Blau Faml
CHIROPRACTIL

GET MOVING TO A HEALTHY VIAY OF LIFE

Patient Health & Wellness History

Who referred you to Blau Family Chiropractic (BFC)?
How did you hear about BFC? _ Ad __ Phone Book __ Sign __ Health Talk __Kid’s Day __ Spinal Screening

Name: D.OB. Age:
Address
Street City State Zip
Home Phone () Cell Phone ( )
Work Phone () E-Mail
Social Security Number: Sex: M or F
Marital Status: S M D W Children: Y / N How Many?
Occupation Employer
Address
Street City State Zip
Spouses Name Employer
In case of Emergency contact: Phone Number:
Past Medical History
Have you been to a Chiropractor before? Y/N How long ago?
Who is your family Physician?
Address of Physician
When was your last exam? Have you been hospitalized in the last 5 yrs? Y/N Explain
Have you had surgery in the last 5 yrs? Y/N Explain
Have you has a serious accident in the last 5 yrs? Y/N Explain
General Health Have you ever had any problems with the following? Describe where appropriate.
General:  Fatigue _ Weakness ___ Fever ___ Loss of Sleep Chills Weight Changes _ Night Sweats
Neurologic: ~ Headache = Dizziness ____ Fainting ___ Convulsions ____ Nervousness ___ Other
Eyes Y/N
Ears Y/N
Nose Y/N
Mouth/Throat  Y/N
Skin Y/N
Heart/Lungs Y/N
High BP/Stroke Y/N
Breasts Y/N
Genitourinary  Y/N Bladder, Prostate, Hormone Therapy, Other:
Endocrine Y/N Diabetes, Thyroid, Other:
Psychological  Y/N
Cancer Y/N

Digestive Issues Y/N
Do you smoke? Y/N If yes, packs per day?
Alcohol use? Y/N If yes, how much?

I understand and agree that health and accident insurance policies are an agreement between me and my insurance carrier. | authorize payment from
my insurance carrier directly to this office with the understanding that all monies be credited to my account upon receipt. In understand and agree
that all services not covered by my insurance carrier become my personal responsibility for payment. I understand that if I suspend or terminate my
treatment, all outstanding monies will be immediately due and payable. In the event of my default, [ promise to pay legal interest on the indebtedness
together with such collection costs and reasonable attomey fess as may be required to effect collection. 1 also understand and agree to give Blau
Family Chiropractic permission to release my medical records to process any necded medical claims to my health insurance.

Patient Signature Date




Present Complaints

Primary Complaint? Work Related? Y/N

Date when symptoms began How did they start?

If your complaint includes pain, is it aggravated by? coughing sneezing neck movement straining at the stool
reaching lifting bending sitting standing walking sleeping daily routine riding

Is there anything that relieves your symptoms?

Are you getting: better worse  same Have you had this condition in the past? Y/N

Are your symptoms stopping you from doing any activities of daily living / work duties? Please explain:

If you have had treatment for this condition before, what did you do?

Are your symptoms worse in the A.M or P.M. Do you have recent x-rays or MRI? Y/N  Where?
Additional Complaints?

Other Symptoms:

__headaches ___face flushed __light bothers eyes __feetcold __irritability
__neck pain __ neck stiff __loss of memory __ hands cold __loss of smell
__sleeping problems __ pins/needles inlegs ~ __ ears ring __ stomach upset __loss of taste
__back pain __pins/needles inarms _ fever __constipation __fatigue
__nervousness __numbness in fingers __ fainting __loss of balance __ chest pain
__tension __numbness in toes __cold sweats __buzzing in ears __dizziness
___depression __shortness of breath __diarrhea

Please list any medications you are taking

Please list any supplements you are taking

Do you have any drug allergies Y/N Other Allergies
Women Only  Are you or could you be pregnant? Y/N Are you seeing an OB-GYN regularly? Y/N
Date of last exam? Have past pregnancies been normal?  Y/N

Family Health History Please tell us if your immediate family is living and if they have any of the following health problems.

Cancer Diabetes
Heart Disease Stroke
High Blood Pressure Arthritis
Alzheimer’s Other

Are you aware that the above mentioned diseases have the same underlying cause? Y/N

Upon the completion of your 1 visit, you will receive a Chiropractic Report to discuss the different types of Active Life Plans (ALP)
that are available to you. We recommend you bring a friend or family member to the report with you. ALP’s are designed to help get
you feeling better quickly and to help you and your family be as healthy as possible. Please review the explanations of the ALP prior
to you Chiropractic Report so you can choose the level of participation that supports you in reaching your health goals. Thank you for
choosing Blau Family Chiropractic. We are here to serve you and your family to the best of our ability.

As a result of my care, 1 would like to: Please check all that apply
___Feel better quickly __Have a healthier body by keeping my nerve system healthy
__Have a healthier spine __Live a healthier lifestyle

641 Latton Lane, Ste: A * Portage, WI 53901 * 608-742-1300 * www.blauchiropractic.com



Location of your discomfori

Name Date:
Please locate the area of discomfort on the image below by using the letters shown:

D = Dull 8 = Stabbing B = Burning T = Tingling
N = Numbness C = Cramping A = Aching 8SH = Shooting
TH = Throbbing

Frequency of discomfort: Continuous  Intermittent  Occasional
Pain (choose one) decreases / stays the same / increases with movement.
Intensity: Please Circle

lnopain) 2 3 4 5 6 7 8 9 10 (unbearable)
Amount of time in discomfort: Please Circle

10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Frequent



REVISED OSWESTRY DISABILITY

Name

Date / / File #

(Please Print)

This questionnaire helps us to understand how much your low back pain has affected your ability to perform

everyday activities. Please check the one box in each section that most clearly describes your problem right now.

SECTION 1 - Pain Intensity

The pain comes and goes and is very mild.
The pain is mild and does not vary much.

The pain comes and goes and is moderate.
The pain is moderate and does not vary much.
The pain comes and goes and s severe.

The pain is severe and does not vary much.

SECTION 2 - Personal Care {(Washing, Dressing, etc.)

D | would not have to change my way of washing or dressing
in order to avoid pain.

| do not normally change my way of washing or dressing
even though it causes some pain.

Washing and dressing increase the pain, but | manage not
to change my way of doing it.

Washing and dressing increase the pain and | find it
necessary to change my way of doing it.

Because of the pain, | am unable to do some washing and
dressing without help.

Because of the pain, | am unable to do any washing
and dressing without help.
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SECTION 6 - Standing

0000 dd

i can stand as long as | want without pain.

| have some pain on standing, but it does not,
increase with time.

| cannot stand for longer than one hour without
increasing pain.

| cannot stand for longer than 1/2 hour without
increasing pain.

1 cannot stand for longer than 10 minutes without
increasing pain.

| avoid standing, because it increases the pain
immediatley.

SECTION 7 - Sleeping

1 get no pain in bed.

I get pain in bed but it does not prevent me from sleeping well.
Because of pain, my normal night's sleep is reduced

by less than 1/4.

Because of pain, my normal night’s sleep is reduced

by less than 1/2.

Because of pain, my normal nights sleep is reduced

by less than 3/4.

Pain prevents me from sleeping at all.

SECTION 3 - Lifting

1 can lift heavy weights without extra pain.

| can lift heavy weights but it gives extra pain.

Pain prevents me from lifting heavy weights off the floor.
Pain prevents me from lifting heavy weights off the floor, but |
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Pain prevents me from lifting heavy weights, but | can manage
light to medium weights if they are conveniently positioned.
1 can only lift very light weights at the most.

can manage if they are conveniently positioned, e.g., ona table/

3
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CTION 8 - Social Life

My social life is normal and gives me no pain.

My social life is normal, but increases the degree of pain.
Pain has no significant effect on my social life apart from
limiting my more energetic interests, e.g., dancing, etc.
Pain has restricted my social life and | do not go out very
often.

Pain has restricted my social life to my home.

| have hardly any social life because of the pain.

ECTION 4- Walking

1 have no pain on walking.

| have some pain on walking but it does not increase

with distance.

| cannot walk more than one mile without increasing pain.
1 cannot walk more than 1/2 mile without increasing pain.
| cannot walk more than 1/4 mile without increasing pain.
| cannot walk at all without increasing pain.
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CTION 9 - Traveling

| get no pain while traveling.

| get some pain while traveling, but none of my usual
forms of travel make it any worse.

| get extra pain while traveling, but it does not compel me
to seek alternative forms of travel.

1 get extra pain while traveling which compels me to seek
alternative forms of travel.

Pain restricts all forms of travel.

Pain prevents all forms of travel except that done lying down.

SECTION 5 - Sitting

| can sit in any chair as long as | like without pain.

I can sit only in my favorite chair as long as | like.

Pain prevents me from sitting more than 1 hour.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting for more than 10 minutes.

EEEEEN

| avoid sitting because it increases pain immediately.

SECTION 10 - Changing Degree of Pain

:
:

My pain is rapidly getting better.

My pain fluctuates, but overall is definitely getting better.
My pain seems to be getting better, but improvement is
slow. -

My pain is neither getting better nor getting worse.

My pain is gradually worsening.

My pain is rapidly worsening.

Form by N. Hudson- Cook, K. Tomes-Nicholson, A. Breen. In Roland MO, Jenner JR. Eds. Back Pain.
Manchester University Press 1989: 187-204




NECK DISABILITY INDEX

Name

Date / / File #

(Please Print)

This questionnaire helps us to understand how much your neck pain has affected your ability to perform everyday
activities. Please check the one box in each section that most clearly describes your problem right now.

SECTION 1 - Pain Intensity
I have no pain at the moment.
The pain is very mild at the moment.
The pain is moderate at the moment.
The pain is fairly severe at the moment.
The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

SECTION 2 - Personal Care { Washing, Dressing etc.)
I:I | can look after myself normally without causing extra pain.
D | can look after myself normally but it causes extra pain.
8 It is painful to look after myself and | am slow and careful.

I need some help but manage most of my personal care.
8 1 need help every day in most aspects of self care.

I do not get dressed, | wash with difficulty and stay in bed.

SECTION 6 - Concentration

OO0 OO0

| can concentrate fully when | want to with no difficuity.

| can concentrate fully when | want to with slight difficulty.
| have a fair degree of difficulty in concentrating when

| want to.

I have a lot of difficulty in concentrating when | want to.

| have a great deal of difficulty in concentrating when |
want to.

| cannot concentrate at all.

SECTION 3 - Lifting
| can lift heavy weights without extra pain.
| can lift heavy weights but it gives extra pain.

Pain prevents me from lifting heavy weights off the
floor, but | can manage if they are conveniently positioned,
for example on a table.

D Pain prevents me from lifting heavy weights, but | can
manage light to medium weights if they are coveniently
positioned.

8 1 can lift very light weights.
| cannot lift or carry anything at all.

(7]
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ECTION 7- Work

I can do as much work as | want to.

| can only do my usual work, but no more.

| can do most of my usual work, but no more.
I cannot do my usual work.

I can hardly do any work at all.

| cannot do any work at all.
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1 can drive my car without any neck pain.

I can drive my car as long as | want with slight

pain in my neck.

I can drive my car as long as | want with moderate

pain in my neck.

| can’t drive my car as long as | want because of moderate
pain in my neck.

I can hardly drive at all because of severe pain in my neck.
1 can't drive my car at all.

SECTION 4 - Reading

I can read as much as | want to with no pain in my neck
t can read as much as | want to with slight pain in my neck.

| can’t read as much as | want because of moderate

pain in my neck.

1 can hardly read at all because of severe pain in my neck.
I cannot read at all.

RN

| can read as much as | want with moderate pain in my neck.

ECTION 9 - Sleeping

| have no trouble sleeping.

My sleep is slightly disturbed (less than 1 hr.sleepless).
My sleep is mildly disturbed (1-2 hrs.sleepless.).

My sleep is moderately disturbed (2-3 hrs.sleepless).
My sleep is greatly disturbed (3-5 hrs.sleepless).

My sleep is completely disturbed (5-7 hrs.sleepless).

SECTION 5 - Headaches

| have no headaches at all.

I have slight headaches which come infrequently.

| have moderate headaches which come infrequently.
| have moderate headaches which come frequently.

| have severe headaches which come frequently.

| have headaches aimost all the time.
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CTION 10 - Recreation

| am able to engage in all my recreation activities with
no neck pain at all.

| am able to engage in all my recreation activities, with
some pain in my neck.

1 am able to engage in most, but not all of my usual
recreation activities because of pain in my neck.

| am able to engage in a few of my usual recreation
activities because of pain in my neck.

I can hardly do any recreation activities because of pain in
my neck.

| can’t do any recreation activities at all.




Office Fee Schedule and [Financial Folicq

:Scrvicc Jnsurance Covcraqc Paid At Time of Service
Consultation N/C N/C

|nitial F_xarn/ComPutcr Scans $75 $52
Dgnamic Exam/ComPutcr Scans $70 $40
X-Rags (Pcr view) $65 $45
Adjustment $65 $38

Light Thcrapg N/A $25
Nutrition Consultation $30/1 5min $30/15min
Wc”ncss Acl_justmcnt Flans N/A \/arics per persons needs

Financial Policy and Chiropractic Active | ife Plans

We are committed to Providing you with the best chiropractic care Possiblc ina caring environment
and have established financial policics to achieve that goa|. You will be cxPcctcd to pay for your
clﬂiroPractic care at the time of service, unless you are Participating in an Active | _ife Plan. T hese are
Active | ife Plans are dcsigncd to be the most cost effective way to kccp you and your Fami[g as
hcalthg as PossiHc. Details of these Plans will be discussed with you clun'ng your Chiropractic
chort. f)alanccs with no Pagmcnt over 50 da35 will be chargcd a $5.00 statement Fcc, this c]-nargc
will occur each month until arrangements have been made or balance is Paicl in full. Patient balances

over 60 dags will be forwarded to a collection agency with any accrued interest.
a Cash Folicg: Fagmcnt is due at time of service or accorcling to the P|an of your choice.

a Health |nsurance: IFgou have |nsurance that covers chiropractic care, we will send in your claims
for you. Deductibles and co-pays are Paicl at time of service, or Paic] according to the P|an of
your choice. Rcmcmbcr, your agreement with your insurance company is between you and them.
Please submit any rcqucstcd information to them as quicug as Possiblc. Ang balance due to
denied or reduced claims will be your rcsPonsibility. ]"laving Jnsurance does not always guarantee

Pagmcnt.

|f you acquirc insurance for a spccia| situation such as an auto accident or worker's compensation

P|casc let us know immcdiatclg. Once aclaimis comPlctc, you can return to your original Active |_ife
Plan.

| have read and | understand the above Policics. | have initialed the one that aPP|ics to me.

Patient 5i5naturc Date




FRMSOF EFTANCE

When a Paticnt seeks chiroPractic health care and we accepta Paticnt forsuch care, it is essential for both to
be working towards the same objcctivc.

Chiropractic has on|3 one goa|. [tis important that each Paticnt understand both the objcctivc and the
method that will be able to attain it. T his will prevent any confusion or disappointmcnt.

Adjustmcnt: An acljustmcnt is the sPcciFic application of forces to facilitate the bodg’s correction of

vertebral subluxation. Our chiropractic method of correction is by sPcciFic acljustmcnts of the 5Pinc.

Health: A state of optima| PhysicaL mental and social wc“-bcing, not mcrc|3 the absence of disecase or
infirmity.

Vertebral Subluxation: A misalignmcnt of one or more of the 24 vertebra in the sPinal column which causes
alteration of nerve function and interference to the transmission of mental imPulscs, rcsulting ina Icsscning of

the boclg’s innate abi|it9 to express its maximum health potcntial.

We do not offer to diagnosc or treat any disease or condition other than vertebral subluxation. However, if
cluring the course of a chiropractic spina| evaluation, we encounter non-cl-uiropractic or unusual Finc]ings, we
will advise you. IFgou desire advice, cliagnosis or treatment for those Finclings, we will recommend that you
seek the services of a health care Providcr who 5Pccia|izcs in that area.

chard|css of what the discase is called, we do not offer to treat it. Nor do we offer advice rcgarcling
treatment Prcscribcc' 133 others. OUK ONLY FRACTICE OBJECTIVE is to eliminate a ma_jor
interference to the cxprcssion of the bodg’s innate wisdom. QOur on|3 method is sPcchcic ac!justing to correct

vertebral subluxations.

I, have read and Fu“y understand the above statements.

( Pn'nt name )

All qucstions rcgarding the doctor's objcctivcs Pcrtaining to my care in this office have been answered to my
comP|ctc satisfaction.

| therefore accept clﬂiropractic care on this basis.

( signature ) (date)






