Name: Age: Date:
Address:

Residence and mailing City State ZipCode
Snowbird Address } TR
Home Phone = Work Phone Cell Phone
Social Secunty # Male Female  Birthdate
Employer’s Name and Address L0 A
Occupation
Single  Marmmed Divorced  Widowed Spouse’s Name
Number of Children Names of Children

Reason for consulting our office?
Who may we Thank for referring }’G'l.'l 10 our office?
If Minor, name of parent or guardian and S.S. #

Your HEALTH PROFILE

As a ‘_I"ull s;m:tmm Chuupmcuc nfﬁce we fucus on your ability to be healthy. Our goals are, first, to address the 1ssues that brought you
to this office, and second, to offer you the opportunity of improved health potential and wellness services in the future. On a daily basis
we experience physical, chemical and emotional stresses that can accumulate and result in serious loss of health potential. Most times
the effects are gradual: not even felt until they become serious. Answering the following questions will give us a profile of the
specific stresses you have faced in your lifetime, allowing us to berier assess the challenges to your health potential.

Research is showing that many of the heahh challenges that occur later in life have their origins during the developmental years,
some starting at birth. Please answer the following questions to the best of your abiliry.

YoUr CHILDHOOD YEARS
Did vou have any childhood illnesses?

YES NO UNSURE YES NO UNSURE

Was there any prolonged use of
medicine such as antibiotics or

Jil
|
3

Ind you have any serious falls as a child? | b 0an
- ' 9 - He ez L |
Did you play yoath sponts’ o od Did you suffer any other traumas
Did you take / use any drugs? o 00 o (physical or emotional) | [
Did you have any surgery? I e Were you vaccinated? O [
Have you fallen / jumped from a height As a child, were you under regular
over three feet? (ie. crib, bunk bed, trees) E B Chiropractic care? B O 8
Were you involved in any car accidents
as a child? B B SE
COMMENTS: oy
ADU = {18 1O g ’ bt
ADULT - (18 e YES NO
Do / did you smoke? B Do/ did you play any adult sports? i
Do / did you drink alcohol? i Do /did you participate in extreme sports? O O
Have you been in any accidents? El. & On a scale of 1 - 10 describe your stress level:
Have you had any surgery? E R oot Emm.me.}
3 3 ¥ — L Occupational _____
Personal

On a scale of Poor, Good, Excellent describe vour:
Driet Exercise ! Slesp (Gensral Health _




Addressing The Issues That Brought You To The Office

If you have no symptoms or complaints, and are here for wellness services, please check (v') here “Wish
to have Chiropractic Wellness Services” and skip to “Family Health Profile.” Others need to briefly describe
the chief area of complaint, including the effect it has had on your life.

If you are experiencing pain, is it...

(] Sharp L1 Dull [l Comes and goes [ Travels [1 Constant
Since the problem started, it is... [J About the same [] Getting better (1 Getting worse
What makes 1t worse:
Yes, it interferes with: [ Work [ Sleep OWalking [] Sitting [1Hobbies [ Leisure
Other Doctors seen for this problem (please list)

U] Chiropractor

[0 Medical Doctor.

[ Other

Please check (') all symptoms you have ever had, even if they do not seem related to your current problem.

[ Headaches [1Pins and needles in legs [IFainting [ Neck pain
[IPins and Needles in arms [l Loss of smell [IBack Pain [JLoss of Balance
[ ] Dizziness [l Buzzing in Ears [ ] Ringing in Ears [] Nervousness

[ MNumbness in fingers [ Mumbness in toes []Loss of taste [ stomach Upset
[ Fatigne L] Depression [ Irritability [] Tension

[l Sleeping problems [ MNeck stiff []Cold Hands [l Cold feet

[] Diarrhea [] Constipation [l Fever L] Hot Flashes

L] Cold Sweats [ILishts bother eyes [[] Problem Urinating [ Hearthurn

[ 1 Mood swings [] Menstrual Pain [] Menstrual Iregularity [1Ulcers

List any medications vou are taking

Family Health Profile:

At our office we are not only interested in vour health and well-being, but also the health and well-being of vour
family and loved ones. Please mention below any health conditions or concerns you may have about vour:

Children
Spouse
Mother
Father
Brothers
Sisters
Others

Have you ever:

Bought bottled water: O YES O NO
Belonged to a health club: O YES [J NO
Consumed vitamins or supplements: 0YES O NO

The statements made on this form are accurate to the best of my recollection and I agree to allow this office
to examine me for further evaluation: X

Signature Date
& 2000 Chiropractic Leadership Alliance Form WOO01-2 Z &
To regrder, call B0O-285-2001



Patient Pain Diagram

Flezse indicate all area= of pain.
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Neck Index

Patient Name

Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Flease answer every section by marking the one statement that applies to you. If two or more stalements 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 mid at the moment.

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

@ The pain s very severe at the moment.

® The pain s the worst imaginable at the moment

Sleeping

{@ | have no frouble skeeping.

@ My sleep s shohtty disturbed (less than 1 hour sieepless).
@ My sleep s mildly dishwbed (1-2 hours slesphess).

@ My sleep is moderately disturbed (2-3 hours sieepless).
& My sleap s graatly disturbed (35 hours sleepless).

B My sleeg is completaly 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.

@ | can read as much as | want with moderate neck pain.

(D | cannot read as much &5 | want because of moderate neck pain,
@) | can hardy read at & becauss of severs neck pain.

@ | cannot read at all because of reck pain.

Concentration

@ 1 can concentrate fully when | want with no dificulty.

@ 1 can concentrate fully when | want with slight dificulty.
@ | have a fair degree of difficulty concentrating when | want.
@ | have a kot of difficuity concentrating when [ want.

@ | have a great deal of dificulty concentrating when | want.
® | cannot concentrate at al.

Work

@ | can do as much work as | want,

@ | can ooty do my usual work but ne mare,

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

@ | can hardly do any work at all

@ | cannat do any work at ai.

Personal Care

(@ | can ook after mysedf nommally without causing exdra pain.
(D | can look afier myself nomally but & causes exira pain.
@ Itis painful to ook afier mysetf and | am slow and carsful.
@ | nead some help but | manage mast of my personal care.
@ | nesd help every day in most aspects of s=f care.

{8 | do not get dressad, | wash with dificuity and stay in bed,

Lifting

@ | can it heavy weights without extra pain.

@ | can lift heavy weights but it causes exira pain.

@ Pain prevents me from liffing heavy weights off the fioor, but | can menage
if they are conveniently posificned (e.0., on a table).

@ Pan prevents me from lffing heavy weights off the Boor, but | can manage
ght io medium weighis if they are conveniently posisonsd.

@) | can ony fift very ight weights,

B | cannot it or camy anything at all.

Driving

(@ | can drive 7y car without any neck pain.

@ | can drive my car as long as | want with slight neck pain.

@ | can drive my car as long a5 | want with moderate neck pain,

@ | cannot drive my car a5 bong as | want because of moderate neck pain.
@ | can hardly drive at all because of severs neck pain,

® | cannot drive my car af all becavse of neck pain.

Recreation

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

@ | am able to engage in all my usual recreation activities with some neck pain,

@ | am able o engage in most but not all my usual recreation activiles because of neck pain.
(@ | am only abke to engage in a few of my usual recreation activities because of neck pain,
@ | can hardly do any recreafion activiies because of neck pain.

& | cannot do any recreation activities at all

Headaches

@ 1 have no headaches at al.

D | have shght headaches which come nfrequenty.
@ | have moderate hesdaches which come infrequenty.
@ | have moderate headaches which come frequenty.
{@ | hava severs headaches which come frequently.

® | have headaches almost all the time.



Back Index

Patient Name

Date

This questionnaire will give your provider inforrmation about how your back condition affects your everyday life.
Flease 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 staternent that most closely describes your problem.

Pain Intensity

@ mmhhmnﬁm:lgnesam"ﬁ-mnﬁ.

@ The pain is mikd and does not vary much.

@ The pain comes and goes and is moderate.

@ The pain is moderate and does net vary much.
@ The pain comes and goes and is very severe.
& The pain is very severs and does nol vary much.

Sleeping

@ | get no pain in bed.

@ 1 get pain in bed but & does not prevent me from sleeping well
@ Because of pain my normmal slesp s reduced by less than 25%.
@ Because of pain my normal skeep is reduced by less than 50%.
@ Because of pain my nommal sieen i reduced by less than 75%.
& Pain prevenis me from sleeping at all,

Sitting

@ | can sit inany chair a5 long as | ke,

@ | can only sit in my favorite char as long as | Be.
@ Pain prevents me from sitting more than 1 hour.
@& Pain prevents me from satiing more than 172 hour.
@ Pain prevents me from siting more than 10 minutes.
@ | avoid sitting becauss it increases pain immediataly,

Standing

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

@ 1 have some pain while standing but it does nof increase with fime.
@ | cannot siand for longer than 1 hour without increasing pain,

@ | cznnal stand for longer than 1/2 hour without increasing pain.
@ | cannot stand for longer than 10 minuies without increzsing pain.
® | avoid standing because it increases pain immediately,

Walking

@ | have no pain while walking

@ | have some pain while walking but it doesn't increase with distance.
@ | cannot walk more than 1 mike without increasing pain

@ | cannol walk more than 1/2 mike without increasing pain.

| cannot walk more than 1/4 mile without increasing pain.

& | cannot walk & all without increasing pain,

Personal Care

@ | do not have to change mry way of washing or dressing in order 0 avoid pain.

(@ | do not normally changs my way of washing or dressing even though it causes some pain.
@ Washing and dressing increases the pain but | manage nol 1o 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 unabie to do any washing and dressing without help.

Lifting

@ | can it heavy weighis without extra pain,

(@ | can it heavy weighis but it causes exira pain.

@ Pain prevenis me from lifting heavy weights off the fioor.

@ Pain prevents me from lifting heavy wesghts off the floor, but | can manage
if ihey are conveniantly posilionad (e.0., on a tabke).

@ Pam prevents me from ifting heavy weights off the floor, but | can manage
ight i medsum weights if they are cpnvenientty positioned

@ | can only ift very ight weights.

Traveling

@ | gat no pain whiks raveiing.

(D | et some pain while raveling bt none of my usual forms of travel make i worse.

@ | get extra pain while kraveling but it does nof cause me io seek aliemate forms of fravel.
@ | gel extra pain while traveling which causes me o seek altemate forms of revel,

@ Pain restricts all forms of travel except that done while lying down,

® Pain restricts all forms of Tavel.

Social Life

@ My sodal life is normal and gives me no exira pain.

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

@ Pain has no significant affect on my social life apart from limiting my more
energelic interests (e.g., Gancing, eic).

@ Pain has restricied my social fife and | do not go out very often.

@ Pain has resiricied my social Bfe to my home.

& | have hardhy any social life because of the pain,

Changing degree of pain

@ My pain is rapidy getting better.

@ My pain fluctuates but overall is definilely getting better.
@ My pain seems ko be getting better but improvement is siow.
@ My pain is neither getiing betier or worse.

@ My pain is gradually worsening.

@ My pain is rapidly worsening.



Daly Chiropractic & Wellness Center, Inc.
2708 Garden St.
Titusville, FL 32796

Patient Information

Name;

Patient / Doctor Agreement (Please read the following statements, sign and date.)

I hereby authorize the doctor to perform all necessary procedures to complete a thorough examination. I clearly
understand that all services rendered to me will be billed to my Insurance carrier as a courtesy to me. (If
Insurance is applicable) I understand that if no payment has been paid to Daly Chiropractic from my Insurance
carrier, after a reasonable time, that I will be personally responsible for payment. [ also understand that if [
suspend or terminate my care and treatment, any fees for professional services rendered me will be immediately
due and payable.

I understand that Daly Chiropractic will call and venfy my Insurance Benefits, [ understand that the benefits
given to Daly Chiropractic does not guarantee payment of my claim, all claims are paid under the policy terms
and conditions of my contract.

Authorization to Release Medical Records

I authorize the release of any medical records necessary to process my insurance claim and also certify that all
insurance information given is correct and complete.

Request for Payment Of Benefits to Provider Of Care

I hereby authorize the Insurance Company/Insurance Administrator to
pay by check and for it to be mailed directly to: Daly Chiropractic the expense benefits allowable and otherwise

payable to me under my current policy as payment toward the total charges for professional services rendered. 1
have agreed to pay, in a current manner, any balance of said applicable charges.

Privacy Policy

[ hereby acknowledge that [ have received a copy of Daly Chiropractic’s privacy policy.

I hereby acknowledge that I have read and understood all of the above statements.

Signature: Date:




Consent to Release Information

Name: Date of Birth:

I, the undersigned, hereby authorize Daly Chiropractic & Wellness, Inc. to release
medical information concerning the above named patient to:

Name: Relationship:
Name: Relationship:
Name: Relationship: »

Permission for personal contact: (please circle)

You may/may not call me at home or cell phone.
You may / may not call me at work.
You may / may not leave a message on my home/work/cell phone recorder.

You may / may not contact me by mail (This would include such items as appointment
reminders, thank you cards etc., - not billing statements.)

I understand that I may revoke this consent at any time by sending a written notice to the
office.

I understand that any release which was made prior to my revocation in compliance with
this authorization shall not constitute a breach of my rights to confidentiality.

Signature of patient or legal guardian: Date:

Relationship (if not patient):




F

Daly Chiropractic & Wellness Center,inc.
Privacy policy

THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS
TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

In the course of your care as a patient at
Daly Chiropractic & Wellness Center,
Inc., we may use or disclose personal
and health related information about you
in the following ways:

*Your personal health information,
including of your clinical records,
may be disclosed to another health
care provider or hospital if it is
necessary to refer you for further
diagnosis, assessment or treatment.
*Your health care records as well as
your billing records may be disclosed
to another party, such as an
insurance carrier, an HMO, a PPO,
or your employer, if they are or may
responsible for the payment of your
services.

*Your name, address, phone
number, and your health care
records may be used to contact you
regarding appointment reminders,
information about alternatives to your
present care, or other healthrelated
information that may be of interest to
you.

If you are not at home to receive an
appointment reminder, a message may be
left on your answering machine. Further,
you have the right to inspect or obtain a
copy of the information we will use for these
purposes. You also have the right to refuse
to provide authorization for this office to
contact you regarding these matters. If you
do not provide us with this authorization it
will not affect the care provide to you or the
reimbursement avenues associated with your
care.

Under federal law, we are also permitted
or required to use or disclose your
health information without your consent
or authorization in these following
circumstances:

*If we are providing health care
services to you based on the aders
of another health care provider.

*If we provide health care services to
you in an emergency.

*If we are required by law to provide
care to you and we are unable to
obtain your consent after attempting
to do so.

*If there are substantial barriers to
communicating with you, but in our
professional judgement we believe
that you intend for us to provide
care.

*If we are ordered by the courts or
another appropriate agency

Any use or disclosure of your protected
health information, other than as
outlined above, will only be made upon
your written authorization.

We normally provide information about
your health to you in person at the time
you receive chiropractic care from us.
We may also mail information to you
regarding your health care or about the
status of your account. If you would like
to receive this information at an address
other than your home or, if you would
like the information in a different form



please advise us in writing as to your
preferences.

You have the right to inspect and/or
copy your health information for seven
years from the date that the record was
created or as long as the information
remains in our files. In addition you have
the right to request an amendment to
your health information. Requests to
inspect, copy or amend your health
related information should be provided
to us in writing.

We are required by state and federal
law to maintain the privacy of your
patient file and the health protected
health information therein. We are also
required to provide you with this notice
of our privacy practices with respect to
your health information.

We are further required by law to abide
by the terms of this notice while it is in
effect. We reserve the night to alter or

amend the terms of this privacy notice. If
changes are made to our privacy notice
we will notify you in writing as soon as
possible following the changes. Any
change in our privacy notice will apply
for all of your health information in our
files.

Information that we use or disclose
based on this privacy notice may be
subject to re-disclosure by the person to
whom we provide the information and
may no longer be protected by the
federal privacy rules.

if you have a complaint regarding our
privacy notice, our privacy practices or
any aspect of our privacy activities you
should direct your complaint to:

Dr. Barbara Woo Daly

If you would like further information
about our privacy policies and practices
please contact:

Dr. Barbara Woo Daly

This notice is effective as of January 27, 2003. This nétice, and any alterations or
amendments made hereto will expire seven years after the date upon which the record
was created. My signature acknowledges that | have received a copy of this notice.

Name (Printed please)

Signature Date

If you are a minor, or if you are being represented by another party

Personal | Representative Printed Personal Representative Signature  Date

Description of the authority to act on behalf of the patient.

a2



