HALL CHIROPRACTIC - PATIENT CASE HISTORY

Personal Information

Name: Date:
Street Address:
City: State: Zip:

Home Phone:

Cell Phone:

Email:

If you would like to receive text message appointment reminders, please tell us the name of your cell phone provider:

O Verizon 0O Sprint

Employer:

O T-Mobile

OAT&T 0OUS Cellular

Occupation:

Employer Address:

O MetroPCS O Boost

O Virgin O Cingular

Work Phone:

Date of Birth:

Marital Status (circle): M S W D  Spouse Name:

May we have permission to update your doctor regarding your care at this office? (circle) Y N Dr. Phone #:

Social Security #:

Family Medical Doctor:

Gender (circle): Male Female

Please check off all boxes that apply to you:

Allergies Surgeries Past Medical History
] Animals ] Ankle [J Ankle Pain [ High Blood Pressure
L1 Aspirin L1 Appendix L1 Arm Pain L1 Hip Pain
[] Bees (] Back L] Arthritis L1 HIv
[ ] Chocolate (1 Brain/Tumor L1 Asthma L1 Jaw Pain
[] Codeine (] Elbow [] Back Pain [ Joint Stiffness
[ Dairy [ Foot L] Broken Bones L] Knee Pain
(] Dust (] Gall Bladder ] cancer ] Leg Pain
(1 Eggs [] Gynecological [ Chest Pain L] Menstrual Problems
] lodine ] Heart [] Depression/Anxiety ] Minor Heart Problems
L] Latex (] Hernia [] Diabetes L] Multiple Sclerosis
1 Mold O] Hip [] Dizziness [J Neck Pain
[ Peanuts [] Knee L] Elbow Pain L] Neurological Problems
] Penicillin ] Neck L] Epilepsy ] Pacemaker
[] Ragweed/Pollen (] Neurological L1 Eye/Vision Problems L1 Parkinson's Polio
L] Rubber L] Shoulder L] Fainting L] Prostate Problems
[] Seasonal Allergies (] Wrist/Hand [ Fatigue L1 Shoulder Pain
L] Shellfish L] other: L] Foot Pain [ Significant Weight Change
[] Soaps [ Other: [] Genetic Spinal Condition L1 Spinal Cord Injury
L] Sulfa L] No Past Surgeries [] Hand Pain L] Sprain/Strain
[] Wheat [] Headaches [ Stroke/Heart Attack
[ X-Ray Dye ] Hearing Problems L] other:
[ Other: [] Hepatitis [] No Past Medical History
J No Known Allergies

Medications

Are you taking any medications: 'Y N

If yes, Please list your current medications:




Family History (Please list any pertinent medical history for your parents, siblings and/or children)

o-arthritis oc-asthma o-back pain o-cancer o-depression o-diabetes o-epilepsy o-genetic spinal condition
Father o-high blood pressure o-heart problems o-multiple sclerosis o-neurological issues o-Parkinson's o-polio

o-prostate problems o-stroke/heart attack o-other:

o-arthritis oc-asthma o-back pain o-cancer o-depression o-diabetes o-epilepsy o-genetic spinal condition
Mother o-high blood pressure o-heart problems o-multiple sclerosis o-neurological issues o-Parkinson's o-polio

) S o-stroke/heart attack o-other:

o-arthritis o-asthma o-back pain o-cancer o-depression o-diabetes o-epilepsy o-genetic spinal condition
Sibling(s) Jo-high blood pressure o-heart problems o-multiple sclerosis o-neurological issues o-Parkinson's o-polio

o-prostate problems o-stroke/heart attack o-other:

Accident History

Have you previously had any auto or other accidents?

Y N Ifyes, give dates and describe:

Social History

Do you smoke? (circle) Y N
Do you drink alcohol? (circle) Y N

Do you exercise regularly? (circle) Y N

If yes, how many per day?

If yes, how often?
Do you drink caffeinated beverages? (circle) Y N

If yes, how many per day?

If so, what type and how often?

Mark your areas of pain on the diagram below:
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What is your main reason for consulting this office?
(check all that apply)
O Become pain free

O Explanation of my condition

O Learn how to care for my condition
O Reduce symptoms

O Resume normal activity level

FEMALE PATIENTS ONLY (CHOOSE ONE)
O | am currently pregnant, my due date is
O | am definitely NOT pregnant at this time.
O I understand that | should notify the doctor if there is
a possibility that | may be pregnant at this time.

Chiropractic History

Have you ever had chiropractic care? (circle) Y N
Where?

If yes, when? Why?

When was your last adjustment?

Were xrays taken? (circle) Y N




What is your MAJOR area of pain? When did this problem begin?

Have you had this condition in the past? Yes- No If so, how is it changing? O-Getting Better [-Getting Worse [I-Not Changing

Pain is on (circle one): right — left - both sides How did this problem begin (eg. fall, lifting, etc)?

Circle your pain level on a scale of 1 to 10. (0 = no pain and 10 = excruciating pain) 1-2-3-4-5-6-7-8-9-10
How do your symptoms affect your ability to perform daily activities such as working or driving?
(0 = no effect and 10 = daily activities are impossible) 1-2-3-4-5-6-7-8-9-10
Describe the nature of your symptoms:
O-Burning  -Dull Ache [O-Numb  [@-Radiating (if so, to where? ) O-Sharp [-Shooting

O-Stabbing O-Tight/Stiff O-Tingling  O-Throbbing  ©-Other:

What makes your pain better? (ice, heat, massage, etc)?

How often do you experience your symptoms?
O-Constantly (76-100% of the day) O-Frequently (51-75% of the day)
O-Occasionally (26-50% of the day) O-Intermittantly (0-25% of the day)

What activities aggravate your condition (working, exercise, etc)?

What is your SECOND area of pain (if any)? When did this problem begin?

Have you had this condition in the past? Yes- No If so, how is it changing? C-Getting Better [-Getting Worse [-Not Changing

Pain is on (circle one): right — left - both sides How did this problem begin (eg. fall, lifting, etc)?

Circle your pain level on a scale of 1 to 10. (0 =no pain and 10 = excruciating pain) 1-2-3-4-5-6-7-8-9-10
How do your symptoms affect your ability to perform daily activities such as working or driving?
(0 =no effect and 10 = daily activities are impossible) 1-2-3-4-5-6-7-8-9-10
Describe the nature of your symptoms:
O-Burning O-Dull Ache [O-Numb [O-Radiating (if so, to where? ) O-Sharp [-Shooting

O-Stabbing O-Tight/Stiff O-Tingling O-Throbbing O-Other:

What makes your pain better? (ice, heat, massage, etc)?

How often do you experience your symptoms?
O-Constantly (76-100% of the day) O-Frequently (51-75% of the day)
O-Occasionally (26-50% of the day) O-Intermittantly (0-25% of the day)

What activities aggravate your condition (working, exercise, etc)?

What is your THIRD area of pain (if any)? When did this problem begin?

Have you had this condition in the past? Yes-No If so, how is it changing? CO-Getting Better [O-Getting Worse [-Not Changing

Pain is on (circle one): right — left - both sides How did this problem begin (eg. fall, lifting, etc)?

Circle your pain level on a scale of 1 to 10. (0 =no pain and 10 = excruciating pain) 1-2-3-4-5-6-7-8-9-10
How do your symptoms affect your ability to perform daily activities such as working or driving?
(0 =no effect and 10 = daily activities are impossible) 1-2-3-4-5-6-7-8-9-10
Describe the nature of your symptoms:
O-Burning  O-Dull Ache O-Numb [O-Radiating (if so, to where? ) O-Sharp [O-Shooting

O-Stabbing O-Tight/Stiff O-Tingling O-Throbbing O-Other:

What makes your pain better? (ice, heat, massage, etc)?

How often do you experience your symptoms?
O-Constantly (76-100% of the day) O-Frequently (51-75% of the day)
O-Occasionally (26-50% of the day) O-Intermittantly (0-25% of the day)

What activities aggravate your condition (working, exercise, etc)?




REVISED OSWESTRY DISABILITY INDEX

Name:

Date:

Instructions: Please choose only ONE answer for each section and please do not skip any sections. If a
question does not apply to your current activities, please answer the question as to what you believe the
effect would be if you DID engage in that activity. In order to properly score this questionnaire, ALL
questions must be answered with ONE answer that best describes your pain.

Section 1 — 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 severe and does not vary much.

Section 2 — Personal Care (washing, dressing, etc.)

I would 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 I find it
necessary to change my way of doing it.

Because of the pain, | am unable to do any washing and
dressing without help

Section 3 - Lifting

| can lift heavy weights without extra pain.

| can lift heavy weights but it gives extra pain.

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

Pain prevents me from lifting heavy weights off the floor.

| can only lift very light weights at the most.

Section 4 — Walking

I have no pain on walking.

| have pain on walking, but it doesn’t increase with distance.
| can’'t walk more than one mile without increasing pain

Pain prevents me walking more than half of a mile.

Pain prevents me walking more than a quarter of a mile.

| cannot walk at all without increasing pain.

Section 5 — Sitting

| can sit in any chair as long as | like.

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

Pain prevents me from sitting for more than one hour.
Pain prevents me from sitting for more than half an hour.
Pain prevents me from sitting for more than ten minutes.
| avoid sitting because it increases pain right away.

Section 6 — Standing

| can stand as long as | want without pain.

| have pain on standing, but it does not increase with time.
Pain prevents me from standing more than one hour.

Pain prevents me from standing for more than half an hour.
Pain prevents me from standing for more than ten minutes.
| avoid standing because it increases the pain right away.

Section 7 — Sleeping

| get no pain in bed.

| get pain in bed, but it doesn’t prevent me from sleeping well.
Because of pain, my normal night’s sleep is reduced by 1/4.
Because of pain, my normal night’s sleep is reduced by 1/2.
Because of pain, my normal night’s sleep is reduced by 3/4.
Pain prevents me from sleeping at all.

Section 8 — Social Life

My social life is normal and cause me no extra pain.

My social life is normal but increases the degree of pain.
Pain has no significant effect on my social life apart from
limiting my more energetic interests, i.e. sports, dancing.
Pain has restricted my social life and | do not go out as often.
Pain has restricted social life to my home.

I have no social life because of pain.

Section 9 — Travelling

| get no pain while travelling.

| get some pain while travelling, but none of my usual forms of
travel makes it any worse.

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

| get extra pain while travelling, which compels me to seek
alternative forms of travel.

Pain restricts all forms of travel

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

Section 10 — Changing Degree of Pain

My pain is rapidly getting better.

My pain fluctuates, but is definitively getting better.

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

My pain is neither getting better, nor worse.

My pain is gradually worsening.

My pain is rapidly worsening.



HALL CHIROPRACTIC - CONDITIONS OF TREATMENT
(Please initial to the right of each statement to indicate consent and sign and date at the bottom.)

1. CONSENT TO TREATMENT: | voluntarily consent to the rendering of care by Robert E. Hall, D.C. and
authorized agents and employees of Hall Chiropractic Pain Relief Center as may in their professional
judgement be deemed medically appropriate. Initials

2. X-RAY AUTHORIZATION: | give my consent to take and diagnose the x-rays needed. To my
knowledge, | (or the minor you are treating) am not pregnant.

Initials

3. AUTHORIZATION TO RELEASE MEDICAL INFORMATION: | authorize Robert E. Hall, D.C. and
authorized agents and employees of Hall Chiropractic Pain Relief Center to release all medical
information to any third party payer, employer, peer review organization, managed care plan, other
health care facility or physician for the purpose of payment of charges for any treatment received or
for further medical treatment. This consent is valid until all available insurance benefits have been
received by Hall Chiropractic and/or up to 90 days from the date of transfer of medical and/or

financial information to another health care facility or physician for further medical care. |
understand that | may revoke this consent in writing at any time prior to its expiration and that | may
inspect and copy the information to be disclosed, subject to limitations provided by law. Initials

4. FINANCIAL RESPONSIBILITY, PRE-CERTIFICATION AND PLAN REQUIREMENTS: | understand that |
am responsible for all charges not paid by my medical insurance, if any, and if | refuse to sign this
release of information, or if | am uninsured, | will be required to pay for all charges incurred. Further,
| understand that if | provide inaccurate insurance or billing information that results in penalties or

the inability of Hall Chiropractic to secure payment from my insurer, | will be financially responsible
for all charges incurred. | am also responsible for any applicable collection costs incurred attempting
to collect from my medical insurance or on my account, including prejudgment interest, the costs of Initials

filing suit and reasonable attorney fees.

5. ASSIGNMENT OF BENEFITS: | hereby instruct and direct the payment of all professional or medical
expense benefits allowable and otherwise payable to me under my current insurance policy to: Hall
Chiropractic Pain Relief Center as payment for professional services rendered. THIS IS A DIRECT
ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my

indebtedness to the above mentioned assignee, and | have agreed to pay, in a current manner, any
balance of said professional service charges over and above this insurance payment. A photocopy of
this Assignment shall be considered as effective and valid as the original. Initials

6. PERSONAL EFFECTS: There may be items of my personal property that | bring with me to Hall

Chiropractic, including but not limited to clothing, hearing aids, jewelry and dentures. | understand
and acknowledge that I will be responsible for the safekeeping of any of my personal belongings
while | am at Hall Chiropractic. Initials

7. PRIVACY PRACTICES: L K3IS08 I01y26SR3S iKI-i L KIS ISHISHSR I 02108 27 11t ZKN2LN1-061003 b200S

27 tiigI-08 tI-0iM0Sa tazliadzl-yl (2 ILET Y IyR KIS 0SSy I-RAMASR (KI-G I- Tztt 02L18 27 (Kl 2770S0a It
Compliance Manual is available upon request. | consent to the use of my health information in a
manner consistent with the Notice of Privacy Practices Pursuant to HIPAA, the HIPAA Compliance Initials

Manual, state law and federal law.

Patient Signature: Date:

Witness Signature: Date:




