Patient Health Questionnaire

ChiroCare of Wisconsin, Inc.

Patient Name

1. When did your symptoms start: _

1

S

%
|

ChiroCare Use Only rev 4/19/99

Date

Describe your symptoms and how they began:

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms

[0 Constantly (76-100% of the day) /,_\\ N
] Frequently (51-75% of the day) N
[ Occasionally (26-50% of the day) X
[ intermittently (0-25% of the day) L/\
3. What describes the nature of your symptoms? ( / }/
[Jsharp O shooting J \' :
[JDullache  [JBurning g
I Numb O Tingling
4. How are your symptoms changing? / )
[[] Getting Better
[T] Not Changing l L
[] Getting Worse D o
None
5. How bad are your symptoms at their: aworst ® ® @ ©® @ ® ® O
b.bestt © ® © ©® @ ® ©® @
6. How do your symptoms affect your ability to perform daily activities?
) @ @ ) @ ® ® @ ® ®
No complaints Mild, forgotten Moderate, interferes Limiting, prevents Intense, preoccupied Severe, no
with activity with activity full activity with seeking relief activity possible
7. What activities make your symptoms worse: ) _
8. What activities make your symptoms better:
9. Who have you seen for your symptoms? [CJNo One ] Medical Doctor [ Other
[ Other Chiropractor [ Physical Therapist
a. When and what treatment? N
b. What tests have you had for your symptoms [ Xrays cate: [ICT Scan date:
h h d?
and when were they performe MR date: [Jother  date:
10. Have you had similar symptoms in the past? yes CNo
a. If you have received treatment in the past for  [[]JThis Office [ Medical Doctor ] Other
the same or similar symptoms, who did you see? [JOther Chiropractor [ Physical Therapist
, , Professional/Executive O Laborer [ Retired
. What ? Q
" at s your occupation CIWhite Collar/Secretarial M Homemaker O other
MTradesperson [ FT Student
a. If you are not retired, a homemaker, or a O Fuli-time 1 self-employed Cloff work
student, what is your current work status? OPart-time O Unemployed [Jother

12. What do you hope to get from your visit/treatment (select all that apply):

I Reduce symptoms [JExplanation of condition/treatment

[OJ How to prevent this from occurring again

[JResumefincrease activity [CJLearn how to take care of this on my own O

Patient Signature

Date




pPatient Health Questionnaire - page 2 ;

ChiroCare of Wisconsin, Inc.

ChiroCare Use Only rev 1/20/98

Patient Name __ - e - Date .

What type of regular exercise do you perform? [INone [Lignt COModerate  [JStrenuous

What is your height and weight? Height Weight bs.
Vﬁ.‘;eer_—. Inche§ . - B

For each of the conditions listed below, place a check in the 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
Headaches High Biood Pressure E B Diabetes
Neck Pain 3 EHean Attack Excessive Thirst
Upper Back Pain Chest Pains [0 [ Frequent Urination
Mid Back Pain Stroke
Low Back Pain Angina D [:l Smoking/Use Tobacco Products
. [] [ Drug/Alcohol Dependence
Shoulder Pain Kidney Stones
Elbow/Upper Arm Pain Kidney Disorders B B Allergies
Wrist Pain Biadder infection Depression
Hand Pain Painful Urination D D Systemic Lupus
Hip/Upper Leg Pain B BLoss of Bladder Control 0O O Epilepsy
) Prostate Problems [] [ bermatitis/Eczema/Rash
Knee/Lower Leg Pain . . Ol D HIV/AIDS
Ankle/Foot Pain [:] [:l Abnormal Weight Gain/Loss
[ [JvawPain [0 [[Loss of Appetite Females Only
(0 [JAbdominal Pain @ a Birth Control Pills
Joint Swelling/Stiffness Ulcer Hormonal Replacement
@ B Arthritis @ Hepatitis Pregnancy
Rheumatoid Arthritis Liver/Gall Bladder Disorder O O
General Fatigue D D Cancer Other Health Problems/Issues
Muscular Incoordination O [ Tumor O O
Visual Disturbances B Asthma B B
Dizziness Chronic Sinusitis

Indicate if an immediate family member has had any of the following:
[]Rheumatoid Arthritis ] Heart Problems [] Diabetes [ cancer Otupus 1.

List all prescription and over-the-counter medications, and nutritional/herbal supplements you are taking:

List all the surgical procedures you have had and times you have been hospitalized:

Patient Signature _

Doctors Signature L o Date



Scarsdale Wellness Center
531 Central Park Ave #304
Scarsdale, NY 10853

Electronic Health Records Intake Form

In compliance with requirements for the government EHR incentive program

First Name: Last Name:

Email address: @

Preferred method of communication for patient reminders (Circle one): Email / Phone / Mail

poB: _/ / 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 African American / White (Caucasian)
Native Hawaiian or Pacific Islander / Other / | Decline to Answer

Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / 1 Decline to Answer

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

Do you have any medication allergies?

‘MedicationName | ‘Reaction:- ~ T oOnsetbate Aédzt:onal(:samments

] | 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: /




HIPAA Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW CAREFULLY.

Qur Qbligations
We are required by 1aw to:

.« Maintain the privacy of protected health information
. Give you the notice of your legal duties and privacy practices regarding health information about you
. Follow the terms of our notice that is currently in effect

How We May Use and Disclose Health information

Described as follows are the ways we may useé and disciose nealth information that identifies you ("Health
information™). Except for the following purposes,

we will use and disclose health information only with your written permission. You may revoke such permissions at
any time by writing to our practice’s

privacy officer.

Treatment. We may use and disclose Heaith information for youf treatment and to provide you with treatment-related
nealth care services. For exampie, we may disclose Health information to doctors, nurses, technicians, of other
personnel, including people outside our office, who are involved in your medical care and need the information 10
provide you with medical care.

payment. We may use and disclose Health information so that we of others may bill and receive payment from you.
an insurance company, of a third party for treatment and services you receive. For example, we may give your health
plan information $0 that they will pay for your treatment.

Heaith Care Operations. We may use and disclose Health information for nealth care operation purposes. These
uses and disclosures are necessary to make sure that all of our patients receive quality care 10 operate and manage
our office. For example. we may use and disclose information 10 make sure the obstetric of gynecologic care you
receive is of the highest quality, We also may share information with our entities that have a relationship with you {for
example, your health plan) for their health care operation activities.

Appointment Reminders, Treatment Alternatives, and Health Related Benefits and Services. We may use and
disclose Health Information to contact you and remind you that you have an appointment with us. We aiso may use
and disclose Health information to tell you about treatment alternatives of health

related benefits and services that may be of interest 10 you.

individuals invoived in Your Care or Payment for Your Care. When appropriate, we may share Health information
with a person who is involved in your medical care or payment tor your care, such as your family of a close friend. We
also may notify your famity about your Jocation or general condition or disclose such information 10 an entity assisting
in a disaster refief effort.

Research, Under centain circumstances, we may use and disclose Health Information for research. For example, &
research project may involve comparing the health of patients who receive ong treatment 10 those who receive
another for the same condition. Before we use Or disclose Heaith Information for research, the project will go through
a special approval process Even without special approval, we may permit researchers to 0ok at records to help them
identity patients who may be inciuded in their research project or for other similar purposes.

Special Situations
As required by law. We will disclose Heatth information when required 10 do so by international, federal, state, of



jocal law.

To Avert a Serious Threat to Health of Satety. We will disclose Health information when necessary o prevert
a serious threat t0 your health and safety or the public, or another person. Disclosure, however, will be made
only to someone who may be able 10 help provide treatment.

Business Associates. We may disclose Health information 10 our pusiness associates that perform functions on ouf
pehaif of to provide us with services if the information is necessary tor such functions of services. For example, we
may use another company 10 perform billing services on our behalf. Ali of our busipess as§00iates are obligated 10
protect the privacy ot your information and are not aliowed to use of disclose any information other than that as
specific in our contract.

Organ and Tissue Donation. |f you are an organ donor, we may use or release Health Information o organizations
that handle organ procurement or other entities engaged in procurement; banking of transportation ot organs, eyes,
or tissues 10 tacilitate organ, eye, or tissue donation, and transptantation.

Mmittary and Veterans. if you are a member of the army forces, we may use or release Health information as
required by mifitary command authorities. We also may release Health information to the appropriate foreign military
authority if you are & member of a toreign military.

Worker's Compensation. Wae may release Heaith Information for worker's compensation of similar programs. These
programs provide penefits for work-related injuries of iliness.

public Health Risks. We may disclose Heaith information for public health activities. These activities generally
include disclosure 10 prevent of control disease. injury, or disability; report child abuse or neglect, report reactions 0
medications or probiems with products; notify people of recalls of products they may be using, inform a person who
may have been exposed t0 2 disease or may be at risk for contracting of spreading 8 disease or condition; and report
to the appropriate government authority if we believe a patient has peen a victim of abuse, neglect, of domestic
violence. We will only make this disclosure it you agree or when required by 1aw.

Health Oversight Activities. We may disclose Health Information to 2 heaith oversight agency for activities
authorized by law. These oversight activities include, for exampie, audits, investigations, inspections, and licensure.
These activities are necessary for the govemmem to monitor the health care system. government programs, and
compliance with civil rights laws.

Lawsuits and Disputes. If you are involved in a lawsuit of a dispute, we may disclose Health information in response
to a court or a court administrator order. We also may disciose Health Information in response to & subpoena,
discovery request, of other lawful process by someone else invoived in the dispute, but onty if efforts have been
made to tell you about the request or to obtain an order protecting the information requested.

Law Enforcement. We may release Health Information it asked by & law enforcement official if the information is: 1)
in response to a court order, subpoena, warrant, summons, or similar process; 2) limited information to identify or
locate a suspect, fugitive, material witness, or missing person; 3) about the victim of crime even #t, under certain
circumstances, we aré unabte to obtain the person’'s agreement; 4) about a death we pelieve may be the result of
criminal conduct; 5) about criminal conduct on our premises and; 6)in an emergency 10 report a crime to the location
of the crime if victims, of the identity, description, of location of the person who committed the cnme.

Coroners, Medical Examiners, Funeral Directors. We may release Health Information to a coroner or medical
examiner. This may be necessary, for exampie, 10 identify a deceased person Of determine the cause of death. We
may also release Health Information to tuneral directors as necessary for their duties.

National Security and intelligence Activities. We may release Health Information to authorized tegeral officials 50
they may provide protection to the President, other authorized persons, of foreign heads of state, of to conduct
special investigations.

protective Services and intelligence Activities. We may release Health Information 10 authorized federal officials

s0 they may provide protection to the President, other authorized persons, of foreign heads of state, or to conduct
special investigations.



|nmates or Individuals in Custody. If you are an inmate of a correctional institution or other custody ot a law
enforcement official, we may release Health information to the correctional institution or law enforcement official. This
release would be made it necessary 1) for the institution to provide you with health care: 2) t0 protect your health and
safety or the health and safety of others, or; 3) for the safety and security of the correctional institution.

Your Rights
You have the following rights regarding Health Information we have about you:

Right to Inspect and Copy. You have the right to inspect and copy Health information that we may used to make
decisions about your care ar payment for your care. This includes medical and billing records, other than
psychotherapy notes. To inspect and copy this information, you must make your request in writing, to our Privacy
Officer.

Right to Amend. If you feel that Health Information we have is incorrect or incomplete, you may ask us to amend the

information. You have the right to request an amendment for as long as the information is kept by of for our office. To
request an amendment, you must make your request, in writing, to our Privacy Officer.

Right to an Accounting of Disclosures. You have the right to request a list of certain disclosures we made of
Health Information for purposes other than treatment, payment, and health care operations or for which you provided
written authorization. To request an accounting of disclosures, you must make your request, in writing, to our Privacy
Officer.

Right to Request Restrictions. You have the right to request a restriction or limitation on the Heatlth Information we
use or disclose for treatment, payment, of nealth care operation. You also have a right to request a limit on the Health
information we disclose t0 someone involved in your care of the payment for your care, like a family member of
friend. For example. you can ask that we not share information about your particutar diagnosis of treatment with your
spouse. To request 8 restriction, you must make your request, in writing, 1o ouf Privacy Officer. We are not required
to agree with your request. If we agree, we will comply with your request uniess the information is needed 0
provide you with emergency treatment.

Right to Request Confidential Communication. You have the right to request that we communicate with you about
your medical matters in a certain way or at a certain jocation. For exampie, you can ask that we contact you onty by
mail or at work. To request confidential communications, you must make your request, in writing, to our Privacy
Officer. Your request must specity how or where you wish to be contacted. We will accommodate reasonable
requests.

Right to a Paper Copy of This Notice. You have the rightto a paper copy of this notice. You must ask us o give you
a copy of this notice at any time. Even if you have agreed 10 receive this notice electronically, you are still entitted to @

paper copy of this notice. You may obtain a copy of this notice by contacting our
office.

We reserve the right to change this notice and make the new notice apply to Health information we already have as
wall as any information we receive in the future. We will post a current copy of our notice at our office. The notice will
contain the effective date on the first page, in the top right hand comer.

Complaints

If you believe your privacy has been violated, you may file a complaint with our office or with the Secretary of the
Department of Health and Human Services. To file a complaint with our office, contact our Privacy Officer. Ali
complaints must be made in writing. You will not be penalized for filing a compiaint.

By Subscribing my name DEIOW. | acknowledge receipt of a copy of this notice, and my understanding and my
agreement 1o its terms.

Patient Signature Date



