Chiropractic Case History/Patient Information

e Doctor

Name —Social Security # Home Phone
Address : City State Zip

E-mail address: Fax # Cell Phone

Age ~BithDate —_____ Race—____Marital M S W D How many children?
Occupation : Employer ' -
Employer's Address : -Office Phone

Spouse Occupation ' Employer

Name of Nearest Relative Address 3 Phone

How were you referred to our office?
“Family Medical Doctor
' Purpose of this appointment

Date sy

mptoms appeared or accident happened

Have you ever had the same or a similar condition? mYes 7 No If yes, when and describe:

Days lost from work

Date of

last physical examination What surgeries have you had? (Include dates)

Serious

illnesses (include dates)

Have you been treated for any health condition by a physxman m the last year7 nYes nNo

If yes, describe;

What m

edications or drugs are you taking?

What is your major symptom?

Ifthis is a recurrence, when was the first time you noticed th:s problem?

How did it originally occur?

Has it become worse recently? Yes ___ No Same Better Gradually Worse
If yes, when and how? } _ | L
How frequent is the condiﬁon? Constant Dei!y lntermxttent thht Only

How long does it last? All Day Few Hours Minutes.

Are there any other conditions or symptoms that may be related to your major symptom?
Yes Ne - fyes, describe

Are there other unrelated health problems? VYes No . If yes, describe
Describe the pain: Sharp Dull Numbness Tingling _____ Aching _
Buming Stabbing Other '




8. Is there anything you can do to relieve the problem? Yes __ No __. lfyes, describe
. If no, what have you tried to do that has not helped?

7. What makes the problem worse? Standing Sitting Lying v Bendin.g
Lifting Twisting Other , §

8. . Have you had any broken bones? Yes No . If yes, please list and give dates

9. List én,y major accidents you.have had other than those that might be mentioned above:

10.  To your knoWIedge, have you had any diseases, major ilinesses, or injuries not indicated on this
form either in the past or the present?  Yes No . . if yes, please explain

11. WOMEN ONLY: Are you pregnant or is there any possibility ydu 'may be pregnant?

Yes No Uncertain ___.
12, Remarks:
'NO EXTREME
SYMPTOMS SYMPTOMS

Please place an “X” on the line above to indicate your level of problem.

Doctors signature: . Date:

Please check any and all Insurance coverage that may be applicable in this case.
n Major Medical n Worker's Compensation n Medicaid

n Medicare 7 Auto Accident 7 Other

Name of Primary Insurance Company

Name of Secondary Insurance Company (if any)

AUTHORIZATION AND RELEASE: | authorize payment of insurance benefits directly to the chiropractor or
chirop(actic»ofﬁce. [ authorize the doctor to release all information necessary to communicate with personal

The patient understands and agrees to allow this chiropractic office to use their Patient Health
Information for the purpose of treatment, payment, healthcare operations, and coordination of
care. We want you to know how your Patient Health Information is going to be used in this office

consent. If there is anyone you do not want to receive your medical records, please inform our
office.

Patient's Signature | Date

Guardian's Signature Authoriiing Care | Date



Name:

Date:

PLEASE INDICATE ANY OF THE BELOW SYMPTOMS THAT PREVIOUSLY OR ARE NOW

EXPERIENCING:

Headaches
Neck Pain
Stiff Neck
Sleeping Problems

_ Frequency

‘Back Pain

_Nervousness

Tension

Irritability -
Chest Pains/Tightness
Dizziness
Shoulder/Neck/Arm Pain
Numbness in Fingers
Numbness in Toes

High Blood Pressure
Difficulty Urinating
Weakness in Extremities
Breathing Problems
Fatigue

Lights Bother Eyes

Ears Ring

Women: Are you pregnant?

N = Now

P = Previously

. Loss of Balance

Fainting

Loss of Smell

Loss of Taste

Unusual Bowel! Patterns
Feet Cold '

Hands Cold

Arthritis

Muscle Spasms
Frequent Colds

Fever

Sinus Problems
Diabetes

Indigestion Problems
Joint Pain/Swelling
Menstrual Difficulties
Weight Loss/Gain
Depression

Loss of Memory
Buzzing in Ears

FAMILY HISTORY

Please review the below-listed diseases and conditions and indicate those that are current health problems of the
family member. Leave blank those spaces that do not apply. - Circle your answers if your relative lives around this
locality, as some hereditary conditions are affected by similar climate. '

CONDITION

FATHER
Age[ ]

MOTHER
Age[ ]

SPOUSE
Age[ ]

BROTHER(S)

SISTERS
JAge[ ]

CHILDREN

1 Age[ ]! Age] Age[ ] Age]

Arthritis

Asthma-Hay Fever

Back Trouble

Bursitis

Cancer

Constipation

Diabetes

Disc Problem

Emphysema

.| Epilepsy

Headaches

Heart Trouble

"1 High Blood Pressure

Insomnia

Kidney Trouble

Liver Trouble

Migraine

Nervousness

Neuritis

Neuralgia

Pinched Nerve

Scoliosis

Sinus Trouble

Stomach Trouble

Other:
T

If any of the above family members are deceased, please list their age at death and cause:
I




‘Oswestry Disability Index (Lowback Pain)
Name:_ ‘
Date:

Séction 1 = Pain Intensity

[ have no pain at the moment,

The pain is very mild 4t the moment.

The pain is moderate at the moment.

The pain is fairly severe at the moment.

The pain is very severe at the moment,

The pain is'worst imaginable at the moment.

0ooooo

Section 2 — Personal Care (washing, dressing, etc.)

Q' I can look after myself normally without extra pain.

L1 lcan look after myself normally but it is very painful,

O Itis painful to look after myseif and 1 am slow and careful,
O Ineed some help but manage most of my personal care,

. Lneed help every day in most aspects of my personal care.
‘Ineed help everyday inn most aspects of self-care.

“Ldo not get dressed, was with difficulty, and stay in bed.

00D

Section 3 - Lifting

Q. Lcanlif heavy weights without extra pain.
O Teanlitt heavy weights but it gives extra pain.

1. Pein prevents.me from lifting heavy weights off the floor, but
I.can manage if they are conveniently positioned (i.e. on a
table)

‘0 Pein prevents me from lifting heavy weights. but [ can
manage light to medjum weights if they are conveniently
¢ pesitioned.
U Lean lift only very light weights,
8 Tcannotlift or carry anything at all.

Settion 4 — Walking

Q' Pein does not prevent me walking any distance,

O Pein prevents me walking more than | mile.

0 Pzin prevents me walking more than % of 4 mile.

8" " Pzin prevents me from Avalking more than 100 yards.

U Lcan only walk using a stick or. crutches.

Q. Tem in bed most of the time and have to crawl (o the toilet,

Sectior. 5 Sitting

© Leanssitinany chair as fong as T like.

[can sit in my favorite chajr as long as | like.

Bain prevents ime from sitting for more than | hour,
“Tain prevents me from sitting for more than % hour.
 Pain prevents me from sitting for more than 10 minutes.

Pain prevents me from sitting at all.

0o0ooo

SCHILL CHIROPRACTIC

ALTERNATIVE HEALTH CARE FOR THE ENTIRE FAMILY
CLAIRED. SCHILL, D.C,, D.A.B.C.N.

Section 6 - Standing

Iean stand as long as 1 wanl without exua pain.

I'can stand as long as | want but it gives me extra pain.
Pain prevents me from standing more than | hour,

Pain prevents me from standing for more than ¥ an hour,
Pain prevents me from standing for more than 10 minutes.
Pain prevents me from standing at all.

0o00ooo

Sectiont 7 — Sleeping

My sleep is never disturbed by pain.

My sleep is occasionally disturbed by pain.
Because of pain, [ have less than 6 hours steep.
Because of pain, I have less than 4 hours sleep,
Because of pain, | have less than 2 hours sleep.
Pain prevents me from sleeping at all.

000000

Section & - Sex Life (if applicable)

My sex life is normal and causes no extra pain.
My sex life is normal but causes some extra pain.
My sex life is nearly normal but is very painful.
My sex life s severely restricted by pain.

My sex life is nearly absent because of pain.
Pain prevents any sex life at all,

CO000o0o0o

Section 9 ~ Social Life

My social life is normal and causes me no extra pain.

My social life is normal but increases the degree of pain.
Pain has no significant effect on my social life apart from
limiting my more energetic interests. i.c. sparts

Pain has restricted my social life and 1 do not go oul as often.
Pain has restricted social life to my home,

I'have no social life because of pain.

000 O00c

Section 10 ~ Traveling

I can travel anywhere without pain.

I can travel anywhere but it gives me extra pain.

Pain is bad but 1 manage journcys of over two hours.

Pain restricts me to short necessary journeys under 30 minutes.
Pain prevents me from traveling except to receive treaument.

O00c0oo
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Neck Disability Index ) o
This questionnaire has been designed to give the docior information as to how your neck pain has aﬂec(edyolj.zr cbility to
managz ineveryday life. Please answer every section and mark in each section only the O/\’E box which applies to you. e
realize you may consider that two of the statements in qny one seciion relate (o you, but please just mark the box which most
closely describers your problem. :

Name
Date: .

Section I —Pain Intensity

Q
Q
a
Q
Q
a

w

00CcOoOoD

[ have no pain &t the moment. (0)

The pain is very mild at the moment. (1)

The pain is moderate at the moment. (2)

The pain is fairly severe at the moment. (3)

The pain is very severe al the moment, (4)

The pain is the worst imaginable at the momenit, (5)

ection 2 - Personal Care (Washing, Dressing, cte.)

I can look afer myself normally without causing extra pain. (0)
Tcan look after myself normally but it causes extra pain. (1)

Tt is painful to look aftet myself and I am slow and careful. )
['need some help but manage most of my personal care. 3
Tneed help every day in most aspects of self care. (G

I'do not get dressed, 1 wash with difficulty and stay in hed. (5)

Section 3 — Lifting

Q
a
Q
i

G
G

[ zan Hft heavy weights without exra pain, (@

1 san Nii¥ heavy weights but it gives exira pain, (1)

Pzia prevents me from lifting heavy weights off the floor, but |
can manage if they are conveniently positioned, for example
on a lable (2) ]

Pain orevents e from lifting heavy weights, but [ can mianage
lizght'to medium weights if they are conveniently positioned.
oF |

[ean lift very light weights. (4)

L zannol lift or carry anything at alj. (5

Section 4 - Reading

Q
a
.
a
Q
Q

zanread as much as [ want to with.no pain in my neck. (0)
[ eanread as much as T want with shight pain in my neck, (1)
I eanead as much as I want with moderate pain in my neck.
@) ,

[ cannot read as muckh as [ want because of moderate pain in
my neck. (3)

Tean hardly read 2 alt because of severe pain in my neck. (4)
[ eannot read at all. (5)

Section § — [Headaches

]
Q
-
Q
a
a
a

480 EAST STATE ROAD 436 ©

I bave no headaches at ail, {0}

L have slight headaches that come infrequently. (1)

! have moderate headaches which come infrequently. (2)
[liave moderate headaches which come frequently. (3)
Thave severe headaches which come {requently. (4)

[ have headaches almost el the fime. (5

CASSELBERRY, FLOR

Section & — Cancentration .
O Tcan concentrate fully when [ want to with no difficulty. (0)

G  Ican-concentrate fully when I want to with slight difficuity. (1)

O Thavea fair degree of difficulty .n concentrating when I want
0. (2) .

O Tlhavealot of difficulty in concentrating when [ wan: to. (3)

O Thavea great deal of difficnity ia cancentrating when I want
to. {4)

0 Icannot concentrate at all, ($)

Section 7~ Woyrk

0 1can do as much work as | want to. 0]

O Tcando my usual work, but 1o more. (1)

G Ican domost of my usual work, but no more. 2

3O Tcannotdo my usual work. (3)

G Tean hardly do any work atall, (4)

Q  Lcamiol do any work at all. (5)

Section & - Driving

& Icandrive my car without any neck patn. (0)

0 Ican drive my car as long as I went with slight pain in my
neck. (1) .

O Icandrive my car as long as [ want with moderate pain in my
neck. (2)

O Icannot drive my car as long as Lwant because of mederate
pain in my neck. (3)

O Tecan hardly drive at all hecause cf severe pain in my neck. (4)

O Icannot drive my car at all. (5) '

Section 9 - Sleeping

{0 Thaveno trouble sleeping. (0) .

O Mysleepis slightly disturbed (less than | hour sleeplzss), (1)

O Mysleepis mildly disturbed (1-2 hours sleepless). (2)

0 Mysleep is moderately disturbed (2-3 hours sleepless). (3)

U My sleep s greatly disturbed (3-¢ hours sleepless). (4)

O My sleepis cornpletely disturbed (5-7 hours sleepless). (5)

Section 10 — Recreation

O Tamable to engage in all my recreation activities with no neck
pain alall, (0)

Q 1 am able to engage in all my recreation activities, with some
pain in my neck. (1) :

0 1 an lajole_, to engage in most, but to ali, of my usual recreation
activities because of pain in my neek. (2)

U lamableto engage in a few of my usual recreation activities
because of pajn in my neck, (3) '

Q Tcanhardly do any recreation act.vilies because of pain in my
neek. (4)

U Icannotdo any recreation activitizs at all, ()
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Schill Chiropractic
ACKNOWLEDGMENT OF RECEIPT
OF
NOTICE OF PRIVACY PRACTICES

I'acknowledge that I was provided a copy of the Notice of Privacy Practices and that 1 have read
them or declined the opportunity to read them and understand the Notice of Privacy Practices. I understand
that this form will be placed in my patient chart and maintained for six vears.

By checking this checking the lines below [ authorize being contacted for practice reminders by:
Mail ;
Email at email address
Telephone numbers
By voice mail
By text message o
By FaceBook address

By checking this checking the lines below I authorize being contacted for birthday greetings or
promotions about the practice by:
Mail
Email _at email address
Telephone numbers
By voice mail
By text message

By FaceBook address

.

U
>

By checking this checking the lines below 1 authorize the doctor to personally discuss with me
products that may benefit my health or condition.

Patient Name (please print) Date

Name of Parent, Guardian or Patient’s legal representative

Signature of Patient, Parent, Guardian or Patient’s legal representative

THIS FORM WILL BE PLACED IN THE PATIENT'S CHART AND MAINTAINED FOR SIX
YEARS.

List below the names and relationship of people to whom you authorize the Practice to release PHI.




Dr. Claire Schill, D.C.
480 State Road 436
Casselberry, FL 32707

Electronic Health Records Intake Form

In compliance with requirements Jor the government EIR incentive program

First Name: Last Name:

Email address: @

Home# Cell#

DOB:_/ /  Gender (Circle one): Male/ Female Preferred Language:

Smoking Status (Circle one): Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked

CMS requires providers to report both race and ethnicity

Race (Circle one):  American Indian or Alaska Native / Asian/ Black or Afiican American
White (Caucasian) / Native [awajian or Pacific Islander / Other / Decline to Answer

Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / Deciine to Answer

Are you currently taking any medications? (Please include regularly used over the counter medications)

Medication Name Dosage and Frequency (i.e. Smg once a day, etc.)

|
|
]

Do you have any medication/other allergies?

Medication Name Reaction Onset Date | Additional Comments

i

L_ i _J

I choose to decline receipt of my clinical summary after every visit (These summaries are often
blank as a result of the nature and frequency of chiropractic care.)

Patient Signature: Date:

For office use only

| Height Weight: Blood Pressure: / N
Zdrive! data /forms 10/14




