CONFIDENTIAL PATIENT INFORMATION

Nare Sockal Security #

Address CUY e _Sue Zip

Home Telephone Age Birthdae Marisd Starns: M S8 W D
Work Telephons # Children ___ Spoase’s e

Cecupation Your B-mail Address

Name and Address Healih Admanistrator's

of Emplover Nane

HEALTH INFORMATION Po You Suffer From:

Have vou had previous chiropractic care? I Yes [ No YES NO
Man Complaint i"Im‘fjf:‘_Ci{CS Hoou
Oither Complaint Neck Pain [ O
AT LR amnis " [ — pu—

HERAmPRERES T Agm or Shoulder Pain 4 &
Are you pregoam? (5 Yes T3 No Back Pain 3

Are you mking any medicatgon? U} Yes {1 Noo If ves, what? Hip or Leg Pain
Chest Pain
Ahdoming Pan
Sinus Trouble

Sign here w mnborize xoravs and necessary tosts

How long bave vou had this condition?

Have you had similar comditions in the pase? Heart Trouble
Does this condition affect vour family or scotal Bfe? [ Yes T No Palpiration
Circukdory

What ageravates his condition?

High or Low
Bloowd Pressume

Fomale Problems
Prostate Discrder
Kidney Problems
Bladder Problems
Have vou had any surgery, falls or accidems? O Yes [ No Lune or Bronchial
Whena? _ _ Please deseribe Drisorders
Digestive Disorder
{lonstipation
faonse Stool

INSURANCE INFORMATION Lyabetes

Swollen foints

Other Pociors seen for this condidon

Wha hedps vowr symoptoms?

Prage of last phyvsical cxamination

s this condition due 1o

iy ey s — a . iters? — AR EY
Awork-related infury? £ Yes T No An mutomobile accident? T Yes L3 No i{) SUHLIL
H you answer ves 1o elther of the above quesnons, please complete other side of form. Nurnbness
Pro vou have Major Medical Health Tnsurance? 0O Yes 3 No ' Nervousness
{f'g};npﬁny . ['.)t;‘pl‘(?SSiOI}
Mearyara BT s o
Adkdress ) Creneral Fatigue

Morning Fatigae
ATIEmRL

Poor Memory

— Hot Frashes

DHes your INSUrinee Company require
i referral from youir Primary Care Physician?

yes name of PUP Telephone

1 indor
tral I

At O

me in making ml‘ sotion iru'“! hc uranee compaeny and that any

However, | clearly understaa“d anid agres

'»f
wi]l e ;‘.radimcf‘ B> My account On receipt,
that 1 am personaily :esp{m'\;iblc for pavment. [ abso wodes
ered me will be immediately due and payable.

rl
i

rrred W bc pald

siatd that [ suspend or

Lt i services rend orme .

LerTninuie Y Care Oor realyment, ar

Pattent's Signature Trate:

Cruardian or Spotse’s Signature frane:

[eformaticn Tuken By N [Dae:




Complcit only Tor:

JOB INJURY INFORMATION: pae Time

Location oo

Description of aczident

Workman's Compensation Case #

Insurance Company Address

Insurance Company Case 4

Emplover's Name Address

Hospitalized? ___  MName of Hospitgl
Other Doctors seen

X-rays taken

Are you working now?
Tiume lost from work o

{dates)

Complete only for:

ACCIDENT INFORMATIOM: pae Time

How did accident ocewr? 0 Auto Collision {7 Other

Locanon

If auto accident, were you I Peiver ) Passenger 7 Pedestrian
If auto collision, were you struck from i Right Side [ Leaft Side
Bid your car strike the sther(s) involved? 1} Yes I No

Or did the other car strike yours? {7 Yes
As 2 result of the accident, were traffie eitations issued 1o you? 7 Yes {71 Ne
To the driver of the other car? i Yes {1 No

To the driver of your car? 3 Yes [ No

Autg was Parked

List the extent of the injuries 3s you know them

Did you require post-acciden: hospitalization? 3 Yes [ No
Check sympioms you have noticed since accident:

7] Headache :
] Meck Pain

1 Meck S1if

iy Sleeping Problems

,,,,,

¢ Head Seems Too Heavy

Pins and Needles in Arms Ears Ring

Pins and Meedles in Legs i Face Flushed

P Dizziness {71 Light Bother Eyes
Loss of Memory

i1 Hands Cold

[ Stomach Upset

[} Back Pain 1 Numbness in Fingers 1 Buzzing in Ears 1 Constipation
i Mervousness % Numbness in Toes 0 Loss of Balance [0 Cold Sweats
71 Tension T} Shortness of Breath % Fainting 1 Fever

1 freitabibity 7 Fatigue i Loss of Smel] £

Symptoms ather than above

Have you lost any days of work? {3 Yes 0 No Dates:

Insurance Companies involved:

My Company

Company of person responsibie for injuries

Have you been contacted by an insurance adjuster or Company representative regarding this claim?

Do you have an atiorney that has advised you in this care? [ Yes [ Ne

Name

7 Yes 0 No

Address

Telephoan
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Back & MNeclk 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
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Back & MNeclk Center

1789 Route 9 38 South Pearl Street
Clifton Park, New York 12065 P. O. Box 10581
(518) 383-5847 FAX: 383-5848 Albany, New York 12201

(518) 426-1182
Questionnaire For On the Job Or Auto Injury
(Compensation Or No Fault Case)

Name:

Any Time Lost From Work: If So, Dates:

Name of Person to Whom You Reported Your Injury:

Do You Consider Yourself Disabled? Yes No

If Yes, Totally Disabled? Partially Disabled

Please Explain Details if Partially Disabled: (Not able to do regular job duties or work regular hours)

Were You Admitted to a Hospital?  Yes No

If Yes, Give Dates:

Were You Treated by Other Physicians? Yes No

If Yes, Give Names:

Do you have a history or evidence of prior injury, disease, or physical impairment? Yes No

If Yes, Describe:

Do you have other insurance? Yes No (A copy of your insurance card is required)
Company

Address

Please understand that it is the patient’s responsibility to notify this office of any changes in work status and the date you
return to work. Failure to do so could cause delayed insurance payments or total denial of all worker’s compensation claims.

I understand that I am personally responsible for the normal office fee if the compensation or no fault carrier does not honor
my claim.

Signature: Date:

Djd/forms/questionairewc-nf




