. State Zip Home Phone

Welcome

We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as completely as you can.
If you have questions we’ll be glad to help you. We look forward to working with you in maintaining your health.

Patient Information

Name Soc. Sec. #

Last Name First Name Initial
Address

City State Zip Home Phone

Cell Phone Email

Sex OM OOF Age Birthdate

O Single O Married O Widowed 0O Separated 0O Divorced

. Patient Employed by Occupation
. Business Address Business Phone

‘Business Email

Whgm may we thank for referring you?

Notify in case of emergency Home Phone

Cell Phone Business Phone

Email

Primary Insurance

Person Responsible for Account

y Last Name First Name
Relation to Patient Birthdate Soc. Sec. #

faitial

Address (if different from patient) City

Cell Phone, Email

Person Responsible Employed by Occupation
- Business Address Business Phone

" Business Email

Insurance Company Phone

Insurance Email

Contract # Subscriber #

Name of other dependents under this plan

Reason for Visit

Have you ever seen a chiropractor? O Yes [ No If yes, when and why?

Your reason for this visit:

Please describe your pain and its location:

When did symptoms begin (date)? Have you had similar conditions in the past?

Is pain getting: O Worse [ Better U Same [ Comes and goes How often do you have this pain?

Have you been treated by a medical physician for this condition?

If so, when and where?

-Ac'tivities:-_or movements that are difficult/painful to perform: O Sitting O walking O Bending O Lyingdown [ Llftmg

i T_y_be bf.pain: / O Sharp O Dull O Throbhing O Aching O Burning 0O Tingling
O stiffness O Swelling O Qther

O Numbness

Ij"\b(_:raa"lplin_‘g

Is'pé'in-iri't_erfering with: O Work 0O Sleep 0O Daily Routine [ Recreation

Please complete both sides.




Health History

Please list any medication (including pain killers) you are taking:

Please list any serious injuries you have had in the last 10 years:
Description

' Falls

Head Injuries
. Broken Bones

Dislocations

Surgeries -

p_ihqr Serious Injuries

Women: Are you pregnant? 0¥ O N If so, how far along? Nursing Y ON

Medical Conditions

Check ( v ) yes or no whether you have had or currently have any of the following medical conditions?

Oy ON Heart Attack/Stroke Oy ON Arthritis OY ON Ringing in Ears Oy ON Ulcer/Colitis

Oy ON Congenital Heart Defect Oy ON Frequent Neck Pain Oy ON Severe/ Oy ON Gout

Frequent Headaches
Oy ON Alcohol/Drug Abuse Oy ON Jaw Pain ;s OY ON Numbness, where?

Oy ON Diabetes/Tub losi
Oy ON Fainting/ Oy ON Wrist Pain 1abetes/Tuberculosis - -

Seizures/Epilepsy OYON Shoulder Pain OYON Dizziness Oy ON Tingling, where?

OY ON Shingles SR Rt OY ON Emphysema/Glaucoma

OY ON Psychiatric Problems . Oy ON Kidney Problems OY ON Muscle Spasms,
OY ON Leg Pain

Oy ON Difficulty Breathing 0% ON tower Back Problems DY BN Arifical Bones/joints where?

OY ON Hepatiti OyON ¢
P Oy ON Severe/ ANSEr

OY ON Anemia Frequent Earaches Oy ON HIV Positive/AIDS

Personal Habits

Moderate
Alcohol
Coftee
Tobacco
Drugs
Exercise
Sleep
Appetite

Authorization

I have reviewed the information on this questionnaire and it is accurate to the best of my knowledge. | understand that this information will be
used by the chiropractor to help determine appropriate and healthful chiropractic treatment. If there is any change in my medical status, | will
inform the chiropractor.

| authorize my insurance company to pay to the chiropractor or chiropractic group all insurance benefits otherwise payable to me for services
rendered. | authorize the use of this signature on all insurance submissions.

| authorize the chiropractor to release all information necessary to secure the payment of benefits. | understand that | am financially responsible
for all charges whether or not paid by insurance.

| Signature Date

Payment is due in full at time of treatment, unless prior arrangements have been approved.
@ SmartPractice Ly p s pp #FM-0027R1




Patient Consent Authorization

CONSENT FOR TREATMENT:

I voluntarily consent to the rendering of care, including treatment and performance of
diagnostic procedures. I understand that I am under the care and supervision of the
attending physician/ health care provider and it is the responsibility of the staff to carry
out the instructions of such physician.

ASSIGNMENT OF BENEFITS: I hereby assign payment directly to the physician
accepting this assignment of medical benefits applicable and otherwise payable to me but
not to exceed the physician’s regular charges. I understand that I am financially
responsible for charges not covered by this assignment or for any and all charges that the
insurance carrier declines to pay. It is further agreed that any credit or balance resulting
from payment of insurance or other sources may be applied to any other accounts owed
to said physician/ health care provider by the insured or his/her family.

RELFEASE OF INFORMATION: The physician may disclose all or part of the
patients information to any person or corporation which is or may be liable under contract
to the provider or to the patient or to a family member or employer of the patient for all
part or part of the providers charges, including but not limited to, insurance companies,
workers compensation carrier, welfare funds or the patients employer.

H.M.O. DISCLAIMER: T certify that I am not presently enrolled in any HMO.
Subsequent rejection of a claim as a result of this admission, due to current enrollment in
an HMO plan will constitute responsibility for payment of claim on my part.

MEDICARE PATIENT CERTIFICATION -AUTHORIZATION TO RELEASE
INFORMATION AND PAYMENT REQUEST: I certify that the information given
by me in applying for payment under Title XVIII and / or Title XI of the Social Security
Act, is correct. I authorize any holder of medical or other information about me, to
release to the Social Security Administration or its intermediary carriers, any infozmation
needed for this or related Medicare claim. I request that payment of authorized benefits
be made on my behalf. I assign the benefits payable for physician’s services. I understand
that I am responsible for my health insurance deductibles and coinsurance.

Print patients name Patient signature

For Women Only
By my signature on this form I do hereby state that to the best ok my knowledge, I am not

pregnant, nor is pregnancy suspected or confirmed at this particular time.

Signed




Patient Payment Arrangements

Patient Name: Date:
Treating Specialist:
Walter Tonyes, DC Bryan Weslowski, MA PT
Scotchtown Chiropractic Scotchtown Physical Therapy
633 Route 211 East, Middletown, NY 10941 633 Route 211 East, Middletown, NY 10941

Primary Insurance Company:

*** Please Be Advised: Your insurance company may deny payment for
your care. This also applies to insurances that require authorization or prior
approval for your treatment. There is NO GUARANTEE OF PAYMENT. The
insurance company will make the final determination on your case when the bill
is received and reviewed by them. *****

Payment Arrangements For Services Rendered
Co-payments Daily
Deductible Daily
Cash (no insurance) Daily
Pre-Paid Cash Plan Monthly

Weekly

i

“* Upon completion of the recommended treatment plan, any unpaid balance
will be billed to you on monthly invoices. You agree to —make
regular/consecutive payments. (For any remaining balance up to $100, a
minimum of $25 per month will be due. For balances greater than $100 a
minimum of $50 per month will be due to pay off your bill.) Any account that is
- sent to collections will be subject to that agencies fees.

Financial Arrangements & Hardship Documentation

Comments:

Patient Signature:

Consulting Employee:



WORKER COMPENSATION INFORMATION

Date
PATIENT INFORMATION
Name Birthdate Soc. Sec. #
Address
Telephone Occupation

Employer Name.

Employer Address.

Employer Telephone Injury Verified By (For Office Use)

Contact Person

WORKER COMPENSATION CARRIER (FOR OFFICE USE)

Worker Compensation Carrier

Carrier Address
Carrier Phone Number Coverage Verified by
Adjuster's Name Claim Number

INJURY INFORMATION

Date of Injury Time Oam [OPM

Place of Injury

Accident reported to employer? [JYes [No Name of person you reported accident to

Give full description of how accident happened

Have you lost time from work?  [JYes [JNo How much?

Other doctors seen for this condition:
Doctor's Name Diagnosis
Were X-Rays taken? [JYes [JNo Other Tests? [JYes [No

If yes, by whom? Please list test(s) and result(s)

Any previous Worker Compensation injuries? []Yes [JNo Date(s) of previous injuries

Describe previous Worker Compensation injuries

AUTHORIZATION

| clearly understand and agree that all services rendered to me are charged directly to me and that | am personally responsible for payment in the
event that my claim for Workers Compensation benefits is denied.

Patient's Signature Date

#20141 - Medical Ans Press  1-B00-328-2179



L Clinical

Record ]
Ao B gyetem Patient Health Assessment

Please PRINT or WRITE Clearly

General Information

Patient Name: Date:_
Provider Name: Walter E Tonyes, DC

Primary Care Fhysician’s Name;

PatientSexx M____ F_____ Date of Birth: Social Security #,
Patient Address:

Home Phone: Work Phone:

Patient Employer; Patient Occupation:

Subscriber Name: Relation to Patient:

Subscriber Employer: Subscriber Social Security #___

Referred for Treatment by.

Health Insurance Plan: ; Group #: Memker #:_.

Complaint History

1. Describe your current complaint and how the problem began:

How long have you had this condition? Date of onset:
2. How would you describe pain?

(1 sharp (3 Soreness (3 Throbbing (1 Tingling 3 Dull 0 stiffness

7 Spasm (1 Bumning J Ache O Weakness (I Numbness (1 Shooting

3. How would you rate the intensity of your paln? (Circle the appropriate number)

0 1 2 3 4 5 6 7 8 9 10

(no pain) (moderate pain) (terrible/uniearable pain)

4. How often is the pain present?
(3 Censtant (81-100%) O Frequent (51-80%) 3 Occasional (26-50%) (7 Intermittent {25% or less)

§. Since your problem began is the pain:
O Getting worse (7 Getting better (7 Staying the same

6. How did your problem begin? Explain:

3 An auto accident (J Work related accident O Other type of accident

(1 Gradual (3 Sudden (J No specific reason
7. What makes your problem better? )

1 Nothing 1 Walking O standing (3 Sitting ] Moving around/exercise 3 Lying down O Inactivity
8. What makes your problem worse?

33 Nothing O Walking (7 Standing (3 sitting (J Moving around/exercise O Lying down (3 Inactivity
8. Are you currently taking any medications? O Yes I No

If yes, please describe

10. Were you previously treated for an earlier occurrence of this same condition? (JYes [ No
Ifyes,bywhom? OMD (3 Chiropractor (3 Physical therapist (3 Other

What were the approximate dates, type of treatmert and the results?

11. What Is your physical activity at work?
[ Mostly sitting 1 Light manual fabor 1 Moderate manual labor (1 Heavy manual labor

© Copyright 1999, Alignis, Inc.



Chiropractic Patient Information Form rorm 18
Landmark Healthcare, Inc, 1750 Howe Ave., Suite 300
Sacramento, CA 95825

Practitioner last name
 TONYES

First name

WALTER E

M.l

License #
X-007e54

Phone #
(4S5 592 3224

Fax #

Patient to complete the following sections:

(EHE) 592 IH2E

Patient last name

First name

M., [ Daytime phone

-

Social security number

; ( )
Using a scale in which “0” is none (no
pain or symptoms) and “10” is severe
pain or symptom(s), circle the
Please list your reason(s) for | Date you | number that best reflects your
this visit or your condition(s) | first condition:
in order of iImportance: noticed: | ¥ none..... .to...... severe \V
1 01 2345 678 910
2 01 2345 678 910
3 01 2345 678 9 10
4 01 2345 678 9 10

|

Please check the box below that best
represents how much of the time you feel
pain or ycur symptem(s) for the listed

reason:

Q0-25% Q26-50%
00-25% 026-50%
Q0-25% 026-50%
Q0-25% 026-50%

051-75% 076-100%
Q51-75% 076-100%
051-75% Q76-100%
Q51-75% Q76-100%

For each of the reasons or conditions listed above, please mark how It happened:
1. ODeveloped over time  Qllliness  Qinjury
2. QDeveloped over time  Qllliness  Qinjury
3. UDeveloped over time Qlliness  Qinjury
4. QDeveloped over time Qlliness  Qinjury

OAuto accident QOther
OAuto accident QOther
QAuto accident QOther
QAuto accident Other

Q | don't know
Q I don’t know
Q | don't know
Q | don't know

For each reason listed above, please check If it is better or worse with any of the following:

or pain on the figures
to the right using
the symbol that
best describes
the feeling:

+++ Sharp or stabbing
000 Pins and needles
vwv  Dull or aching
/11 Numbness

HEAT COLD REST ACTIVITY OTHER (please describe on line below)
better worse better worse better worse better worse  better worse
Reason 1 a (] Q Q Q (] Q a Q (A
Reason 2 Q Q Q Q a a a a Qa 18]
Reason 3 a a 0 Qa Q Q Q a Q (A
Reason 4 Q a Q Q a a a a a (2
Please mark the areas of discomfort Please check the box that best describes

whether your pain or symptom(s) limit normal
activities:

Activity
Lifting
Bending
Standing
Walking
Sitting

Climbing stairs

Running

Resting in bed
Intercourse
Computer worlk/typiny)
Normal work
Household activities

- Recreational activitie 3
Other (list below) -

normal

BGDUUBDDDDGDGDE

- somewhat Severely
limited limited

000DDDCOOCOOODD

OopDop0DOoOCO0D0000D0D

a. During what time of the day do you feel worse?

b. Doyousleepwell? [ Yes @No

What are your normal sleeping hours? __

to

-Please Continue on Page 2-



Please continue ...

c. Are you currently under the care of a medical doctor or other type of health care provider for any condition?
Q No Q Yes -> For what condition”?

Name of doctor/provider Phone number

d. Have you ever had an overnight stay in a hospital or a surgical procedure of any kind?
T No QYes Ifyes, please describe each event below:

Event . _Year

Event Year

e. Doyouexercise? QYes U No Ifyes,please describe activity
 How many days a week? How many minutes per session?

Personal history The following lists a variety of conditions that patients may experience. Please read
through the list and check the box next to each condition that applies to you.

Paln in body
(] Neck pain with difficulty swallowing C) Recent progressive muscle weakness or (1 Severe degenerative arthritls
Q) Extreme neck stiffness with pain or shaking Q History of compression fracture
electric shocks in arms or legs when Ll Recent or current fever over 102°F Q) History of heart attack
a Emvlng neck Ll Loss of bowel or bladder control Q History of stroke or aneurysm
bG? Ipaif}]thﬂtd‘ﬂl’;”se"sl with exercise [} Blurred or double vision, dizziness, 0O Past history of cancer or currently
" utis relleved by resting nausea or faintness when neck is In diagnased with cancer
Loss of feeling In.inner thighs ! certain positions O Diabetss with cold, burning or numb feet
0 Back pain with urinary problems Lk Recent major accident such as a fall O Gout :
/pes of pain from height, whiplash or blow to the head aL
-1 Severe pain interrupts sleep - LI Memory loss after injury Q A:iulsosih oDGRIE
O Constant pain that doesn't improve by  Previously diagnosed condition/ WHE RET
changing positions or lying down medical history Q Ir:mun:ahsuppression s;uch a.;s fr?mt
Current conditions CI Congenital bone or joint disorder DERSETG VA, AR SaRnpIats, Sl

1 3 or more months use of steroid medications

O Unable to balance when walking C} Rheumatoid arthritis or intrz venous drugs (past of recent)

{J Recent unexplained weight loss

Family history O Autoimmune disorders Q Cancer Q Heart disease {1 Mental iliness
O Arthritis O Diabetes 0 Kidney disease 0 Seizure disorder

1 certify that the above Information Is true and correct to the best of my knowledge and | hereby consent to the
release of my confidential medical and patient information in the possession of the practitioner named above to
other health professionals to whom | am referred and to the Insurance company or other entity responsible for
payment, utilization and/or quallty review for all or a portion of my care.

Signature Today's date:_____/ /

If patient required assistance to complete, sign name and state relationship (i.e., parent, translator) below:

Name ___ Relationship : Today’s date; / /

KAMO020299

Landmark Healthcare, Inc. @ 1750 Howe Avs., Suite 300 M Sacramento, CA 95864 M Phone (800)638-4557 B FAX (800) 599-8350 #




Patient Health Questionnaire - PHQ [

ACN Group, inc. - Form PHQ-2012 ACN Group Use Oply rev 8/11/2002

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, H&w are your symptoms changing?
® Getting Better *
@ Not Changing
@ Gefting Worse

3. During the past 4 weeks: None Unbearable
a. Indicate the average intensity of your symptoms e ¢ @ @ ® ®& ® @ ® @@ ©®

b. How much has pain interfered with your normal work (including both work outside the home, and housework)
@ Not at all @ Alittle bit @ Moderately @ Quite a it @ Extremely

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

@ All of the time @ Most of the time @ Some of the ime @ Alittle of the time  ® None of the time

7. In general would you say your overall health right now Is...

®@ Excellent @ Very Good @ Good @ Fair ® Poor
8. Who have you seen for your symptonis? ® No One @ Medical Doctor ~ ® Other
@ Other Chiropractor @ Physical Therapist
a. What treatment did you receive anc when?
b. What tests have you had for your symptoms @ Xrays date: @CT Scar  date: N
d
and when were they performed? ®MRl oatr @ Other T
9. Have you had similar symptoms in the past? @ Yes @ No
a. If you have received treatment in the pastfor @ This Office @ Medical Doctor ® Other
the same or similar symptoms, who dic! you see? @ Other Chiropractor @ Physical Therapist
. @ Professional/Executive @ Laborer @ Retired
10. What is
Hevouraccupation? @ White Collar/Secretarial ® Homemaker ® QOther
@ Tradesperson ® FT Studzant
a. If you are not retired, a homemaker, or a @ Full-time @ Self-employed ® Off work
student, what is your current work stat.is? @ Pant-time @ Unemployed ® Other

Patient Signature Date




TF'T—/\/
Patient Health Questionnaire - page 2 |

American Chiropractic Network ACN Use Only rev 4/23/99
Patient Name R i Date e
What type of regular exercise do you perform? ® None @ Light @ Moderate @ Strenuous
What is your height and weight? Height L___L T ‘ 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 helow, place a check in the Present column.

Past Present Past Present Past Fresent
£ - Headaches = High Blood Pressure i+ Diabetes
Ct ) Neck Pain ¢t O Heart Attack 1 Excessive Thirst
v Upper Back Pain o > Chest Pains 0 Freguent Urination
; + Mid Back Pain > Stroke
3 .+ Low Back Pain O Angina '-_-" Smoking/Use Tobacco Products
.+ Drug/Alcohol Dependence
-+ 1 Shoulder Pain 2 O Kidney Stones
"t O Elbow/Upper Arm Pain ¢* O Kidney Disorders L+ O Allergies
D O Wrist Pain O O Bladder Infection w+ ) Depression
' Hand Pain > O Painful Urination ' Systemic Lupus
© ¢ Mip/Upper Leg Pain > O Loss of Bladder Control - ¢/ Epilepsy
- . : o O Prostate Problems v Dermatitis/Eczema/Rash
. -~ Knee/Lower Leg Pain 5 HIV/AIDS
"t Ankle/Foot Pain (O Abnormal Weight Gain/Loss
- i BT ‘. lEjJ Loss of.Appeti.te Fema leg Only
©> O Abdominal Pain 1 11 Birth Control Pills
-1 Joint Swelling/Stiffness f,'.' 2» Ulcer g > Hormonal Replacement
= Arthritis O > Hepatitis . Pregnancy
" Rheumatoid Arthritis ) O Liver/Gall Bladder Disorder i1
O C General Fatigue O > Cancer Other Health Problems/Issues
'~ ) Muscular Incoordination & O Tumor <
i Visual Disturbances e 7 Asthma 9L i
Lo (U Dizziness > Chronic Sinusitis Lt 1@

Indicate if an immediate family member has had any of the following:
' Rheumatoid Arthritis <) Heart Problems O Diabetes v Cancer " 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:

Doctors Signature




Back Index

ACN Groug, Inc. - Form BI-100

Patient Name

ACN Group, Ine. Usa Only rev 11713702

Dite

This questionnaire will give your provider information about how your back condition affects your everyda){ life.
Please answer every section by marking the one statement that applies to you. If two or inore 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 nat vary much.

Sleeping
@ 1getno pain in bed.
@i ge_l_gain in bed but it does not prevent me from sleepirg well.

@ Becauge of pain my normal slaep is reduced by less than 25%.
@ Because of paln 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 sleaping at all.

Sitting

© |cansitin any chair as long as | like,

@ 1 can only sitin 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 immediataly.

Standing

@© 1can stand as long as | want without pain,

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

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

@ | cannot stand for longer then 10 minutes without increasing pain,

® lavoid standing because it increases pain immediately.

Walking
@ I have no pain while walking.

@ | have some pain while walking but it doesn't increase with distance.

@ 1 cannot walk more than * mile without increasing pain.
@ | cannot walk more than 1/2 mile without increasing pain,
@ | cannot walk more than 14 mile without increasing paln.
® | cannot walk at all without increasing pain.

Personal Care

@ 1do 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 it causes some pain.
@ Washing and dressing increases the pain but | mar age not to change my way of doing it.

@ Washing and dressing increases the pain and | finc it necessary to change my way of doing it.
@ Because of the pain | am unable to do some washi1g 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.

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

@ Pain prevents me from lifting heavy weights off the: flocr.

@ "Pain prevents me from lifting heavy weights off the floor, but 1 can manage
if they are conveniently positioned (¢.g., on a {able).

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

® 1can only lift very light weights.

Traveling

@ | gt no pain whils traveling.

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

@ | gel extra pain while travefing but it does not cause me to seek altemate forms of travet.
@ | get extra pain whiie traveling which causes me t; seek alternate forms of travel.

@ Pain restricls all forms of traval excepl that done vihile lying down.

® Pain restricts all forms of travel,

Social Life

@ My social life is normal and gives me no extra pan.
@ My social life s normal but increases the degree of pain.

@ Pain has no significant affect on my social life ap.art from limiting my more
energelic interests (s.9., dancing, etc),

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

Changing degree of pain

@ My pain is rapidly getting better.

@ My pain fluctuates but overali is definitely getting better.

@ My pain seems to be getting betler but improverent is slow.
@ My pain is neither getting better or worse.

@ My pain is gradually worsening.

® My pain is rapidly worsening.

Back 1—
Index
Score l—_




Neck Index

ACN Group, Inc. - Form N1-100

Patient Name

ACN Group, Inc Use Only rav 11/13/02

Dete

This questionnaire will give your provider information about how your neck condition affects your everyda y fife.
Please answer every section by marking the one statement that applies to you. If two or riore 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 slesp is sfightly disturbed (less than 1 hour sleeplesis).
@ My stéep is mildly disturbed (1-2 hours sleepless).

@ My sladp 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

© | can read as much as | want with no neck pain.
@ 1canread as much as | want with slight neck pain,
@ | can read as much as | want with moderate neck pair,

® I 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.

@ 1 can concentrate fully when | want with sfight difficulty

@ 1have a fair degree of difficulty coneentrating when | want,
@ Ihave a lot of difficulty concentrating when 1 want.

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

Work

© 1 can do as much work as | want.

@ 1 can 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,
® 1 cannot do any work at alf,

Personal Care

@ | can look after myself normally without causing extr 3 pain.
@ | can look after myself normally but it causes extra pain.
@ ltis painful ta look after myself and | am slow and careful,
@ ! need some help but | manage most of my persona care,
@ | need help every day in most aspects of self care.

® |do not get dressed, | wash with difficuity and stay i1 bed.

Lifting

@ | can lift heavy weights without extra pain.

(@ { can lift heavy weights but it causes extra pain,

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

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

@ | can only lift very light weights,

® | cannot lift or camry anything at all.

Driving

@ | can drive my car without any neck pain.

D | can drive my car as long as | want with slight necl: pain.

@ | can drive my care as long as | want with maderat neck pain,

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

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

Recreation

@ | am able to engage in all my recreation activities vithout neck pain.

@ | 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 ré creation activities because of neck pain.
@ Iam only able to engage in a faw of my usual recr :ation activities because of neck pain.
@ | can hardly do any recreation activities because of neck pain.

® | cannot do any recreation activities at all,

Headaches

@ | have no headaches at all.

@ Ihave slight headaches which come infrequently.

@ I'have moderate headaches which come infreque 1Hly.
@ I have moderate headaches which come fraquent y.
@ | have severe headaches which come frequently.

® | have headaches almost al the time.
Neck

# Index
Score




SF-12™ Health Survey

©Medical Outcomes Trust and John Ware, Jr. i

ACN Group, Inc. Use Only rev 11/1302

Patient Name Date . . oo

Please answer every question. Some questions may look like others, but each one is different. Please take the time
to read and answer each question cerefully by filling in the bubble that best represen's your response.

1. In general, would you say your hesith is: (@D Excelent ~ @Very Good @ Gocd @ Fair ® Poor

2. The foilowing items are about activities you might do during a typical day. Does yoLr health now limit you in
these activities? If so, how much?

Yes, limited a lot Yes, limited a little No, not limited at all
a. Moderate activites, such as movinyy a table, @ ) €]
. pushing a vacuum cleaner, bowling, or playing goif?
r
b. Climbing several fiights of stairs? @ ® ©)

3. During the past 4 weeks, have you had any of the following problems with your work or other regular daily
activities as a result of your physical health?

Yes No
‘5. Accomplished less than you woulc fike : @ @
b. Were fimited in the kind of work or cther activities @ @

4. During the past 4 weeks, have you had any of the following problems with your work or other regulfar daily
activities as a result of any emotional problems {such as feeling depressed or anxicus)?

Yes No
a. Accomplished less than you would like @ @
b. Didn’t do work or other activities as carefully as usual @ @

5. During the past 4 weeks, how much did pain interfere with your normal work {inclucling both work cutside the
home, and housework)?

@ Not at all @ Alittle hit @ Moderately @ Quite a bit (& Extremely

6. These questions are about how you feel and how things have been with you during the past 4 weeks. For each
question, please give the one answer that comes closest fo the way you have been feeling. How much of the time
during the past 4 weeks....
All of Most of A good bit Some of Alittie of None of
thetime thetime ofthetime  the time the time the time

a. Mave you feit calm and peaceful? @ @ @ @ ® ®
b. Did you have a Iot of energy? @) @ &) @ ®
¢. Have you felt downhearted and biue? @ @ ©) @ ® ®

7. During the past 4 weeks, how much of the time has your physical heaith or emotional problems interfered with
your social activities (like visiting with friends, relatives, etc.)?

® Allcfthe time @ Most of the time @ Some ofthe time @ Alittle of the time & None of the time



MANAGED PHYSICAL NETWORK, INC.
ELIGIBILITY GUARANTEE/ASSIGNMENT OF BENEFITS FORM

_V\al tgr_ E Ton_yes, DC B 633 Route 211 East, M ddl et own, NY 10941
MPN Provider ' Provider’s Addres:s
ELIGIBILITY GUARANTEE:
5 hereby certify that I am eligible for
(Name of Patient/Member/Guardian)
health care benefits offered. by through my employer,
(Name of Health Plan)
as of
(Name of Employer Group) (Month) (Date) (Year)

I understand that if the above is not true, or if I am not eligible under the terms of my
employer’s Medical and Hospital /Subscriber Agreement, or Insurance Policy, I am liable for
all charges for services rendered. Also, if the above is not true, I agree to pay in full for all

services received within thirty (30) days of receiving a bill from the above Provider or Health
Plan.

ASSIGNMENT OF BENEFITS:

I authorize the release of any health information necessary to process this claim. A
photocopy of this authorization shall be as effective and valid as the original.

I authorize paymernt of medical benefits to the Provider liste¢ above who accepts
assignment through his/her contract with MPN and/or MPN’s Health Plaus.

‘T understand that the MPN Provider will not bill me any charges over and above the
insurance payment, other than the applicable co-payments, co-insurance or deductibles, since

the MPN Provider has agrzed in his/her contract with MPN and/or MP'N’s Health Plans to
waive all unpaid fees.

I understand that I may be responsible for non-covered services and/or unauthorized
services as long as the MPIN Provider notifies me in writing prior to the delivery of services

of my responsibility to pay for such services and I have agreed in writing to pay for such
services.

(Date) (Signature of Patient/Subscriber)

MPN = P.O. Box 8200 » Kingston. NY 12402-8200 » R00/73£.007°



Patient Health Questionnaire

American Chiropractic Network

Patient Name Dafte o

ACM Use Only rev 4/23/99

1. When did your symptoms start:

Describe your symptoms and how they began:

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
@ Constantly (76-100% of the day)

; { l
. @ Frequentiy (51-75% of the day) { X A» DN
® Occasionally (26-50% of the day) WS

@ Intermittently (0-25% of the day) F & : { B \
A Jﬁ /.-"";'\m( ir-\ll s ;{ 'v.}/' o [.e\ [.\ ) "‘.2.‘[ N
3. What describes the nature of your symptoms? [ J\:- /’ e & \ TN P
@ Sharp @ Shooting bl ) ! (] // / N \ \ L - 'I \ 1_}. . )/ |,_\
i iy g0 1~per] LR G4 [ | . f TN
@ Dullache  ® Burning Wy 1 ol | i [ [ [TH
@ Numb ® Tingling , K /f’ \} \ { \ J{ / \ t’l
ia_\' - ; ,-.- i -.i A
4. How are your symptoms changing? / | ! -{1; E : (j[ : ( \
1 il ) |
@ Getting Better ff \ { \ i ;’ff b
@ Not Changing \ { Fost } &’ { I
@ Getting Worse £ e b o ) i;.;;fw L e
None Unbearable
5. How bad are your symptoms at their: aworst @ ® © @ © & ® © & 6 @
bbhestt @ ® @@ © @ 6 ® @ ©® © ®
6. How do your symptoms affect your ability to perform daily activities ?
® ® @ ©) @ ® ® @ ® @ @
No complaints Mitd, forgotten Mo ferate, interferes Limiting, prevents Intense, preoccupied quere, no
with activity with activity full activity with seeking relief activity possible
7. What activities make your symptoms worse: . i
8. What activities make your symptoms hetter:
9. Who have you seen for your symptoms? ® No One @ Med cal Doctor ® Other
@ Other Chiropractor @ Physiical Therapist
a. When and what treatment?
b. What tests have you had for your symptoms @ Xrays date: ® CT Sican dste:
and when were they performed?
yP OMRI  date: ®Other  date:
10. Have you had similar symptoms in the past? @ Yes @ No
a. If you have received treatment in the past for ~ ® This Office @ Medical Doctor ® Other
the same or similar symptoms, who dic you see? @ Other Chiropractor @ Physical Therapist
11. What is your occupation? @ Professional/Executive @ Laborer @ Retired
¥ B @ White Collar/Secretarial ® Homemaker ® Other
@ Tradesperson ® FT $Student
a. If you are not retired, a homemaker, or a ® Full-time @ Self employed ® Off work
student, what is your current work status? @ Part-time @ Unemployed ® Other

12. What do you hope to get from your visit/treatment (select all that apply):

® Reduce symptoms
@ Resume/increase activity

Patient Signature

® Explaration of condition/treatment
@ Learn how to take care of this on my own

®

Date

® How tc prevent this from occurring again




_ [
Patient Health Questionnaire - page 2 |

Amarican Chiropractic Network ACN Use Only rev 4/23/98
Patient Name . Date
What type of regular exercise do you perform? @None @Light ® Moderate @ Strenuous
. ] ; T T ]
What is your height and weight? Height f | Weight i ' lbs.
| J pPer D WRR
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 Fresent
O ' Headaches - < High Blood Pressure o O Diabetes
< Neck Pain r O Heart Attack ) O Excessive Thirst
© O Upper Back Pain v O Chest Pains O Frequent Urination
< © Mid Back Pain O O Stroke
< O Low Back Pain O O Angina ) <; Smoking/Use Tobacco Products
[ > Drug/Alcohol Dependence
O "+ Shoulder Pain O O Kidney Stones
O  Elbow/Upper Arm Pain O O Kidney Disorders O < Allergies
D O Wrist Pain O O Bladder Infection <O Depression
QO Hand Pain O O Painful Urination © O Systemic Lupus
T, S — QO Loss of Bladder Control f»:’ E‘ Epilepsy
- - -an 0 O Prostate Problems O O Dermatitis/Eczema/Rash
O C Knee/Lower Leg Pain O O HIV/AIDS
O O Ankle/Foot Pain O O Abnormal Weight Gain/Loss
o 5 Jaw Pain L:‘ O Loss of_Appeti’te F_emales Only
© O Abdominal Pain O C Birth Control Pills
j & Joint Swelling/Stiffness © O Ulcer 0 O Hormonal Replacement
© O Arthritis O O Hepatitis < D Pregnancy
O ' Rheumatoid Arthritis O O Liver/Gall Bladder Disorder o O
© U General Fatigue O © Cancer Other Health Problems/Issues
< O Muscular Incoordination O O Tumor o O
O Visual Disturbances O O Asthma QO O
L+ © Dizziness O O Chronic Sinusitis OO
Indicate if an immediate family member iras had any of the following:
iZ» Rheumatoid Arthritis O Heart Problams O Diabetes ) Cancer i Lapus &

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 B
| Doctor’s Additional Comments|

D »
octors Signature Date _




Back Index

American Chiropractic Network

Patient Name ——

ACN Use Only rev 4/23/9%

Date ___ S

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 stalement that most closely describes your problzm.

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
@ | get no 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 sitin any chair as long as | like,

@ 1 can only sitin 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.
® I avoid sitiing because it increases pain immediately.

Standing

@ Ican stand 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 withoul increasir,g pain.
@ 1 cannot stand for longer than 1/2 hour without increasing pain.

@ 1 cannot stand for longer than 10 minutes without incraasing pain.

® |avoid standing because it increases pain immediately.

Walking

@ 1have no pain while walking.

® 1have some pain while walking but it doesn't increase with distance.

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

Personal Care

@ | do not have to change my way of washing or dressing in erder 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 bu | manage not to change my way of doing it.

@ Washing and dressing increases the pain an1 | find it necessary to change my way of doing .
@ 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 without extra pain.

@ | can 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 convenienlly positicned (e.g., on i1 table),

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

® | can only lift very light weights.

Traveling

© 1get no pain while traveling.

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

@ | getextra pain while fraveling but it does no' cause me to seek allernate 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 extia pain.

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

@ Pain has no significant affect on my social lif2 apart from fimiting my more
energetic interests (e.g., dancing, etc).

® Pain has restricted my sociat 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
@ My pain is rapidly getting better.
@ My pain fluctuates but overall is definitely getting better.
@ My pain seems to be getling better but imprivement is slow.
® My pain is neither getting better or worse.
@ My pain is gradually worsening.
® My pain is rapidly worsening.
Back (—h'
Index

Score |



Neck Index

American Chiropractic Network

Patient Name I

ACN Use Only rev 4/23/99

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 applfgs to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problzm.

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 sleeplass).
@ My sleep is mildly disturbed {1-2 hours sleepless).

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

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

Reading

© | canread as much as | want with no neck pain.

@ | can read as much as | want with slight neck patn.

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

@ I cannot read as much as | want because of moderat: nack 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 difficult,

@ Ihave afair degree of difficulty concentrating when | ‘want,
@ !have alot of difficulty concentrating when | want.

@ | have agreat deal of difficulty concentrating when | vant.
® | cannot concentrate at all.

Work

© Ican do as much work as | want,

@ | can 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 afler myself normally without causig extra pain.
@ | can look afler 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 p irsonal care,
@ | need help every day in most aspects of self care.

® |do not get dressed, | wash with difficully and stay i bed.

Lifting
@ | can lift heavy weights without extra pain.
@ I can lift heavy weights but it causes extra pa n.

@ 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 Tloor, but | ean manage
light to medium weights if they are convenier tly positicned.

- @ ican only lift very light weights,

® | cannat lift or carry anything at all. "

Driving

@ | can drive my car without any neck pain.

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

@ | can drive my care as long as | want with mcderate neck pain.

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

® 1 cannot drive my car at all because of neck fain.

Recreation

@ 1am able to engage in all my recreation activ ties without neck pain.

@ 1am able to engage in all my usual recreatior activities with some neck pain.

@ | am able to engage in most but not al my us Jal recreation activities because of neck pain.
® Iam only able to engage in a few of my usua recreation activities because of neck pain.
@ I can hardiy do any recreation activities becanse of neck pain.

® 1 cannol do any recreation activities at all.

Headaches

@© Ihave no headaches at all.

@ | have slight headaches which come infrequently.

@ 1 have moderate headaches which come infre quently.
@ I'have moderate headaches which come freqently.
@ | have severe headaches which come frequently.

® | have headaches almost all the time.

Neck ]

Index
Score




SF-1 2““ Health Survey

©Medical Qutcomes Trust and John Ware, Jr.

ACN Use Only rav 4/23/99

Patient Name s o Daté e

Please answer every question. Some questions may look like others, but each one is different. Please take the time
to read and answer each question carafully by filling in the bubble that best represents your response.

1. In general, would you say your health is: @ Excellent ~ @ Very Good @ Good @ Fair ® Poor

2. The following items are about activities you might do during a typical day. Does your health now limit you in
these activities? If so, how much?

Yes, limited a lot Yes, limited a little No, not limited at af
a. Moderate activites, such as moving a fable, @ ® ®
pushing a vacuum cleaner, bowling, or playing goif?
b. Climbing several flights of stairs? @ @ ®

3. During the past 4 weeks, have you had any of the following problems with your work or other regular daily
activities as a result of your physicai health?

Yes No
a. Accomplished less than you would like ® @
b. Were limited in the kind of work or other activities O] ®

4. During the past 4 weeks, have you had any of the following problems with your vrork or other regular daily
activities as a result of any emotional problems (such as feeling depressed or anxious)?

Yes No
a. Accomplished less than you would like @ @
b. Didn't do work or other activities as carefully as usual @ @

5. During the past 4 weeks, how much did pain interfere with your normal work (including both work outside the
home, and housework)?

@ Not at all @ A little hit ® Moderately @ Quite a bi: ® Extremely

6. These questions are about how you feel and how things have been with you during the past 4 weeks. For each

question, please give the one answer that comes closest to the way you have been feeling. How much of the time
during the past 4 weeks....

All of Most of A good bit Somne of A little of None of

the time  the time ofthe time  the time the time the time
a. Have you felf calm and peaceful? @ @ @ @® ®
b. Did you have a lot of energy? @ @ ® ® ®
c. Have you felt downhearted and biue? @ @ &) @ ® ®

7. During the past 4 weeks, how muct; of the time has your physical health or emotional problems interfered with
your social activities (like visiting with friends, relatives, etc.)?

@ All of the time @ Most of the time ® Some of the time @ A little of he time & Ndne of the time



