| PATTENT WORKERS COMPENSATION HISTORY
| JOINT & SPINE

TopaY’s DATE:

2327 NEva Roap

AnTiGO, WI 54409 PrrsonAL INFORMATION
NAME: Howme PHoNE:
STREET ADDRESS: WoRK PHONE:
CiTY/STATE/ZIP: CELL PHONE:
SociAL SECURITY #: DATE oF BIRTH:
DRIVER’s LIcENSE #: EmAlL:
EMERGENCY CONTACT: EMERGENCY CONTACT'S PHONE:
Status: I Mace [ Femaie [0 Sinete [0 Marriep [ Otwer: O Stupent: [0 Fuw-Tive [ Part-Tive
OCCUPATION: EMPLOYER:
WHo Is Your MebicaL DocTor? MebicaL DocTtor City / STATE:
Spouse’s NAME: INSURANCE SUBSCRIBER'S NAME:
Spouse’s Dos: SuBscRIBER’s Dos:

WhHy Dip You CHoost This Orrice? [] Rererrep BY (NAME)

[ Prior paTienT [] FRIEND OF DR./STAFF [1SHOPPER [JNeEwspaper []PHonesook [JRabio [1Sien [JLocation []INTERNET
[ODoctor’s Presentation [] OTHER

DATE OF INJURY: TIME OF INJURY: LAsT DAY WORKED:
WHAT DATE DID YOU REPORT THE INJURY? WHO DID YOU REPORT IT TO?
Dip ANYONE OBSERVE THE INJURY? [1 Yes [ No IF ves, wHo? VWHAT IS HIS/HER POSITION?

WHAT WERE YOU DOING AT THE TIME YOU WERE INJURED?

How DID THE ACCIDENT/INJURY HAPPEN? (LIFTING, BENDING, WALKING, CARRYING, STANDING, ETC.)

WHEN DID THE PAIN BEGIN? WHERE DID YOU FIRST FEEL THE PAIN?

WAS THE PAIN INTENSE AT FIRST OR DID IT GRADUALLY WORSEN?

LENGTH OF TIME AT THIS JOB PRIOR TO INJURY: PREVIOUS WORKERS COMPENSATION INJURY?
DaTE:
OYes [ONo HAVE YOU LOST TIME FROM WORK AS A RESULT OF THIS INJURY?
IF YES, DATES:
OYes [ONo HAVE YOU GONE BACK TO WORK? WHEN?

IF YES, WHAT sTaTus oF Work: [JMobiriep []ReGuLAR
LIST RESTRICTIONS YOU HAVE BEEN PLACED ON:

IF YOU HAVE GONE BACK TO WORK, LIST ACTIVITIES THAT ARE:

PAINFUL:

DiFFicuLT:

OYes [No ARE YOU CURRENTLY ON DISABILITY (TIME LOSS), IF YES, DO YOU WANT TO GO BACK TO WORK DOING YOUR REGULAR JOB?
IF No, wHY NOT?:




BE SURE TO FILL OUT THIS SECTION AS ACCURATELY AS POSSIBLE. MARK THE AREA WITH THE DESCRIBED SENSATION. USE THE APPROPRIATE SYMBOLS.
IF THERE IS MORE THAN ONE AREA OF DISCOMFORT, PLEASE RATE THE PAIN ON A SCALE OF O To 100 NEXT TO EACH ARE, WITH O BEING NO PAIN AND 100
BEING INTOLERABLE PAIN.

XXX BurnING (BU)

((( AcHinG Pain (AC)
000 Pins & NeebLes (PI)
---  Numeness (NU)
:::  SHARpP Pains (SH)

0 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 85 100

Lot oo leosbenbeon o oo Lo ol

NO PAIN PAIN SCALE INTOLERABLE
PLEASE ANSWER THE FIRST FOUR QUESTIONS BELOW USING A PAIN SCALE 5. How OFTEN ARE YOU AT A ZERO PAIN LEVEL?
oF 0-100 witH O BEING NO PAIN AND 100 BEING THE WORST PAIN. A. AT LEAST ONCE A DAY
1. WHAT IS YOUR PAIN LEVEL NOW? B. ONCE A WEEK

c. ONCE EVERY OTHER WEEK
2. WHAT IS YOUR PAIN LEVEL MOST OF THE TIME?
5 D. ONCE A MONTH
3. WHAT IS YOUR PAIN LEVEL AT ITS BEST? £. MORE THAN ONGE A WEEK
4. \WHAT IS YOUR PAIN LEVEL AT ITS WORST? F. OTHER
Social. HEarre HisTory
Work Hours PeErR WEEK: RECREATIONAL AcTivITIES (HOBBIES):

O Yes O No Do You CommuTe To WORK? How FaR?
O Yes O No Do You Exercise? Times Per Day?
O Yes O No Tosacco Use? Packs Per DaY?
O Yes O No Do You CoNsuME CAFFEINE? How MucH PerR Day?
O Yes O No Do You CoNsuME ALCOHOL? GLasses Per Day / WEEk?
HAVE YOU HAD ANY PROBLEMS WITH THE FOLLOWING AREAS? (PLEASE MARK Y FOR YES OR N FOR NO IN EACH OF THE FOLLOWING:)
[ JEves [ ] UriNaRY ] INTERNAL ORGANS [ 1 Ears, Nosg, MouTH, THROAT [ 1 MuscLes
[ 1BLoop [ Heart [ I NERvES [ ] ALLERGIES [ 1 LuNGS/BREATHING

[ 1skin [ INTESTINES [ PsycHoLoaIcAL ] OTHER
Please Describe for Yes Responses:




Oooo 0O 0od gdod

| STAY AT HOME MOST OF THE TIME BECAUSE OF THE PAIN.

| CHANGE POSITION FREQUENTLY TO TRY TO DECREASE MY PAIN.

| WALK MORE SLOWLY THAN USUAL BECAUSE OF THE PAIN.

BECAUSE OF MY PAIN, | AM NOT DOING ANY JOBS THAT | USUALLY DO

AROUND THE HOUSE.

BECAUSE OF MY PAIN, | USE A HANDRAIL TO GET UPSTAIRS.

BECAUSE OF MY PAIN, | LIE DOWN TO REST MORE OFTEN.

BECAUSE OF MY PAIN, | HAVE TO HOLD ON TO SOMETHING TO GET OUT
OF AN EASY CHAIR.

BECAUSE OF MY PAIN, | TRY TO GET OTHER PEOPLE TO DO THINGS FOR
ME.

| GET DRESSED MORE SLOWLY THAN USUAL BECAUSE OF MY PAIN.

| ONLY STAND UP FOR SHORT PERIODS OF TIME BECAUSE OF MY PAIN.
BECAUSE OF THE PAIN, | TRY NOT TO BEND OR KNEEL DOWN.

| FIND IT DIFFICULT TO GET OUT OF A CHAIR BECAUSE OF THE PAIN.

U0 000 ood gdod

| HAVE PAIN ALMOST ALL OF THE TIME.

| FIND IT DIFFICULT TO TURN OVER IN BED BECAUSE OF THE PAIN.

My APPETITE IS NOT VERY GOOD BECAUSE OF THE PAIN.

| HAVE TROUBLE PUTTING ON MY SOCK (STOCKINGS) BECAUSE OF THE
PAIN.

| CAN ONLY WALK SHORT DISTANCES BECAUSE OF THE PAIN.

| SLEEP LESS WELL BECAUSE OF THE PAIN.

BECAUSE OF THE PAIN, | GET DRESSED WITH THE HELP OF SOMEONE
ELSE.

| SIT DOWN FOR MOST OF THE DAY BECAUSE OF THE PAIN.

| AVOID HEAVY JOBS AROUND THE HOUSE BECAUSE OF THE PAIN.
BECAUSE OF THE PAIN, | AM MORE IRRITABLE AND BAD TEMPERED WITH

PEOPLE THAN USUAL.

BECAUSE OF THE PAIN, | GO UPSTAIRS MORE SLOWLY THAN USUAL.

| STAY IN BED MOST OF THE TIME BECAUSE OF THE PAIN.

Past MEebpical HisTORY

HOW MANY TIMES HAVE YOU HAD THE CONDITION THAT YOU ARE SEEING US FOR TODAY?

[ 0-3 TiMES [ 4 Or More TIMES

dYes ONo Do YOu SUFFER FROM ANY CONDITION OTHER THAN THAT FOR WHICH YOU ARE NOW CONSULTING US?
(DIABETES, HicH BLOOD PRESSURE, ARTHRITIS, ETC.) IF YES, WHAT?
O Yes O No HAVE YOU EVER SEEN A CHIROPRACTOR BEFORE?
DATE DR. NAME CONDITION REsuLTS
1. 1 ComPLETE RECOVER 1 COMPLICATIONS
2. 1 ComPLETE RECOVER 1 COMPLICATIONS
O Yes [ No HAVE YOU EVER SEEN A DOCTOR FOR THIS CONDITION?
DATE DR. NAME CONDITION RESULTS
1. 1 ComPLETE RECOVER 1 COMPLICATIONS
2. 1 ComMPLETE RECOVER 1 COMPLICATIONS
(dYes [No  ALLERGIES? TO WHAT?
O YEs ONo Do YOU NOW TAKE PRESCRIPTION DRUGS, OVER-THE-COUNTER DRUGS, VITAMINS, OR SUPPLEMENTS?
PRODUCT / DRUG REASON FREQUENCY | DOSAGE HELPING?
1.
2.
3.
dYes 1 No HAVE YOU EVER HAD MAJOR ILLNESSES, INJURIES, FALLS, HOSPITALIZATIONS, AUTO ACCIDENTS, OR SURGERIES?
DATE DR. NAME CONDITION REsuLTs
1. 1 ComPLETE RECOVER 1 COMPLICATIONS
2. [ 1 CoMPLETE RECOVER [1 COMPLICATIONS
8. 1 ComPLETE RECOVER 1 COMPLICATIONS

Favriny HEarTta HisTory

SELECT BELOW MEDICAL CONDITIONS OF YOUR BLOOD RELATIVES (MOTHER, FATHER, BROTHERS, SISTERS, CHILDREN)

[] CaRDIOVASCULAR DISEASE (HEART DISEASE) WHo
] DiaseTES WHo
] Cancer - Type WHo
L1 ARTHRITIS WHo

MY SIGNATURE IS AN ACKNOWLEDGEMENT THAT ALL OF THE ABOVE STATEMENTS ARE TRUE. | HEREBY AUTHORIZE THE DOCTOR TO EXAMINE AND TREAT MY
CONDITION AS HE/SHE DEEMS APPROPRIATE THROUGH THE USE OF CHIROPRACTIC HEALTH CARE, AND | GIVE AUTHORITY FOR THESE PROCEDURES TO BE
PERFORMED.

PATIENT SIGNATURE:

DATE:

PARENT/GUARDIAN/LEGAL REPRESENTATIVE SIGNATURE:

DATE:

D.C./C.A. SIGNATURE:

DATE:




INFORMED CONSENT

CHIROPRACTIC, AS WELL AS OTHER TYPES OF HEALTH CARE, IS ASSOCIATED WITH POTENTIAL RISKS IN THE DELIVERY OF TREATMENT. WHILE
CHIROPRACTIC TREATMENT IS REMARKABLY SAFE, YOU NEED TO BE INFORMED ABOUT THE POTENTIAL RISKS RELATED TO YOUR CARE TO
ALLOW YOU TO BE FULLY INFORMED WHEN CONSENTING TO TREATMENT PRIOR TO INITIATING CARE.

CHIROPRACTIC OFFICES USE TRAINED PERSONNEL TO ASSIST WITH PORTIONS OF YOUR CONSULTATION, EXAMINATION, X-RAYS, PHYSICAL
THERAPY APPLICATIONS, EXERCISE INSTRUCTION, ETC. OCCASIONALLY, WHEN YOUR CHIROPRACTOR IS UNAVAILABLE, ANOTHER QUALIFIED
DocTor oF CHIROPRACTIC MAY TREAT YOU.

SPECIFIC RISK POSSIBILITIES ASSOCIATED WITH CHIROPRACTIC CARE:

STROKE — STROKE IS THE MOST SERIOUS COMPLICATION OF CHIROPRACTIC TREATMENT. |T IS, ON RARE OCCASIONS, DUE TO INJURY
OF THE VERTEBRAL ARTERY CAUSED BY A CERVICAL SPINE ADJUSTMENT OR MANIPULATION. |F IT OCCURS IT MAY CAUSE TEMPORARY OR
PERMANENT BRAIN DYSFUNCTION. ON EXTREMELY RARE OCCASIONS DEATH OCCURS. BECAUSE THE VERTEBRAL ARTERIES, WHICH SUPPLY
THE BRAIN WITH BLOOD, ARE LOCATED WITHIN THE BONES OF THE CERVICAL SPINE, CERVICAL TREATMENT POSES A SMALL RISK. THE
CHANCES OF THIS OCCURRING ARE ESTIMATED AT 1 PER 400,000 TREATMENTS TO 1 TO 5.85 miLLioN TREATMENTS. (CMAJ 2001
Oct. 2; 165 (7):905-6). THE ANNUAL INCIDENCE OF A SPONTANEOUS STROKE IS ESTIMATED AT 1 10 1.5 PER 100,000 (NEJM, 1994;
330:339-397). THE RESULTS OF A RETROSPECTIVE STUDY CONDUCTED BY HALDEMAN S, ET. AL, SUGGESTED THAT STROKE SHOULD BE
CONSIDERED A RANDOM AND UNPREDICTABLE COMPLICATION OF ANY NECK MOVEMENT INCLUDING CERVICAL MANIPULATION (J NEURoL 2002
Aua: 249(8): 1098-104).

SORENESS — CHIROPRACTIC ADJUSTMENTS AND PHYSICAL THERAPY PROCEDURES MAY BE ACCOMPANIED BY POST TREATMENT SORENESS.
THIS IS A NORMAL AND ACCEPTABLE RESPONSE TO CHIROPRACTIC CARE. WHILE IT IS NOT GENERALLY DANGEROUS, PLEASE ADVISE YOUR
DocTor oF CHIROPRACTIC IF YOU EXPERIENCE SORENESS OR DISCOMFORT.

Sorr Tissut Ingury — OCCASIONALLY CHIROPRACTIC TREATMENT MAY AGGRAVATE A DISC INJURY. |T MAY CAUSE OTHER MINOR JOINT,
LIGAMENT, TENDON, OR SOFT TISSUE INJURY.

RiB INgURY — MANUAL ADJUSTMENTS TO THE THORACIC SPINE, IN RARE CASES, MAY CAUSE RIB INJURY OR FRACTURE. PRECAUTIONS SUCH
AS PRE-ADJUSTMENT X-RAYS ARE TAKEN FOR CASES CONSIDERED AT RISK. TREATMENT IS PERFORMED CAREFULLY TO MINIMIZE SUCH RISK.

Prvsicar, THERAPY BURNS — HEAT GENERATED BY PHYSICAL THERAPY MODALITIES MAY CAUSE MINOR BURNS TO THE SKIN. THESE ARE
RARE, BUT SHOULD BE REPORTED TO YOUR DoOCTOR OF CHIROPRACTIC OR STAFF IF THEY OCCUR.

OTHER PROBLEMS — THERE ARE OCCASIONALLY OTHER TYPES OF SIDE EFFECTS ASSOCIATED WITH CHIROPRACTIC CARE. WHILE THESE
ARE RARE, THEY SHOULD BE REPORTED TO YOUR DOCTOR OF CHIROPRACTIC PROMPTLY.

CHIROPRACTIC IS A SYSTEM OF HEALTH CARE DELIVERY AND THEREFORE, AS WITH ANY HEALTH CARE DELIVERY SYSTEM, WE CANNOT
PROMISE A CURE FOR ANY SYMPTOM, CONDITION, OR DISEASE AS A RESULT OF TREATMENT IN THIS OFFICE. AN ATTEMPT TO PROVIDE THE
VERY BEST CARE IS OUR GOAL. IF THE RESULTS ARE NOT ACCEPTABLE, WE WILL REFER YOU TO ANOTHER PROVIDER.

IF YOU HAVE ANY QUESTIONS CONCERNING THE ABOVE, PLEASE ASK YOUR DocTOR OF CHIROPRACTIC. WHEN YOU FULLY UNDERSTAND,
PLEASE PRINT YOUR NAME, SIGN AND DATE BELOW, SIGNIFYING INFORMED CONSENT FOR TREATMENT

CONSENT TO TREAT A MINOR:

HAVING CAREFULLY READ THE ABOVE, ] HEREBY GIVE MY INFORMED CONSENT TO HAVE DR.
AND /OR WHOMEVER HE /SHE MAY DESIGNATE AS HIS/HER ASSISTANTS TO EXAMINE , X-RAY AND ADMINISTER CHIROPRACTIC CARE TO MY
CHILD AS HE /SHE DEEMS NECESSARY, IN MY PRESENCE OR ABSENCE.

PATIENT'S NAME PRINTED TobAY’s DATE

PATIENT'S SIGNATURE PARENT OR GUARDIAN SIGNATURE FOR MINOR




