Whom may we thank for referring you to this office?

APPLICATION FOR CARE AT PANCAKE WELLNESS CENTER

Today’s Date: HRN:

PATIENT DEMOGRAPHICS

Name: Birth Date: - - Age: 0 Male [ Female
Address: City: State: Zip:

E-mail Address: Home Phone: Mobite Phone:

Marital Status: OO Single [ Married Do you have Insurance: [0 Yes [ No Work Phone:

Social Security #: Driver’s License #:
Employer: Occupation:
Spouse’s Name Spouse’s Employer

Number of children and ages:

Name & Number of Emergency Contact: Relationship:

HISTORY of COMPLAINT
Please identify the condition(s) that brought you to this office: Primary:

Secondary: Third: Fourth:

On a scale of 1 to 10 with 10 being the worst pain and zero being no pain, rate your above complaints by circling the number:

Primary or chief complaint is: 0~-1~-2-~3—-4-5-6-7—-—8-9-10
Second complaint is: 0-1-2-3-4-5-6-7-8-9-10
Third complaint is: 0-1-2-3-4-5-6-7-8-9-~10
Fourth complaint is: 0-1-2-3-4-5-6-7-8-9-10
When did the problem(s) begin? When is the problem at its worst? 0 AM O PM O mid-day [ late PM

How long does it last? [ It is constant OR [ | experience it on and off during the day OR [ It comes and goes throughout the week

How did the injury happen?

Condition(s) ever been treated by anyone in the past? ONo [ Yes If yes, when: by whom?
How long were you under care: What were the results?
Name of Previous Chiropractor: O N/A

PLEASE MARK the areas on the Diagram with the following letters to describe your symptoms:
R =Radiating B=Burning D=Dull A=Aching N=Numbness $=Sharp/Stabbing T =Tingling

What relieves your symptoms?

What makes your symptoms feel worse?

LIST RESTRICTED ACTIVITY: CURRENT ACTIVITY LEVEL USUAL ACTIVITY LEVEL

Is your problem the result of ANY type of accident? [ Yes, [ No
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CHIROPRACTIC
Automobile/Pi Accident oy Work Comp Questionnaire

Patient’'s Name

Dear Patient:

Date of Birth HR#:

This information is considered confidential. Your answers will help us determine if chiropractic care can help your conditian.
We will not accept your case if we do not believe your condition will ressond satisfactorily to care. in arder for us to

understand your condition properly, please be as neat and accurate
Thank you.

Please answer all questions completely,

Please explain in detail how your accident happenad:

as possible while completing this form.

VWhat were the time and date of present injury?

Where did you feel pain immediately after the accident?

List the extent of your injuries as you know them:

Did you require post-accident hospitalization? [J Yes £1 No

Check symptoms you have noticed sinca the accident:

___Headache ___ Dizziness

_ Light Bothers Eyes _Buzzingin Ears
__ tlead Seems to Heavy ___ Memory Loss
___Pins and Needies in Arms __ EarsRing
___Sleeping Problems ~ Back Pain

__ Pins and Needles in Legs __ Constipation
_ Numbness in Fingers __ lossof Smell
___ Numbness in Toes ___lLoss of Taste
___ Shortness of Breath ___ Stomach Upset

Symptoms other than above:

__ Depression ___Fatigue

.. Diarrhea ... Neck Pain
___Feet Cold ____Neck stiff

_ Hands Cold . Fainting

__ Face Flushed ____lossof Balance
____Tension ___ Nervousness
___ Fever __lrritehility

__ Chest Pain . Cold sweats

Where were you taken after the accident? _

Hospitalized? Clves DI No  Ifyes, admitied? How long?

Name of Hospital:

Narne of Doctor(s):

What treatment was given?




—

Patient’s Name Date of Birth HR#:

Was any other doctor consulted after vour accident? CYes INo

if so, what was the doctor’s name? L.C, M.D, D.O., DDS.

What was the diagnosis?

What treatment was given?

How often did you see the doctor?

How long did you see the doctor?

Have you ever had any complaints in the invalved area before? ves [INo

If so, what were the complaints?

Before the injury were you capabie of working on an equat basis with others your age? [dYes ©CINo
Are your work activities restricted as a result of this accident? Oves [ nNe

Since this injury are your symptoms ... [ Improving? L Getting worse? [ Same?

Driver of other vehicle {if any):

Name Insurance Company Policy No,

DBriver of vehicle in which you were injured (if apgplicable}:

Name tasurance Company Folicy No.

Name of your insurance adjustor

Have you retained an attorney? OYes [ No

If so, his/her name and address

You were heading North/ East/ South/ West on (street or highway)

Other vehicle was heading North/ East/ South/ West on (streel or highway)

Were police notified? £1ves [J No

Were you knocked unconscious? [ Yes [ No I yes, for how long?

You were struck from Behind/ Front/ Left Side/ Right Side

You were Driver/ Passenger/ Frant seat/ Back Seat/ Using seat beits

Fatient Signature Date

Doctor Sighature Date
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ASSIGNMENT OF BENEFITS, ASSIGNMENT OF RIGHTS TO PURSUE PERSONAL INJURY, WORK COMP, ERISA,
AND OTHER LEGAL AND ADMINISTRATIVE CLAIMS ASSOCIATED WITH MY BEALTH INSURANCE AND JOR
HEALTH BENEFIT PLAN (INCLUDING BREACH OF FIDUCIARY DUTY) AND
DESIGNATION OF AUTHORIZED REPRESENTATIVE

Provider Name: {William Scott Pancake)
Clinic: {Pancake Weliness Center)
Address: (910 North Main Street Kissimmee, FL. 34744)

I hereby assign and convey directly to the above-named health care provider, as my designated authorized
represantative, any and all medical benefits and/or any insurance reimbursement, if any, otherwise payable to me for
services, treatments, therapies, and/or medications rendered or provided by the above-named health care provider,
regardless of its managed care network participation status. | understand that | am financially responsibie for alt
charges regardless of any applicable insurance or benefit payments. | hereby authorize the above-named health
care provider to release all medical information necessary to process my claims. Further, | hereby authorize my plan
administrator fiduciary, insurer, and/or attorney to release to the above-named health care provider any and all Plan
documents, summary benefit description, insurance policy, and/or settlement information upon written request from
the above-named health care provider or its attorneys in order to claim such medical benefits.

in addition to the assignment of all medical benefits and/or insurance reimbursement above, | also assign andjor
convey to the above named health care provider any legal or administrative claim or chose an action arising under any
group health plan, employee benefits plan, health insurance or tort feasor insurance concerning medical expenses
incurred as a result of the medical services, treatments, therapies, and/or medications | receive from the above-named
health care provider (inctuding any right to pursue those legal or administrative claims or chose an action). This
constitutes an express and knowing assignment of £RISA breach or fiduciary duty claims and other legal and/or
administrative claims.

intend by this assignment and designation of authorized representative to convey to the above-named provider alt of
my rights to claim {or place & lien on) the medical benafits related to the services, treatments, therapies, and/or
mediations provided by the above-named health care provider, including rights to any settlement, insurance or
applicable legal or administrative remedies (including damages arising from ERISA breach of fiduciary duty claims).
The assignee and/or designated representative (above-named provider) is given the right by me to {1) cbtain
information regarding the claim to the same extent as me; {2) submit evidence; {3} make statements about facts
or faw; {4} make any requestincluding providing or receiving notice of appeal proceedings; {5) participate in any
administrative and judicial actions and pursue claims or chose in action or right against any liable party, insurance
company, empioyee benefit plan, health care benefit plan, or plan administrator. The above-named provider as my
assignee and my designated authorized representative may bring suit against any such health care benefit plan,
empfoyee benefit plan, plan administrator or insurance company in my name with derivative standing at provider's
expense.

Uniess revaked, this assignment is valid for ail administrative and judicial reviews under PPACA (health care reform
legislation), ERISA, Medicare and applicable federal and state laws. A photocopy of this assignment is to be

considered valid, the same as if it was the original,

i HAVE READ AND FULLY UNDERSTAND THIS AGREEMENT.

Patient Signature

Daie
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ACTIVITIES OF LIFE

Please identify how your current condition is affecting your ability to carry out activities that are routinely
part of your life;

ACTIVITIES: EFFECT:
Carry Children/Groceries I No Effect 3 Painful {can do) O Painful (limits) I Unable to Perform
Sit to Stand O No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Climb Stairs [J No Effect O Painful {can do) [ Painful (limits) [T Unable to Perform
Pet Care I No Effect O Painful {(can do) [ Painful (limits) 0 Unable to Perform
Extended Computer Use ] Mo Effect O Painful {(can do) O Painful {limits) 1 Unable to Perform
Lift Children/Groceries [ No Effect 0O Painful (can do) 03 Painful {limits) [0 Unable to Perform
Read/Concentrate O No Effect O Painful (can do) O Painful (limits) O Unable to Perform
Getting Dressed [0 No Effect { Painful (can do) O Painful {limits) O Unable to Perform
Shaving O No Effect 1 Painful {can do) O Painful (limits) T Unable to Perform
Sexual Activities O No Effect [ Painful {can do) O Painfuf (limits) I Unable to Perform
Sleep [ No Effect O Painful {can do) O Painful {limits) O Unable to Perform
Static Sitting O No Effect O Painful {can do) [ Painful {limits) L] Unable to Perform
Static Standing O No Effect [3d Painful (can do) O Painful (limits) O Unable to Perform
Yard work £ No Effect O Painful {can do} O Painful (limits) O Unable to Perform
Walking O No Effect [ Painful {can do) {3 Painful (limits} O Unable to Perform
Washing/Bathing O No Effect [ Painful (can do) [3 Painful (limits) (3 Unable to Perform
Sweeping/Vacuuming [T No Effect 3 Painful {can do) O Painful (limits) [] Unable to Perform
Dishes O No Effect O Painful {can do) O Painful {limits) O Unable to Perform
Laundry O No Effect O Painful {can do} O Painful (limits) 0 Unabte to Perform
Garbage (] No Effect O Painful {can do) O Painful (limits 0 Unable to Perform
Driving O No Effect [ Painful (can do) O Painful (limits) O Unable to Perform
Other; O No Effect O Painful (can do) [ Painful (limits) 1 Unable to Perform

List any changes:

Patient signature:

Continued on next page

Today'sDate:__ /_ /
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QUADRUPLE VISUAL ANALOGUE SCALE

Patient Name Date

Please read carefully:

Instructions: Please circle the number that best describes the question being asked.

Note:  If you have more than one complaint, please answer each question for each individual complaint and indicate the score for each
complaint. Please indicate your pain level right now. average pain, and pain at its best and worst.

Example:

Headache Neck Low Back

No pain worst possible pain
0 i (2 3 4 @ 6 7 (® 9 10
1 - What is your pain RIGHT NOW?

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10
2 — What is your TYPLCAL or AVERAGE pzin?

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 19
3~ What is your pain leve! AT ITS BEST (How close to “0” does your pain get af its best)?

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10
4 - What is your pain level AT ITS WORST (How close o “107 does your pain get at its worst)?

No pain warst possible pain
0 1 2 3 4 3 6 7 8 9 i

OTHER COMMENTS:

Examiner

Reprinted from Spire, 18, Von Korff M, Deyo RA, Cherkin D, Baslow SF, Back pain in primary care: Outcomes at | year, 855-862, 1993, with permission from Elsevier

Science.




Medical Information Release Form
(HIPAA Release Form)

Name: Date of Birth;

Release of Information:

[ ]1authorize the release of information including the diagnosis, records; examination

rendered to me and claims information. This information may be released to:

[ ISpouse

[ ] Child{ren)

[ ]Other

[ 1Information is not to be released to anyone.
This Release of Information will remain in effect until terminated by me in writing.

Messages:
Please call[ ] my home[ ]mywork[ ]my mobile number:

If unable to reach me:
[ ]you may leave a detailed message

[ 1please leave a message asking me to return your call

[

The best time to reach me is (day) between (time)
Signed: Date;
Witness: Date:
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