CHIROPRACTIC CASE HISTORY

PATIENT INFORMATION

Name:

Address:

City: State: Zip:

Phone: Home: Work:

Cell:

Email:

SS#:

Date of Birth: Gender: M/F  Marital Status: Single / Married / Other Student: Full / Part

Employer:

Employer Address:

Occupation

Referred By:

EMERGENCY CONTACT

Full Name:

Home: Cell:

Relationship: Child / Parent / Spouse / Other:

Primary Care Physician:

Doctor’s Phone:

FINANCIAL INFORMATION

___Insurance __ Self-Pay (Cash) __Worker’s Comp
Primary Insurance

Name:

ID#:

Relation to Insured: Self/Spouse/Parent/Child/Other
Other than Self:
Insured’s Name:

MEDICAL HISTORY

Purpose of this Appointment:

__Personal Injury/Auto  Other:

Secondary Insurance

Name:

ID#:

Relation to Insured: Self/Spouse/Parent/Child/Other
Other than Self:

Insured’s Name:

Other Doctor seen for this Condition:

Date of Last Physical:

Surgeries (Date, Type, Reason):

List of Medications:

Have you ever suffered from:

Dizziness Arthritis Digestive Disorders ___Backaches
Headaches Numbness Nervousness Sinus Trouble
Heart Trouble Asthma Anemia Hernia
Diabetes Neuritis Rheumatic Fever Cancer
Patient’s Signature: e Date:
Guardian’s Signature Authorizing Care: Date:
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Neck Index

Form N1-100

rev 1/27/2003

Date

Patient Name

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 t

hat 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
@ I 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 af the moment.
<
Sleeping
© 1 have no trouble sleeping.
® My sleep is slightly disturbed (less than 1 hour sieepless).
@ 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).
® Mysleep s completely disturbed (5-7 hours sleepless),

Reading

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

@ | cannot read as much as | wanl because of moderale neck pain,

@ lcan hardly read at all because of severe neck pain,
& | cannot read at all because of neck pain.

Concentration

© 1 can concentrate fully when | want with no difficulty.

@ 1 can concentrate fully when I want with slight difficulty.

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

@ Ihave a great deal of difficulty concentrating when | want,
® | cannot concentrate at al

Work
@ I can do as much work as | wani.

@ I'can only do my usual work but no mora.

@ Icanonlydomostofmy usual work but no more.
@ Iuamotdomyusuaimr&.

@ | can hardly do any work at all

® I cannot do any work at i)

Personal Care

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

® I do not get dressed, | wash with difficulty and stay in bed.

Lifting
© I can lift heavy weights without extra pain.
@ Ican ift heavy weights but it causes extra pain.

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

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

@ 1 can only lift very light weights.
®© 1 cannot lift or carry anything at ail.

Driving

@ I 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 'ong as | want because of moderate neck pain,
@ | can hardly drive at ajf because of severe neck pain.

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

Recreation

© Iam able to €ngage in all my recreation activities without neck pain,

@ 1am able to éngage in all my usual recreation activities with some neck pain.

@ lam able to engage in most but not all my usual recrealion activiies bacause of neck pain.
@ 1am only able to engage in a few of my usual recraation activities because of neck pain.
@ | can hardly do any recreation acivilies because of neck pain,

® 1 cannot do any recreation aclivities at all

Headaches

@ 1have no headaches at all.

@ 1 have slight headaches which come infrequently.

@ |have moderate headaches which come infrequently.

@ | have moderate headaches which come frequently.

@ I have severe headaches which come frequently,
Ihave headaches almost all the time.

Neck
———  Index

uﬁgeﬁ%%umpamemeﬂis—seleeted—km-eﬁseeﬁeﬂs—w&ha~staiem9ﬁt~seiee{ed-x-5}}‘*—1‘99“ Score



Back Index

Form Bi1oo

Patient Name

——

This questionnaire will give your provider information about how your back condition affects your everyday life,
Please answer évery 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 moderate and does not vary much,
@ The pain comes and goes and is very severe.
® The painis very severe and does not vary much,

<

Sleeping

© 1getno pain in bed.
@ 1get 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 norma sleep is reduced by less than 75%.
® Pain prevents me from sleeping at all.

Sitting

© I cansitin any chair as long as | like.

@ 1 can only sitin my favorite chair as long as | fike.

@ 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 immediately,

Standing

@ |Icanstand as long as | want without pain,

@ 1 have some pain while standing but it does not increase with time.
@ | cannot stand 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,
® Iavoid standing becayse it increases pain immediately.

Walking

® 1 have no pain while walking,

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

@ 1 cannot walk more than 1/2 mile without increasing pain,

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

® 1 cannot walk at all without increasing pain.

FLm_d.ex_Sg:re = [Sum of all statements selected / (# of s cti ns with a statement selected x 5)] x 100 |

Personal Care

© 1do not have to change my way of washing or dressing in order to avoid pain,

@ 1do not normally change my way of washing or dressing even though it 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

© icaniiftheavy weights without extra pain,

D Ican lift heavy weights but it causes extra pain.

@ Pain prevents me from Iifting heavy weights off the fioor.

@ 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 lifing heavy weights off the floor. but | can manage
light lo medium weights if they are conveniently positioned.

© I can oniy lift very light weights.

Traveling
@ 1 get no pain while traveling.
@ 1get 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 lo seek alternate forms of travel.

@ 1 get extra pain while raveling which causes me 1o seek alternate forms of travel.
@ Pain restricts all forms of \ravel except that done while lying down.

® Pain restricts all forms of travel.

Social Life

@ My social life is normal ang gives me no extra pain,

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

@ Pain has no significant affect on my social life apart from limiting my more
energetic inlerests (e.g., dancing, etc),

@ Pain has restricted my social life and | do not 9o out very often,

@ Pain has restricted my social life to my home.

® 1 have hardly any social life because of the pain,

Changing degree of pain
@ My painis rapigly getting better,
@ My pain fluctuates but overall is definitely getting better.
@ My pain seems o be getting better but improvement is siow.
@ My painis neither getling better or worse,
@ My painis gradually worsening.
My pain is rapidly worsening.

Index
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LYNK CHIROPRACTIC CENTER

322 Fairview Avenue
Hudson, NY 12534
Telephone: (518) 828-7600
Fax: (518) 328-_76 11

PATIENT CONSENT AUTHORIZATION/HIPPA

ASSIGNMENT OF BENEFITS: | understand ang agree that health and accident insurance policies are an
arrangement between my insurance company and myself, not between my insurance company and this office
I also understand that if |

iately due and payable. | hereby assign payment directly to the
physician(s) accepting this assignment of medical benefits applicable and otherwise payable to me but not
to exceed the physician's regular charges, | understand that | am financially responsible for changes not
covered by this assignment or for any and al| charges that the insurance carrier declines to pay.

CONSENT FOR TEATMENT:

performance of diagnostic procedures,

in order to prepare claims for reimbursement for the Services we provide to you. We may call you by name
in the waiting room when your physician is ready to see you. We may use or disclose your protected health
information, as necessary, to centact you to remingd you of your appointment. For example, we will contaet
you al your home telephone number to remind YOu of your next appointment and/or mail 2 postcard
appointment reminder to your home address, We may use or disclose your protecied health information, as
necessary, (o provide you with information about treatment alternatives or other health related benefits and
services that might interest you. For example, your name and address may be used 1o send YOu & newslener
about our practice and the services we offer, We may also send you information about products or services
that we believe might benefit you.

LEGAL PROCEEDINGS: we may disclose protected health insurance information during any
Judicial or administrative Procecding, in response 1o a court order of administrative tribunal (if such a

authorized), and in certain conditions in response to a subpoena, discovcry request,

Patient’s Name

Baat
Patient’s Signature

Witness




Lynk Chiropractic Center
Financial Policy

PATIENT FINANCIAL INFORMATION

"On The Job" Injury:

Worker's Compensation pays in full for Chiropractic Care. Upon being released
from care, a 3-month time period is allowed for settlement of your claim. If
settlement has not been reached within this time period, or if you have suspended

or terminated your care without your doctor's approval, payment for services is due
immediately.

Personal Injury Or Automobile Accidents:
Please present your auto insurance forms as soon as possible. If an attorney is

Care may be subject to pre-certification by the insurance cOmpany, and [ accept
any responsibility for charges which may not be approved. The insurance
company will review al] doumentation submitted by Lynk Chiropractic Center for

review for medical necessity and base their approval/denial upon this
documentation.

This office agrees to noify you as soon as possible if a service is not covered of if

1




your care is not approved by the insuracne company. This offijce may seek
Payment from yoy for any services your health insurance plan determines to be not

&

medically Neccessary. Initial vigis may be denied ang this may be beyond the

pay the remaining 20%. The patient is also responsible for payment in full of aJ]
non-covered services. Our office wij] complete the neceessary forms and file them
with the Medjcare provider at no charge.

Patients Without Insurance:
We request that 1009 of the first visit be paid at the time of the first visit. We are
happy to accept cash, check or credit/debit card.

I have read ang understand my obligations and financial responsibility for Charges
incurred at thig office.

Print Patient Name Signature ( patient or guradian)

Date




LYNK CHIROPRACTIC CENTER
Dr. Gary Lynk

CREDIT CARD GUARANTEE

Dear Patient,

For your convenience you may pay your account balance with your credit card. Please
complete the information below.

Patient Name-

[ authorize Lynk Chiropractic Center to charge my credit card account for patient care. By
signing this form, you are authorizing Lynk Chiropractic Center to consider this credit card “on
file” to be used to guarantee payment of past due balances.

Credit Card Type: Visa MasterCard Discover Amex

Name as Appears on Credit Card:
Credit Card #- Exp. Date:

3 Digit Card Verification # (on back of card):

A
Billing Address:

City: Statc:___‘_% Zip Code:

['understand that this form is valid for One year unless I cance] the authorization with written
notice to Lynk Chiropractic Center.

Cardholder Signature: Date:
i R —
e R P e e
322 Fairview Avenue, Hudson, NY 12534 P (518) 828.7600 F (518) 828.7611
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