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
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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



