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New Patient Information

Drate: ! !

Firsi Name: L ast Name: MI:
Preferred Name / Nickname:

Home Address:

City / State/ ZIP:

Date of Birth: / / Age: Gender: [ Male [J Female
Home Phone: Cell Phomne:
E-Mal Address:

Marital Status: L] Single [ Married [ Widowed [ Other

Emergency Contact: FPhone: R elation:

How did vou hear about our office?

Occupation (Current or Previous): Retired? [0 Yes [ Ne

Do vou hav e a pacemaker/ defibrillator? OYes [ONeo

In order of importance, list the health problems

T T How long vou have noticed these problems:

1. 1
2. 2
3 3
4. 4
How did your symptoms begin? What do vou think is causing vour problem?
Iz vour balance walking ability affected? 0 Yes [ Ne

If ves, please explain:




By uzing the kev below, indicate on the body diagram where vou are experience the following symp toms:
N = Numbmness B = Burning 5= Stabbing T = Tinghng A=Dull Ache
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PAIN SCALE: Please circle the number that best describes your overall pain:

0 1 2 3 1 5 6 7 8 9 10 10+
NONE LITTLE MEDIUM SEVERE EXCRUCIATING

How would yourate vour overall pain in the last week? (Check the one that applies to yvou)
ONOPAIN O1 [O2 O3 0O4 0O5 O6 O7 O% O9 0O

If vou had to accept some lev el of pain after completion of treatment, what would be an acceptable level?
ONOPAIN O1 O2 O3 O4 O5 O6 O7 O O Ol

Dezeribe your symptonss in order of severity, with the worsze symptom being #1:

What makes vour condition better? W hat makes vour condition worse?

Is there a certain time of day any of these problems are better or worse?

How often do vou experience symptoms? (Check the one that apphies)
O Constantly O Fregquenily O Occazionally O Intermeittendy
(76-100% of the tims) (51-75% o the time) {25-50% of the time) {0-25% of the tima)

What deerib es the nature of vour symptoms? (Check all that apph-)
O Sharp O Dull achine O Memb [ Zheoting



Have you tried any of the items below for these problems:

O Gabapentin O MNeurontin O Lyrica O Cymbalta O Cream on Hands/Fest
O Aleve O Acetaminophen’ Tylenol O Ibuprofen’ Moirin

O Chirepractic O Masszage Therapy O Physical Therapy O Injections

O Pain Medications:

O Cutrrent Medications, Supplements, Vitamine, Herbs, Homeopathics, Over-the-C ounter Treatments:

How did the previous method(s) work out for vou? (Check the one that applies to you)

O BadRemlts O Some Fesultz= [ Great Remlts O Mothing Changed O Did notwotk for very long

O Still Trying

How are others affected by vou health condition? (Check the one that applies to vou)

O Mo one affected O Hawen't noticed any problem O People avoid me O They tell me to do something

W hat are vou afraid this might be affecting? (Check all that apply to you)

O Job O Kids O Future Abilities [ Marriage [0 Self-Esteem
L] Sleep [ Time ] Freedom L] NiA [ Other:
Arethere health conditions vou are afraid this might turn into? (Check all that apply to vou)
[0 Family Health Problems [0 Heart Dizeass 0 Cancer [0 Diabetes
L Arthritis L] Fibromyalgia [J] Depression [ Chronic Fatigue [ Meed Surgery
Is this condition interfering with any of the following? (Check all that apply to vou)
[ Sles O Work O Walking O Daily Activities [0 Recreation Activities
[ Standing L] NiA

How has vour health condition affected vour job, relationships, finances, family or other activies? Please giv e examples.

W hat has that cost vou? (time, money, happiness, freedom, sleep, promotion, ect.) Give 3 examples

What are you most concerned with regarding vour problem?

W here do vou picture vourself beind in the next 1-3 vears if this problem is not talen care of?

W hat would be differ ent/ better without this problem?




What do vou desire most to get from working with us? What would that mean to vou?

Allergies (check all that apply to vou)

O MNone 0 Ezes [0 Fish' 8hellfish
O Pzanuts O 8o O Mille Lactose
O Sulfites [0 Wheat/ Glutens

[ Other:

Social History (check all that apply to vou)

O casiomal Often Never

[0 "Wear Szat Balts O O O
[0 Exercize O O O
[0 Caffiens O O O
O Drink Alchohdl O O O
O Cizarsttes O Breviously: [1<1 packiday [l packiday [ Cwrrentlv: [] <1 packperday [ =] packiday
[ Other: O O O
Family History (check all that apply to vou)

Parent Sibling
O Asthritis O O
[0 Diabetes O O
[0 Hpertenzsion' Hizh BF O O
O Throid Ezues O O
[0 Canpsr O O
[0 Heart Dis=asze O O
[0 Ztroks O O
[0 Other: O O
Surgeries (check all that apply to you)
O Appendectomy L Cardiovasclar prodadurs L Carvieal Epins O H=teractonmy
O roint Feplacament O Prestate [ Lumbar Spins [0 Gall Bladder
[] Brain O Shoulder [ Thorzcic Spine O Enes
O Carpal Tonnd O Gastro-intsstinal O Uro-genital O Hzrnia
O Other:
Oecupational Activites (check one that best describes vour job description)
L] Administration [l Business Ownar O Clarical '8 ecratary O Computer User
O Hezavy Equipmant O parator O Davyrara’ Childears U Constroction L) HealthCare
[ Food $ervics Industry O Medivm Manuval Labor O Manufactering [ HomeS3 arvices
O HeavyManual Labor O Light Manual Labor O Executive’ Lezal O Hovseleepar
O Retired O Other:




Review of Systems: Have youn had irouble with any of the following, please check pasi, present or no, if never

Card iov azcular
Boor Circulation
Hyperenzion' High BF
Aprtic Ansurizm

Heart DHzzazs

Heaart Atftack
ChaztPain

High Cholastanol

Pacs Maker Deefibrillator

Tzw Pzin
Irreguler Hazrtheat
Swallingof Laz
Cenitours
Eidney Dizsazs
Burning Urination
Fraguant Urination
Blood in Urine
Kidnsy Stones
Lowar Sida Pain
Erertile Drishunction (ETH
Implantad Cond
Bladdar Stimwlatos
Neuwrologic
Szizures
Parkinzon’s
Haad Injury
Brzin Ansusyam
Fest Numbness
Haznd MNumbnazs
Pinched Nanwas
Szwmre Headachss
Wertim
Comztitutional
Waight Loz Gain
Lo Enarey Laval
Drifficulty Slezping

Past Prezemt Mo

Ooooooono Ooooooooooom.

O oooooooon

Ooooooono Ooooooooooom.

O oooooooon

Ooooooono Ooooooooooon.

OO ooooooood

Respiratmory
Aszthma
Toberonlosiz
Shodt Breath
Emphy=ama
Cold Flu
Cough
Wheazing
Eves
Glzucoma
Drouble Vision
Blurrad Vision
Pzychiatric
Drepreszion
Anxwisty

Strazs
Endocrme
Thyrroid
Dizbetaz

Hzir Loez
hienopansal
Ml=nzrual
Exmceszive Thirst

razzive Urinstion

Hemaiologic
Elood Clots
Cancer
Cheamotherapy
Bruizing
Blzading

Faver, Chills
Sweating
Hepatitiz

Boor Cisculation

Past Prezemt Mo

Odooooooono goooooo. Oooo oo oooooo-o

O0o0ono doooooooo0 ogdoooooo ooo oo ooooooo

Hiwvaz

Immune Dizondar

HIV/AIDS
Allerze Shots
Cortizone Tze

Oooomn

Oooono doooooooo0 ogdoooooo. oo oo ooooooo

Ear, Noze & T broat
Difficulty Swallowing
Dizzinesz

Hzaring Loss

Sora Theoat

Mosza Bleads

Blzading Gums

Sinus Infactions
Gastromtestinal
Gzl Bladder Droblams
Bowezl Problems
Constipation

Liver Problams

Uloars

Diizrches
Wanzza)/ ¥V omiting
EBloody Stools

Boor Appatits
Musculoshelatal
Gout

Hernizts Disc
Agthritis

L+ Typs & Location:
Joint Stiffnass

hluecle Wealnes:
Crsteoporosis

Spinal Stenosiz
Cemnerative Disc Disaz
Bulging Dizc

Sriatica

Tointz Baplacad:

Le Eomas: Laft
L+ Hip: Laft:
Foot Dain

Hznd Pain

Lox Back Pain

Wack Pain

Lzz Prin

Plantsr Fesciitiz

Poor Wound Hazling

hlorton™s W euroma

Paxt Prezent Mo

Odddbodooooooooooobool oo ooooooooo booooo.

OO0 OoOooOoooooo oooooo-o

Right
Right

Ooodoooomn

DDDDDDDH

OO0 oOoooooooo oooooom-o
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Employvment

Description of Daily Work

Condition's E ffect on Job Performance:

[ Mo Efect

[ Mild (painfl, some abilitv)

[0 Moderate' 8 evers (painful, very limit=d ability)

Effect of Current Condition on vour Daily Activities
Chatcomes Assessment Tool Used: ADL

[ Moderata (painful, limited ability)

O Zevers (cannot do, no ability)

3 2 1 0
Scoring No Effect Mild Moderate Severe
(Painful Can Do) | (Painful Limited) (Unable to Perform)
Bending

Carrying Groceriss

Change Po=thon - Sif - Stand

Chmb Stars

Divine

Extended Computer Use

Feeding

Household Chores

Kneeling

Lift Children

Pzt Care

Reading (Concenirating)

Self-Care - Bathing

Self-Care - Drassing

Self-Care - Shaving

Sexual Activities

Sleep

Static Sithing

Static Standing

O|a|jo|oojoooo| oot ooy oj o & oy m)oy e

| 0 0 ) 0 0

O|O|c|oojoooo|o|o{o ooy o| o & &y mjo) e

| 0 0 ) 0 0

Walking
Yard Work
Offic e Only:
Ranges from High (patient independent) o Low (patient very dependent)  Score: ! 66
Recreation Activities: Efffects of Current Condition on Performance
3 2 1 1]
Activity No E ffect Mild Moderate Severe
(Painful Can Do) | (Painful Limited) (Unable to Perform)
O O O O
O O O O
O O O O

[] Not Applicable, I have no recreation activities




Current Providers:
Please list all with phone number and address if vou hav e it, or provide a list if more space is needed
Primary Care Physician Name:

Clinic Name:

Address:

Phone Number:

Specialist vou have seen for vour condition (if applicable)
Physician Name:

Climic Name:

Address:

Phone Number:

Additional Specialists:
Physician Name:

Climic Name:

Address:

Phone Number:

Phyzician Name:

Climic Name:

Address:

Phone Number:

I certify the information provided isaccurate to the best of my knowledge:

Patient Signature: Date:




Patient Health Information Consent Form

We want wu to know how vour Batient Health Information (PHI) i= going to be weed in thiz office and vour rights concaming those records.
B=fors we bagin any heslth care operstions, we must regquire vou to read and zien thiz conzant form stating thet voo vnderztend and zzres with
how vour records will be wead. If wou would like tohave 2 more detsilad account of our policies and procedures concerning the privecy of your

Batiznt Health Information, we ancourags vou to r2ad the HIPAA Notice that is svailable to wu at the front desk before sipning thiz conzant.

Tha patient vnderstands and agrees to 2llow this office to vee their Patiznt Heslth Information (PHI) for the purposs of te=astment, pavment,
healbthcsrs operations, and coordination of cars.

The patient has the risht to examins and cbtzin 2 copy of hiz or her own health records at sny time and reqoest commections. The patient may
reguest o know what discloswres have been mads and submit in writing any forther restrictions on the wee of their PHI. Owr office i not obligetad
to agres to thoss restrictions.

The patient’s written consant nead only be obtained one time for all spbeaguent care given to the patiznt in this office.

Th= patient may provida 2 written raguest to revoks conzent 2t any tims during care. Thiz would not 2fact the wee of thosa raconds for the care
Eiven zfter the raguest has besn presantad.

For wour s2curity and right to privacy, all staff has bean trained in the area of petient reoord privacy and 2 privecy official hes been desimatad to
anfiprre thoss proceduras in our office. W have taken all procawtions thatare known by this office to azsure thet wour reoonds a2 not r2adily
grailzble © thoss who do not need tham.

Batients hawve the right to fil2 2 formal complzint with our privecy official sbout zny poszible violstions of theze policiss and procadures.

If the patiznt refiezes to zien this conzent for the purpose of testment, peyment and health care operstions, the phyzician has the right fo refiess to
Eive cars.

I hawve read and vndarstand how my Patient Hazlth Information will be veed and [agres to thess policies and procedurss.

Id entification of Persons with Authorization of Access to Patient Health I nfor mation
Thoss individesls or parties thet could hawe sccez: to Patient Haalth Informetion &t Front Fange Family Hazlth & Chiropractic incleds, bot mey
ot be limited to: The Staff of Front Fangs Family Health & Chiropractic, thizs inclodes:
X Esllen P, Schweitzer, DC _ X all Chiropractic Assistants

MNecezzery heslth care providers or family members who may nead to be conzultad if relstad to the patient’s condition:
X _ Apthorizad Family Member Names:

_ ¥ Your Primary Care Phymicizn Nams: Phons:
WMadical Growp’ Offica: Ciy: State: ZIE
Brinted Patiznt M ama: Drate:

Batiznt or Avthorizad Feprezsengtive Signaturs:

Financial Policv

Jur recommend stions 2re bazad on 3 desirs to 522 wou got well and stay wall. We will zugze:t the nevropathy care that we think vounead.

Newopathy T reatment and Therapies are typically NOT covered by most insurance plans,
Front Range Family Healith & Cluropracte’ Northern Colorad o Neuropathy Clinie does NOT file insurance clams,

I have vnderstand the pavment policy of Front Range Family Health & Chiropractic’ Morthern Colorad o Nevropathy Clinie.
I agrees to pav for services renderad to the above-mentonsd patient as the charge is inewrrad.

Patient Signature Date:
Spouze ! Guardian Signature Doate:

Missed Appointment Pohicy

Wa want to thank wu for choozing v 2= vour health provider. In order to provids wou and our other patisnts with the bast opfimal spinsl ca=, wa
reguast thet voo follow our geidelines reearding troken and'or cancellead appointments. Plaass ramember that we hawe reserved appointment
times ezpacizally for vou. Themsfore, we raguest 2t l=azt 24-hour notice inorder to reschadule ywour appointment. Thiz will snabls we w0 offer vour
cancalled time to other patients that desire to gt their traztment complated. When wu cancel vour sppointment at the last minwte, svervone loess
— wou, the docter and othar patisnts that wosld lile o have stilizad the sppointment ims.

Crar office does reserve the right to charge 328 for miszed appointments without 24-hour notice.
Thank vou for your considerstion of our policias and for the oppormen ity to be vour nawrop athy off ice of chedcs.
Tmidal



