COMMUNITY CHIROPRACTIC & ACUPUNCTURE

In accordance with the Health Insurance Portability and Accountability Act
of 1996, patients of this practice are entitled to the greatest degree of privacy
possible. This office will strive to ensure that patient information is used
only for authorized purposes as agreed to by the patient. Patients are advised
that they have a right to be given these copies upon receipt of payment if
indicated. Patients are also entitled to request an amendment to their records.

Patient Consent
In connection with medical services that I receive from Dr. Karen A.
Thomas, I hereby authorize that health care provider to disclose any/or all
information concerning my medical condition and treatment, including
copies of applicable hospital and medical records to:
* Any third party payer covering medical services of the patient (e.g.
your health insurance carrier)
* Other health care professionals and institutions involved in the
delivery of healthcare to the patient (e.g. referral for x-ray)
* The proponent of any legally sufficient subpoena, or in response to
a court order
* Employees and agents of the practice, to the degree necessary to
facilitate the provisions of health care services (e.g. the person who
submits medical claims to your insurance carrier)
* Pharmacies
* Other parties as required by law.

In each case, the practice shall take reasonable steps to ensure that only the
minimum necessary information is disclosed in accordance with the above.

PLEASE NOTE ANY SPECIAL RESTRICTIONS REGARDING THE
RELEASE OF MY PERSONAL HEALTH INFORMATION.
Special Restrictions:

This consent is valid from date executed until revoked in writing by the
patient.

Signed: Date:

The person to contact regarding any of the above is Dr. Karen A. Thomas.
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Place a marXk somewhere on the 1ine below to show how much pain you are

in right now! (at one end of the 1ine there is no pain & at the other
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end there is the worst possible pain imaginable)
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Signature of patient




CHIROPRACTIC HEALTH
QUESTIONNAIRE Date

Patient name Binthdate___. e

Reason for visit -
Have you been treated before for this prodlem? O nNe CJ Yes
It yes,by [JPhysician (] Doctor of Chiropractic ] Physical Therapist [J Osteopath [ Other.

What did they do and/or recommend?
When did your Symptoms appear?_____—— IS this condition getting progressivety worse? [ ves I No [ Unknown

Is it constant or does it come and go? Does it interere with your ] Work [ Sieep ] Daily routine [ Recreation

Activities or movements that are painful to perform Clsiting (JWalking [IBending L [ Lying down

O Other <
o ST [Deserioe activees — siiting, lifing, atc ) T
Have you ever had chiropractic care for other problems?  [INo TJYes [ When?
Do you take [ Muscle relaxers . [J Pain killers O insulin ] Birth control pilis ] Over-the-counter meds
) Other prescription drugs Please list all madication in the space at bottom of page-
Date of last; Physical exam Spinal x-ray. Blood test
Spinal exam Chest x-ray. Urine tast
Deantal x-ray. MBI, CT-scan, bone scan
Sleep______hrsiight Do you sleep on your ClBack [JSide (JStomach  Non-job exercise hrs/wk
Age of mattress, or waterbed Is your bed comfortable? CONo [lYes
What kind of pillow do you use? ] Thick [ Medium O] Thin ] None ! Suppont
Do youwear [ Heel lits (] Shoe ifts D Arch supporis [ Orthotics, describe
CONDIIONS Giock (7 cofBons yosriave or have had i e past.
CaDs [ Diabetes [ Lver disease [ Rheumatc fever
[ Acohoiism J Emphysema (J Measles ) Scariet fever
O Anemia [ Epilepsy T Migraine headaches ) Stroke
J Anorexia O Fractures [0 Miscarriage [ Suicide attempt
] Appendicitis O Glaucoma ] Mononuclecsis ] Thyroid problems
O Arthritis T Goiter O Multiple sclerosss [ Tonsillitis
[ Asthma [0 Gonorthea T Mumps T Tuberculosis
[ Bleeding disorders O Gout [0 Osteoporosis > ] Tumors, growths
[ Breast lump [ Heart disease (0 Pacemaker O Typhoid fever
[ Bronchitis [ Hepatitis ] Pneumonia O uicers
O sulimia [ Hemia O3 Polio [ vaginal infections
{J Cancer (O Hemes [ Prostate problem [ Venereal disease
O Catarects {7 High cholesterol O Prosthes's 3 Whooping cough
() Chernical dependency [ HIV positive  Psychiatric care O Other
] Chicken pox [ Kidney disease ) Rheumaipoid arthritis
Alaroies. javit



_mmmmmmaﬂwymimm in the past year.
GENERAL GASTROINTESTINAL EYE, EAR, NOSE. THROAT MEN only
[ Bruiss easily (O Appetite poor ] Bleeding gums ] Breast lump
O Cnas [ Bioating ] Blurred vigion ] Erection EtSculbes
1 Dental problems ] Bowel changes [ Crossed eyes O Lump in wesacies
[ Depression O Constipation O pifficulty swallowing ("] Penis discharge
(] Difficulty sleeping [ Diarrhea J Double vision [ Sore on perss
(] Dizziness () Excessive hunger Tl Earache ] Other
iDF&iﬂﬁﬂQ [ excessive thirst (] Ear discharge WOMEN only
[ Fever COgas [ Hay fever [] Abaormal pép Smear
[ Forgetfulness ] Hemerrhoids O Hoarseness [ Bleading between psnods
T Headache O indigestion (1 Loss of hearing [ Breast lump
O Loss of sleep [ Nausea [ Nosebleeds [ Extreme menstrual pain
[ Loss of weight ] Rectal bleeding [J Persistent cough [ Hot fiashes
i TJ Nervousness O Stomach pain [ Ringing in ears ] Nipple discharge ,
O Numbnsss 3 vomiting T Sinus problems [ Painful intercourse i
O Sweats O Vomiting blood O visicn - flashes [ Vaginal discharge
(1 Tiredness CARDIOVASCULAR O vision —halos [ Other
O3 Weight gain O Chest pain SKIN Date of faxt
GENITO-URINARY [ High blood pressure [ Bruise sasily menstrual pericd E,
{J Blood in urine [ ireguiar heart beat O Hives Date of last
() Frequent urination ] Low blood pressure 7 iehing Pap Smear.
) Lack of bladder control (] Poor circulation ] Change in moles Have you had
O Paintul urination ) Rapid heart beat CJ Rash a mammogram?
] Swelling of ankies [ Scars Are you pregnant? .-
O Varicose veins ] Sore that won't heal Number of children_____— |
NECK [ Pain from front to back [ Low back feels out of place
J Pain in neck ] Muscie spasms in mid-Dack J Muscle spasms in low dack
£ Neck siffness ARMS & HANDS mght wn  HIPS,LEGS &FEET  Rign Let
[ Neck wealkness [ Pain in upper am Or L O Painin buttocks Oa O
(3 Pinched nerve in neck ) Pain in elbow OR Ou (3 Paininhipjoint Or OL
0] Neck feeis out of place ] Pain in foream ORrR L JPaindownleg Or Ot
[ Muscle spasms in neck [ Pain in hand Or OL DOPaininknee Or OL
[J Grinding/popping sounds in neck [ Pain in fingers ORr OL [OIPaininanke Or OL
SHOULDERS gt Let [ Pins & needles inam DR OL [OPaininfoot Dr OL
() Painin shouiderjoint~ COR [JL (] Pins & needies infingers R CIL [ Weakness of leg Or OL
[ Pain across shoulders ] Numbness in am CJR OL O Weakness of knee Or O
J Can't raise am 0Ofr L [ Numbnessin fingers Or OL OJLegcramps Or Ot
[ Above shouider level [0 Weakness of am 28 0L  oTHER SsYMPTOMS
3 Over head [ Weakness of hand DOa Ot
(O Tension in shouiders [ Hands coid SRS I v
DPimhednmhdmlduDR DL LOW BACK
MID-BACK ] Low back pain
O Mid-back pain [ Low back stifiness
(3 Mid-back stifiness [ Low back weakness
] Pain between shoulder biades ] Pinched nenve In low back }
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to the best of my knowlecge. I will not hold my doctor or any members of hisfher staff

complation of this form,

Patient Signature

Date

Doctor

Date
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