Hamilton Health Associates
6531 Winford Avenue
(513) 863-2273 (p) ~ (513) 863-6022(f)

Referred By: Date:

Patients Name: - Chief Complaint:

Address: - IHome Phone:

City: ' Zip: Cell Phone: Carrier -
S.S#: ' ' Email:

Date of Birth: : Marital Status: M S W D

Qcenpation: Employer:

Address of Insured (f different than above):

~ Are your present systems or condition related to, or the result of an Auto Collision, Work-Related Injury or Other

Personal Injury? (Someone clse might be responsible for payment)  Yes _ No
fns, Company: Ins. Phone #:

- Group #:

Name of Policy Holder: Policy Holder DOB:
Policy Holders Employer:

Family Physician: ‘ : (May we send your heallh information to this provider? Y / N)

Person ta contact in case of emergency: Name Phone #

" Have you ever been under Chiropiactic Care? Y / N 1f so, Who?

Have you had any SPINAL X-RAYS/MRY’s / CT’s taken in the last year? Y / N If Yes, Where?

Whiat operations have you had? When?
Seriouns Iness: When?
Infectious Diseases: ‘ ‘ ' _ When?
Do you have a pace maker? Y / N Have you ever had any Hip or Knee Replacements Y / N

‘What medications or drugs are yon taking?

Known drug ailergies?

Preferred Pharmacy? - '
LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS

Tn considering the amount of medical expenses to be incurred, 1, the wndersigned, have insurance mid/or employee health care benefils covernge with the above
captioned, and hereby assign at olinic’s request, and convey directly to Hapyiton Itenlih Assoclotes all medical benefits and/or insyrance reimbursement, if any, otherwise
payable to me for serviees rendered from such doctor and ctinic. 1 onderstand fliat T fnancially responsible for alf charges regardless of any applicable insurance or benefit
pryments, 1 herchy autharize the doctor to relense uff medicnl information necessary to proeess this claim. T hereby authorize any plan administrator o fiducinry, fnsirer and my
altomey (o refease to such doctor ad chinic any and atl plan documents, insurance policy mdVor setilement inforimation upon wrillen request from such doclor and elinic in
order fo claim snch medical kenefils, reimbursemient vr suy applicable remedies. -1 hereby authorize the doclor to rolease nny and il medicnt information to other healiheare
providers invalved in my care including but not limited to my primary care physician, [ anthorize the use of (s signatire on atl my insurimee andfor employee health benefits
claim submissions. : ‘

1 hereby convey to the above named doctor and ctinie to the fill extent permissible under the tww nad under e any applicable insurance poficies andor employes
liealth care plan any claim, choso in action, or other right [ may have lo such insurance andior employee health care benefits covernge winder any applicable insuance pelicies
nnd/or employce health care plan with respect to medicnl expenses incierred as a result of the medical sorvices ! received from e above named doctor and clinic and (o i
cxtent permissible under the law to claim such medical benefits, insurance reimbursement and any applicable remedies. Furihes, in response lo any reasonabile request for
cooperation, T agree to cooperate with such doctor and clindc in any attempts by such doctor ard clinic to pursue such clain, ¢hose in netion or right ngninst my insurers nndfor
employee health ¢are plan, including, if necessary, bring suit witl such doctor and clinic against such instrers and/or employee henlth ¢are plan in my name hut af such doctor
amt clinic’s expenses. , :

This assignment will remnin in effect until revoked by me in writing, A photocopy of fhis assipnment is to be considered as valid as the original, I have read and
fully understand this agreement. . .

X

Signature of Insured / Goardian Date




.  INSURANCE :
| authorlze my Insurance company to pay by check made out to Hamilton Health Associates and mail
directly to 6531 Winford Avenue, Hamilton, Ohlo 45011, | also authorize the release of any
information pertinent to my case to any insurance company, adjuster, or attorney involved. in this .,
claim. '
"Policy Holder or Clalmant Signature
Policy Holder Social Security Number _

WORKER’S COMPENSATION _
I authorize my MCO to pay hy check made out to Hamiltoh Health Associates and mail directly to
6531 Winford Avenue, Hamilton, Ohio 45011. 1 also authorize the release of any information
pertinent to my case to any Insurance company, adjuster, or attorney involved in this claim. Should |
elect to settle my claim either fully or in part and the settlement does not include Hamilton Health -
Associates, | agree to pay for all unpaid services rendered by Hamilton Health Associates. '
Patient Signature . ‘

PERSONAL INJURY - :
| authorize my Atterney or Car Insurance Company to pay hy check made out to Hamilton Health
Assoclates and mail directly to 6531 Winford Avenue, Hamilton, Ohio 45011, 1 also authorize the
release of any information pertinent to my case to any.insurance company, adjuster, or attorney
involved In this claim. Mamilton Health Associates will accept up to $5000.00 of liability on my
personal injury case, any amount beyond that will need to be pald for by my medical insurance or
cash at the time of service. Should | elect to settle my claim either fuily or in part and the sattlement
does not Include Hamilton Health Associates, | agree to pay for all unpaid services rendered hy
Hamilton Health Associates. '
Patient Signature

CONSENT TO TREAT A MINOR L
I L , . glve my permission for the physician and appolinted
staff  to  render services -and treatment to.
~ Parent/Guardian Signature ' :
" Relationship to Minor =

| | : AUTHORIZATION TO TREAT -
I, the undersigned patient, hereby authorize the physiclan and appointed staff to render medical .
services and treatment to myself. | also agree that all providers that [ am treating with at this office
have my permission to share my medical information with éach other if deemed medically necessary
when | am recéiving treatment from multiple providers at this office. :
Patient Signature . e - SR

. ‘ FINANCIAL RESPONSIBILITY _ :

| understand and agree that { am responsible for all financial obligations for all services for the above
patient account. | further understand that there Is a fee of $25-3125 for missed appointments for ail -
providers that | am treating with If a 24 hour notice is not given. | also agree that there will be a $25-
$50 fee for any returned checks, ' '
Patient/Guardian Signature




 PRACTICR'S REQUIREMENTS

The Pragtice:

a)
b

.. )
Cd)

©)
0

 This Notico is in effect ng of 04/05/2003,

Is required by federal law to maintain the privacy of your PHI and to provide yoy
with this Privacy Notice detaifing the Pinetice’s lepal dutios and privacy practices
with respeot to your PHL. = - . S . o

Under the Privacy Rule, mny be requited by State law to prant grealer access or
maintain pgreater resttictions on he wise or rolease of you PHY fhan that which is

- provided for under federal lyw.

Is required to abide by the terms of this Privacy Notice. _ '

Reserves fhe right to chiange the terms of ihis Privacy Notice and to make tho newy -
Privacy Notice provisiong effeclive for your entire PHI that it maintaing,
Will distribute any revised Privacy Notice to you prior to implementation,
Will not véetalinte againgt you for filing a complaint, .

EFFLCTIVE DATE

PATIENT ACKNOWLEDGEMENT

By subscribing my name below, I acknowledpe receipt of a copy of this Notice, and my
niderstanding and my agreement (o ifs termg, B R

~ Patient Name
. T . -
. . Date -




Nofice of Finaneial Policy

Please carefully review the following polteles regarding our financial practices pertaining to the collection of payment for the .
services provided at owr office. Although' we make ovory altenipt foprovide yon with accurate Information regarding your

inswance benefits and covérage for all our services, we CAN NOT GUARANTEE your benefits will provide coverngo for all of - -

our services, You insurance is a contract bebyeen you, your smployer, and the ingurance company; we are not a party to .
that confrnct, Wo must empliasize as health- enve providers, owr velntlonship s with You and uof your insurines .
campany. We asle that you also become familiar with your insurance policy by calling the Member Services thone wnuber -
lacated on your insuiance card ot by logglng in to your insurance company's website, L

‘ 'MEDI{;‘ARE: Medicare provides chiroprgictic'coverage for SPINAL, ADJUSTMENTS ONLY., Xul'nysfi'im;m!thenﬁpies
ate not.coveted and will be a soprate charge. Medleare patients will be tequited to sigh an Advanced Beneficiary Notice
(ABN). This form will explain which services Medicare may not eover and {hat you mny be responsible for those charges,

" ABN (Advanced Beneficiaiy Notice) Signed Yes €1 No £l

_.___MEDICAID: Wo nccept CARBSOURCE, Caresourea provides chifapeactic coverage for SPINAL ADJUSTMENTS -
AND X-RAYS ONLY: Examftheraples ate not covered arid will bo a separate chatge Cacesource aflows 15 “chiropraétic

treatmenis per calendar year for apes 21 and ovet, for ages 0-20 thay cover 30 visits, Pnyment for any additional lreaiment will

be the patient’s responsibility,

- WORKER'S COMPENSATION: We are 4 certified Ohio Worker's Comlpcnsmlnn provider, Only acfive, allowed
~claims are eligible for ireafment athorization requests. ALL TREATMENT MUST DR PRE-APPRROVED, If ¢laim. is
- Inactive, payment Is tequired at the lme of service, ' S : ) ' :

AUTO ACCIDENTS/PERSONAY, INTURY: If you have been involved in an auta nccident we will bl trentment for
your injurlés fo- YOUR AUTO INSURANCE, If-you-have comprehiensive coverngs (not just labitity) you have “medpay”
coverage. We will need 1o verify how much medpay coverage is available. If you were not {he at-Tault party your insurance
company will fecover any mouey pald from the at-fault pacty’s- insucance company. We will honor & LETTER OF
PROTECTION from your attorney; (his is required prior [o {reabinent, Any repotls required will be the palisnt’s responsibility,

GENERAL YEALTIX INSURANCE: ‘Wa.ate IN netwarks with the Tollowing wajor health lisurance providers: .
Anthem BC/BS, Medical Motin! of Ohio, Aelna, Clgna, United Henllh Cave. Also, please be aware of any deductibles and co. -
insurance that you may owe. Chiropractle services are typlcally reimbuised as a SPECIALIST or PHYSICAL THERAPY. -
Therefore, your co-pay may only apply to the initial offics vistt, Co-ibsurance and deduelibles are caloulated by your lnsurance -
company and teported to us on your explanation of benefits, Otics we are notified, we will add.-the appropriate charge to your -
account ‘wd send you A statement, payable upon recelpt, - Some beneflis are not covered by insweanee and will be patients
responsibility, .. . ' ‘ : S K A .

' NO COVERAGE/SELY PAY: We do not have altarpative payment options i you do not liave inaurance that provides
. chiropractic benefits or if you have no fnsyrance al all, We will customize a cash payment plan based on your - individual o
- Treatment plans. Pro-pay, Monthly, of Pay as you Go nre available based on your needs and frequency of care, T T

- Minssage Therapy Services, Ol‘ﬂloiics;'Splnal Suppm-ﬁ, Pillows, Refall Gauods, mul.n]l':'uher umn-physlcjninwprovided S

services are NOT BILLED 'TO Y QUR INSURANCE sind paynient is requited ai the timo of service/purchnse .

. Please remember your ovefall health needs ate our NUMBER ONE priorliy hera, We will not furn you away because you are
underinstred o uninsured, We understand financial stialvs and whl be respectful of yout. decisions to alier your recommended
_ troatment plans to acémmnodate_yom‘ payment responsibilities, L N o ‘ -

By signing balow T gcknowledge thét_i have read.and understand the Financial I{olicigs' of this offlce and that T um responsible
for avranglng payment of alt aervices provided 1o me pt this office, SN - PR S

PﬁliéntSigng'mrav(qrPm'eﬂt0F1_\(ﬁnbr) ‘ L I Daté




‘Hamilton Health Associates
_ 6531 Winford Avenue ‘
(518) 863-2273 (15) ~ (513)- 063-6022(F

- . Paticnt Name: . LSS : o . Date: .

) Terms of Acceptance, -

The goal of our offiea is (o enable pallents to gain conteol of theit health, Yo attain this we believe commbnication is he key,” There e

- often topics that ave hard to understand and we hope lhis document will olarify those issues for you,

"Plonsa read tho befow and if you have any questions plonge feel fiee to ask one of nlﬁ'_ﬁnff memb_érs—.

. Informed. Congent;

~A patient, in coming to the. chiropractic doctor, gives the doctor pormission and apthority to care for the patient In accordance with the
chitopractic (ests, diagnosis, nnd analysis. The cliirapractic adjustment or olher cliniesl procedures are wsunily boneficial and seldom eavse,
any ptobléms.. In rare cases, undorlying pliysical defects, deformities or patholopies may vender the patient susceplible to injury, The .
dostor, of comse, will not give any trentment or caro if hefshe is mwire that such cave may be sonlra-indicated. Agaln, it is the -

responsibliity of the patlent to make it known, or to lears through heatlheare procedures what Tio/she.is suffering from; Intent pathological.
defects, illnesses or deformities which would othierwise not come to (he atiention of the chitopracilo physician, The chiropractic doctor -
. provides a specialized, non-duplicating healih core sorvice, Vour doctor of cliropractie is licensed fn a special pracilee and Is available to

work with other types of providers in yonr health care regimon. | undorstand that if I'am accopted as a paticiit by a physician at Hamilton -

- ealih Assoclates, §'am suthorizing thom to proceed with any treatment ihat they deeny necessary. Furthermore, oy visk invalved, -
_ regarding chiropractic treatment, will be explained to me npon my request, e o S Lo
Wouten Only: -

To the best of my knowledge 1 ant / am NOT prognant and (give my pormlssion / o't ghve permission) to x-ray mo for disgnostls hitérpretation,
- {Clrele one above) {Circls ona above) ) .

‘Missed Apjpointments:. _ )
There is a possible fee charged for all nﬁpnintments that ave not cancoled prior to sclieduled visit. -

-Any appoiutment that is not eanceled 24 hours prior lo scheduled ﬂppdinlmcnt_ will bo charged $15,00 - $125.00

Conseunt {o Eyaluate and Ti-ea £ n Minor:

3

understand the above terms of aceeplance and hereby grant permission for my child [o receive care,

L . o beilg the parent or legal guardinu of . ' ., havo read and fally

‘Communications; ~ . o S

i the event that we would need fo commniicate youy henltheare inforugtion; to whont may we do 507

~

Spouse

Chilibren:

Cihers;

Mo one;
. May we leavé m

’

essages regarding yoir personal Lealthcare information on any mi;»,’werihg dovice,
Lo. home snswering muchings or voicemails? Yes [ ] Wol[] -~ ...

May we contact you vinemail? Yes [ No[T . e "

_ Acknowledgement

N

T have vead and ﬁ‘l'l!y understand tlie sbove statements. I have revlewed the notice of privaey practlees (HIPAA) and have been provided an
: .o apporhumity to discuss my right to privacy. Upon request T will be givena copy. )

Priit Name:

Sipnature: . : = . Date:




Date:
Name

Employer at the time of injury: Job Title:

WORKER’S COMPENSATION QUESTIONNAIRE

Name of Attoi‘ney:
DOB:

Work Address City State Zip .
Work Phone #( ) - :
Has your employer been notified? Y/N

MR =

Date of injmy Time of day AM/PM
Have you had recent X-RAY’s or MRI’s? Y/N If yes, where?
Have you been off work? Y/N Dates From: To:
Are you off work now? Y/N Last date worked:
Deseribe the accident:

Where did you feel pain immediately after the accident?

What are your complai'nts!symptoms since the accident?

Were you hospitalized for this injury? Y/N Date(s): Where: __
Any physical complaints/impairments/injuries BEFORE the accident? ¥/N Explain

10.

Have you lost time from work BEFORE? Y/N Explain

I1.

Do any other diseases or accidents affect your employment? Y/N Explain

12,

In your work, do you favor any part of your body? Y/N Lxplain

13.

Do you have a history ol absenteeism caused from accidents on the job? Y/N Explain

14,
15.
16.
B VA

Have you ever had a Worker’s Compensation claim before? Y/N

Are your work activities resteicted as a result of this eurrent aceident? Y/N

Since this injury, are your symptoms: Better  Worse Same

Before this injury, were you capable of working on an equal basis with employees around
your age? Y/N ‘

To the best of my knowledge, the information provided above is true and accurate.

Patient Signature: ____Date:




- BAMILTON HEALTH ASSOCIATES
' 6531 Winford Avenire, Hamilton, Ohio 45011
P.0. Box 13346, Hamilton, Ohio 45013
(513) 863-2273 »'l‘eiephmlé
‘(513) 863-6022 —«I't‘ncsimila' ‘

~ DOCTOR’S LIEN

 Palient:

I do hereby authorize the above doctor o furnish you, my (att01'|1eyfillsu1'hﬁce cattier),
with a full report of his/her case history, examination, diagnosis, treatment and prognosis
-of (myselfimy child) in regard to my (accidentfiliness) «which occurred/began

I'hereby give a lien {o- said doctor on any seltlement, claim judgmént, or verdict as a

. vesnlt- of said accidentfillness, and authorized and direct you, my attorney/insiwance .
~cavier to pay directly- to said, doclor such sums as may he cue and owing him/her for
services rendered to me, and without such sums from such settlement, claim judgment, or -

- verdict as may be necessaty to protect said doctor adequately, .

I fully understand that I am fully responsible to said doctor for all bills sublﬁitted by -

- him/her for services rendered to me, and that this ngreement is made solely for said
doctor’s additional protection: and in contingent uppn settlement, claim, judgment, or
- verdict by which I may eventually recover said fee. .

Date: ' Patienthut_lr(lian:

The undersigned, being attorney of record or authorized representative of the above:

. batlent, does hereby acknowledge receipt of the above sighed: lien, and does agree to
- hanor same to profect said doctor, '

Date: | _' Authorized Porson:

; thice: Plense date, exeente and return u copy of this form to the d'oct{'ir"s olfice at
6531 Winford Avenue, IHamilion, Ohio 45011, or yon may fax this execnted

docment-to the fax nwmber listed above.- Keep a copy for your records.




ASSIGNMENT AND INSTRUCTION FOR. DIRECT PAYMENT TO
HAMILTON HEALTH ASSOCTIATES FOR ‘
WORKER’S COMPENSATION AND ATTORNEY

Patient Name
Employer
Claim#t
SS#

Should T elect to seitle my Worlker’s Compensation claim(s), either Tully or
_in part, and basis of the setilement inchdes consideration of the services
provided by Hamilton Health Associates, and the settlement does not
specifically provide for direct payment to Hamilton Health Associates for all
services and treatment she has rendered on my behalf on my claim(s), agree
that the cost of all unpaid services and treatment rendered by Hamilton
Health Associates on my behalf relative to my claim(s) shall be paid directly
_to me, or my attorney if' Y am represented, fiom my portion of the settlement -
proceeds directly to Hamilton Health Associates. In daddition, T herby
authorize my atforney (if tepresented), to withhold those monies which 1
have agreed to accept as payment in full for any freatment or services
provided by Hamilton Health Associates on my behalf, Finally, T herby
authorize my lepal representative to discuss those portions of my case that
are relevant to assisting my attorney in obtaining payment of all tieatment
and services provided by Hamilton Health Associates on my behalf, '

Forward payments onte; Hamilton Health Associntes
6531 Winford Avenue; Hamilton, Oliio

A'photocop_y of the assighment shall be considered as effsitive and valid as original,

Dated atr county, this - | day of . 20

Signature Claimant ' . Wiiness

 Signature Attorney . S Witness




Flamilton Health Associ'ates
6531 Winford Avenue
(513).863-2273 (p) ~ (513) 863-6022(f)

Info’n’ned Clongent for Pain Pmcedlires

You have a pain pmhlem that Ims not been lcllcved by rowine heﬁhnemq A pr ncﬂlme speeifi cally a1 injection or opey 1tmn, is now o
indicated for further evaluation or trealment of your pain, There is NO guarantee that a procedure will cure your pain, and in_rare

cases, it conid become WORSE, even when the procedure is performed in a technically perfect manner. The degree and duration of

pam refiel vavies from person to person, so after your procedure, we will reevaluate your progress, then determine if further treatment ,
is necessary. Your physician will explain the details of the procedure listed below, Tell the physicians if you are taking any blood.

- thinners, as these can cause excessive bleeding and a procedure should NOT be performed. Alternatives to the proceduve include

- mediéations, phymal{hcmpy, ncupunchue, surgery, efc. Denefits include mcmasedh[cchlmod of cnnectdlagnosm and /ot of decrease

or e!:mmatmu of pain, -

quke are :

"» Incrensed pain and ﬂ"el gic reaction ﬂom local anestheties, iodine, conirast (X-Rny dye), materials contaiming latex, IV aneqthe{m
and/or other medications - -

» Allerpic reaction from steroid; facial flushing, elevation in blood glucose, headache, increased appetite, waight gam, 9we!]mg,
menstrual irregniarities, hoarseness; numlmes‘;, mfecnon abnormal hemtbeats mcleased blood pressure, stroke, heart attack,
insomnia, ect.

.= Infection on skin, tissue, bones, joints, discs, nerves, ligaments, possibly blood stream (Sepsis), brain and spm'tl cord (Meningitis)

may require hospitalization
s Bleading into epidural space (Epuliu'\l Hemamma) and into spmal canal (Spmnl Hematoma) may require surgical lntewentmns such
as an evacvation of blood from epfdul'il space or spinal canal and decompression surgery

& Nerve damage, nerve injury, tissue injury, tissue ddmdt,e, tempmmy and peimanent numbness and/or weakne‘:e, par ﬁlyms spinal -

cord injury, urinaty and/or fecal incontinence
-« Headache (“Spinal headache’ ') may require blood patch {Injecting your own blood into epldun! space) and lmspztallzatlon
* Death

« Trigger Point In]ectmn Penphetal Nerve block, Occtpnal Nerve Bloek: In addition to the above complications, air in lung .

(Pneumothorax) requiving chest tube in hespital, I()C'\l pain from {issne and/or nerve irritation, dimpling of/depression in skin, )
+ Joint injection: In addition o the above complications, injection and fluid collection in the joint(s) may require antibiotic treptment,
fluid aspivation and smglcal interventions. . .

Procedure:

The incidence of serious complications fisted above requiring treatment is low, but it may stilt occur, Your physician believes the
benefits of the procedure outweigh its risks or it would not have been offered to you, and it is yowr decision and right to accept or
.decline to have the procedure done. I have read or had read to me the above information. I UNDERSTAND there are nsks involved
with any spinal pmcedure, t0 mc]ude rare complications; which may not have been specifically mentloned abmre

The risks have been explamed ta my satisfaction and 1 accept them and consent to any pracedure which is pelfbmled by Dr. J, L

. Mattson MurdoclcT herein authorize pi]ys:c:aus nurse practitioners and their associates in Hamilion Health Associates to perform tliis ¥

- pmcedme . . 7 .

I also undenstand lhat one of lhe gneatest risks mvolved wnth pain nmnagement pume(hnes mvolves var mus medlcatmns hken
. allergies and my geneaal medieal condition. I will inform the doctor of any blonrl ﬂnnmng medlcallon taken or any dmngcs in Oﬂlel
medications, allergies, or mediéal condition prlm to any procedure, o

- Patient or his/her legal guardian ' . Daté'

Medical Provider Declaration: T andfor my associate have explained the procedure and the pertinent contents of tius document to the -

patient and have answered all the patient’s questions, To the best of my knowledge, the patient has been adequﬂtely informed and the
patient has cunsented to. the above-described procedure,

J.L, Matison Murdock, DC APRN-CNP, DACRSP " Date




Hamilton Health Associates Height

Name:

6531 Winford Avenue, Hamilton, Ohio Weight
Blood Pressure
CASE HISTORY : - Temperature

1. Cirele the severity (0 = No Pain to 10 = Very Severe Pain) and Frequency of pain (% of the week you experience the pain),

- Condition / Problem Severity Irequency (% of week)
_ Minimal Severe Occasional "~ Constant
a. 012345678910 0 10 _20 30 40 30 60 70_80 90 100
b, - 012345678910 0 10 20 30 40 50 60 70 80 90 100

(Please mark the figures where you experience pain.)

2. Symptoms are worse in the (circle what applies)

-Morning -Increase during the day
: it
-Afternoon -Same all day

-Night -Decrease during the day

Symptom (a.) is: Sharp / Dull / Burning / Aching / Throbbing / Numbness / Tingling / Pins & Needles
Symptom (b} is: Sharp / Dull / Burning / Aching / Throbbing / Numbness / Tingling / Pins & Necdles

When did your symptoms begin (onset date)?

Have you experienced these before?

Do your symptoms radiate?

3
4
5
6. How did your symptoms begin?
7
8
9

Has your condition? Tmproved Gotien Worse Stayed the same since it began
10, Circle the things that make your problems worse: -
Bending - Lying - Walking - Standing - Sitting - Movement - Twisting - Lifting ~ Sleeping

11, Ts there anything you can do to relieve the problems? No Yes Describe:

' If No, what have you tried that didn’t help?

12. Have you heen treated for this before? No Yes How long ago?

13. What treatment did you receive?

14. Results of previous treatment? Good Poor Comments

15. Were you referred to our office by anyone?

16. Ts this condition interfering wilh Work Steep Daily Routine Recreation

17. List any other major injuries you have had, other than those mentioned above:

18. Any other Muscwloskeletal problems? No Yes Neurotogical problems? No Yes

19. List current medications, past surgeries and diagnostic tests

I certify that the above information is accurate to the best of my knowledge.

Patient/Guardian Signature ' - Dale:

Addittonal information ean bo written on back side of sheet.




Pain Disability Index

Name ) ‘ Date_ -

Pain disability index: The rating scales below are demgned to measure {he degtee fo whlc!; aspects of‘ your hfe e dlsuapted by
chronie pain. Tn other words, we would like to know how much pain is preventing you from doing what you would normally do or

. from deing it as well as you normally would. Respond (o each category by indicating the overall zmpact of pain in yom ije not just

wheii the pam is at its worst,

For exach of the seven categm fes of live activity Tisted, please circle the number on the scale that dcscrlbes the level of disability yvou

typically experience. A scoré of 0 means no disability at ali, and a score of 10 ‘;lgnli"es that alt of the activities m which you wuuld -

nmmd!ly be involved have been tota!ly disrapted ot prevented by your p'un

_ I‘mmly f Tome responsibilifies: This categon y refors to acuvmes of the home or family. It includes chores or dunes

performed around the house (eg, yard wonE\) and ennnds of favors for other family members (eg,, dliwng the children to

~ school),

No disability - I 2 3 d S 6, 7 8 9 10 Worst disalﬂi]ity'

Reereation: This category includes hobbies, sports, and other similar leisure time aclivities,

Nbdisability,l 23 4 5 6 7 & 9 10 Worst disability

~ Social actmt} This category refers to aclivities that mvolve participation with friends and acqudlntances othel
; th'm family membeis. It mclude‘; parties, theater, concerts, dinning out, and other social functions,

Nodisability 1.2 3 4 5 67 8 9 1 Worst disability

Occupatwu This category refers to activities that are part of or (]nectly 1eifﬂed to one’s job. This mcludee
nonpaying ]obs as well, such as that of the housewife or volunteer worketr, :

Nodisability 1 . 2 3 4 5 6 7 & 9 10 Worstdisability

.. Sexual behavior: This category refers to the frequency and quality of onie’s sex life.

Né’disability 123 4 5. 6. T & 9. 10 Worst disability

L:fcumpport mhvnty This c-ﬁegm y 1efe1s to basxc hfe—suppmtmg behavnms such as ealing, sIcepmg, and
. blenthmg _ :

Nodi'sahiliiy 123 4 5 6.7 8 910 Worsdisability

Self-Care: This category incIndes activities, wluch involve personal maintenance and mdependem daily living
(g !afcmg a shower, driving, gelting dressed, ete.)

Nodisability 1_.2 3 4 .5 67 __8 9 10 Worstdisability




