ 1 can lift heavy weights but it causes extra pain.

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

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

@ | can only lift very light weights.
® | cannot lift or carry anything at all.

Driving

© | can drive my car without any neck pain.

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

@ | can drive my car as long as | want with moderate neck pain.

® | cannot drive my car as long as | want because of moderate neck pain.
@ | can hardly drive at all because of severe neck pain.

® | cannot drive my car at all because of neck pain.

Recreation

© | am able to engage in all my recreation activities without neck pain.

@ | am able to engage in all my usual recreation activities with some neck pain.

@ | am able to engage in most but not all my usual recreation activities because of neck pain.
@ | am only able to engage in a few of my usual recreation activities because of neck pain.
@ | can hardly do any recreation activities because of neck pain.

® | cannot do any recreation activities at all.

Headaches

@© |have no headaches at all.

@ | have slight headaches which come infrequently.

@ | have moderate headaches which come infrequently.
@ | have moderate headaches which come frequently.

< | have severe headaches which come frequently.
® | have headaches almost all the time.

Neck
Index

Score




DISABILITIES OF THE ARM, SHOULDER AND HAND

Please rate your ability to do the following activities in the last week by circling the number below the appropriate response.

NO MILD MODERATE SEVERE UNABLE
DIFFICULTY DIFFICULTY DIFFICULTY DIFFICULTY

1. Open a tight or new jar. 1 2 3 4 5
2. Write. 1 2 3 4 5
3. Turn a key. 1 2 3 4 5
4. Prepare a meal. 1 2 3 4 5
5. Push open a heavy door. 1 2 3 4 5
6. Place an object on a shelf above your head. 1 2 3 4 5
7. Do heavy household chores (e.g., wash walls, wash floors). 1 2 3 4 5
8. Garden or do yard work. 1 2 3 4 5
9. Make a bed. 1 2 3 4 5
10. Carry a shopping bag or briefcase. 1 2 3 4 5
11. Carry a heavy object (over 10 Ibs). 1 2 3 “ 5
12. Change a lightbulb overhead. 1 2 3 4 5
13. Wash or blow dry your hair. 1 2 3 4 5
14. Wash your back. 1 2 3 4 5
15. Put on a pullover sweater. 1 2 3 4 5
16. Use a knife to cut food. 1 2 3 4 5

17. Recreational activities which require little effort
(e.g., cardplaying, knitting, etc.). 1 2 3 4 5

18. Recreational activities in which you take some force
or impact through your arm, shoulder or hand :
(e.g., golf, hammering, tennis, etc.). 1 2 3 4 5

19. Recreational activities in which you move your ,
arm freely (e.g., playing frisbee, badminton, etc.). 1 2 3 4 5

20. Manage transportation needs
(getting from one place to another). 1 2 3 4 5

21. Sexual activities. 1 2 3 4 5




DISABILITIES OF THE ARM, SHOULDER AND HAND

NOT AT ALL  SLIGHTLY MODERATELY ?\U,;ITTE EXTREMELY

22. During the past week, to what extent has your arm,
shoulder or hand problem interfered with your normal
social activities with family, friends, neighbours or groups?
(circle number) 1 2 3 4 5

NOT LIMITED  SLIGHTLY MODERATELY VERY

AT ALL LIMITED LIMITED LIMITED UNABLE
23. During the past week, were you limited in your work
or other regular daily activities as a result of your arm,
shoulder or hand problem? (circle number) 1 2 3 4 5

Please rate the severity of the following symptoms in the last week. (circle number)

NONE MILD MODERATE SEVERE EXTREME
24. Arm, shoulder or hand pain. 1 2 3 4 5
25. Arm, shoulder or hand pain when you
performed any specific activity. 1 2 3 4 5
26. Tingling (pins and needles) in your arm, shoulder or hand. 1 2 3 4 5
27. Weakness in your arm, shoulder or hand. 1 2 3 4 5
28. Stiffness in your arm, shoulder or hand. 1 2 3 4 5
SO MUCH

MODERATE SEVERE DIFFICULTY

st LT DIFNI“LDLTY DIFFICULTY  DIFFICULTY THAT |
DIFFICULTY FICU cu U ST SLEER

29. During the past week, how much difficulty have you had
sleeping because of the pain in your arm, shoulder or hand?
(circle humber) 1 2 3 4 5

STRONGLY NEITHER AGREE STRONGLY
DISAGREE  DISAGREE UOR DISAGREE ~ ACREE AGREE

30. | feel less capable, less confident or less useful
because of my arm, shoulder or hand problem.
(circle number) 1 2 3 4 5

DASH DISABILITY/SYMPTOM SCORE = ([(sum of n responses / n) - 1] x 25, where n is the number of completed responses.)

A DASH score may notbe calculated if there are greater than 3 missing items.



DISABILITIES OF THE ARM, SHOULDER AND HAND

WORK MODULE (OPTIONAL)

The following questions ask about the impact of your arm, shoulder or hand problem on your ability to work (including homemaking
if that is your main work role).

Please indicate what your job/work is:

0 | do not work. (You may skip this section.)

Please circle the number that best describes your physical ability in the past week. Did you have any difficulty:

NO MILD MODERATE SEVERE UNABLE
DIFFICULTY  DIFFICULTY DIFFICULTY DIFFICULTY
1. using your usual technique for your work? 1 2 3 4 5
2. doing your usual work because of arm,
shoulder or hand pain? 1 2 3 4 5
3. doing your work as well as you would like? 1 2 3 4 5
4. spending your usual amount of time doing your work? 1 2 3 4 5

SPORTS/PERFORMING ARTS MODULE (OPTIONAL)

The following questions relate to the impact of your arm, shoulder or hand problem on playing your musical instrument or sport or
both.
If you play more than one sport or instrument (or play both), please answer with respect to that activity which is most important to
you.

Please indicate the sport or instrument which is most important to you:
[ I do not play a sport or an instrument. (You may skip this section.)

Please circle the number that best describes your physical ability in the past week. Did you have any difficulty:

NO MILD MODERATE SEVERE

DIFFICULTY  DIFFICULTY DIFFICULTY DIFFicuLTy ~ UNABLE
1. using your usual technique for playing your
instrument or sport? 1 2 3 4 5
2.  playing your musical instrument or sport because
of arm, shoulder or hand pain? 1 2 3 4 5
3. playing your musical instrument or sport
as well as you would like? 1 2 3 4 5
4, spending your usual amount of time
practising or playing your instrument or sport? 1 2 3 4 5
SCORING THE OPTIONAL MODULES: Add up assigned values for each response; divide by TN
4 (number of items); subtract 1; multiply by 25. 72 \
An optional module score may not be calculated if there are any missing items. {\c OMSS j
s /
\\ S

©|WH & AAOS & COMSS 1997



Back Index

Form BI100

Patient Name

rev 3/27/2003

Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies 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 is very mild.

@ The pain is mild and does not vary much.

@ The pain comes and goes and is moderate.

® The pain is moderate and does not vary much.
@ The pain comes and goes and is very severe.
® The pain is very severe and does not vary much.

Sleeping

© 1getno pain in bed.

@ | get pain in bed but it does not prevent me from sleeping well.
@ Because of pain my normal sleep is reduced by less than 25%.
@ Because of pain my normal sleep is reduced by less than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.
® Pain prevents me from sleeping at all.

Sitting

@ | can sitin any chair as long as | like.

@ 1can only sitin my favorite chair as long as | like.
@ Pain prevents me from sitting more than 1 hour.

® Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® | avoid sitting because it increases pain immediately.

Standing

@© | can stand as long as | want without pain.

@ |have some pain while standing but it does not increase with time.

@ | cannot stand for longer than 1 hour without increasing pain.
® | cannot stand for longer than 1/2 hour without increasing pain.

@ | cannot stand for longer than 10 minutes without increasing pain.
® | avoid standing because it increases pain immediately.

Walking

© | have no pain while walking.

@ | have some pain while walking but it doesn't increase with distance.

@ | cannot walk more than 1 mile without increasing pain.
® | cannot walk more than 1/2 mile without increasing pain.
@ | cannot walk more than 1/4 mile without increasing pain.
® | cannot walk at all without increasing pain.

Personal Care

© 1 do not have to change my way of washing or dressing in order to avoid pain.
@ I do not normally change my way 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 increases the pain and | find it necessary to change my way of doing it.

@ Because of the pain | am unable to do some washing and dressing without help.
® Because of the pain | am unable to do any washing and dressing without help.

Lifting

| can lift heavy weights without extra pain.

| can lift heavy weights but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.

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

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

® | can only lift very light weights.

® 006

Traveling

© | get no pain while traveling.

@ 1 get some pain while traveling but none of my usual forms of travel make it worse.

@ | get extra pain while traveling but it does not cause me to seek altemate forms of travel.
® | get extra pain while traveling which causes me to seek alternate forms of travel.

@ Pain restricts all forms of travel except that done while lying down.

® Pain restricts all forms of travel.

Social Life

© My social life is normal and gives me no extra pain.
@ My social life is normal but increases the degree of pain.

@ Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

@ Pain has restricted my social life and | do not go out very often.
@ Pain has restricted my social life to my home.
® | have hardly any social life because of the pain.

Changing degree of pain

My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.
My pain is neither getting better or worse.

My pain is gradually worsening.

My pain is rapidly worsening.

OPO®O

Back

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

Index
Score
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ASSIGNMENT OF BENEFITS

For treatment provided, | hereby authorize the insurance company to
pay by check, made out directly to: Healing Arts & Chlrogractlc Center, for the medical and surgical
expense benefits allowed and otherwise payable to meet under my current insurance policy, and
payment toward the total charges for professional services rendered.

This payment will not exceed my indebtedness to the above mentioned assignee, and | agree to pay, in a
current manner, any balance of said professional service charges over and above the insurance
payment.

| also understand that should my treatment be discontinued for any reason that | will still be responsible
for, and agree to pay, on a timely basis, any unpaid balance due on my account.

This is a direct assignment on my rights and benefits under this policy and includes all rights to collect
benefits directly from the policyholder’s insurance company.

SIGNATURE: : DATED:

EXPLANATION OF CHIROPRACTIC MEDICARE BENEFITS

Medicare does cover for chiropractic care, but there are limitations. Medicare does not cover the cost
of x-rays, examinations, ultrasound, electric stimulation, laser, traction, spinal decompression,
orthopedic supplies or nutritional supplements.

The only service covered by Medicare is manual manipulation (CPT 98940, 98941, or 98942) of the spine
(chiropractic adjustment). The Initial Examination (CPT 99201 99202, or 99203) is a NON-Covered
service for which you are responsible.

Your condition may require more treatments than allowed by Medicare. We can apply for additional
treatments, by submitting a “medical necessity statement” on your behalf. Your case will be sent for
review. We cannot guarantee or predict what the review board will decide in your case. Only those

visits, for which you have been advised in advance, will you be financially responsiblé.

SIGNATURE: DATED:




PATIENT’S STATEMENT OF PRIVACY RIGHTS

As a patient of this practice, you have the right to privacy of your Personal Health Information, and to know that .
such information shall be promptly and securely maintained in this practice, in accordance with our own policy and
in compliance with the Health Information Accountability and Portability Act of 1996 (HIPAA). It was enacted to
give you, the patient of the health care provider and covered under a health insurance claim, more control over
your health information, to set boundaries on the use and release of health records, establish appropriate
safeguards that health care providers and others must achieve to protect the privacy of Personal Health
Information and to hold violators accountable, with appropriate penalties for violation of patient's right to privacy.

How do we use your protected Personal Health Information:
e Communicating with health care providers, physicians and/or chiropractors.
e To bill and receive payment for health-related services provided to you.
e Compliance with public health needs.
e Compliance with validity issued and enforceable subpoena duces tecum or summons.

As a patient of this practice:

e You are entitled to an individually delivered, written notification of your privacy rights at the time of
your first visit to this practice’s facility. The document you are reading is this notice.

e You are entitled to see your medical records.

e You are entitled to receive a copy of your medical records. Forms are available upon request. As per
allowance by HIPAA there will be a $.75 per page fee.

e You are entitled to make an amendment to your Patient Health Information within those records. If
the doctor disagrees, he/she shall supply you with a written notification of such disagreement.

e The doctor has a right to a rebuttal to the patient’s disagreement. However, any time a copy of the
file is sent out of the office, a copy of that rebuttal must be included in the file.

e  You have a right to specify how access to your health information is restricted and from whom.

e You have the right to indicate the method and/or phone numbers and/or addresses to which
telephonic and written communication to you shall be forwarded.

e All covered entities under HIPAA, such as this practice or other health-care providers, or business

' associate such as billing companies all claims administrators, are designated by the HIPAA privacy
rule, and will whom this practice must work on your behalf from the standpoint of effective
treatment, or '

e Billing of medical services administration of such services, shall be a part of a
“Chain of trust” under applicable Business Associate Agreements whenever applicable with those
parties. This means that those parties are bound to maintain the same privacy and security of your
health information, as we are.

e No personal health information shall be given out any entity not related to your treatment and the
billing of medical services rendered, without your written authorization.

e This practice shall provide Personal Health Information on the basis of the minimum necessary
standard of release (releasing only that information necessary for those parties to provide treatment,
reimbursement, or administrative services on your behalf), and so as to maintain the intent of HIPAA
in establishing that standard.

e You have the right to contact the Department of Health and Human Services, office of Civil Rights,
which administrates HIPAA with questions or to file a complaint at 1-877-696-6755 or
www.HHS/gov/ocr. .

SIGNED: DATED:




