Fredrick Chiropractic Plus
3930 Washington St Suite B
Gurnee IL, 60031
847-662-1600
Fax: 847-662-1612

Consent to Contact

1, , hereby give my

Chiropractor, Dr Fredrick, D.C., permission to contact my medical facility

, regarding my health. My Medical is

Dr. , and | approve the contact and conversation about
my health.
Print Sign Date

Our office prides itself in confidentiality and following HIPAA compliance

Rules. By signing this release, you are giving authority for our office to

Share your health information with your primary care facility.

Initials

DIPLOMATE, AMERICAN BOARD OF CHIROPRACTIC ORTHOPEDISTS
DIPLOMATE, AMERICAN BOARD OF CHIROPRACTIC INTERNISTS
Mark Fredrick, D.C., D.A.B.C.0,, D.A.B.C

-



N

2.:.ABOUT'YOU

CEL PHopt Chaeiépn:
Today’s Date . / /

: What You Prefer To Be Ca}led:
Reason For Visit: -  Homighone:
Ao SOE o3 ‘ m: ‘refiri ;_.__ E b i s ]
[ SS# Drivers License #
City State Zip
Employer: How Long?
Employer Address:
‘ City State Zip
Betnpatan: Work Phone #: Referred By:
Primary Doctor’s Name & Phone #:
4. SPOUSE INFORMATION
Viaritil Shiud:
O Single o Married o Divorced
o Widowed O Separated
Work Phone #: Home Phone #: Name:
Home Phone #:
Date of Birth: /__ 1
Employer:
6. AUTO ACCIDENT INFORMATION Work Phone #:
SS#
Your Attorney: D/L #:
Phone #;
givddfew S = 5. ACCOUNT INFORMATION
: : p: P It ible fo t
Name & Address of the vehicles owner: erson ultimately responsible for accoun
Name: _ Refifion;
Your Insurance Company: Billing Address: : -
Address: i
City: _ State: Zip: Street City State Zip
Agent/Adjuster: Phone #: SS #:
Policy #: Claim #: Drivers License #:
Other Company: Employer:
Address: - Workd#:
City: __ State: Zip: Desired medical payment
Agent/Adjuster: oCash  oCheck o CreditCard
. Phone#:__ Card # Exp.Date:__/__ /
Policy #: Claim #: Name as it appears on card:

I hereby authorize Fredrick Chiropractic Plus to release to insurance companies, government agencies, or other third party payers and
their agents (which may include your employer if your employer is self-insured) information concerning medical care, advice treatment
supplies, jtemized bills, or other information that may be necessary for the purpose of determining eligibility and available benefits and
obtaining payment on my behalf for the health care services provided to me or to the patient covered by this authorization.

T understand that the care and services at Fredrick Chiropractic Plus is subject to review, both during and after treatments covered by this
authorization, health care professionals, third party payers and review agencies.

I understand that I will be financially responsible for all charges incurred for the services provided if revocation or refusal to authorize
the disclosure of my medical records results in a denial of payment for charges incurred.

I hereby authorize payment directly to Fredrick Chiropractic Plus of the insurance benefits herein specified and otherwise payable to me
for this period of treatment. I understend that I am financially responsible to pay for my care, and that if my insurance plan does not pay
the full amount due I will be responsible for the balance. This may include costs of collection and/or reasonable attorney’s fees.

Date: / /

Signature of Responsible Person:




Patient Health Qusétionﬁarire — pag 2

Patient Name:

Date:

What type of regular exercise do you perform?

1. None 2. Light

What is your fiéighit 2 weight I I | '
eet nches

For each of the conditions listed below, place a check in th

3. Moderate 4, Strenuous

Weight [ | | | s

e 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 Present
0 O Headaches o O High Blood Pressure o O  Diabetes
o O Neck Pain o O Heart Attack o O Excessive Thirst
o O Upper Back Pain o O Chest Pains o O Frequent Urination
o O Mid Back Pain o O Stroke o O Smoking/Tobacco Use
o O Low Back Pain o O  Angina O O Drug/Alcchol Depend.
o] O  Shoulder Pain o o Kidney Stones ....,. What & Severity(Mild, Mod. Sev.)
o O  Elbow/UpperArmPain O o Kidney Disorders
o O Wrist Pain o o Bladder Infection o O  Systematic Lupus
o O  Hand Pain o O Painful Urination o O Epilepsy
o O Hip/ Upper Leg Pain o O  Loss of Bladder Control o O Dermatitis/Eczema/Rash
o o] Knee/ Lower Leg Pain o O Prostate Problems o O  HIV/AIDS
@) o Ankle/ Foot Pain o o Abnormal Weight Gain/LossO O  Depression
¢) O  Jaw Pain o) o) Loss of Appetite Females Only
o O Joint Swelling/ Stiffness © ©  Abdominal Pain o O Birth Control Pills
o O  Sleeping Problems o O Ulcer o ©  Hormonal Replacement
o O Arthritis o o Hepatitis o) o) Pregnancy
o O Rheumatoid Arthritis o O Likes cold weather Other Health Problems
o O General Fatigue o o Likes hot weather & ~—never smoke _ former smoker
o) o) o o Cancer — current everyday smoker ___ heavy smoker
o 9] Muscular Incoordination O o Tumor —— unknown if ever smoked —smoker
O O Visual Disturbances o O  Asthma —— current some day smoker
o o O Chronic Sinusitis o light tobacoo smoker
e ember has had any of the following (motlier, father or sibliags):
O Rheumatoid Arthritis O Heart Problems O Diabetes O Cancer O Lupus o

éription and aver-the-countér sielichtiondii Dilse A%

Patient Signature :

Doctor’s Signature;

Pulse

E: Height  » Weight

Date;

Ibs. B/P /

— A

bpm Respirations bpm

DX: s




Name ' Date

Using the following descriptive symbols, draw the location of your pain on body outlines below.
In addition, mark the level of your pain on the pain line at the bottom of the page.

ACHE BURNING NUMBNESS  PINS & NEEDLES STABBING  OTHER
AN 00000000000  ........ccceemmnnnnn.. I XXXX

ccaefiarins

Lea

Lo [ v [ 2 35747517617 89 [10]

No Pain Worst Possible Pain

Please circle through this pain scale the level of your pain.

-

Patient Signature



Pationt Health information Consent Form

We wimit you © know how Sur Patent Heakn informaton (Fril) 8 § % be used In Ui offics ad
rights ccncsming thoss records. Before we will begin any osfe operaficns we must

mmmmmmmmmwmmmmwm
1o have @ mors detalied account of our policiss and

procedures conoeming
mm%tMMmmbmmmPMmmn
Whmﬁhﬂ“bﬁn@d@mm

of his or her own heatth records at any time
and request cormections. The patient mey bWWWMMMm
.umnmmeormﬁwommmemdeﬂl. Our offics ls not cbiigated t0 agree
1o those restrictions.

Patierts have the 1o file ¢ formal
of thase ,’3“‘ 8 esmplaint with our privacy official sbeut any possible Viciations

“mmmbﬁﬂﬁﬁ;mwﬂamdm '
cperations. the chiropractic physician has the right to refuss to give care. paymant and hesith cara

| have read snd understsnd '
poiicies and procsdures. how my Patient Heslth information will be usad and ! agree to these
Would you Bk 10 hews 6000es 1 your perscitel heuilh infermatiorr sitotronkiBiey _ Yes __Bo

Name of Petient Dots




CHIROPRACTIC PLUS
3930 Washington St. Suite B
Gurnee, 11 60031
Phone (847) 662-1600

* Fax (847) 662-1612

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

To: (Provider)

(NAMB OF DOCTOR, CLINIC, HOSPITAL, ETC.)

Address:

I o - request the following information:

u)&-rays O History o Records 0 Diagnosis o Treatment ¢Rsports 0 Billings o Blood works results o Other

concerning my: KAccident O Injury o Qiness o Other

D.o.8

To be released to: FREDRICK CHIROPRACTIC PLUS
Address : 3930 W. Washigton st. Suite B, Gurnee, Il 60031
7/

For the purpose of* Review and Treatment

Signed Date
O Patient o Spouse o Parent 0 Guardian Exp. Date -




Compare your quality of life before and after the injury

. Do you need the help of others?

. Any change at work or home?

. Has your energy, fatigue, or stress levels changed?

. Any change in your social life?

. Any change in your family life?

. Any feelings of fear, anger, frustration, irritation, isolation or
sadness?

. Any change in appetite, sleeping pattern, or sexual activity?

Name Date




Neck Index

ACN Growp, Ino Form N1-100

ACN Group,ing Use Only rev 3/27/2003

Date

Patient Name

This questionnaire will give your provider information about how your neck condition affects your everyday life,

Please answer every section by circling 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

0 i have no pain at the mement.

1 The painis very mild at the moment,

2 The pain comas and goes and is moderate,

3 The pain Is falrly severe at the moment.

4 The paln Is very severe at the moment.

5 The pain is the worst imaginable at the moment,

Sleeping

0 I have no troubla sleeping.

1 My sleep is slightiy disturbed(less than 1hour sleapless),
2 Mysieepls miidly disturbed(1-2 hours sleepless).

3 Mysleepls moderately disturbed(2-3 hours slespless).
4 Mysleepis groally disturbed(3-5 hours sleepless)

5 My slsepis completely disturbed(5-7 hours sleepless)

Reading

0 | can read as much as | want with no neck pain,

1 1 can read as much as | want with slight neck pain.

2 | can read as much as ! want with moderate neck pain, -

3 | cannot read as much gs | want bacause of moderate neck paln,
4 | can hardly read at ajl because of severe neck pain,

§ |cannot read at aj) because of nack pain.

Concentration

0 I can concentrate fully when | want with no difficulty.

1 1 oan concentrate fully when | want with slight diffiicuty.

2 | have a falr dsgres of difficulty concetrate when | want,
3 I have alot of difficutty concentrating when | want,

4 | have a great doaf of difficulty concstrating when | want,
S I cannot concalrate at all,

Work e
0 {can doasmud;workaslwant.
-1 1 can only do my usual work but not more,
2 1 can only do most of my usual work but not more,
3 ! cannct do my usual work.
4. | can hardly do any work at all,
5 lcannotdo any work at alf,

Patient’s signature

Personai Care

0 1 can look after myself rormally with out causing extra pain.
1 | can look after myself but it-causes extra pain,

2 1tis painfuf to look after myself and | am siow and careful,
3 Ineed some heip but | Mmanage most of my personal care,
4 1 ned help everyday in most aspects of seif care,

5 I do not get dressed, | wash with difficulty and stay In beg,

Lifting

0 can ift heavy weights without extra pain,

1 1 can lift heavy weights but i Causes extra paln.

2 Pain prevents me from lifting heavy welghts off the floor, but |
can manage if the are convenlently positioned(e.g, on the table)

3 Pain prevents me from lifting heavy welghts offthe floor, but |
an manage light to medium welghts if the are convenlently
positioned.

4 1canonly lift very light weights,

§ | cannot lift or canry anything at all,

- Driving

0 | can drive my car with out any neck pain,

1 | can drive my car as long as | want with slight neck paln,

2 | candrive my car as long as | want with moderate neck pain,

3 | cannot drive my car as long as | want because of modsrate pain.
4 lcan hardly drive at all-because of severe neck pain,

5 1 cannot drive my car at all because of neck pain.

Recreation
0 I'am able to engage In alf My recreation activities with cut neck pain.
1 lamable to engage in all my usual recreation activities with some

neck paln,
2 lamable to engage in most but not all my usual recreation

activitles because of neck pain.
3 1am only abls to engage in a foew of my usuai recreation activities

because of neck pain,
4 | can hardly do any recreation activities because of neck pain,

§ | cannot do any recreation activitles at all,

Headaches

0 ! have no headaches at all.

1 | have slight headaches which come Infrequently.

2 | have moderate headaches which come infrequently.
3 | have moderate headaches which come fraquent.

4 | have severe headaches which come frequantiy.

5§ | have headaches almost all the time,

Neck
Index
Score




Back Index

Form BI1100

Patient Name

rev 3/27/2008

Date

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 statement that most closely describes your problem.

Pain Intensity

® The pain comes and goes and is very mild.

@ The palnis mid and does not vary much.

@ The pain comes and goes and is mederate.

® The pain is moderate and does not vary much.
@ The pain comes and goes and is very severe.
® The paln Is very severe and does not vary much.

Sleeping

@© |getno pain In bed.

® 1 getpain in bed but it doss 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 lass than 50%.
@ Becauss of pain my normal sleep is reduced by less then 75%.
® Pain prevents me from sleeping at all.

Sitting

@ | can sit in any chalr as long as | like.

@ | 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.
® | avold sitting because it increases pain immediatsly.

Standing
@ | can 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 without increasing pain.
@ | cannot stand for longer than 1/2 hour without increasing pain.

@ | cannot stand for longer than 10 minutes without Increasing pain.

® | avoid standing because it increases pain immediately.

Walking
®© 1 have no pain while walking.

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

@ 1 cannot walk more than 1 mile without increasing pain.
@ ! cannot walk more than 1/2 mile without increasing pain.
@ | cannot walk more than 1/4 mile without increasing pain.
® | cannot walk at il without increasing pain.

Personal Care

® 1 do 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 pein.
@ Washing and dressing increases the pain but | manage not to change my way of ding it

@ Washing and dressing increases the pain and | find it necessary to change my way of deing 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

@ | can lift heavy weights without extra pain.

@ [(canlift heavy weights but it causes extra pain.

@ Pain prevents me from lifing heavy welghts off the ficor.

® Pain prevents ma from lifing 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 ficor, but | can manage
light to medium weights if they are conveniently positioned,

® | can only lift very light weights.

Traveling

®© | get no pain while fravefing.
@ 1 get some pain while traveling but none of my usual forms of travel meake it worse.

@ 1 get exira pain while traveling but it does not cause me to seek aftemate forms of travel.
@ | get exira pain while traveling which causes me to seek aitsmate 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 exira pain.

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

® Pain hss no significant affect on my social life apart from limiting my more
energetic interests (8.g., dancing, etc).

® Pain has restricted my social life and | do not go out very often.

@ Pain has restricted my social ife to my home.

® | have hardly any sccial fife because of the pain.

Changing degree of pain

® Wy pain is rapidly getting better.

@ My pain fluctuates but overall is definitely getting better.

@ My pain seems to be getting better butimprovement s slow.
® My pain is neither getting better or warse.

@ My psin is gradually worsening.

® My pain is rapidly worsening.

Back
index

‘Index Score =

Score




