Dear Friend:

We would like to welcome you to Total Health Chiropractic Center! Our goal is to
provide you with thorough and efficient service. In order to provide you and our other
patients with the best spinal care, we request that you follow our guidelines regarding
broken and/or cancelled appointments. Please remember that we have reserved
appointment times especially for you. Therefore, we request at least 24 hours notice in
order to reschedule your appointment. This will enable us to offer your cancelled time to
other patients that desire to get their treatment completed. When you cancel your
appointment at the last minute, everyone loses — you, the doctor and other patients that
would like to have utilized your appointment time.

Since our office does not charge for broken or cancelled appointments, please realize how
important it is to keep your reserved time. If you arrive late we cannot guarantee your
appointment. Thank you for your consideration of our policies and for the opportunity to be
your chiropractic office of choice.

We want to thank you for choosing us as your chiropractic health provider. Please remember
to thank the person who referred you to our office.

Yours in Good Health,
The Staff of Total Health Chiropractic Center
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Please allow our staff to photocopy your driver’s license and all available insurance cards.

WELCOME! PLEASE PRINT.
Full Name Gender: M F Home Phone
Address City State Zip
Age Birth Date Marital Status (Circle One): S M W D Sep No. Children
SS# Driver’s License #
Your Employer Your Occupation Years on Job
Employer Address City State Zip
Work Phone Cell Phone

Do you have health insurance where you work? 0 Yes 0O No Plan/Group #

Insurance Company

Name of Spouse, Parent or Guardian Age Birth-Date SS#
Spouse’s Employer Spouse’s Occupation Years on Job
Employer Address City State Zip
Work Phone

Does your spouse have health insurance at work? O Yes ( No Plan/Group #

Insurance Company

How did you find out about our office?

Describe the major complaints that bring you to our office:

Is your condition due to an accident? O Yes 0 No Date of your accident:

I (we) agree to pay for services rendered to the above-mentioned patient as the charge is incurred. 1 (we) understand that health and accident insurance
policies are arrangements between an insurance cartier and myself and that | am personally responsible for payment of any and all services, covered or non-
covered. If the doctor is a contracted provider for my managed care pan, ] understand [ am responsible for all copayments and non-covered services. | also
understand and agree to pay all copays and fees for non-covered services prior to seeing the doctor. | understand that if I terminate my care and treatment,
any fees for professional services rendered me will be immediately due and payable. I understand that unpaid fees for services beyond thirty (30) days are
subject to a 1.5% monthly finance charge (18% annually).

I (we) authorize the doctor and his staff to release any information deemed appropriate concerning my physical condition to any insurance company, claims
adjuster, case nurse, claims reviewer, employer, health care provider or attorney in order to process any claim for reimbursement or charges incurred by me
as a result of professional services rendered and hereby release him/her of an consequences thereof. | agree that a photostatic copy of this agreement shall
serve as the original.

I (we) hereby authorize and direct payment of any medical/chiropractic expense benefits allowable to the doctor as payment toward the total charges for

professional services rendered. This payment will not exceed my indebtedness to the assignee. I agree that a photostatic copy of this agreement shall serve as
the original.

Patient’s Signature Date

Spouse’s or Guardian’s Signature Date

We file your pfihary insurance at no charge to you. Filings for policies in addition to your primary coverage are completed for a fee and as time permits.

Payment Options (Please Indicate): 1 Cash 0 Check 1 MasterCard (1 Visa 0O Discover

© 2004 MPAmedia
Rev. 1/04
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Please answer the questions below concerning your health history. Be sure to list all conditions or symptoms, both
past or present.
An understanding of your health history will help us to determine appropriate care.

FULL NAME DATE

AGE RACE GENDER HEIGHT WEIGHT
Review of Systems
1. Do you have skin, hair or nail problems: OYes WNo
2. Do you have mouth and/or throat problems? OYes UWNo
3. Do you have nose and/or sinus problems? Q Yes QU No
4. Do you have ear problems? QYes QONo
5. Do you have eye problems? OYes (QNo
6. Do you have chest or lung (breathing) problems? 0 Yes 0 No
7. Doyousmoke? OYes {INo Amount per day How Long?
8. Do you have heart and/or blood vessel problems? O Yes 0 No
9. Do you have blood or lymph node problems? QYes ONo
10. Do you have digestive problems? [ Yes QI No
11. Do you have genital problems (e.g. prostate, testicular, vaginal)? O Yes Q No
12. Do you have urinary (including kidney or bladder) problems? OYes QONo
13. Females, have you had menstrual problems? QYes ONo
Have you ever taken birth control pills? OYes ONo For how long?
1s there any chance that you are currently pregnant? QYes UNo
Do you have any breast problems? QYes 0ONo
14. Do you have any nervous system diseases and/or mental health problems? dYes O No
15. Do you have any gland and/or hormone problems? UYes ONo

16. Do you have allergy or immuity problems? Yes O No

17. Do you have any muscle, tendon or ligament problems? QYes QONo

18. Do you have any bone or joint diseases (examples: bone = osteoporosis, joint = arthritis)? U Yes QNo

Past Histo,
19. List any diseases which you have had in the past, including childhood diseases:

20. Tell us if you have ever been diagnosed as having a particular condition such as diabetes, cancer, AIDS, etc.:

21. Have you suffered any physical injuries such as falls or blows, automobile accidents, whiplash, concussion or head
injury, lacerations, sprains, strains, dislocations, broken or cracked bones? a Yes I No

22. List any surgeries you have had (don’t forget appendix, tonsils, ear tubes, wisdom teeth):
Date.
Date
Date,
Date

(OVER PLEASE)

© 2004 MPAmedia
Rev.1/04
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FULL NAME DATE

23. Have you ever been hospitalized for any reason other than surgery? QYes WNo

24. Medications: Please list all medications (prescription & non-prescription) you are currently taking or take on an
occasional basis:

25. Yourdietis: [ Balanced ([ Fair Q Poor QO Excessive £ Restricted
Family History

26. Are there any diseases or conditions that are common among your family members (i.e. inherited diseases or
conditions)? QYes UNo

Social History
27. In what position do you usually sleep, and how well?

28. Do you exercise on a regular basis? QYes UGINo How? -
29. How do you spend your spare time (hobbies, etc)?
30. Doyouuse: (1 Caffiene? [ Tobacco? (O Nicotine? [ Recreational Drugs? QO Alcohol?
31. Please describe your work.
Type: O Professional [ Physical Labor O Driver (O Clerical ( Factory O Homemaker
Physical Demands: 0 Heavy (O Moderate 1 Mild Q) Sedentary
Stress Level: J High (Q Medium O Low
Additional Questions
32. Do you have problems with recurring headaches? QYes QONo
33. Are you losing weight without trying? QUYes QNo
34. Does your pain wake you up at night’;7 OYes 0QINo
35. Have you had a change in bowel or bladder habits? QYes QONo
36. Have you had a sore that doesn’t heal? OYes (QONo
37. Have you recently had any unusual bleeding or discharge? QOYes QNo
38. Do you have a thickening/lump in the breast or elsewhere? OYes No
39. Do you have indigestion or difficulty swallowing? QYes QONo
40. Have you had an obvious change in a wart or mole? QYes (QNo
41. Do you have a nagging cough or hoarseness? QOYes QNo

42. In the space below, please explain or give additional details regarding the information you have given above. Also, if
there is any information about your health history which was not requested, please fill it in below.

43. Please describe your current complaint. In other words, what brought you here?

44, Who is your:
Medical Doctor?
OB/GYN?
Dentist?

© 2004 MPAmedia
Rev.1/04



PAIN DRAWING

Name Date

Mark as follows:
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Neck Index

ACN Group, Inc. Form NI-100

Patient Name

ACN Group, inc. Use Only rev 3/27/2003

Date

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

Pain Intensity

© | have no pain at the moment.

@ The pain is very mild at the moment.

@ The pain comes and goes and is moderate.
® The pain is fairly severe at the moment.

@ The pain is very severe at the moment.

® The pain is the worst imaginable at the moment.

Sleeping

@ | have no trouble sleeping.

@ My sleep is slightly disturbed (less than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless).

@ My sleep is moderately disturbed (2-3 hours sleepless).
@ My sleep is greatly disturbed (3-5 hours sleepless).

® My sleep is completely disturbed (5-7 hours sleepless).

Reading
@ | canread as much as | want with no neck pain.

@ | canread as much as | want with slight neck pain.
@ |canread as much as | want with moderate neck pain.

@ | cannot read as much as | want because of moderate neck pain.

@ | can hardly read at all because of severe neck pain.
® | cannot read at all because of neck pain.

Concentration

@ | can concentrate fully when | want with no difficulty.

@ | can concentrate fully when | want with slight difficulty.

@ | have a fair degree of difficulty concentrating when | want.
@ | have a lot of difficulty concentrating when | want.

@ | have a great deal of difficulty concentrating when | want.
® | cannot concentrate at all.

Work

@© 1can do as much work as | want.

® lcan only do my usual work but no more.

@ 1 can only do most of my usual work but no more.
@ | cannot do my usual work.

@ | can hardly do any work at all.

® | cannot do any work at all.

Personal Care

@ | can look after myself normally without causing extra pain.
@ | can look after myself normally but it causes extra pain.
@ ltis painful to look after myself and | am slow and careful.
@ | need some help but | manage most of my personal care.
@ | need help every day in most aspects of self care.

® |do not get dressed, | wash with difficulty and stay in bed.

Lifting
@ | can lit heavy weights without extra pain.
@ | can lift heavy weights but it causes extra pain.

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

® Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

@ | can only lift very light weights.
® | cannot lift or carry anything at all.

Driving
@© | can drive my car without any neck pain.
® I can drive my car as long as | want with slight neck pain.

@ | can drive my car as long as | want with moderate neck pain.
@ | cannot drive my car as long as | want because of moderate neck pain.
@ | can hardly drive at all because of severe neck pain.

® | cannot drive my car at all because of neck pain.

Recreation

@ | am able to engage in all my recreation activities without neck pain.

@ I am able to engage in all my usual recreation activities with some neck pain.

® | am able to engage in most but not all my usual recreation activities because of neck pain.
@ Iam only able to engage in a few of my usual recreation activities because of neck pain.
@ | can hardly do any recreation activities because of neck pain.

® 1 cannot do any recreation activities at all.

Headaches

© I have no headaches at all.

@ | have slight headaches which come infrequently.

® | have moderate headaches which come infrequently.
@ | have moderate headaches which come frequently.
@ | have severe headaches which come frequently.

® | have headaches almost all the time.
Neck

Index

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 ‘ Score




Back Index

ACN Group, Inc. Form BI-100

Patient Name

ACN Group, inc. Use Only rev 3/27/2003

Date

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 one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@© The pain comes and goes and is very mild.

@ The pain is mild and does not vary much.

@ The pain comes and goes and is moderate.

® The pain is moderate and does not vary much.
@ The pain comes and goes and is very severe.
® The pain is very severe and does not vary much.

Sleeping
© |getno pain in bed.
@ | get pain in bed but it does not prevent me from sleeping well.

@ Because of pain my normal sleep is reduced by less than 25%.
® Because of pain my normal sleep is reduced by less than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.

® Pain prevents me from sleeping at all.

Sitting
@ | can sit in any chair as long as | like.

@ | can only sit in my favorite chair as long as | like.
@ Pain prevents me from sitting more than 1 hour.

@ Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® | avoid sitting because it increases pain immediately.

Standing

@ | canstand as long as | want without pain.

@ | have some pain while standing but it does not increase with time.

@ | cannot stand for longer than 1 hour without increasing pain.
@ | cannot stand for longer than 1/2 hour without increasing pain.

@ | cannot stand for longer than 10 minutes without increasing pain.

® | avoid standing because it increases pain immediately.

Walking

Personal Care

@ 1 do not have to change my way of washing or dressing in order to avoid pain.
@ 1 do not normally change my way of washing or dressing even though it causes some pain.

@ Washing and dressing increases the pain but | manage not to change my way of doing it.
@ Washing and dressing increases the pain and | find it necessary to change my way of doing it.
@ Because of the pain | am unable to do some washing and dressing without help.

® Because of the pain | am unable to do any washing and dressing without help.

Lifting

@© | can lift heavy weights without extra pain.

@ | canlift heavy weights but it causes extra pain.

@ Pain prevents me from lifting heavy weights off the floor.

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

@ Pain prevents me from liting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

® | can only lift very light weights.

Traveling

© 1get no pain while traveling.

@ I get some pain while traveling but none of my usual forms of travel make it worse.

@ | get extra pain while traveling but it does not cause me to seek alternate forms of travel.

@ | get extra pain while traveling which causes me to seek alternate forms of travel.
@ Pain restricts all forms of travel except that done while lying down.

® Pain restricts all forms of travel.

Social Life
@ My social life is normal and gives me no extra pain.

@ My social life is normal but increases the degree of pain.

@ Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

@ Pain has restricted my social life and | do not go out very often.
@ Pain has restricted my social life to my home.
® | have hardly any social life because of the pain.

Changing degree of pain

@ | have no pain while walking. © My pain is rapidly getting better.

@ 1 have some pain while walking but it doesn’t increase with distance. @ My pain fluctuates but overall is definitely getting better.

@ 1 cannot walk more than 1 mile without increasing pain. @ My pain seems to be getting better but improvement is slow.

@ | cannot walk more than 1/2 mile without increasing pain. ® My pain is neither getting better or worse.

@ | cannot walk more than 1/4 mile without increasing pain. @ My pain is gradually worsening.

® | cannot walk at all without increasing pain. ® My pain is rapidly worsening.
Back
Index

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 Score




QUADRUPLE VISUAL ANALOGUE SCALE

Patient Name Date

Please read carefully:
Instructions: Please circle the number that best describes the question being asked.

Note:  If you have more than one complaint, please answer each question for each individual complaint and indicate the score for each
complaint. Please indicate your pain level right now, average pain, and pain at its best and worst.

Example:

Headache Neck Low Back
No pain worst possible pain

0 1 @ 3 4 @ 6 7 @ 9 10

1 — What is your pain RIGHT NOW?

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

2 — What is your TYPICAL or AVERAGE pain?

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

3 — What is your pain level AT ITS BEST (How close to “0” does your pain get at its best)?

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

4 — What is your pain level AT ITS WORST (How close to “10” does your pain get at its worst)?

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

OTHER COMMENTS:

Examiner

Reprinted from Spine, 18, Von Korff M, Deyo RA, Cherkin D, Barlow SF, Back pain in primary care: Outcomes at 1 year, 855-862, 1993, with permission from Elsevier
Science.




