NEW PATIENT QUESTIONNAIRE

Date:

Last Name: First Name:

Street Address: E-mail:
Town, State, Zip:

Home Phone: Cell Phone:
Date of Birth: Marital Status:

Employer Name:

Address:

Occupation:

Work Phone:

How were you referred to our office?

Please provide your insurance card at the front desk

Name of InsuranceCarrier:

Insured’s Name:

Insured’s Date of Birth:

Insured’s Address:

Relationship to Insured: SELF [ ] SPOUSE[ ] CHILD [ ] OTHER:

IIIIIIIIIII-IHFII-IIIIIIIIIIIII.I.ll.l-II-Il..ll..l...-ll....l.!.II'-I'II

Major Complaint and

Comments:




Workers Compensation

Patient Name:

Were you injured on the Job? Yes No Date of Accident

Have you reported this accident to your employer? Yes No

Are you working now? Yes No Dates out of work:

Workman’s Compensation Insurance Carrier Number Ins. Carrier Phone #
Address City State Zip

Policy # Carrier Case # Insurance Representative

How did this accident happen?




Patient Health Questionnaire - PHQ

ACHN Group 7
ACN Use Only rav 9/11/2002

Patient Name Date

1. Describe your symptoms

a. When did your symptoms start?

b. How did your symptoms begin?

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
© Constantly (76-100% of the day) - ""“'
@ Frequently (51-75% of the day) !
@ Occasionally {26-50% of the day)
@ Intermittently (0-25% of the day)

3. What describes the nature of your symptoms?
@ Sharp ® Shooting
@ Dull ache @ Burning
® Numb ® Tingling

4. How are your symptoms changing?
@ Getling Better
@ Not Changing

® Getting Worse S - M

5. During the past 4 weeks: _ Unbearable
a. Indicate the average intensity of your symptoms @ © @ . e 6 @® @ ® &

b. How much has pain interfered with your normal work (inciuding both work outside the home, anc housswork)
@ Not at all @ A little bit @ Moderately @ Quite a bit ® Extremely

6. During the past 4 weeks how much of the time has your condition interfered with your sovial activities?
(like visiting with friends, relatives, etc)

@ All of the time @ Most of the time @ Some of thetime @ Alitle of tte time  ® None of the time

7. ln general would you say your overall realthh right now Js...

@ Excei!ent @ Very Good ® Good @ Fair ® Poor
8. Wha have you seen for yoursymptoms? @ No One @ Medigal Doctor _ ® Other
@ Other Chiropractor @ Physical Therapist

a. What treatment did you receive and when?

b. What tests have you had for your symptoms @ Xrays date:. ' ® CT Scan déte:
-~ Fr » :
and when were they performed? ® MRI  date: @ Other date:
8. Have you had similar symptoms in the past? @ Yes @ No
a. If you have received treatment in the past for @ This Office @ Medical Daoctor ® Other
the same or similar symptoms, who did you see? @ Qther Chiropractor @ Physical Therapist
; @ Professional/Executive @ Laborer @ Retired
?
10. What s your occupation @ White Collar/Secretarial @ Homemaker Other
@ Tradesperson ® FT Student
a. If you are not retired, a homemaker, or a @ Full-time ® Self-emplo/ed ® Off wark
student, what is your current work status? @ Part-ime @ Unemployed ® Other

Patient Signature ‘ Date




Patient Health Questionnaire - page 2 T

Managed Physical Network

MPN Use Only rev 5/7/99

Patient Name Date
What type of regular exercise do you perform? @ None @Light ®Moderate @ Strenuous
What is your height and weight? Height Weight Ibs.

Feet Inches

For each of the conditions listed below, place a check in the Past column if you have had the condition in the past.
if you presently have a condition listed below, place a check in the Present column.

Past Present Past Present Past Present
O O Headaches O O High Blood Pressure o O Diabetes
O O Neck Pain O O Heart Attack O O Excessive Thirst
O O Upper Back Pain C O Chest Pains O O Frequent Urination
O O Mid Back Pain O O Stroke
Q O Low Back Pain o O Angina O O Smoking/Use Tobacco Products
) O O Drug/Alcohoi Dependence

G O Shoulder Pain @ O Kidney Stones
O O Elbow/Upper Arm Pain O O Kidney Disorders o O Allergies
O O Wrist Pain O O Bladder Infection O O Depression
O O Hand Pain @] O Painful Urination O O Systemic Lupus

) i O O Loss of Bladder Control O O Epilepsy
O C Hip/Upper Leg Paln‘ O O Prostate Problems O O Dermatitis/Eczema/Rash
O C Knee/lLower Leg Pain _ ] o O HIV/AIDS
O O Ankle/Foot Pain 9] O Abnormal Weight Gain/Loss
5 LIPS O O Loss of Appetite Females Only

O O Abdominal Pain O O Birth Contro! Pills
O O Joint Swelling/Stiffness @] O Ulcer O O Hormonal Replacement
O O Arthritis O O Hepatitis o O Pregnancy
@) O Rheumatoid Arthritis O O Liver/Gall Bladder Disorder @) O
© O General Fatigue G O Cancer Other Health Problems/Issues
O O Muscular Incoordination G O Tumor O O
O QO Visual Disturbances O O Asthma @, 0
O O Dizziness O O Chronic Sinusitis O O
Indicate if an immediate family member has had any of the following:

O Rheumatoid Arthritis O Heart Problems O Diabetes O Cancer O Lupus @]

List all prescription and over-the-counter medications, and nutritional/herbal supplements you are taking:

List all the surgical procedures you have had and times you have been hospitalized:

Patient Signature Date
Provider's Additional Comitiven

Doctors Signature Date




TERMS OF ACCEPTANCE

When a patient seeks chiropractic heaith care and we accept a pajient for such
care, it is essential for both to be working towards the same objeciive.

Chimpracticihas only one goal. It is important that each patie_nt undersiand the
objective and the method that will be used fo attain it. This will prevent any

confusion or disappointment.

Adjustment: An adjustment is the specific application of forces to facilitate t?”_ie |
body’s correction of vertebral subluxation. Our chiropractic method of correction

is by specific adjustments of the spine.

Health: A state of optimal physical, mental, and social well being, not merely the
absence of infirmity. '

Vertebral Subluxation: A misalignment of one or more of the 24 vertebra in the
spinal column which causes alteration of nerve function and interference io the
transmission of mental impulses in a lessening of the body’s innate ability to
express its maximum health potential.

We do not offer to diagnose or treat any disease or condition other than vertebral
subluxation. However, if during the course of a chiropractic spinal examination,
we encounter non-chiropractic or unusual findings, we will advise you. If you
desire advice, diagnosis or treatment for those findings, we will recommend that
you seek the services of a health care provider that specializes in that area.

Regardless of what the disease is called, we do not offer to treat it. Nor do we
offer advice regarding treatment prescribed by others. OUR ONLY PRACTICE
OBJECTIVE is to eliminate a major interference {o the expression of the body’s
innate wisdom. Our only method is specific adjusting to correct vertebral
subluxations.

L _ have read and fully undersiand the above
statemenis.

All questions regarding the doctor’s objective pertaining to my care in this office
have been answered to my complete satisfaction.

| therefore accept chiropraciic care on this basis.

signature d'ate
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ADVANCED
Physical & Occupational Therapy PLLC.
694 Fort Salonga Rd. (25A)
Suite 2
Northport, New York 11768
Tel: 631-754-3775  Fax: 631-754-3816

PERMISSION FOR 1REAIM N2

ERMISSION FOR TREATMENT

Date:

I hereby authorize Advanced Physical & Occupational Therapy PLLC, or iis
representatives to provide Physical & Occupational Therapy Services. To perform initial
evaluations and administer {reatments including but not limited to electric stimulation,
nltra sound, massage, therapeutic exercises, stretching, etc., to self or my minor child.

(print name)
As may be determined necessary now and on subsequent visits.

Signature - - Print Name:

Relationship:

In Case of Emergency Notify

Name:

Address:

Phone #

Relationship:




