INTRODUCTION PATIENT CASE HISTORY

Today’s Date: / /

PATIENT INFORMATION

Name: (First MI Last) Preferred Name:

Address: City: State: Zip:

Date of Birth: Gender: || Male || Female Social Security #:

Home: Mobile: Work:

Email:

Preferred Method of Contact: = Text Email . Home Phone Other:

*Referred By: (Name)

Family _ Friend I Co-Worker | Doctor [ Other:
Race & Ethnicity: (Choose up to 2) Preferred Language:
1 African American or Black I English
American Indian or Alaskan Native Spanish
| Asian Other:
| Hispanic or Latino Decline

Native Hawaii or Other Pacific Islander
White

Decline

EAMERGENCY CONTACT INFORMATION

Name: (First Ml Last) Primary Care Physician:

Home: Mobile: Doctor’s Phone:

Relationship:
[ Child 1 Parent [ Spouse [ Other:

FINANCIAL INFORMATION
Is today’s visit the result of an accident? Where would you like statements sent?
No Auto 7 Work Other: Self Other (Details belaw)

Will we be working with insurance? No Yes (Details) Name:

Address:
Primary: 1D#; B

Phone: Email:

Secondary: 1Dii:

It is Usual and Customary to Pay for Services as Rendered Unless Otherwise Arranged

Account No: @Sm;:ges:i 10::5 SEAML EKS'SINE H R



HISTORY OF PRESENT ILLNESS

HISTORY OF PRESENT 1LA.NESS (Please describe)

Major Complaint: Secondary Complaints:
Whendiditstart? _ / /  Whathappened?
Which daily activities are being affected by this condition?
MAJOR COMPLAINT

Quality: Previous Treatment:

O Sharp O None

O Stabbing O Chiropractor

O Buming O Medical Doctor

0 Achy O Physical Therapy

Q Dull 0 ER/Urgent Care

O Stiff & Sore O Orthopedic

O Other: O Other:

Does it radiate? Previous Diagnostic Testing:

O No O Yes (Please indicate on drawing) O None

Improves with: O X-rays

O Ice 0 MRI

O Heat ocr
Grade Intensity/Severity: 0 Movement 0 Other:
O None (0/10) O Stretching *Women: Are yoa pregnant?
0 Mild (1-2/10) O OTC Medications: O No  Last Menstrual Period: __|__[___
0 Mild-Moderate (2-4/10) O Other: 0 Yes Duedate: _ _I_ [ ____
0 Moderate (4-6/10) Worsens with: Present lliness Comments:
0O Moderate-Severe (6-8/10) O Sitting .

3 Severe (8-10/10)

O Standing/Walking

Frequency: O Lying Down/Sleeping
O Off& On O Overuse/Lifting
O Constant O Other:

Prescription Medications & Supplements: 0 None
O Yes (List— Name, dosage, frequency)

Allergies to Medications: [ No known drug allergies
D Yes (List - Name and reaction)

Today's Date: Patient Name: AccountNo: ______

Osameslic i SEAMLESS"EHR

Revesuon e 03 01 2007



PAST, FAMILY, AND SOCIAL HISTORY

PAST MEDICAL HISTORY

Have you ever had any of the following? (Please sclect all that apply and use comments to elaborate.)

Ilinesses:
Asthma

Hospitalizations: (Non-surgical with Daie)

Medical History Comments:

I Autoimmune Disorder (7pe)

Blood Clots
. Cancer (7p¢)

Surgeries: (If yes, provide type & surgery date)

CVA/TIA (stroke) ! Cancer
Diabetes | Orthopedic
| Migraine Headaches Shoulder—R /L
| Osteoporosis Elbow/Forearm —R /L
| Other: Wrist/Hand - R /L
Hip—R/L
Knee—-R/L
Ankle/Foot—R /L
Injuries: Spinal Surgery
' Back Injury Neck:
Broken Bones Back:
Head Injury
Neck Injury Other:
[l Falls
| Other:

Fasnty History (Please mark X to all that apply and use comments to elaborate. )

Unknown Unremarkable .
Family History Comments:
= cE 2@l S8 S
Gender | F M
Age at death (if Deceased)
Aneurysms
CVA (Stroke)
Cancer
Diabetes
Heart Disease
Hypertension
Other Family History
SOCIAL AND OCCUPATIONAL HISTORY
Marital Status: ' Single *' Married ' Divorced ' Other Caffeine Use:
Children: (7 None — 1 [12 (1374 Other: | Coffee || Tea || Energy Drinks [! Soda [] Never
Student Status: [ Full Student " Part Student | Non-Student Exercise frequency:
High School [ College Grad. ! Daily 3-4xs/week [ 2-3xs/week | Rarely (I Never

Highest level of Education: |
Post Grad. [© Other:

Employed: [ No [ Yes (Occupation)

Social History Comments:

Dominant Hand: [ Right [/ Left ' Ambidextrous

Smoking/Tobacco Use: Ifcurrent smoker, amount =

Every Day | Some Days ! Former ' Never
Alcohol Use:
Every Day (| Weekly [! Occasionally | Never
Today's Date: Patient Name: Account No: © Seamless, LLC
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REVIEW OF SYSTEMS

REVIEW OF SYSTEMS

Are you currently experiencing any of these symptoms? (Please select all that apply and use comments to elaborate,)

Constitutional: (General)

O Fever
O Fatigue
0O Other:

O None in this Category

Musculogkeletal:
O Joint Pain/Stiffness/Swelling
O Muscle Pain/Stiffness/Spasms
O Broken Bones

0 Other:

O None in this Category

Neurological:
O Dizziness or Lightheaded
O Convulsions or Seizures
O Tremors
O Other:

O None in this Category

Psychiatrics (Mind/Stress)

O Nervousness/Anxiety

O Depression

O Sleep Problems

{0 Memory Loss or Confusion
O Other:

Endocrine:
O Infertility

O None in this Category
Genitonrinary:

0 Frequent or Painful Urination

0 Blood in Urire

O Incontinence or Bed Wetting

O Painful or Irregular Periods

0 Other:

0O None in this Category

Gastrolntestinal:

Loss of Appetite

Blood in Stool or Black Stool
Nausea or Vomiting
Abdominal Pain

Frequent Diarrhea
Constipation

Cther:

ooooooono

O None in this Category

Cardiovascular H
O Chest Pains/Tightness
O Rapid or Heartbeat Changes

O Swelling of Hands, Ankles, or Feet

O Other:

O None in this Category

Respiratory:
O Difficulty Breathing

O Cough
0O Other:

EI None in this Category

D Eye Pain

O Blurred or Double Vision
O Sensitivity to Light

O Other:

O Nore in this Catego:y

El FreqnentorRecurrentHeadaches
O Ear- Ache/Ringing/Drainage

O Hearing Loss

O Sensitivity to Loud Noises

O Sinus Problems

O Sore Throat

O Other:

O None in this Category
82
O Recent Weight Change

O Eating Disorder
O Other:

0 None in this Category

Hematologic & Lymphatic:

0O Excessive Thirst or Urination
0 Cold Extremities

O Swollen Glands

0O Other:

O None in this Category

2 (Skin, Nails, & Breasts)
Rash or Itching
Change in Skin, Hair, or Nails
Non-healing Sores or Lesions
Change of Appearance of a Mole
Breast Pain, Lump, or Discharge
Other:

oo0o0o0aao

None in this Category

Allergic/immunologic:

O Food Allergies
O Environmental Allergies
O Other:

O None in this Category

Review of Systems Comments:

1 have answered these questions to the best of my knowledge and certify them to be true and correct.

Patient or Guardian Signature

Today's Date: Patient Name:

Account No:

© Scamless, LLC -
Pagedofd .
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ACCIDENT/INJURY QUESTIONNAIRE

Name: (Last, First MI) Today’s Date:

®

= AUTOMOBILE ACCIDENT — ADDITIONAL INFORMATION
e Was anyone else in the vehicle with you? [] No [] Yes - (Number of peaple)

’ . : : < : . . . i ~rd
e You were? [] Front seat — Driver - Passenger [[] Rear Seat— Behind Driver / Middle / Behind Passenger / 2™ Row / 3™ Row
o Name of Driver, if not self: Name of Driver of other vehicle:
o Did airbags deploy? [J No [J Yes Did Police arrive? [JNo [] Yes  Using Seatbelt? [] No [J Yes

= Did you strike the windshield or object in car? [J] No [JYes - (Describe

e Were you knocked unconscious? [JNo [ Yes  low long™)

e Where was your vehicle impacted? Front/ Rear / Passenger Side / Driver’s Side / Other:

e Where was the other vehicle impacted? Front / Rear/ Passenger Side / Driver’s Side / Other:

e Your Auto Ins: Policy #: Claim #: ____Phone#:

Address: City: ) State: __ Zip: B
* Other’s Auto Ins: Policy #: Claim #: Phone #:
Address: - City: = State: LZip:
@ WORKER'S COMPENSATION INJURY — ADIHTIONAL INFORMATION
Emplover: i _ Occupation: _ - Claim #: i
\ddress: 7 City: State: Zip:
Contact Person: ) Phone: Email:

)
YGENERAL ACCIDENT/INIURY INFORMATION — (PLEASE UNE THE REVERNE SIDE OF TRIS PAGE I ADDITION AL SPACE IS NEEDED)
Date of Accident: / / Time: : AM /PM

Please describe the accident in as much detail as possible?

Before the accident/injury:
o Have you ever had any complaints in the involved area before? [No []Yes

o Ifyes - Were they present at the time of the accident/injury? [JNo [ Yes

8 [fyes - Summarize these complaints prior to the accident:
e Were you capable of performing all of your work activities without restriction? [JNo []Yes

At the time of the accident/injury:
e Did you feel pain immediately after the accident? [JNo [] Yes [] Later that day [] Next day [ ] When?

s Were you taken anywhere after the accident? [] No [] Yes [] Later that day [] Next day [] When?
o [fyes, How? Where?
o Ifyes, Did you receive treatment? [] No [ Yes - (Describe)

Since the accident/injury:
e Are your symptoms: [ ] Improving? [] Getting Worse? [] The Same?

e Are your work activities restricted as a result of this accident/injury? [ No [] Yes - ( iow?)

o Have you missed any work since this accident? [JNo [] Yes - (Dares?

e Have you retained an Attorney? []No [] Yes - Name: Phone:
o Address: City: State: Zip:
Patient No: © Pinnacle Management Group, Inc. 2013
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Function Rating Index

For use with NECK and/or BACK PROBLEMS ONLY.

In order to properly assess your condition, we must understand how much your neck and/or back problems have affected your ability to manage your everyday
activities. For each item below, please CIRCLE the number which most closely describe your condition RIGHT NOW. Please mark with an “X” by the number
which most closely describes your condition on a NORMAL daily basis.

1. Pain Intensity
l_g Lt j2 L3 | 4
1 { ] |
No Mild Moderate Severe Worst
pain pain pain pain possible
2. Sleeping : pein
lo L1 L2 L3 | 4
I I I I !
Perfect Mildly Moderately Greatly Touually
sleep disturbed disturbed disturbed disturbed
sleep sleep sleep sleep
3. Personal Care (washing, dressing, etc.)
: 0 : 1 12 : 3 ] s
]
No Mild Moderate Moderate Severe
pain; pain; pain; need pain; need pain; need
no no to go slowly some 100%
restrictions restrictions assistance assistance
4. Travel (driving, etc.)
39 : 1 : 2 ! 3 1[ 4
No Mild Moderate Moderate Severe
painon pain on pain on painon pain on
long trips long trips long trips short trips short trips
5. Work
L 12 : 3 J] 4
Cando Ca:! do Can' do Can do Cannot
usual work usual work; 50% of 25% of work
plus unlimited no extra usual usual
extra work work work work
Name : ID#/SS#
PRINTED
Signature

6. Recreaﬂ,un

L2

13 j s
Canl do Cax! do Ca:ll do Ca!1 do C?nnot
all most some a few do any
activities activities activities activities activities
7. Frequency of pain
lo 11 L2 |3 ! 4
i {
No Occasional lntenlniuem Fmt';nen Constan
pain pain; pain; pain; pain;
25% 50% 75% 100%
of the day of the day of the day of the day
8. Lifting
:o |rl |2 13 : 4
No Increased h@ed lncxe!md Increased
pain with pain with pain with pain with pain with
heavy heavy moderate light any
weight weight weight weight weight
9. Walking
Eo 1 '[z I3 J' 4
No pain; lncte'ased Increased lmr'emed Increased
any pain after pain after pain after pain with
distance 1 mile 1/2 mile 1/4 mile all
watking
10. Standing
lo ! 1 12 13 |4
Nolpain Increased Inc!eased lncn':ased !ncn'eased
after pain pain pain pain with
several after several after after any
hours hours 1 hour 172 hour standing
n
Plan ID Total Score — .




Eastern Oklahoma Chiropractic, PLLC D.B.A: Eastern Oklahoma Chiropractic
Dr. Travis D. Ring 2433 North Aspen Ave, Broken Arrow, OK 74012
918-940-4630 '

Patient Name: D.0.B:

Non-Covered Services Statement

My attorney and/or insurance carrier are herby requested and authorized to pay direct to Eastern Oklahoma Chiropractic any
monies due on account, the same to be deducted from any settlement made on my behalf. Further, | agree to pay Eastern Oklahoma
Chiropractic the difference, if any, between the total amount of charges on my account and the amount paid by the attorney and/or

insurance carrier. It is further understood that I, the undersigned, agree to pay Eastern Oklahoma Chiropractic the full amount of
charges on my account should my condition be such that it is not covered by my policy or if for any reason the insurance carrier
refused to pay my claim. | authorize Eastern Oklahoma Chiropractic to ASSIGN ALL BENEFITS payable directly to Eastern Cklahoma
Chiropractic, | understand that my financial arrangements are made directly with Eastern Oklahoma chiropractic and not with the
insurance company, third party insurance, or attorney. | understand that medicat liens will be filed at the Tulsa County Courthouse
with my name on them. This is standard practice for all cutstanding balances, auto accident cases, or workers compensation and an
office policy of Eastern Oklahoma Chiropractic. It is my responsibility to pay for the courthouse lien fees as well as the lien release,
unless | have made other arrangements with Eastern Oklahoma Chiropractic. | agree to give a copy of my insurance card to
accurately file my insurance claims. | understand that if in the rare situation that any monies that have been overpaid to Eastern
Oklahoma Chiropractic | would be granted a check of the difference upon request.

Acknowledgement of Receipt of Notice

I herby acknowledge that | have access to a copy of the Notice of Privacy Practices (HIPPA).
Consent of Professional Service
| herby authorize and release the doctor and whomever he/she may designate as his/her assistants to administer the following:

1. The process of a physical examination and/or X-rays;

2. The process of delivering a “Chiropractic Adjustment (manipulation)” may be performed manually, with a table mechanism,
or with an instrument to the vertebra(e) of the spine and/or associated structures (legs, arms, etc.), often resulting in an
audible pop or click sound;

3. Asan addition to the Chiropractic Adjustment “Supportive Therapies and/or Procedures” may be applied by the
chiropractor or by staff under the chiropractor’s direction or supervision incorporating the use of vibration, electricity,
traction, motion, and or nutritional advice;

4. That on occasion some temporary soreness and stiffness may occur; less frequently aggravation of the presenting
symptoms or initiation of new symptoms; rarely bruising, swelling, even more rare separation/fracture; and extremely rare,
nerve or vascular injury may occur in conjunction with the process of Chiropractic Adjustment;

5. That the Chiropractor has made no guarantee of a positive cutcome from treatment.

Additionally, | have been afforded ample opportunity for questions and answers.
Release of information

| further authorize and release the doctor and whomever hefshe may designate as his/her assistants to disclose all or any part of my
record to any person or employer of the patient, including, and not limited to, hospital or medical service companies, insurance
companies, representing attorney, workers compensation carriers, welfare funds or the patient employer.

Sign: Date:

Patient number:




