Patient Information

Date:
Patient Name: Date of Birth:
SSN: Email:
I-‘IOII'IE Address:
City/St Zip

Home Phone: ] Cell Phone:
Employer:
Emergency Contact:

Name Relationship Phone
How did you hear about our practice?

Condition Information

Purpose of today’s visit, (please list complaints):
When did the symptoms begin? Was this an injury?
How did the injury occur?  JAuto 0 On the job O Other

Previous Chiropractic Care? ONo OYes Dr’s name?

Have you had X-rays, MRl or CT? ONo OYes Body Part?

Currently under a doctors care? [ZINo [OYes Dr’s name?

Please check ALL options you have previously tried to assist with the above symptoms:

G over the counter meds O Consult w/ specialist / Type:

D prescriptions d Acupuncture

- Dietary changes 0 Supplements

O Exercise O Alternative medication/ treatment
C Steroid injections

Did anything help? O No OYes What helped?

Patient Signature: Date:




Past medical History and Review of Systems

Patient Name:

Surgery/ prolonged hospitalization:

Date:

Date of Birth:

Family History of : T Cancer

(IDiabetes O High Blood Pressure

2 Heart problems/stoke

Please make ALL that apply to you or check 0 NONE APPLY

N Neuralogical
Migrames
Headaches
Sturring of speech
Ringing i Ear

Earidase/Throat
Adrered 1mstesmell
ight Biindness
Sere Throat
Crrmgivitis

Nose bleeds

Cardiovascular

Chest pain
Palnitations-racing heart beat
Swetling in hands fee:
Anenna

Respiratony

Recurrent Respiratony Infictions
Asthma

Chest Congestion

Wheewing

Frequent Sneering

il

Stomach Pains or Cramping
{onstpelion

Reflux or Hearthum
Bloating

Gas

Nausea or Vomsing

Musculoskeletal
Joint Pain
Arthraiis
Chrenie pain
Musele Aches

N

Skin

Eczema

Dermatitis
Excessive Sweating
Rashes

Brittle Nails

Hair Loss

Easy Bruising
Increasced Bleeding
Numbness/tinghng

Genitourinary

Uterine {ibroids

Ovarian cysts

Cancer {breast, ovarian, prosiate, uterine}
Prostate problems

Emotionalt/Mental
Depression
Anxicly

Mood Swings
irntability

Memory Loss
Confusion

Encrgy

Fatigue
Hyvperactivity
Restlessness
fmsomnia
Degcreased Libido
Stress

Weight

Decreased Appetite
Weight Gain

inability to Lose Weight
Food Cravings

Binge Launy

Water Retention

Patient Signature:

Date:




PAIN CHART

Name DOB - - Date - -

Please mark on the body diagrams all areas of pain, discomfort, or altered sensation, and use the
key below to identify quality of each.

A = ache B = burning E = electrical S = stabbing
P = pins & needles N =numb O = other Th = throbbing
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Necik index

Ferm N1-100

Patiept Name

Date

e IRV2O03

This questionnairs will give your provider information about how vour neck condition affects your sverydsy life.

Flease answer svery Section by marking the one statement that applies to you. i two or more stetemerits i one
section apply, please mark the one statement that most closely daseribes your probiem.

Pain intensity

D i hgve no pein &l the mement.

D The pein is very miid al the momant.

2 The pzin comes gng goss end is moderate,

@ “he pain is iy severs at the moment.

The pain i5 very sevare ai the moment )
The pein is ihe worst imagiisbiz &t the rmoment

@@

L)

Sieeping

| hava nd troucie sieeing.

My stesp is siighilv Sisturbed (less then 1 hour sleaptass),
v slsep is relidly gisturbed [1-2 hours sleepless).

&4y sieep is moderstely disturberd (2-3 nours sieepless).
iy sisen is greatly disiurbed (3-5 hows slespless).

iy sieep is compieiy disarbed (5-7 hours sleepless).

GHeHOO

Reading

@ !cenread a5 much a8 ! ward with no neck pain.

@ i san read &5 much as L want with slight neck pain.
@ :canread s mush as | wani with modarste neck pein.

| can hardly reed at 2l because of ssvere neck osin.
: Gennot read at all becauss of neck pein

CRCE)

Concentraticn

| can conaniate fully when | want with no dificatty.

! can soncentrate fully wien 1 want with stight dificutty.

i have a fair degree of dificulty concenireting when [ weni,
i have & lot of difficuity concenirating when | wend

i nave a graet deal of dificuily concentrating when fwant
i cannot concentrais at all,

HEBe O

Work

D :Can 6o 55 MUCH Work 25 b wanL

T i can enty do my usual work but o more.,

@ ! can crly do most of my ususl work bk no mare.
& | cannot do my usuat work.

% 1z hardy do any work ai alL

& | cenfiet Jo any work & 5l

i cennot rgad @s much &% § went Decsuse of modarais teck pEin.

Personai Care

© Lcan logk after myseif normaky without causing axtra pain,
@ & cen look aitar myseif nommelly but i causes sxire pein.
& 1 i painfil o look after myseif and | am siow and carefis.
@ 1 need some heip but | manage most of my cersonal cars,
& | need hslp every day in most aspects of seif cars.

& i do rot gat dressed, | wash with gificully and sty in bed,

Lifiing
O | can Bt heavy weights wiihoui exira pain.
@ | can TR heevy weights but & causes extra pain.

@ Pain preveris me from fifing heavy weights of: the foor, B | cen manage

i they are convehiently posifioned (.., on a 25le).

@ Pain prevents me from [Fing heavy weighls off the floor, burt | ¢can manage

figh! tn madium weights if they are comveniently pasttioned.
@ i can only tvery ight weights.
® ! cannot i o carry anytiing at 2l

Driving

@ | can drive my sar without any necl pain.

@ | can drive my car as lorg 25 | want with slight neck pain.

@ i cam cirive my car 25 tong £8 | went with materats neck pain,

© i connet drive my car s long 28 1 want becacss of moderste netk pain.

@ ! can herdly drive at alt because of ssvere neck paln,
® ! cannot drive my car at 2l because of nack pain,

Recroaticn

© ' am abls i engege In all my recreetion sciivites without neck pain.
@ V&m abia io engege in all my usual recreation activilies with some nagk pam.

@ tam able o engage in most hut notall my wsus recreation scivilies becauss of neck pain.
K] imcn!yabiemengagainafewnfmywlmﬁmacﬁviﬁabscauseofned(pain.

@ 1 can herdly do gny recreation achviias hacauss of neck peir.

® ieannot de any recreation activiies ¢ ali

Headaches

@ | have no headaches at all.

@ ! have sligit headaches which come infrequenty.

@ 1 have modergie hesdaches which come infrequerdy,
3 Eha\amodemshmmichmeﬁmmﬂy

@ | have severe heedaches which come
t ety
& Ihaveheac’nnhaa*mns‘mi!meﬁm.m .




Informed Consent to Care

A patient coming to the doctor gives him/her permission and authority to care for them in
accordance with appropriate test, diagnosis, and analysis. The clinical procedures performed are usually
beneficial and seldom cause any problem. In rare case, underlying physical defects, deformities or
pathologies may render the patient susceptible for injury. The doctor, of course, will not provide

specific healthcare, if he/she is aware that such care may be contraindicated. It is the responsibility of
the patient 10 make it known or to lcarn through health care procedures from whatever he/she is

suffering from: latent pathological defects, illnesses, or deformities, which would otherwise not come to
the attention of the physician. This office does not perform breast, pelvic, prostate, rectal, or full skin
evaluations. These examinations should be performed by your family physician, GYN, and
dermatologist to exclude cancers, abnormal skin lesions that should undergo biopsy/removal or other
treatments. This clinic does not provide care for any condition (such as high blood pressure, diabetes,
high cholesterol) other than those addressed in your physical medicine care plan. We also do not
prescribe or refill ANY controlled substances. All prescriptions should be refilled by your original
prescriber and any new prescriptions should be issued by your primary care provider.

The patient assumes all responsibility/liability if the patient does not report on health forms any past
medical history, illnesses, medicines, or allergies.

I agree to settle any claim or dispute I may against or with any of these persons or entities,
whether related to the prescribed care or otherwise, will be resolved by binding arbitration under the
current malpractice terms which can be obtained by written request.

Sign here: X I have read and understand the above consent form.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I acknowledge that I have reviewed the Notice of Privacy Practices of
(Please initial one of the following options and sign below.)

I wish to receive a paper copy of Privacy Notice.

I do not request a copy of the Privacy Notice at this time. I acknowledge that I can
request a copy at any time and the Privacy Notice is posted in the office. If I should have a problem or
question in regard to my rights, I may speak with the Privacy Officer about My CONCerns.

This serves a notice that as part of our efforts to deliver the most consistent healthcare we can to every

patient, we use an electronic healthcare system that enables us to retrieve up to 13 months of prescription
history through your insurance carrier.

I'acknowledge that it is the policy of this office to leave reminder messages on my answering machine or

with another person in my home. I may make a request of an alternative means of communication (within
reason) in writing.

X

Signature of Patient/Guardian Date
X

Witness (Office Staff) Date




ASSIGNMENT OF HEALTH PLAN BENEFITS AND RIGHTS
AS WELL AS AN
-~ APPOINTMENT AND/OR DESIGNATION AS AN ERISA/PPACA REPRESENTATIVE AND A
BENEFICIARY

1 understand and agree that (regardless of whatever health insurance or medical benefits 1 have), | am
ultimately responsible to pay as well as all employees, employers, representatives,

and agents thereof, (hereinafter collectively referred to as “Healthcare Provider”) the balance due on my
account for any professional services rendered and for any supplics, tests, or medications provided.

I hereby authorize payment of, and assign my rights to, any health insurance or medical plan benefits
directly to Healthcare Provider for any and all medical/healthcare services, supplies, tests, and/or medications
that have been or will be rendered or provided; as well as designating and appointing Healthcare Provider as my
beneficiary under all health insurance or medical plans which I may have benefits under.

I hereby authorize the release of any health status, conditions, symptoms or treatment information
contained in your records that is needed to file and process insurance or medical plan claims, to pursue appeals
on any denied or partially paid claims, for legal pursuit as to any unpaid or partially paid claims, or to pursue
any other remedies necessary in connection with sarpe.

] hereby assign directly to Healthcare Provider all rights to payment, benefits, and all other legal rights
under, or pursuant to, any health plan (including, but not limited to, any ERISA plan, PPACA plan, or insurance
contract) rights that I (or my child, spouse, or dependent) may have under my/our applicable health plan(s) or
health insurance policy(ies). I also hereby appoint and designate that Healthcare Provider can act on my/our
behalf, as my/our representative, ERISA representative, or PPACA representative as to any claim
determination, to request any relevant claim or plan information from the applicable health plan or insurer, to
file and pursue appeals to obtain benefits and/or payments that are due to either Healthcare Provider, myself,
~—4/or my family members as a result of services rendered by Healthcare Provider, and to pursue any and all
. _nedies to which I'we may be entitled, including the use of legal action against the health plan or insurer. I
~ hereby also declare that Healthcare Provider is my/our beneficiary regarding my/our health plan as

contemplated by ERISA and PPACA, and that Healthcare Provider can pursue any and all rights that I/we may
have under state and/or federal law regarding my/our health plan. This assignment and/or designation will

remain in effect unless revoked in writing. A photocopy or scan or this document is to be considered as valid
and as enforceable as the original.

Signed this day of 20

(patient signature)

(please print patient name)

X
(signature of Guardian if applicable}

—



Allied Weliness Centers, PLLC

200 West Highway 6, Suite 503

Phone: 254-741-5992
Woodway, Texas 76712

Fax: 866-571-1622

eMail: gliiedchiropractic/@vahoo.com

he v _authorize this rek £ of mv medical records:

Patient Name: Date of Birth:

Social Security Number: Address:

City: State: Zip:
This information is to be released to: ‘

Allied Wellness Centers, PLLC From:

200 West State Highway 6, Suite 503
Woodway, TX 76712

T understand that to extent of an Recipient of this information, as identified above, is not a “covered
entity” under Federal or Texas Privacy Law, the information may no longer be protected by Federal and

Texas Law once it is disclosed to the recipient: and therefore, may be subjected to re-disclosure by the
recipient.

I understnd that I may revoke this authorization in writing at any time except to the extent that
ALLIED WELLNESS CENTERS, PLLC and staff has already relied on the authorization. I understand

that 1 may revoke this authorization by providing ALLIED WELLNESS CENTERS, PLLC and staffa
written request for revocation stating my intent to revoke this authorization.

I understand ALLIED WELLNESS CENTERS, PLLC may not condition treatment on my completion
of this authorization form.

If information is being released directly to me, I understand that my medical records may contain

reports, test results, and notes that only a phvsician can interpret. [ understand and have been advised

thai I should contact my physician regarding the entries made in my medical records to prevent my

misunderstanding of the information that has been written in the records. I will not hold ALLIED
WELLNESS CENTERS, PLLC and staff liable for any misinterpretation: of the information in my

- medical records as a resuit of not consulting my physician for the correct interpretation. ]

I um_ierstand the information reieased is for the specific pupose stated above ané may not be
provided in whoie or in part to any other agency, organization, or persomn.

Patient Signature:

Date:






