BODYWISE CHIROPRACTIC PLLC

PLEASE TELL US ABOUT YOU!

ToDAY'S DATE f ]

MNAME MALE_ FEMALE SiMcte _ MARRIED _ Wipowsep _ {HVORCED _
HOW YOU PREFER TO BE ADDRESSED BIRTHOATE ! J AGE
S0CiaL SEcuriTY # - - EMAIL ADDRESS
STREET ADDRESS HoMg PHONE - -
Ciy STATE Zip Cabe CeLL PHOHE - -
EMFLOYER'S HAME WHAT DO Y0R) 0O THERE 7
EMPLOYER'S ADDRESS Y EARS WITH PRESENT EMPLOYER
WoRK PHONE # . - ExT. # OKAY 70 CALL YOU ATWORK?  YE& No

REFERRED TO GUR OFFICE BY

IN CAsSE OF EMERGERCY CONTAGT PHONE & - - RELATIONSHIP .
PRIMARY CAre PHYSICIAN PHONE # - - OK 1o CcoNTACTTHEM? Y ___ N
ADDRESS HosPITALSCLINIG AFFILLATION

INSURANGE INFORMATION
100 HOT HAVE HEALTH INSURANGE THAT COVEAS CHIRQPRACTIC CARE, AND CHROSE TO PAY CASH. YE3 L No ¢
| AM INTERESTED IN A DISCOUNT CASH FLAN FOR WELLNESS CARE. YES [ NoU
IS YOUR CURRENT CONDITION THE RESULT OF AN ACCIDENTANJURY?  Yes__ NO_ IFves: Auto__ WORK __ SurfFaL
WOMEN ONLY

WWHAT WAS THE DATE OF YOUR LAST MENSTRUAL GYCLE?

IF PREGHANT, HOW MANY WEEKS ALONG ARE YOU'? VWHAT I3 YOUR DUE DATEY

H oW mANY PREGHAMCIES HAVE YOU HADR TC FUILL TERNM?

WHAT 15 THE HAME GF YOUR OB Oor MIDWIFE? PHONE & - -

APPOINTMENT

[ wWoULD LEE A REMINDER V1A: TEXT (CELL FHOME CARRIER, ] E-maL BOTH

BILLING

1 WOLAE |LIKE BILLE SENT TO ME YIA: E-#taL MaL



PATIERT HEALTR QUESTIONNAIRE

PATIENT NAME: DATE:

1. WHAT ARE YQU BEING S5EEN FOR TODAY?;
DESCRIEE YQUR 5YMPTOMS AND WHEN THEY BEGAN:

2. HOW OFTEN B4 vOU EXPERIENCE YOUR SYMPTOMS?

1. CONSTANTLY {76-100% OF THE DAY)
2. FREQUENTLY {51-75% OF THE DAY)
3. OccasionaLLY {26-50% OF THE DAY)
4. [NTERMITTEHLY {0-2 5% OF THE DAY)

3. WHAT DESCRIBES THE NATURE OF YOUR SYMPTOMS?

1. SHARF 4. SHOOTIHG
2. DyLL ACHE 5. BURHING
3. Numg 6. TIMGLING

4, HOW ARE YOUR SYMPTCQMS CHANGINGY
1. GETTING BETTER
2. NOT CHANGING
3. GETTING WORSE .
NONE UNBEARASLE

5. DESCRIBE YOUR SYMPTOMS AT THEIR! AworRst: 0 1 2 3 4 5 & 7 8 9 10
BE.BEST: O 1 2 3 4 5 & 7 & 9 10
6. HOW DO YOUR SYMPTOMS AFFECT YOUR ABIUTY TO PERFORM DAILY ACTIATIEST
O ] 2 3 4 5 & 7 2 o 10
NO COMPLAINTS MILD  MODERATE, INTERFERES  LIMITING, PREVENTS INTENSE SEVERE, HO
WITH ACTIVITY FULL ACTIVITY ACTITY POSSIBLE

7. ACTIVITIES THAT MAKE SYMPTOMS WORSE:

8. ACTVITIES THAT MAKE SYMPTOMS BETTER!

%, WHO HAVE YOU SEEN FOR YOUR SYMPTOMS? 1. ND ONE 3. MemCaL DOCTOR 5. OTHER

2. OTHER CHIROFRACTOR 4. PHYSICAL THERAFIST
A. WHEN AND WHAT TREATMENT?

E. HAVE vOU HAD ANY OF THE FOLLOWING?: 1. X-RAY DATE e 3.CTSCAN DATE.___
2. MRI DATE o
10. HAVE YOU HAD SIMILAR S5YMPTOMS IN THE PAST? 1. YES 2 No
A. |F YES, WHO DID YOU SEE? 1. THIS QFFICE 3. MEDicaL DOCTOR 5.0THER

2. DTHER CHIROFRACTOR 4. PHYSICAL THERARST

11. WHAT DO YU HOPE TQ GET FROM YOUR VISIT/TREATMENT?
1. RECULE SYMPTOMS 2. BYPLANATION OF CONDITION/TREATMENT 5. HOW FO PREVENT RECCCURANCE
2. RESUMEAINC. ACTIMITY 4. LEARN TO TAKE CARE OF THIS ON MY OWN 6. -

PATIENT SICNATURE: DATE:




PATIENT HEALTH QUESTIONNAIRE - PAGE 2

PATIENT NAME: . DATE: _
WHAT TYPE OF REGULAR EXERCISE P2 YOU PERFOEM? 1. NONE 2. LGHT 3. MODERATE 4. STRENUOUS
WHAT IS YOUR HEIGHT AND WEIGHTY HEIGHT: ______ .. - WEIGHT; __ .. LB5.
FEET INCHES
D0 YOU WEAR ORTHOTICS? YL N[ ARE YOU INTERERTED [N CLUSTOM MADE ORTIIOTICR? YU NO

FOR EACH CONDITION LISTED EELOW, PLACE A CHECK IN THE PAST COLUMN IF YOU HAVE HAD THE CONDHTION IN THE P.A.ST. IF
YU PRESENTLY HAVE A CONDITION LISTED EELOW, FLACE A CHECK IN THE PRE’SENT COLUMN.

PAsST  PRESENT FPAST  PRESENT PasT  PRESENT
Ll r HEADACIES U . HiGH BLOOD PRESSURE r tl DIABCTES
r L MECK PaIN r i FIEART ATTACK 8 [l EXCESS1VE THIRST
C [ LIPPER BACK PARN 0 g CHEsTPANS M O FREQUENT URTHATION
U i MIDBACK Paln [ 0  SIROKE ' :
r U Low BACK PAIN I L ANGINA ] 0 SMOKING TOBACCO USE
- M DRUGMALCOUOL DERENIDERCE
1] O SHOULDER PAIN L [ KIDNEY STONES
L Fl Cesow/UrEER AR PX L [0 KiNEY DISORDERS [ L AlLFRGIES
O L WaIST PAIN | M BLADDER INFECTION | I DEPRESSION
] O HAaND PAIN a L' PATNFUL URINATION 3] i SysTEMIC LUPUS
Ll L LOSSOF BLADDER CONTROL 11 L EPILEPSY
C n IF/UPPER LEG PX u [ PrOSTATEFROBLEMS il L DEFRMATITEEC AEMATRASH
C ] KNEE/LOWER [.EG PX (] U HIVAIDS
N L ANELEFOOT PAIN g {0 ABNORMAL WEKINT GANILOSS
O i1 Lwss oF APECTITE FEAMALES ONLY
r L JAW PN N £l ABDOMINAL PAY tH [ BiRTH CONTROL PILLS
] 1 ULCER rl L IfoRMOMAL RE FLACI:M.ENT
0 £l JORET SWELLING/STIFE [ [ TIEpATIIS u M PREGHANCY
U r ARTEHIRITIS L 1 LWER/GALLBLADDER DHSORIER
r Ll RITIEMA{CID ARTIIRITIS OTHER HEALTH PROBLEMS/ASSUES
O 0 (FENERAL FATIGUE 0 L CANCER ] r _
L [ MUSCULAR IHCOORDIMNATION | [ THYRQID [ [
[- ] VISUAL DISTURBANCE T ASIHMA C &
r L [MEZMESS I I,  CHRONIC SBNUSE L O

INDICATE I¥ AN IMMERIATE FAMILY MEMBER {FARENT OR SIBLING) HAS HAD ANY OF TIIE FOLLOWING:
ORUEMATOD ARTHRITIS UHEART PROKLEMS LIDIARETES CANCER LLupus [ L
LIST ALL PRESCRTPTION AND GYER-THE-COUNTER MEDICATIGNS, AND NFTRITIONALFHERBAL SUPPLEMENTS YOU ARE TAKING:

LIST ALL SURGICAL FROCEDURES YOU ITAVE HAD AND ANY TIMES OF HOSFITALIZATION:

PATIENT SIGNATURE: . . DATE:

ADDITIONAL COMMENIE




AUTIORIZATION 10 RELEASE INFORMATION
T AUTHORIZE BODY WisE CHIRGERACTIC PLLC TO RELEASE ALL INFORMATION RELATED 1O TIE CARE I RECEIVE TO MY
MO, INSURANCE COMPANY, THIRD PARTY PAYOR, OR THER DESIGNEE, AS MAY BE NECESSARY FOR THE PAYMENT OF MY RTLL,

LE FFRAINING BENEFIDS, OR FOR UTILIZATHIN AND QUALITY REVIEW PITRPOSES.

INFORMATION AROUT POSSIELF. RISKS OF TREATMENT
AFEROPRIATE TESTS WILL BE DONE i 0 IDENTIFY ANY CONIRATNDICATIONS 1O CHIROPRACTIC MANTPULATIVE THERAPY FRIDR TO ANY

TREATKMENT, AND YU Wi RE MOTIFIED IF THIS 15 THE CASE. IF YOU HAYE ANY QUESTIONS, PLEASE ASK DMt BFNH[‘.TT

AS WITH ANY 1IEALTH PROCEDURE, COMPLICATIONS MAY ARISE DURING TREAI MENT. FHESE COMPLICATIONS INCLUDE SORENESS,
MUSCLE DR LIGAMENT STRAIN, DISLOCATIONS, FRACTIURES, DISK INMIRIES, OR PIYSIOTHERAPY DURNS. THESF ARE EXTREMELY RARE
OUCURANCES. §T 1S NOT UNCOMMON TO FRTIL SLIGHT SURENESS FOLLOWTNG A 1REATMENT, BUT PLEASE DO NOT HESIVATE T CALL WITH
ANY CORCERNE,
' CONSENT FUR TRFATMENT
[ AUTHORIZE THE PERFORMANCE OF DIAGNOSTIC TESTS, PROCENURES AND TREATMEN [ DEEMED NECESSARY BY PERSONNEL
INVOLYED [N MY CARE. '
_ ASSIGNMENT OF BENEFITS
_ 1 ASSIGN TO BODY WiSE CHIROPRACTIC PLLC ALL HENEFITS PAYABLE TO ME FOR MY CARE. T UNDERSTAND THAT
GENERALLY THIS HEALY H CARE FACILITY WILL BH PAID DIRECTLY BY THE INSURANCE COMPANY OR OTIER PAYOR I SO UTILIZED. TS
ASSIGNMENT WILL REMAIN 1! FFFECT UNTIL REVOKED RY ME N WRITING. A PHO{OOOPY OF THIS ASSIGNMENT 18 CONSIDERED AS YALID
AS THE ORIGINAL.
CUARANTEE OF PAYMENT
1 GUARANTEE PAYMENT OF ALL CHARGES INCURRED FOR TREATMENT IN ACCORIANCE WHEL TIE RATES AND TERMS OF TELS
HEALTI]1 CARE FACILITY.
' MNOTICE OF 24 IIOUR CANCELEATION FOLICY
[ UNITERSTAND IF | EAIL TO NOTIFY THE QFFICE OF A CANCELL AFION LESS TILAN 24 HOURS PRIOR TO MY SCHEDULED
APPORNTMENT, 1 WiLL BE CHARGED & $25.00 CANCELLALION FEE. IF TILS OCCURS MORE THAM 3 TIMES, I MAY BF RELEASED FROM CARE

DUE T¢} FANLURE TOCOMPLY WITIH MY TREATMENT FLAN AND COMPANY POLICY.

SIGNATITRE OF PATIENT OR RESPONSIBLE PARTY DATE RELATIONSHIP TO PALLENT

REASON PATIENT 18 UNABLE TO SIGN




