SAN ANTONIO FAMILY CHIROPRACTIC

9386 Huebner, Suite 100
San Antonio, TX 78240

Date:
Confidential Patient Information

Patients Name: Chief Complaint:
Address: (street) Phone Home: Work:

(city,state,zip) Cell: Carrier:
Email: SS#
Date of Birth: Age Marital Status: M S W D
Occupation: Employer:
Referred by: Ins. Company:
ID#: Groupf#t: Ins. Phone:
Name of Insured: Insured Date of Birth:
Are your present symptoms or condition related to, or the result of an auto collision, work-related injury or other
personal injury? (Someone else might be responsible for payment?) Yes No

Family Physician: (Note: We may send your health information to this provider)

Person to contact in case of emergency (Name and Phone):

What operations have you had? When?
When?
Serious Illness: When?
Accidents/Injuries: When?
When?
Infectious Diseases: When?
History of Cancer(s): When?
What medications or drugs are you taking? (check those that apply): Pain Killers __ Insulin_____ Cholesterol Meds
Blood Pressure Meds ___ Muscle Relaxers ___ Birth Control _ Other:
Cardiac Devices: Y N Hip/Knee Replacement: 'Y N

LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS

In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance and/or employee health care benefits
coverage with the above captioned, and hereby assign at clinic’s request, and convey directly to San Antonio Family_Chiropractic all medical
benefits and/or insurance reimbursement, if any, otherwise payable to me for services rendered from such doctor and clinic. I understand that I am
financially responsible for all charges regardless of any applicable insurance or benefit payments. I hereby authorize the doctor to release all medical
information necessary to process this claim. I hereby authorize any plan administrator or fiduciary, insurer and my attorney to release to such doctor
and clinic any and all plan documents, insurance policy and/or settlement information upon written request from such doctor and clinic in order to
claim such medical benefits, reimbursement or any applicable remedies. 1 authorize the use of this signature on all my insurance and/or employee
health benefits claim submissions.

[ hereby convey to the above named doctor and clinic to the full extent permissible under the law and under the any applicable insurance
policies and/or employee health care plan any claim, chose in action, or other right | may have to such insurance and/or employee health care
benefits coverage under any applicable insurance policies and/or employee health care plan with respect to medical expenses incurred as a result of
the medical services I received from the above named doctor and clinic and to the extent permissible under the law to claim such medical benefits,
insurance reimbursement and any applicable remedies. Further, in response to any reasonable request for cooperation, I agree to cooperate with
such doctor and clinic in any attempts by such doctor and clinic to pursue such claim, chose in action or right against my insurers and/or employee
health care plan, including, if necessary, bring suit with such doctor and clinic against such insurers and/or employee health care plan in my name
but at such doctor and clinic's expenses.

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

Signature of Insured / Guardian "Date



CASE HISTORY

Name:

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

Condition / Problem Severity Frequency (% of week)
Minimal Severe Occasional Constant
012345678910 0 10 20 30 40 50 60 70 80 90 100
012345678910 0 10 20 30 40 50 60 70 80 90 100
012345678910 0 10 20 30 40 S0 60 70 80 90 100
012345678910 0_10 20 30 40 50 60 70 80 90 100

Please mark the figures where you experience pain,

2. Symptom 1 is: Sharp / Dull / Burning / Aching / Throbbing / Numbness / Tingling / Pins & Needles
3. Symptom 2 is: Sharp / Dull / Burning / Aching / Throbbing / Numbness / Tingling / Pins & Needles
4. When did your symptoms begin?
5. Have you experienced these before?
6. Do you symptoms radiate into your arms or legs
7. Has your condition? Improved _ Gotten Worse __ Stayed the same since its onset -
8. Circle the things that make your problems worse:
Bending - Lying - Walking - Standing - Sitting - Movement - Twisting - Lifting - Cough/Sneeze

9. Is there anything you can do to relieve the problems? No _ Yes ___ Describe:

If No, what have you tried that has not helped?
10. Have you been treated for this before? No ___ Yes _ How long ago?

1. What treatment did you receive?

12, Results of previous treatment? Good Poor _ Comments

13. Is this condition interfering with Work _ Sleep  Dai ly Routine ___ Recreation

14. Approximate date of last Chiropractic treatment?

15. Approximate date of last MD / DO treatment?

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

17. Any other Musculoskeletal problems? No Yes ...Neurological problems? No Yes

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

Patient/Guardian Signature Date:




Neck Index

Form N1-100

Patient Name

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 wors! imaginable at the moment.

Sleeping

@ ! have no trouble sleeping.

@ My sleepis 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 greally disturbed (3-5 hours sleepless).

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

Reading
@ | can read as much as | want with no neck pain.

@ |can read as much as | want with slight neck pain.
@ |canread as much as | wanl with moderale 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 concentrale fully when | want with no difficulty.
@ I can concenlrate fully when | want with slight difficulty.

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

@ I'have alot of difficulty concentrating when | want.
@ | have a greal deal of difficulty concentrating when | want.
® 1 cannot concenlrate at all.,

Work

© 1 can do as much work as | wanl.

@ 1 can only do my usual work bul no more.

@ I 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

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

® | do nol get dressed, | wash with difficulty and stay in bed.

Lifting
@© | canlift heavy weights without extra pain.
@ I 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 posilioned (e.g., on a table).

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

@ | canonly lift very light weights.
® | cannot lift or carry anylhing at all,

Driving

@ | can drive my car without any neck pain.

@ | 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 s | want because of moderate neck pain.
@ | can hardly drive al all because of severe neck pain.

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

Recreation

@ Iam able to engage in all my recrealion activities without neck pain.

@ 1 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.
@ lamonly able to engage in a few of my usual recreation activilies because of neck pain.
@ | can hardly do any recreation activities because of neck pain,

® | cannol do any recreation activities at all.

Headaches

© 1 have no headaches at all.

@ | have slight headaches which come infrequently,

@ Ihave moderate headaches which come infrequently.
@ | have moderate headaches which come frequently.

@ | have severe headaches which come frequently.

® 1 have headaches almost all the time.

Neck
Index
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Back Index

Form BI100

Patient Name

rev 3/27/2003

... Date ..

This questionnaire will give your provider information about how your back condition affects your everydax 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 moderale 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

@ 1getno pain in bed.

@ 1 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
@ | cansitin any chair as long as | like.

@ 1 can only sit in my favorite chair as long as | like.

@ Pain prevents me from sitling more than 1 hour.

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

Standing

@ | can stand as long as | want withoul pain.

@ 1haye some pain while standing but it does not increase with time.

@ | cannol sland 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

@ I 'have no pain while walking.

@ | have some pain while walking but it doesn'l increase with distance.

@ | cannot walk more than 1 mile without increasing pain.
@ | cannot walk more than 1/2 mile without increasing pain,
@ | cannot walk more than 1/4 mile without increasing pain,
® | cannot walk at all without increasing pain.

e e it Y ¢ -3

Personal Care

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

@ |canlift heavy weights withoul extra pain.

@ Ican lift 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 lifling heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

® | can only lift very light weights. '

Traveling

@ 1getno pain while traveling.

@ | 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 allernate forms of travel.
@ | get extra pain while traveling which causes me to seek alternate forms of travel.

@ Pain reslricts 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 bul 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 soclal life because of the,pain.

Changing degree of pain
@ My pain is rapidly getling better.
@ My pain fluctuates bul overall is definitely getting better.
@ My pain seems to be getling belter but improvement is slow.
@ My pain is neither gelling better or worse.
@ My pain is gradually worsening.
® My pain is rapidly worsening.

Back

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



Name: : Today’s Date:

REVIEW OF SYSTEMS

For new patients, established patients who may be having a new problem, or our patients who we
haven't seen for a while, we need to update our records as to your general medical health. In each area,
if you are not having any difficulties, please check “No Problems.” If you are experiencing any of the
symptoms listed, PLEASE CIRCLE THE ONES THAT APPLY, or explain any that may not be listed. If
you have any questions about this, please ask one of the technicians, or your doctor.

Const. (Health in General) () No Problems Lack of energy, unexplained weight gain or
weight loss, loss of appetite, fever, night sweats, pain in jaws when eating, scalp tenderness, prior
diagnosis of cancer. Other:

Ears, Nose, Mouth & Throat (J No Problems Difficulty with hearing, sinus problems, runny
nose, post-nasal drip, ringing in ears, mouth sores, loose teeth, ear pain, nosebleeds, sore throat, facial
pain or numbness. Other:

C-V (Heart & Blood Vessels) O No Problems Irregular heartbeat, racing heart, chest pains,
swelling of feet or legs, pain in legs with walking. Other:

Resp. (Lungs & Breathing) O No Problems Shortness of breath, night sweats, prolonged
cough, wheezing, sputum production, prior tuberculosis, pleurisy, oxygen at home, coughing up blood,
abnormal chest x-ray. Other:

Gl (Stomach & Intestines) U No Problems Heartburn, constipation, intolerance to certain
foods, diarrhea, abdominal pain, difficulty swallowing, nausea, vomiting, blood in stools, unexplained
change in bowel habits, incontinence. Other:

GU (Kidney & Bladder) J No Problems Painful urination, frequent urination, urgency,
prostate problems, bladder problems, impotence. Other:

MS (Muscles, Bones, Joints) (U No Problems Joint pain, aching muscles, shoulder pain,
swelling of joints, joint deformities, back pain. Other:

Integ. (Skin, Hair & Breast) QO No Problems Persistent rash, itching, new skin lesion, change
in existing skin lesion, hair loss or increase, breast changes. Other:

Neurologic (Brain & Nerves) U No Problems Frequent headaches, double vision, weakness,
change in sensation, problems with walking or balance, dizziness, tremor, loss of consciousness,
uncontrolled motions, episodes of visual loss. Other:

Psychiatric (Mood & Thinking) (U No Problems Insomnia, irritability, depression, anxiety,
recurrent bad thoughts, mood swings, hallucinations, compulsions. Other:

Endocrinologic (Glands) O No Problems Intolerance to heat or cold, menstrual
irregularities, frequent hunger/urination/thirst, changes in sex drive. Other:

Hematologic (Blood/Lymph) () No Problems Easy bleeding, easy bruising, anemia, abnormal
blood tests, leukemia, unexplained swollen areas. Other:

Allergic/lmmunologic O No Problems Seasonal allergies, hay fever symptoms, itching,
frequent infections, exposure to HIV. Other:




Name:

Preferred Language?

0
a
a

Race?

O 0Oo0ono0o.

(-

O O

Update Patient Information
We are in the process of updating your records, please answer the following questions:

Date

English

Height:

feet

Spanish Weight: Ibs

Other

Blood Pressure

| do not wish to provide this information.

White Pulse
Black or African American

American Indian or Alaska Native Left
Asian

Native Hawaiian or Other Pacific Islander

Other

Ethnicity?

a
U
|
U

| do not wish to provide this information.
Hispanic or Latino

Non-Hispanic or Non-Latino

Other

Smoking Status?

U
a
|
U

Current every day smoker
Current some day smoker
Former smoker

Never smoker

Do you have any medication allergies?

O
0

No known medication allergies

Yes. Allergy?

inches

Right Arm

Are you currently taking any medications?

0

U

Not currently prescribed any medications

Yes...

Drug mg
Drug mg
Drug mg

Drug mg




