CONFIDENTIAL PATIENT INFORMATION

Name Social Secunity #

Address Cuy e _Sae

Homwe Telephone Ape Birthdate Marital Status: W D
Work Telephong # Children Spouse’s Name

Occupation Your B-mail Address

Name and Adidress
of Emplover

Name

Healih Adminisirator's

HEALTH INFORMATION

Have you had previous chiropractic care? 7 Yes [ No

Main Complaint

Chiher Complaints

F Yes 03 No

Are vou laking any medicatton? U1 Yes

Are vou pregnant?
i No

Sign bere o authorize xoravs and necessary ests

If ves, wha?

How long bave you hat thiy condition?
Have you had similar conditions in the pase?

Boes this condition aiTect vour family or sootal Hfe? [ Yes T No

Wit ageravates this condinon?

Other Proctors seen for this condition

What helps vour svinptoms?

Have vouo had any surgery, falls or accidents? 0 Yes O No

Whena?t Please deseriba

Dage of last phyvsicad examination

INSURANCE INFORMATION

s this condifion due o

A work-related infury? O No An aomobile accdent? 7 Yes I3 No
I vou answer ves o clthier of the above gquestons, please complete other side of form,
2 Yes D No

Company .

Do vou have Maudor Medica! Healih Insurance?

Adtidress . -

DXoes your MSurance company require
a referral from your Primary Crre Physician?

It yes, name of PCP

Do You Suffer From:
YES

Headaches
Neck Pain

A or Shoulcer Pain

Back Pain

Hipor Leg Pain
Uhest Pan
Abdomingd Pain
Sinus Trouble
Heart Trouhile
Palpitation
Circulatory

High or Low
Bload Pressure
Fomale Problems
Prostate Discrder
Kidney Problems
Bladder Problems
Tuang or Bronchial
Disorders
Drigestive Disorder
{onstipation
faoose Stool
Ihabetes
Swotlen Joints
Toesonnia
Praziness
Numboess
INSrYOUsRe s
Plepression
Creneral Fadgue
Morniag Faigue
AT

Poar Memory
Hot Flasheg

&

[
-

—

30

1

f menderst amad agres that heslth and accident tnsurance policies are an amang

L

that D praciic will prepore st mie in making coliection fr

RSN T

rized o he pold chirectiy

Ut wd services rendared me wre

WIIIBALE MY Caie oF meaynent, ar e e Wil be immediately due and ¢

Putient's Signature

Suardian or Spouse’s Signoiure

[eformation Tuken By

emeal botwees an insurance carrier amd myseld, Punthermore, T snderstand

Lam personaily resposnsible for pavimeot. [ also godersiand thar i ] suspend or
able.

e

{Dare:




Compleie onjy Tor:

JOB INJURY INFORMATION: pae Time Lacation —
Description of aczident -
Workman's Compensation Case #

insurance Company Address

Insurance Company Case #

Emplover’s Name Address

Hospitalized? Name of Hospital ' X-rays tzken

Gther Doctors seen

Are you working now? "

Time lost from work o {dates)
Compleie only for:

ACCIDENT INFORMATIOM: vae Time Location

How did accident ocewr? 1 Ao Collision (7 Other

If auto accident, were you I Peiver ) Passenger 7% Pedestrian

If auto collision, were you struck from 0 Behind [ Right Side [ Left Side 7 Front % Auto was Parked

Did your car strike the other(s) involved?
Or did the other car strike yours?

As 3 result of the sccident, were raffie citations issued 10 you?

Yes 1 No
Mo

To the driver of the other car? )
To the driver of your car? 3 Yes [

Tt Yes 0 No o ) Undetermined

i3 Yes ) Ne

List the extent of the injuries as you know them

Did you require post-accident hospitalization? 7 Yes
Check symptoms you have noticed since accideny

] Headache [ Dizziness
1 Meck Pain

M Meck Suff

"t Sleeping Problems
[} Back Pain

i Mervousness

Head Seems Too Heavy
Pins and MNeedles in Arms

¢ Pins and Meedles in Legs

1 Numbness in Fingers

i Numbness in Toes

7} Tension T3 Shortness of Breath
Fatigue

Symptoms other than above

7 Loss of Smell

! Fainting 3

Light Bother Eves
Loss of Memory
Ears Ring

Face Flushed
Buzring in Ears

[ Stomach Upset
1 Counstipation
3 Cold Sweats

Loss of Balance
Fever

Have you lost any days of work? [ & No  Dates

Insurarce Companies involved:

My Company

Company of person responsible for injuries

Have you been contacted by an insurance adjuster or company represenitative regarding this claim?
O} Yes

Do you have an atiorney that has advised vou in this care?

Name

7 Yes 3 Ne
[l Ne

Address

Telephonr




D UDICK H EALTH
Back & Neck Center

RE: Name of Patient

D.O.B.:
SS #
RECORDS RELEASE
1) I hereby authorize Dudick Health to release and to permit the examination or copying of any of my medical

records, X-rays, laboratory reports, and the results of all tests of any type or character to such persons as Dudick Health
deems appropriate, including the information necessary to process a claim.

2) I hereby authorize my doctor or supplier of service to release and to permit the copying of any of my medical

records, X-rays, insurance information, laboratory reports and the results of all tests of any type to Dudick Health, at
1789 Route 9, Clifton Park, NY 12065.

SIGNED DATE

ASSIGNMENT OF BENEFITS
I authorize payment of medical benefits to Dudick Health for services provided.

SIGNED DATE

ACCEPTANCE OF PATIENT RESPONSIBILITY

I understand that I am financially responsible for any charges incurred at this office, including copays, deductibles, and
charges denied or not covered by my insurance company. I realize my care may be subject to pre-authorization by the
insurance company, and I accept any responsibility for charges which may not be approved, including the initial visits
while waiting for approval. The insurance company will review any/all documentation submitted by Dudick Health for
review for medical necessity and base their approval/denial upon this documentation.

SIGNED DATE

October 2003



Patient Health Questionnaire

Managexs Physical Natwork

MPN Usa Only rev 5758

Patient Hame Date

1. Whesn oid your symptoms start: Describe your symptams and frow they began:

2. How often do you experience your sympioms?  Indicate where you have pain or other symptoms
& Constantly {76-100% of the day) '

~~~~~~

£

¢ i
@ Frogquently (51-75% of the day) LA
® Occasionally (26-50% of the day) e
@ Intermitiently {0-25% of the day) /‘
i
3. What describes the nature of your symptoms? ,: ;;;/;J
@ Sharp @ Shooting AN
[
@& Dull ache ® Burning 5%&3'\1 i
& MNumb ® Tingling E !
4. How are your symptoms changing? / /
@ Getting Better L
@ Not Changing N
@ Geting Worse o o
MNone Unbegarable
5. How bad are your symptoms at their: aworst, & Q@ & 0@ % & @ ® ® ®
b.best: ® © © © & & ® © ® @ ®
6. How do your symptoms affect your ability to perform dafly activities?
@ @ @ @& @ & ® @ & @ ©
No complainis Mitd, forgofien Moderale, interferes Limiling, prevents intense, preocoupied Savers, no
with activity with activity full wtivity with seeking relief activity possibie
7. What activities make your sympltoms worse:
8. What activities make your symptoms better;
9, Who have you seen for your symptoms? @ No One @ Medical Doctor ® Other
@ Cther Chiropracior @ Physical Therapist
a. When and what freatment?
b. What tests have you had for vour symptoms @ Xrays dater_, . @ CT Scan date: S
and when were they performed? .
vere ey e @ MRl date_ __ ®other agmer_
10. Have you had similar symptoms in the past?  OYes @ No
a. If you have received freatment in the past for @ This Office @& Medical Dactor & Othar
the same or similar symptoms, who did you s2e? & Qther Chiropractor @ Fhysical Therapist
; : @ Professicnal/Executive @ Laborer & Retired
11. What is your gcocupation?
your oceup 2 White Collar/Secretarial & Homemaker & Other
@ Tradesperson ® FT Student
a. If you are not retired, a homemaker, or a @& Eul-bme @ Self-employad & Off wark
student, what is your current work status? @ Part-time @ Unemployed ® Other
12. What do you hope to get from your visit/freatment (sefect all that apply): : _
@ Reduce symptoms & Explanation of conditionftreatment @ How to prevent this from occurring again

@ Resuma/increase activily @ Learn how to take care of this on my own &

Fatient Signature Date I




Patient Health Questionnaire - pane 2

Fatient Name

What tvpe of regular exercise do you perform?

Managed Physical Metwark

What is your height and welght?

O None

Height

Date

@ Light

MEN Lag Oniy me 5795

[RE——

3 Moderate

@ Sronyous

For each of the conditions listed befow, place a check in the Past column if you have had the condition in the past.
if you presently have a condition listed below, place a check in the Presen: column.

Fast

Fragent

) Headachas

O Neck Pain

0 Upper Back Pain
T Mid Back Pain
3 Low Back Pain

5 Shoulder Pain

O Elbow/Upper Arm Pain
£ Wrist Pain

= Hang Pain

Zr HipfUpper Leg Pain
O Kneellowsr Leg Pain
O Anxie/Foot Paln

I3

O Jaw Pain

O Joint Swelling/Stifness
0 Arthritis
O Rheumatoid Arthritis

O General Fatigue

< Museuiar Incoordination
O Visuat Disturbances

O Dizziness

Past

H

Fregent

T High Blood Prassure
O Heart Attack

O Chest Pains

O Biroke

O Angina

: Kidney Stones

O Kidney Disorders

< Bladder Infaction
 Painful Uringtion

T Loss of Biadder Control
T Prostate Problems

{3 Abnormal Weight Gainfloss
O Loss of Appetite

3 Abdamina! Pain

& Ulcer

i Hepatills

O Liver/Gall Bladder Disordar
& Cancer

O Turnor

3 Agthma

< Chronic Sinusilis

Indicate If an immediate family member has had any of the following:

O Bheumatoid Arthritis

Oy Meart Problems

O Diabetes O Cancer

P

i

W

R

OO

st Presamnt

Dighetes
Excessive Thirst
Frequent Urination

Smekingflise Tobacen Products
Drug/Alcohal Dapendence

Altergles
Pepression

2 Systemic Lupus

o Epiepsy

© Dermatitis/EczemaRash
o HIVIAIDS

Females Only

O Birth Control Pills

O Hormonal Replacement
O Pregnancy

i

Qther Health Problems/issues

o~
L
oy
i

)

A

> Lupus &

S
{0

P

[

List sl prescription and over-the-counter medications, and nutritional/heral supplements you are taking:

List all the surgical procedures you have had and fimes you have been hospitalized:

Patient Signaturs Date
| Provider's Additional Comments
Doctors Signature Dafe




Back Index

Munaged Physical Nabaom

Patient Name

PN Use Dnly rav 5755

Date e

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in ons
section apply, please mark the one statement that most closely describes your problam.

Fain Intensity

' The pain comes and gues and is very mid,

G The pain is mild and does not vary much,

) The pain comes and goes and is modsrate,

) The pain is mederate snd does rot vary mugh,
Thz pain comes and goes and is vary severe.

The pain is very severe and does fol vary mugh.

5] >

GCRORE:

Sleeping

P

@ | geine painin bed.

W §gelpain in bed Dut 2 does not pravent me from sieeping wet.
2) Because of pain my nermal sieep is reduced by iess han 25%.
@

{E¥)

Because of pain my normal sleep is redused by less han
@ Because of pain my normal sleen |5 reduced by iess than 75%,

=

= Paln prevents me from sieeping at all

o
Faa)

Sitting

@ 1 can sitin any chair as long a3 | ke,

Y

{0 Ican only sitin my favorite chair as long as | ke,

2 Pain prevents me from siting more than 1 howr,

3 Pain prevents me fom siting mare han 42 hour,
& Pain prevents me from sitting more than 10 minutes.

&

St aviid sitfing Decauss i ncreases pain irnmediately.

Standing
@ !canstand as long as | want without pair,
O tnave some pain while stending but it does not increase with Bme.
@ teannot stand for tanger than 1 hour witheut increasing pain.

) & I ¥ R

@ leannot stand for fonger than 172 hour without increasing pain.
@ 1 canndl stand for Jonger than 10 minutes withoul ncreasing pain.
& sdi

alely.

¥

{ aviid standing because i increases pain iy

Walking

@ thava no nain whils waiking.

) Ihave some pain white walking but it dossnt increase with distance.
(2 tcanaot walk more than 1 mile without increasing pain.

& leannct walk more than 12 mile without increasing pain,

@ teaanol walk more than 14 mile withaut increasing paln,
@ Learnot waik at ail without increasing pain.

Personal Care

© 1do not have to change my way of washing of dressing in order to avaid gain.

@ & 4o not rormaly chiangs my way of washing of dressing aven though it causes some LEin.
@ Washing and dressing increases tha pain but | manage nat to change my way of daing it

@ Washing and drassing increases the pair and | find it necessary to change my way of doing it
@ Because of the pan | am unable to do some washing and dressing without hefp,

& Because of the pain | am urable to do any washing and dressing withad hei,

Lifting

@ leanlift heavy weights withoul extra pain,

feaniift haavy weights but i causes extra pain.

Fain preveats me from iifing heavy weights off the foor

Fain pravents me from [fting heavy weights off the floor, but t can manage
i they are converiendy posifoned {e.q., on 2 tabig)

» Pain prevents mé from Hiing neavy waights off the floor, but [ can manage
light o medium weights if they ase converigntly positicned,

i can oniy 4t very fight weights,

&

&

Traveling

@ Igetno painwhie travefing,

D 1 get some pain wiite traveling but none of my usual forms of iravel make i worse,

@ ¥ get extra pain while traveling but it doss not cause me to sesk atiemate forms of [rave.
@ Igetentra pain while Iraveling which causes me fo seek alternate forms of iravel,

(@ Pain estricts all forms of teavel sxcept thal done while lying down,

(& Pain resiricts ail fomns of fravel,

Social Life
@ My sociat ke s normal and gives me no exira pain,
@ My sacial Bl is nomnsl but increases e degree of pain.
2 Pain has no significant affect an my social ffe apart from imiting iy mare
energetic interesis {a.g., dancing, elg).
@ Fain has resticied my social fife and | éo not go oul very often.
¥
@& Pain has resticied my sociat fife to my home.
(2 Lhave hasdly any secial a becavse of the paia,

Changing degree of pain

My pain is rapidly gatting Detter.

My pain fuctiates bt overall is definifely geiting belier,

My pain seems 1o be getting betier but improvement is slow.
My pain {5 neither geiting better or worse.

¢ My pain is gradually worsening.

My pain is rapidly worsening.

GRe08
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