
Dr. Donald E. McGriff, DC MUAC

PATIENT HEALTH QUESTIONNAIRE
Personal Information Date:

First Name:
Address:

Middle Initial: Last Name:

City: State: _Zip,
Marital Status: S M D W Name of Spouse:

Cell:
Date of Birth:
Phone:
Work: ext. Ok to call at work? YesA.{o

Occupation: Employer:
Business Address:

Who Refened You To Our Office or How Did You Hear About Us?

Have You Had Chiropractic Care? No/Yes; if so please indicate when and doctors
name:

Date of Your Last Physical Examination: Primary Doctor:

Current Comnlains
Use these symbols to describe the type of pain or sensations you are feeling:
Aching>>> Stabbing or Sharp pfin lll Burning Pain XXX

Numbness== Pins and Needles 000

A
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Patient's Name:

Dr. Donald E. McGrifl DC MUAC

Date:

CHIEF COMPLAINTS:

DETAILS OX'COMPLAINT

1. Did anything cause or contribute to the onset? YesArlo What?
2. When did the most recent episode begin? Date:
3. Have you sought other care for this condition? YesArlo Who?
4. Can you point to the exact location of your symptom(sf .........Yes_ No
5. How would you describe the intensity on a pain scale of 1 to 10?

6. Can you describe the sensation? Yes No
(Dull, Sharp, Burning, Aching, Gnawing, Throbbing' Shooting'
Constricting, Other)

7. Has your condition been constant or intermittent through its duration? YesAllo
Explain:

8. Does the pain radiate/travel to any part of your body? YesA'{o Where?
9. Has there been changes in any bodily functions? Yes/\lo (urinetion, bowel,

respiration, digestion, vision, selull, other)
10. Has your condition been getting better, worse or about the same?

I l. Has your condition affected your daily activities in any way? .. .......YesA'{o
How?

12. Is there anything that makes it worse? YesAtro What?
[3. Have you found anything that makes it better? YesA.lo What?
14. Have you tried store bought or home remedies? YesA'{o What?

Patient Signature

=::::::::::::::::::::::::::::::::::::::::::::::::
DOCTOR'S NOTE
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Dr. Donald E. McGriff, DC MUAC

Patient Histo
Do vou have or have vou ever experienced the followrne:

Persistent Hoarseness

Persistent Nosebleeds
Persistent CoueMB loody Sputum/Asthma

Rubella
Chicken Pox Painful Urination

Polio Blood in Urine
Shortness of Breath Persistent Nausea/Vomiti
Chest Pain/Pressure

lrregular Heart Beat/MurmuriArrythmia Persistent Indieestion
Swelline of Feet Abdominal Pain

Persistent Diarrhea
Persistent ConstiAbnormal Bleedin
Vomitins BloodHish Blood Pressure
Blood in StoolPhlebitis
Yellow Jaundice/Liver Disease
Kidnev Disease/Infection

Muscle Cramps/Ache while walking/at Rest

Clickins Jaw/TMJVision Problems

Nubness/Paralysis Anoetite Chanses
me Urination

in urination/Frequency per da
in Bowel Function per da

Sexual Dvsfunctions
Arthdtis/Gout

Difficulw Swallowi Deoressions/Anxi
es in Skin (mole Smoke/Chew Tobacco

Tuberculosis/Lung Disease/Pneumonia
Life Stress Home/Work

lar Exercise
Veneral Infection/Svnhilis/H

Use of Artificial Sweeteners
HIV/AIDS Use of Recreational Druss/Steroids
Blood Transfusion Use of Caffeine.

Sleeoins PositionsPainful/Swollen Joint
Bad Sprains/Strains
Broken/Fractured Bones Vitamins
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Patient's Name:

Dr. Donald E. McGriff, DC MUAC

CURRENT MEDICATIONS
Pain Blood Pressure Hormones
Muscle Relaxers Heart Birth Control
Anti-inflammatory Thvroid Antideoressants

Steroids Insulin/Diabetes Antibiotics
Other:

HAVE YOU EVER EAD ANY OF TEE FOLLOWINGS SURGERIES?
Y N Date Procedure Y N Date Procedure

Appendix(Appendectomy) Heart

Hysterectomy C-section
Tonsi ls(Tonsillectomy) Spine

Gallbladder( Cholecystectomy) Orthopedic
Breast/Prostate Hemorrhoid
Plastic/C osmetic/S kin Other:

X'AMILY HISTORY
Relation I)eceased Ase State of Health Cause of Death
Father

Mother
Siblinss

Spouse

Children

Famil Histo Grand Siblin Children

X'OR WOMEN ONLY: M truel Histo: filenstrut
Date of Last Period Excessive Flow
Lensth of Cvcle/Resularitv Pregnancy

Hieh Blood Pressure
Bleedins Disorders

Neurolosic Disorders

451 Hungerford Dr Suite 510 Rockville, MD 20850 (301) 738-1148



DonaldE. McGriff, D.C., P.C.
Advanced Cldropractic

PATIEI\TT NAME PATIENT'S INITIALS

For good and valuable consideration received, I
being the undersigned, authorize and direct you, Donald E. Mccriff, D.C. any sums as
may be due and owingi this chiropractic office for services rendered me, both by reason
of accident, or iilness and/or by reason of any other biu that are due this chiropractic
office, and to withhold such sums from any disability benefits, medical payment benefits,
no-fault benefits, health and/or accident beilefits, workers' compensation benefits, or
any other insurance benefits or reimbursement whatsoever for which you may be
obligated to reimburse me, or from any settlement, judgment or verdict on mJ/ behalf
as may be necessary to adequately protect said chiropractic office.

In further consideration of the above-indicated treatment, I hereby give a lien to
said office against any and all insurance benefits named herein, and any and all proceeds
of any settlemenb, judgment, or verdict, which may be owed me as a result of the
iqiuries oI illness for which I have been treated by said office. This contract is to act as
an assignment of mJr riglhts and benefits to the extent of the office's charges for services
provided herein.

I, the undersigned, further hereby authorize and direct my attorney,
, when settlement or jud€lrnent is reached, to pay in

fuII the chiropractic bills rendered for all treatment and services as a result of the
injuries or illness for which I have been treated by said office and any other amounts
which I may owe said office at that time.

In further consideration of the treatment rendered herein, I do hereby authorize
the chiropractic office to furnish you, the above-indicated party, a full report of m5r
examination, diagnosis, treatment, prognosis, chiropractic bills and other relevant
information pertaining to my treatment.

I UIVDEASTAIID THAT BY SIGIIITVG TIIIS DOCUIIEITT I Allll AUTHORIZIIIG
NEI,EASE OF NEPONTS AIITD ITTOAIIIATIOIV TO TIIE ABOVE.IIIDICATED PARTY,
WIIICH COULD I1VCLUDE THE NESPOITSIBLtr! PARTY'S NVSI'RAIICE COIIIPANY.

Furthermore, I authorize the chiropractic office to release any information pertinent
to my case to any insurance company, adjuster or attorney to facilitate collection under
this assi€lnment, lien and medical authorization.

In the event any insurance company is obligated to make paymenLs to me upon
the charges made by this office for the services rendered by refuses to make such
payments, I hereby assign and transfer to this office any and all causes of action,
claims, whether in law or equity, that I might have or that might exist in my favor
a,gainst such company, and authorize this office to prosecute sald cause of action either
in my name or ln the office's name and further authorize this chiropractic office to

ASSIGNMENI LIEN & AUTHORIZATION TO RELEASE MEDICAL RECORDS & INFORMATION



compromise, settle or otherwise resolve any clai.m or cause of action in its sole
discretion herein as it relates to amounts owed this doctor.

I understand that I am directly and fully responsible to said office for alt
medical bius submitted by them for services rendered me a,nal this agleement is
made sol€ly for said office's additional protection. I further understand that such
payment is not contingent on any settlement, jualgment or verdict by which I may
eventually recover said fees. Said medical payments are due on demand by the
office. I further understand and agree that said assignment, uen and authorization
do not constitute any consideration for the office to await payment and it may
demand payments from me immed-iately upon renderinEi services at its option.

This agreement is lrrevocable anal is binding upon the heirs, executors and
Iegal representatives of the undersigned. Iivherefore, the undersiEFed has hereunto
set his hand this =.- day of , 20__.

Patient Signature

AND AUTHORIZATION AND RELEASE OF MEDICAL RECORDS
AND INFORMATION

I, , attorney for the above-
indicated patient hereby acknowled€le receipt of the above
assignment and lien and agree to protect said chiropractic office
pursuant to the above-indicated terms.

DATE: ATTORNEY:

ASSIGNMENT, LIEN & AUTHORIZATION TO RELEASE MEDICAL RECORDS & INFORMAT]ON



CONSENT TO CHIROPRACTIC EXAMINATION AND CARE

I hereby authorize Advanced Chiropractic ofRockville and its licensed doctors and
assistants, based on my complaints and the history I have provide, to undertake an
examination and provide an evaluation and treatment plan which may include
chiropractic adjustments and other tests and procedures considered therapeutically
appropriate. I also wish to rely on the practice doctors to make those decisions
about my care, based on the facts then known, that they believe are in my best
interest.

The nature and purpose of the chiropractic examination and evaluation, the
chiropractic adjustments and the other procedures that may be recommended
during the course of my care have explained and described to my satisfaction.

Based on current findings, Practice doctors have discussed my diagnosis and

treatment plan, the benefits and expected improvement with the proposed treatment
and the reasonable altematives to the proposed treatment. They have also
explained the cost of my proposed care (or provided me with a current fee

schedule) and to the extent practicable the cost of reasonable altematives to the
proposed treatment.

To aid the understanding of my condition and the reasons for the proposed course
of care, the practice has provided me with specific pamphlets and other literature
and/or videos and the Practice doctor has answered my questions regarding the
planned treatments and course of care that I will receive. The Practice doctor has

also explained that my diagnosis and treatments may change during the course of
care and that he will advise me of material changes in my diagnosis and treatment
options and answer any additional questions that I may have at any time.

I have also been advised that although the incidence of complications associated
with chiropractic services is very low, anyone undergoing adjusting or
manipulative procedures should know of rare possible hazards and complications
which may be encountered or result during the course of care. These include, but
are not limited to, fractures, disk injuries, strokes, dislocations, sprains, and those
which relate to physical aberrations unknown or reasonably undetectable by the
doctor.



I understand and accept that:

1 . I have the right to withdraw from or discontinue treatment at any time
and that the Practice doctor will advise me of any material risks in this
regard.

2. That neither the practice of chiropractic nor medicine is an exact science
and that my care may involve the making of judgments based upon the
facts known to the doctor during the course of my care.

3. That it is not reasonable to expect the doctor to be able to anticipate or
explain all risks and complications or an undesirable result does not
necessarily indicate an error in judgment or treatment.

4. The Practice does not guarantee as to results with respect to any course of
care or treatment.

5. My care and treatment will not be observed or recorded for any non-
therapeutic purpose without my consent.

I have read this Consent (or have had it read to me) and have also had an

opportunity to ask questions about the Consent and understand to my satisfaction
the care and treatment I may receive. My signature below acknowledges my
consent to the examination, evaluation and proposed course of care and treatments

by the Practice.

Witness Patient Printed Name

Date

Doctor's Notes:

Patient Signature

Doctor's Signature


