Patient Basic Information
CeltPhine:
f 210 Phene £210e(:
E-NAIL A buss

Personal Information:

Last Name: . . First Name: . m\ F
Address: | City, Sfate, Zip:
Home Phone: ) .Work Phone: . Sacial Security No.:
Date of Birth: ' Date of ln)uryIOnset l
Dominant Hand: 0 Right QO Left 0O Both
Insurance Information: MESTER
Policy Holder (if different than patient): Policy No.:
N2t BF iNsunle ADSuSTY:
Name of Bivocned s

1. Description of Accident/Injury/Onset

Enter a full description of the accident, injury or onset in the space below.

2. Your condition during and immediately after injury/onset

Enter the details of your condition during and immediately after your injuryfonset.

Patient Sign & Date: Date:
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Seate-whee aecident DEtLL(ed

Automobile Accident Description

Please answer the questions below. If you do not know the answer to any of the questions, do not answer that question.

1. Your vehicle type

2. Your position in vehicle

3. What was your vehicle doing at the time of the accident?

OmMid T Moderate
[l Totaled

You hit...(object)

Dcar (O station Wagon CDrver 0 Front Passenger UStopped at intersection Ostoppedintratiic O Stopped at fight
Ovan 0 Pickup Truck 0 Left Rear Passenger 0 Making a right turn " QY Making a left turn (O Parking -
QOtargeTruck  OBus 0 Right Rear Passenger OProceeding along O slowingdown  [lAccelerating
Other, Other, Other,

4. Timel/Speed/Damage" 5. Details of Accident- 6. Road conditions

Time of accident Visibility at time of accident Road conditions at time of accident .

Your vehicle's Oroor QOFar [ Good Dy Owet OSandy ODark QO Cleananddry
speed: mph

Their vehicle's Who hit who/what? Point of impact

speed: mph | [ You hit other vehicle 0 Head-On CLeft Front { Right Front
Damage to your vehicle 03 Other vehicle hit you 0 Rear-End 0O Left Rear 3 Right Rear

7. Body Position, etc.

Did you have a seat belt on?

Did you see the accident coming:
Were you braced for the impact?

Did you have a shoulder harness on?

Yes£10 No
YesC1d No
YesdOd No
Yes{10O No

Does your vehicle have headrests? Yes[dO No

What was the position of your headrest at the time of the Impact?
D Even with top of head {1 Even with bottom of head 1 Middle of neck
What was the direction of your head at the time of the impact?

3 Facing straight forward T Tumed fo the right [ Tumed to the left

Did driver side air bags deploy? Yes[I(1 No Did passenger side airbags deploy? YesC1[l No Did side airbags deploy? YesL1L1 No

8. Additional accident information

In the case of a motor vehicle accident, enter any additional information here that is not covered by the above check offs.

8. During the accident:

10. After the accident:

If yes, describe:

Did your body strike the inside of your vehicle? Yes{11 No

Check off your symptoms right after and a few days following:

if yes, for how long?

Did you lose consciousness during the injury?  YesDU No

Your vehicle's estimated damage?

Damage to theirvehicle: [IMild [ Moderate ([ Totaled
Did police show up at the scene? Yes301 No
Was anh accident report filled out? Yes[A1 No

() Headache (1 Dizziness (3 Mid back pain [ Cold hands
[ Neck pain O Nausea {3 Lowbackpain { Cold feet
OINeck stiffness 0 Confusion [ Nervousness [ Diarrhea
U Fainting O Fatigue QO Lossoftaste [ Depression
0 Ringing in ears 0 Tension O Toe numbness 03 Anxious

O ossofsmell Climitability ~ O Constipation {1 Chest Pain

[ Painbehind eyes (1 Shortness of breath {J Sleeping problems
Others:

11. Emergency Room?

12. Treatment History:

Where did you go after the accident?
0 Home 3 work

Fill in any other doctor(s) seen prior to your first visit to this office

O Hospital ER 01 Private Doctor 1. Dr. Firstvisitdate: [ /|
How did you get there? Specialty: X-rays done? Yes(0 No
O Droveself OSomebodyelse UAmbulance O Police Types of treatments received:
Were X-rays done? YesLIUJ No Was lab work done? Yes{I{ No | How many treatments received? ____ Currently treating? Yes{1[ No
Body parts X-rayed? Did treatments benefityou? YesLILI No
What lab work? Lastvisitdate: ___ /[ [
The X-rays revealed: 2. Dr. Firstvisitdate: [/ [
Treatments: [ Cervical Collar (3 Ice Other: Types of treatments received:
Medications: How many treatments received? ____ Currently treating: Yes[IU No
Follow-up instructions: Did treatments benefityou? YesUi No

Last visit date: R A A
Patient Sign & Date: Date:
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Description of Symptoms

(Describe your symptoms in the sections below, in the order of severity, if possible.)

1. Check only one hody location below

2. Types of pain

1. First Current Symptom: (Please check off the boxes below to describe your first symptom. Describe only ONE symptom per Section §.

Other types of pain:

DHeadad‘eEFm;t E:Hea n Q 80 |gpw  Oshep DAching  OcCuting .
Oop of Head OTtrobbing T Burning L Numbing OTingling Ll Cramping
OlBock of Head {Uspasm QO stinging QO shooting [ Pounding  CConstricting ]

1 Ouaw L 0 RO g OO |3 PainFrequency 6. Actions aﬁectingthis pain _
DOEye L0 g0 80O |Buptotiofawaketime [11/4 to 1/20f time Brings On Aggravates Relieves
CiNeck - L O RO g 0. B2 to3/dof awake time Tl Most all the time Qinthe AM. g o o

4. Pain Intensity (How il affects your daily Qinthe PM. a a o
QOupperBack L 0O RO 80 ) 4
CIMid Back L0 RO g 3 |actiites) a Bending forward a a a
OlLow Back L O rRO g O |E)Doesntaffect 0 Somewhat affects O Bending back a Q Q
CiChest L O rRO g 0O L& Sedouslyaffects T Prevents activilies gBendEng left 8 8 8
OAbdomen . -rOQ B O | 5. Does this pain radiate into other body paris?| 5 ?e(\(:!ng l"%m a o o
ORibs t3d rO 80 Left Right Both DT“'ES‘!“Q ?ht o o o
ClButtocks L0 rO 80 |HUHead g a () o CW'S ‘h“Q rig 2 8 o
Oshoulder 1@ RO 8O |UONeck 0 | Q 8 S°”9 ing a a o
QOupperam L0 RO B O | Ushoulder [ O Q a s{\e;az_mg O o o
OFoream t 0 RO 8O |UAm O O | a St;a 2!"9 g o o
OHand Lt RrO 80 |UHand a a a o S.“!‘ g o o o
OHip L rO 80O |QHp ] a a 0 ,‘ﬂ,'“g a o o
Oleg L3 RO 80 |Oteg Q a a oy
OFoot Lt rO 8O |DFoot a ] | ther Actions: o o o
Other locations: Other locations of radiation: 0 0O 0
il. Second Current Symptom: (Please check off the boxes below to describe your next symptom).
1. Check only one body location below 2. Types of pain Other types of pain:
DHeadacheE La RO B0 | opw Osharp  OAching O Cutting
D?ront?':Hegd Qthrobbing Tl Buring INumbing QO Tingling O Cramping
DBZ‘;gof l?l:a g 3D§pas‘r:n O stinging O Shooting (1 Pounding DCo;strictingh i
. Pain Frequency 6. Actions affecting this pain
g'éaw t CD] 2 8 g B Qlup to 1/4 of awake time 0114 to 112 of time Brings On  Aggravales Relieves
DNyek ) RO 80 0112 to 3/4 of awake time 3 Most ali the time | O Inthe AM. g o a
Dugger pack L O RO e0 4. Pain l)ntensity (How it affects your daily 8 Inthe PM. . g g 8
. activites Bending forwar
SLMld %ac!; t 8 g g g 8 0 poesn't affect 0 somewhat affects 0 Bending back a o g
DCC;‘W tac [0 RO 80 O Seriously affects [l Prevents activities {1 Bending left g a
0 Abgcsmen L0 RO 8 0 5. Does this pain radiate into other body parts? Q Be{udfng right g o o
oI R
ea wisting rig
gggggs:, t 8 2 8 g B 0 Neck a O a a Coughing o a Q
QUpperAm L O RO 80 [ Shoulder ] Q a a Sneezing g o o
OFoream L O RO &0 O am Q O 0 a Straining o o a
OHand Lt rO 8O gﬁa“d 8 8 8 gg‘.ﬁ?‘““g 8 8 8
: ip itting

Do L9 RO 80 |DOe g o o Q Liting Q@ 0 O
OF gt L0 RO 80 D Foot a a (m] Other Actions:
Othg:! ocations: Other locations of radiation: o o a

: o a 0

HL. Third Current Symptom:

{Please check off the boxes below to describe your 3rd symptom).

1. Check only one body focation below

2. Types of pain

Other types of pain:

DHeadachesD LQ RO B8O | gpw Osharp OAching U Cutting
Di rontfcﬁHegd Ofthrobbing O Buming O Numbing O Tingling 0 Cramping
Op oinea Clspasm O Stinging O Shooting__ 0 Pounding _OlConstricting
OlBack of Head 3. Pain Frequency 6. Actions affecting this pain

QJaw L 8 RO BO 10y 0 1/4 of awake time D174 1o 1/2 of time Brings On_ Aggravates Relieves
gEYe L9 R g BE | D42 10 3/4 of awake time 1 Most all the time_| & Inthe AM. a g Q

Neck L R B Iy pam Intensity {How it affects your daily O Inthe PM. g Q g
OupperBack L O RO BO |,y OBendingforwars O 0O O
CIMid Back L@ RO BL |Qpoesntafiect 0 Somewhat affects ) Bending back g Q Q
8'»0‘" Back L ED] R 8 B 8 [ Seriously affects Tl Prevents aclivities O Bending left a a o

Chest L R B 5. Does this pain radiate into other body pars? | = Bending right a o o
QAbdomen tQ RrO BQ Left  Right Both Q) Twisting left a a
ORibs L RO BO |poyead Q ) O O Twisting right Q Q Q
OButtocks L@ RO BO |0nex O a o 0 Coughing g O a
Oshoulder L RO B8O | Qshoulder 0 0 O 0 Sneezing a o Q
Qupperamn O RO B8O |Qam a O 0 (3 Straining o o Q
UForearm L@ rO 8O |Quad 0 O 0 {1 standing g a 0
QHand L RO BO fuy, O O Q £ sitting g a g
Odip L@ RO BO Qe 0 0O O O Lifting O 0o a
glF;egt ll: g S B g g O Foot 0 O 0 Other Actions: a o o

00 . o

Other locations: Other locations of radiation: 0 0 0

Patient Sign & Date: Date:
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Descri Etion of Symptoms (Describe your symptoms in the sections below, in the order of severity, if possible.)

IV, Fourth Symptom: (Please check off the boxes below 1o describe your 4th symptom. Describe only ONE symptom per Section )
1. Check only one body location below 2. Types of pain

Other types of pain:

OHeadaches L 0O

RO

80

OF Olpull O sharp O Aching O Cutting
DT(r)%n;fo ;S;g d Ohrobbing O Burming O Numbing [ Tingling Tl Cramping
OBack of Head Clspasm Ol stinging Tl Shooting [ Pounding  ClConstricting

Daw Lt RO g O |3. Pain Frequency 6. Actions affecting this pain
DEye L O rO g0 |QUptotdofawaketime [31/4 to 1/2of time BringsOn Aggravales Relieves
OINeck L Q RO g0 |12 03/40cfawaketime U Mostallthetime 8 In the AM. g [C:]‘ 8
QupperBack L O rRO s 0 - In the P.M.
Dm?g Back L O rR O g8 O |4.Painintensity (How itaffects your daily activites QOBendingfoward O O O
CiLow Back L O r O g O | Doesntaffect {1 Somewhat affects { Bending back o 0o a
OcChest L 0O rO g 0 | Seriouslyafiects [l Prevents activities 8 Bending left g [DJ 8
gébg omen :: 8 S 8 g g 5. Does this pain radiate into other’ body parts? - O '?\i'?s(::gg ;’:agﬂhi a ‘o 0
DB‘ (ts ks L Q RO g Left Right Both O Twisting right g 4 a

- L Head = u U Coughing O o Q
Oshoulder L a RO B O | ONeck O O a 0 couan 2 & a
Qupperam L QRO BO | Oshoulder a i (W] neezing
OlForearm L Q r0O 80 |0Am O ) a UStram!ng g G Q
OHand tQ RO 80 |OHand Q o a ggt;?dmg 8 8 E]l
Bre '8 w0 e |o B 2 7 Dtiting 0 0 o

€g Leg e
OFoat ) L 0 RO 80 |0OFoat O Q a Other Actions: a o o
Otherlocations: Other locations of radiation: O 8 0O

V. Fifth Current Symptom:

{Please check off the boxes below fo describe your 5th symptom).

1. Check only one body location below

2. Types of pain

Other types of pain:

OHeadaches L O RO s 0

Cbull 0 sharp

DHeadad‘esDF o~ ?Hea A 0 80 | gow O Shap O Aching O Cutting
DTr nofoH " Ofthrobbing O Burning O Numbing  QTingling O Cramping
DBopk f:,{a d Ospasm O stinging QY Shooting 8 Pounding LlConstricting
Qiaw a(!:. ?j ea r 0O g 0 3. Pain Frequency 6. Actions affecting this pain
Qe (O rO 80O Qupto 14 ofawake time T11/4 to 1/2 of time BringsOn_ Aggravates Relieves
DNfck L0 rRO &0 01/2 to3/4 of awaketime [ Mostalithetime | LintheAM. o o g
DU er Back L D R D B D Dlﬂthe PM. D D D
DM?E B 4. Pain Intensity (How it affects your daily activites] O Bendingforward O & Q)
dBack L O RO B Ifpocciamet O Somewh OBendingback O O O
ClLow Back L RO 80 Oe‘snla ec omewhat a.ﬁ:e.ds encing
' O Seriously affects U Prevents activities 0O Bending left a O 0
CiChest +t O rO 80 Y ing e
0 Bending right g o a
Olabdomen L 0 rRO B [0 | 5. Does this pain radiate into other body parts? O Twisting left 0 a 0
ORibs L0 RO 8 O Left Right Both O Twisting right o 0 a
OButtocks Lt O RO BO |OHead O 0 0 0 Coughing o O o
Oishoulder Lt RO 80 |ONeck Q =] 0 El Sneczin a g o
Qupperarm 1 0O RO 8 O | Oshoulder Q n} O Q Steai ningg O o o
OForearm Lt O RO 80 | OAm a Q 0 0 Standing O 0O o
OHand L RrRO 80O |OQOHand 0 a 0 O sitting g a o
OHip tQ rRO BO |QHp a 0 a O Lifling O o o
QOteg L 0 rRO B0 | Qleg (] Q Q Other Actions:
UFoot L0 rO 80 |QFoot a O O : g o o
Otherlocations: Other locations of radiation: 0 0 0
VI, Sixth Current Symptom: (Please check off the boxes below to describe your 6th symplom).
1. Check only one body location below 2, Types of pain Other types of pain:

[ Aching [ Cutting
Bgon;fo :{He:d Ofthrobbing i Buming O Numbing O Tingling U Cramping
CIBa?:k of ﬁz ad OiSpasm [ stinging 8 Shooting 8 Pounding__[lConstricting

u 0 3. Pain Frequency 6. Actions affecting this pain
Qye L3 RB BD |Quptotrctawaketime Q14 toti2of time aingsOn Aogravales Relieves
CINeck L 0 RO B 0O {31/2 1o 3/4 of awake time [ Most ali the time OintheAM. o a g

Qinthe PM. Q g
DUPperBack L g RO B L 4. Pain Intensity (How it affects your daily activites} 0 Bending forward [ ] 0
Cmid Back 1t rO 8O g
Ol ow Back L O RO 50 {1 Doesn't affect {J Somewhat affects {1 Bending back O o o
OlChest L 0O RO 80O Ul Sericusly affects [ Prevents aclivilies ) Bending left o Q O
OAabdomen L O RO B 0 | 5. Does this pain radiate Into other body parts? Q Bending right g o Q
QRibs tQ rO 8O Left  Right  Both U Twisting left g 0 0
DOiButlocks L0 RrRO 80 |DOHead Q Q 0 Q0 Twisting right o g o
Oishoulder L RO B0 | DinNeck 8] 0 0 8 Coughing 8 8 ]
Oupperam L0 RO 80O |QOshouder O Q ) U Sneezing a
OForearm L0 RO B8O |QOam a | 0 Ul Straining g Qg a
DHand LO RO 80 [QOHand a | a 01 Standing Qg a Q
gHip L 8 R g 80 |QHip Q 0 =] Bfff‘}'“g 8 8 g

Leg L R B0 |Oleg O a m} wing
QOFoot tO RO B0 |OFoot (] ] Q Other Actions: o o o
Otherlocations: Other locations of radiation:
(o
Patient Sign & Date: Date:
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Description of Symptoms

{Describe your symptoms in the sections below, in the order of severity, if possible.)

Vi, Seventh Symptom:

(Please check off the boxes below o describe your 7th symptom. Describe only ONE symptom per Section )

Other locations:

1. Check only one body location below

OHeadaches L O rRO B O

CFront of Head

OTop of Head

{Back of Head
QJaw . Q RO 8 0
ClEye . Q RO |
ONeck tQ RO 80O
OupperBack L O RO 8 0
OMid Back L rQO 80
OLow Back L8 RrQ s 0
UChest L O RO 8 0
DOabdomen: L OO RrQO s 0
ORibs Lt rO 80
DButtocks L a rRO B Q0
OShoulder (A RO B O
Oupperam 1L O RO 8 Q0
UForearm L Q rRQO 80
OHand L Q RO B O
OHip L rO 8O
Oteg L0 RrO B O
OFoot L8 RrO 80O

2. Types of pain Other types of pain:
Qput O sharp O Aching [ Cutting
Dithrobbing O Burning O Numbing O Tingling [ Cramping
CISpasm O stinging O Shooting O Pounding  QlConstricling
3. Pain Frequency 6. Actions affecting this pain
Qupto 1/4 of aweke time  [31/4 to 1/2 of time BringsOn Aggravales Relieves
(042 to 3/4.0f awake time A Mostalithetime | | D inthe AM. g a Q
- Ointhe PM. g a Qg
4. Pain Intensity (How it affects your daily activites] K Bendingforward O QO
) Doesn't affect {0 Somewhat affects L Bending back g a
O Seriously affects [ Prevenis activities 8 Bending left 8 8 8
5. Does this.pain radiate Into other body paris? 0O %i::::gg lnegﬂm (] 0 0
Left Right Both [ Twisting right a Qo Q
£ Head g 4 0 8 Coughin G o o
U Neck = d a H] Sneg,zing Q a a
{3 Shoulder O O 0 0 Strainin g a8 o
g Am a = = 0 Standing a 0O 0
0 Hand a a N} 0l Sittin g g a o
QHp o o o O Liting O o o
UlLeg a g a Oth:erA?:ﬁon?
O Foot Q ] 0 . ) ) o
Other locations of radiation: 0 0 0

VIlI. Eighth Current Symptom:

(Please check off the boxes below to describe your 8th symptom).

1. Check only one body location below

OHeadaches L O RO 8 0

UFront of Head

OTopof Head

[IBack of Head
Quaw L RO 8O
DEye L rQ g
ONeck td rO 80
COupperBack L O RO B QO
OIMid Back L RO B O
OLowBack L 0 rRO 8 0O
Uchest L rO 80
Babdomen L Q rRO s 0
ORibs L@ rO 80O
OButiocks L a RO 8 O
Oshoulder L O RO B0
Qupperam 1O RO 80
OForearm L Q RO 8 0
OHand L RO 80
OHip L0 RO 8 O
DOlieg L0 rO 8O
OFoot L0 RO g0
Other locations:

2. Types of pain Other types of pain:

O put O sharp O Aching [ Cutting
Othrobbing O Buming [ Numbing O Tingling [ Cramping
Cspasm {1 stinging O Shooting O Pounding  DConstricting
3. Pain Frequency 6. Actions affecting this pain
Qupto 1M ofawaketime [31/4 to1/2 of time Brings On_ Aggravales Relieves
{31/2 10 3/4 of awake time {3 Most all the time HIntheAM. g o
O inthe PM. Q o o
4. Pain Intensity (How it affects your daily activites] Ul Bendingfoward O 0 O
01 Doesn't affect {1 Somewhat affects 0 Bending back o o o
0O Seriously affects Tl Prevents activities 8 Bending left 8 8 8
5. Does this pain radiate into other body parts? 0 ?i:g:gg :;%ht 0 ) 0
Left  Right  Both O Twisting right Q g o
a Head D u) D . 0 0 ]
{1 Coughing
D Neck D D D . D E] D
[ Sneezing
{3 shoulder a [} M) o g a a
0 Straining
{1 Standing
O Hand a Q O bl g
© O sitting a 0
O Hip (] 0 0 oo
O Lifting o o o
Lleg = = a Other Actions:
D Foot D D D ) D D D
Other locations of radiation: 0 0 0

IX. Ninth Current Symptom:

(Please check off the boxes below to describe your 9th symptom).

OHeadaches

QOdaw

OEve
CINeck
Oupper Back
Oiid Back
OlLow Back
UChest
UOAbdomen
ORibs
OButiocks
Qshoulder
OupperAm
QOForearm
QOHand

OHip

Qieg

OFoot

Other locations:

L Q

L

[t indl sl aorll el wnll el et ull aull aad sl anlt
Cooooooooopoiood

1. Check only one body location below

RO s 0

QlFront of Head
OTop of Head
{1Back of Head

ADXIXIVVOLDDDTDDD
COoCco0oooonooooooo
TowwEowoITRoOwoooow
0o0oO00ooo0a0000o0

2. Types of pain

O put Qsharp QO Aching  OcCutting
OfThrobbing (3 Burming OINumbing O Tingling

Other types of pain:

{1 Cramping

Ospasm Ol stinging O Sheoting 0 Pounding  ClConstricting
3. Pain Frequency 6. Actions affecting this pain
Oupto 1/4 of awake time  LI1/4 to 1/2 of time BringsOn  Aggravates Relieves
O1/2 to 3/4 of awake time 0 Most all the time Ointhe AM. O 0o o
Qinthe PM. o g g
4. Pain Intensity (How it affects your daily aclivites) (3 Bendingforward O ] 0
0O Doesn't affect [ Somewhat affects 0 Bending back O O O
(O Seriously affects 0 Prevents activities O Bendingleft Q [} ]
5. Does this pain radiate Into other body paris? [ Bending right a O Q@
Left Right Both {1 Twisting left o o G
{J Head ] m} a {J Twisting right O o Q
{1 Neck a a Q O Coughing O o 0
O Shoulder Q 0 ] 0 Sneezing g a 0
O Arm a Q '} Q Straining Q 0o a0
0 Hand a a 0 {3 Standing O o 0
0O Hip Q a a 0 sitting o o 0O
Dieg a a a O Lifting o a QO
0 Foot a 0 a Other Actions:
Other locations of radiation: Q Qo o
Q..o o

Patient Sign & Date:

Date:
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Activities of Daily Living Assessment

Rate your current difficulties, resulling from your accidentiiliness, with regard to the various activities listed below. Use the foliowing 1 to 5 scale and
WRITE IN THE APPROPRIATE NUMBER that most closely describes your current degree of difficulty: 4 = "l can do it without any difficulty”
2 = "] can do it without much difficulty, despite some pain”, 3 = " manage to do it by myself, despite marked pain”, 4 = "I manage to do it,
despite the pain, but only if | have help”, 5 = " cannot do it at all, because of the pain®. NOTE: Only fill in areas that are affected.

Difficulties with Self Care and Personal Hygiene Activities

Bathing ...cvev.e ____ Dryinghair ............ ___ Brushingteeth.... __ Pullingon shaes ..... ___ Preparingmeals ..... _ Taking outtrash..
Showering ....... __ Combinghair ........ __ Makingbed ......... ___ Tyingshoes ............ _ Ealing s __ Doinglaundry .....
Washing hair .. Washingface........ ___ Putlingonshirt.... __ Putlingonpanis .....___ Cleaningdishes..... __ Goinglotoilet ... __

Difficuities with Physical Activities

Slanding ......... . Walking _ Kneeling ....ooeenene . _ Twistingleft ___ Leaningback ...... o
Sitting .... ____ Stooping. ___ Reaching.....cco..... o . Twistingright ... __ Leaningleft...... __
Reclining ___ Squatling ___ Bendingforward .. ___ Bendingright ........... __ Leaningforward ...... ___ Leaningright....... o
Standing for long periods ... ___ Sitting for long periods.......___ Walking for long periods........ ____ Kneeling forlong periods ..... ___
Difficulties with Functional Activities

Carrying small objects ........ ___ Lifting weights off floor Pushing things while seated .....___ Exercising upper body ... ___
Carrying large objects __ Lifling weights off table Pushing things while standing ..___ Exercising lower body .
Carrying briefcase..... - Climbing staltS ....eececevecvrcrnenne Pulling things while seated ....... . Exercising arms ..... .
Canying large purse ... ___ Climbinginclines ....ccueemeeners Pulling things while standing ... Exercising legs .. o
Difficulties with Social and Recreational Activities

Bowling . ___ Jogging .. . Swimming . __ Competitive Sports . ___ Daling ..coeceeeceees e
Galfing ............ ___ Dancing ... __ SKing .cooeueeririnne ___ Hobbies ....ccererieennne ___ Diningout........... .
Difficulties with Travelling

Driving a motor vehicle .......cooevenvneccnnens ___ Ridingasapassengerina motorvehicle ...... ___ Ridingas a passengeronatrain ... _
Driving for long periods of time................ ___ Riding as a passenger on an airplane ............ ___ Riding as a passenger for long periods ........

Use the following 1 to 5 scale to describe the difficullies below:
4 ="This area is not aflected by my condition", 2 = "This area is slighlly affected by my condition”, 3 ="My condition moderately restricts my ability
in this area”, 4 = " My condition seriously limits my ability in this area", 5 = "My condition prevents me from using this abifity"

Difficulties with Different Forms of Communication
Concentrating.... Hearing.... Listening.... Speaking.... Reading.... Writing.... Using a keyboard....

Difficulties with the Senses
Seeing........., Hearing......... Sense of touch......... Senseoftaste......... Senseof smell.........

Difficulties with Hand Functions
Grasping......... Holding......... Pinching......... Percussive movements......... Sensory discrimination.........

Difficuities with Sleep and Sexual Function
Being able to have normal, restful nights sleep......... Being able to participate in desired sexual activily.........

Write in below any additional information regarding your Activities of Daily Living {that wasn't covered above):

Prior Symptom History

Prior Similar Symptoms Has your History Contributed to your Current Symptoms?
{1 t have NOT had prior symptoms similar to my current complaints. 0 My history HAS coniributed to my current symploms.

(3 My current complaints DID exist before, but have not been bothering meJ O My history HAS NOT contributed to my current symptoms.

O My current complaints ALREADY existed and were worsened., Tl 1'm NOT SURE if my history has contributed to my current symptoms.
My most recent prior similar symptoms (if applicable) occured......... 0 monthsago / Ovyearsago Oron Date: / /

Write in below any other Prior Symptom History, not covered above:

Patient Sign & Date: Date:
(c) 2014 Report Master, Inc. All rights reserved.




AUTHORIZATION & ASSIGNMENT
TO: Dr. Robert M. Monahan, D.C.

In consideration of your undertaking to treat me, I agree to the following:

RELEASE OF INFORMATION -

You are authorized to release any information you deem necessary and .
appropriate concerning my condition, to any insurance carrier, attorney or

adjuster, in order to process any claim for reimbursement of charges incurred at
-your facility by me.

AUTHORITY TO PAY DOCTOR

I authorize the direct payment to you, of any sumr | now or hereafter may owe you,
be either my carrier or my attorney, out of the proceeds of any settlement of my
case, or for which my insurance carrier has been billed, or otherwise obligated to

make payment either to me or to you, based in whole or in part on the charges
made for your services. '

IRREVOCABLE ASSIGNMENT

| authorize you to compromise, settle or otherwise resolve said claim as you see
fit. | further agree that the foregoing assignment shall be binding until you are
paid in full and will be irrevocable for such period. | further agree to grant you my

full and complete permission to endorse any check from my carrier, payable to
me, with a facsimile of my signature.

PATIENT RESPONSIBLE FOR BALANCE

| understand that | am personally liable for any amount owed after reasonable
efforts have been made to collect from any carrier so obligated.

Date: Signed:




FORT LEE HEALTH CENTER, INC.

Dr. Robert M. Monahan, D.C.
1067 Palisade Avenue, Fort Lee, NJ 07024
Patient .Pri\'la-cy Policy & Procedure Statement

(HIPAA)

Dear pPatient:

Fort Lee Health Center, Inc. maintains compliance with the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) privacy regulations passed into law on December 20, 2000.

We obtain your voluntary consent, to provide treatment, release medical records to the

appropriate entities and those who you designate to provide health care treatment, payment
and daily operations of the facility.

Our dlinical and front office staff uses patient information to ensure quality care and
appropriate billing for services.

You may correct, amend, access and request a copy of your medical records and access history

by signing a letter for release of your medical information. The cost for copies and of medical
records is in accordance with state law.

We protect all patient information within the guidelines provided by federal, state and local
government.

If you have any grievance per’caining to the privacy of medical records or wish to inquire

further about how our facility manages patient information, please contact our Privacy Officer
at 201-886-8184.

Fort Lee Health Center, Inc. reserves the right to amend, change and/or revise our privacy
policy at any time in accordance with federal, state and local rules, regulations and guidelines.

THANK YOU FOR CHOOSING FORT LEE HEALTH CENTER, INC. FOR YOUR HEALTHCARE!!

Signhature: Date:




VERIFICATION OF INSURANCE COVERAGE

*%%% THIS OFFICE IS NOT RESPONSIBLE TO VERIFY BENEFITS #*%*

Please contact your insurance company to obtain your chiropractic benefits and coverage.

Date:__

Name‘of Insured:

Name of Patient:

Insurance Company Policy #: Group #:

Insurance Company:

Address:

Insured’s Employer:

This is to verify coverage, as stated in our telephone conversation of

When | spoke to Coverage was stated, as follows:

Amount of deductible:

Individual: Family:

Has the deductible been met?:

Co-insurance responsibility:

Co-payment responsibility:

Maximum number of visits allowed per year

Contract Year or Calendar Year?

Reference Number for the call:

Date: Signhature:



DOCTOR'S LIEN

To: Attorney/ Insurance Carrier Doctor

Dr. Robert M. Monahan, D.C.
Fort Lee Health Center

1067 Palisade Avenue

Fort Lee, New lersey 07024

P 201-886-8184 / F 201-886-8483

RE: Patient records and doctor’s lien

I do hereby authorize the above doctor to furnish you, my attorney/ insurance carrier, with a
full report of his case history, examination, diagnosis, treatment and prognosis of myself in
regard to my accident/ illness which occurred/began on

1 hereby give a lien to said doctor on any settlement, claim, judgment, or verdict as a result of
said accident/illness, and authorize and direct you, my attorney/insurance carrier, to pay
directly to said doctor such sums as may be due and owing him for service rendered to me, and

to withhold such sums from such settlement, claim, judgment, or verdict as may be necessary
to protect said doctor-adequately.

1 fully understand that | am directly and fully responsible to said doctor for all chiropractic bills
submitted by him for service rendered me, and that this agreement is made solely for said
doctor’s additional protection and in consideration of his awaiting payment. And | further

understand that such payment is not contingent on any settlement, claim, judgment, or verdict
by which | may eventually recover said fee.

Dated: Patient’s signature

The undersigned, being attorney of record or authorized representative of insurance carrier for
the above patient does hereby acknowledge receipt of the above lien, and does agree to honor
the same to protect adequately said above named doctor.

Date: Authorized signature:

NOTICE: Please date, sign and return one copy to doctor’s office at once.
Keep one copy for your records



