CASE HISTORY

Name Date

Address City State Zip

Telephone Social Security# / / Driver Lic#

Age Birthdate Sex StatusM S W D No Children

Occupation Employer ___ Years Employed

Employer’s Address City State Zip

Spouse's Name_ Occupation Employer

Person responsible for this account_ Referred by o

What 1s your major complaint?

Other complaints ) =
How long have you had this condition? Have you had this or similar conditions in the past?
What activities aggravate your condition? ) . i
Is this condition getting progressively worse? YES[J NO([Q CONSTANT O COMES AND GOES [
Is this condition interfering with your work: WORK [0 SLEEP{] DAILY ROUTINE [J OOTHER
How long has it been since you really felt good?
List surgical operations

Are you taking any medications? What kind? _
Any non-prescription drugs? What kind?
OTHER DOCTORS SEEN FOR THIS CONDITION: MD[] DCO DO[J DDS[]

Doctor's Name Diagnosis
X-rays ) Urinalysis Blood Tests Other
Treatment: Medication Physical Therapy. : _
Results ' Length of time under care B .
Were you off work? If so, how long? Have you returned to your same job? _If not, why?
INSURANCE INFORMATION:
Are you covered by Medicare? YES[] NO [J Medicare # State Insurance Aid? YES [JNO [
Do you have any group, union or personal health and accident insurance? YES [J NO[]
Name of Insurance Company Claim # Group #
Address Phone Agent
Additional Insurance Company __ Claim# Group#
Address Phone Agent
Is your condition due to an accident? [ lliness [1Other

ACCIDENT INFORMATION

Did your accident occur while at work? [Yes [JNo  Were you involved in an automobile accident? CJYes [ No
Date Time Injury reported to employer (0Yes (1 No Name of Supervisor___
Description of accident : i

Were you injured? How?

Location

Were you unconscious? Fractures Cuts Abrasions Bruises

Patient takento_ B - Hospital for _ _ Treatment
Confined to hospital for Days Hours. Name of hospital doctor

Have you had any other personal injury or accident? [JPast year [(JPast 5 years [1Over 5 years [1 None
Describe . N
Do you have an attorney? [JYes CINo  Name & Address

I clearly undersiand and agree that ail services rendered to me are charged directly to me and that | am personally responsible for payment | also understand that if | suspend or terminate my care and
treatment, any faes for professional services rendered to me will be immediately due and payable

Patient’s Signature Date

Practice Perfect (Form # £102)  To order call (800)598-6289



HEAD:
OHeadache

O sinus (allergy)

Oentire head

0 back of head

O torehead

Otemples

O migraine
[IHead feels heavy
CLoss of memory
Olight-headedness
CFainting
OLight bothers eyes
CBlurred vision
CDouble vision
UlLoss of vision
OLoss of taste
OLoss of balance
D Dizziness
Oloss of Hearing
OPain in ears
ORinging In ears
O Buzzing in ears

NECK:
CPatn in neck
[’ Neck pain with movement

0 Forward

) Backward

0 Turn to left

L1 Turn to right

0 Bend to left

(J Bend to right
CIPinched nerve in neck
CiNeck teels out of place
[IMuscle spasms in neck
C Grinding sounds in neck
(Popping sounds In neck
ClArthritis in neck

SHOULDERS:
OPain in shoulder joint (R-L)
O Pain across shoulders
O Bursitis (R-L)
CArthritis (R-L)
[3Can't raise arm
O above shoulder level
Oover head
OTension in shouiders
OPinched nerve in shouider (R-L)
C'Muscle spasms in shoulders

ARMS & HANDS:
CIPain in upper arm
OPain in elbow
[IMovement aggravated
O Tennis elbow
[1Pain in forearm
UJPain in hands
O Pain in fingers

OSensation of pins & needles in arms
OSensation of pins & needles in fingers

CNumbness in arms (R L)
CiNumbness in fingers (R-L)
OFingers go to sleep

O Hands cold

O Swoilen joints in fingers
iSore joints in fingers
CiArthnitis in fingers

CLoss of grip strength

MID-BACK:
OMid-back pain
OiLocation

OPain between shoulder blades
(ISharp stabbing

ODull Ache

OPain from front to back
OMuscle spasms

OPain in kidney area

CHEST:
OChest pain
OShortness of breath
O Pain around ribs
C1Breast pain
ODimpled or orange peel breast
Olrregular heartbeat

ABDOMEN:
C1Nervous stomach
OFoods can't eat

ONausea
OGas

O Constipation
DDiarrhea
DOHemorrhoids

LOW BACK:
OLow back pain
O Upper lumbar
O Lower iumbar
(3 Sacroiliac
O Low back pain is worse when:
working
lifting
stooping
standing
sitting
bending
coughing
lying down (sleeping)
walking
OPain relieves when

ooo0OooOoogaan

OSlipped disc

OLow back feels out of place
OMuscle spasms

OArthritis

HIPS, LEGS & FEET:
OPain in buttocks (R-L)
OPain in hip joint (R-L)

O Pain down leg (R-L)
O Pain down both legs (R-L)
OKnee pain

(1inside

DO Outside
Oleg cramps
OCramps in feet (R-L)
C1Pins & needles in legs (R-L)
ONumbness of leg (R-L)
oNumbness of feet (R-L)
ONumbness of toes
OFeet feel cold
CSwalien ankles (R-L)
O Swollen feet (R-L)

WOMEN ONLY:
0O Menstrual pain (where)
00 Cramping
OHirregularity
O Cycle days
1 Birth control _(type)
0O Hysterectomy
0O Genital cancer
0 Discharge
0O Menopause
O Tumors
[ Abortions
3 Are you or do you think you might be pregnant?

MEN ONLY:
(3 Urinary frequency
O Difficuity in starting
) Night urination
O Prostate pain/swelling

GENERAL:
1 Nervousness
O Irritabie
O Depressed
O Generally feel run-down
1 Normal sleep
O Loss of sleep hrs./might
O Loss of weight ibs.
(1 Gain weight Ibs
O Coffee cups/day
OTea cups/day
O Cigarettes pack/day
3 Other
O Diabetes
O Hypoglycemia

REMARKS:




SPINAL HEALTH & MEDICAL CENTER

MAJOR MEDICAL INSURANCE: If you deductible has been met, you may pay the
percentage of your responsibility as services are rendered. We will make every attempt at
the beginning of your health care to receive verification of your policy and what it covers.

WORKER’S COMPENSATION: Our office will contact your employer to verify
coverage and filing procedures.

AUTOMOBILE ACCIDENT: Our office will make every attempt to contact
insurance companies and/or your attorney to verify filing procedures.

CASH: Due on the day of services, unless other arrangements have been made.

MEDICARE: X-rays are required annually by Medicare, but they will not pay for
these. We will file your Medicare claim. Any co-payments or deductibles are due at the
time of service.

SIU STUDENT HEALTH: A signed referral must be obtained from the Health
Service. Any deductible is due at the time of service. Once the deductible has been satisfied
you will be responsible for a 50% co-payment.

FLEX/MEDICAL SAVING or REIMBURSEMENTACCOUNTS: We are not
responsible for aiding these accounts, and we require payment upfront, instead of being
reimbursed by the account. If diagnostic codes are required we must charge the full
insurance price. We can print you a copy of the total amount you paid.

AUTHORIZATION

1. lauthorize SIMPLE Spinal Health and Medical Center to release information
regarding this patient.

2. | authorize payment to SIMPLE Spinal Health and Medical Center for services
rendered. In lieu of over payment a refund will be forwarded immediately.

3. I realize | am responsible for all fees charged by this clinic. If an account is not paid
within 90 days of the date of service and no financial arrangements have been made,
I will be responsible for legal fees, collection agency fees, and any other expenses
incurred in collecting the account.

Patient Signature Date
I authorize SIMPLE Spinal Health and Medical Center to administer care as they deem
necessary to my son, daughter or ward (upon approval of parent or guardian).

Parent Signature Date



This notice describes how SIMPLE Spinal Health and Medical Center may use or
disclose your protected health information (PHI). PHI is individual identifiable
health information, including actual medical information, your name, address,
phone number, identification number, insurance information or other identifiers.
Please review this notice carefully.

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) mandates that
patients be provided with advance written notice of the practice’s policies regarding the
use/and or disclosure of protected health information. This notice takes effect April 14,
2003.

A patient’s information may be used and/or disclosed for the following reasons:
Treatment-We may use PHI to provide you with medical treatment or services. This
includes communications between other healthcare professionals, and other healthcare
facilities, and other providers for administering treatment.

Payment-We may use and/or disclose your PHI so the treatment and services you receive
may be billed to and payment may be collected from you, an insurance company or a
third party. This includes typical payment activities, such as verification of coverage,
pre-certifications, referrals, and claims processing.

Administrative or Healthcare Operation Activities-We may use and/or disclose
medical information about you for certain administrative, healthcare and management
activities, such as compliance monitoring, quality improvement, and business planning.
These uses and/or disclosures are necessary to run the practice and to ensure that our
patients receive quality care and services.

For Communicable Diseases/Public Health Safety-We may disclose your PHI, if
authorized by law, if the public may have been exposed to a communicable disease.
For Legal Proceedings-We may disclose PHI in response to a court order.

The patient reserves the right to request restrictions on the policies listed in this notice,
and receive a copy of all information used and/or disclosed. Requests for the patient’s
own PHI will be provided only with a photo proof of identification from the patient. You
have the right to designate a personal representative to authorize the disclosure of
protected health information.

SIMPLE Spinal Health and Medical Center reserves the right to contact patients
regarding appointments. Also, please be advised we have open adjusting areas. If
you wish any discussion to be confidential please request a private room. If you
believe your privacy rights have been violated with respect to our protection of your
PHI please contact us in writing.

I hereby verify that | have read and understand this notice of privacy practices.

Name Date




Medication Log
Patient Name:

Date Name & Dosage Directions Refills




Welcome to our Integrated Health Center

SPINAL HEALTH & MEDICAL CENTER

We offer Chiropractic Care, Family Practice MD, Physical Therapy, and more...

Chiropractic Adjustments
Gonstead technique

Pettibon technique
Palmer techniques
Acute pain care

Wellness care

Physical Therapy

Spinal Decompression
Cervical traction
Postural weighting exercises
Clinical massage
Trigger point therapy
Home therapy programs
Spinal Rehab

Signature:

Family Practice Services
Routine Family Health Care

Pain Management
Trigger Point injections

Physicals

Durable Medical Equipment

Custom-made Orthotics
Cervical pillows
Cervical traction units
Body balls
Foam wedges
Wobble chairs
Headweighting harness

Therapeutic massage
Swedish massage

Deep tissue
Myo-facial release
Sports massage

Pre-natal massage

Testing Services
Digital x-rays
Foot scans
Pulse wave
Thermography
Algometry
Blood work
SEMG
Range of Motion

Netve Conduction

Exams
Orthopedic

Chiropractic
Independent Medical

Neurological

Next Appointment Date:
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