Patient Information

Patient Sex MD FD Marital Status SDMDOther
SSN Age V posvY ,V ,V
Address

City State Zip
Home Phone Work Ext Cell
Pager Email
Employer Occupation
Who may we thank for referring you?
Spouse Employer Work Phone
Children/Age
Emergency Contact Relationship Phone
Signature of Patient or Legal Guardian Date

Account Information

Person responsible for the account Cash Insurance
Primary Insurance Company Group #
Name of Insured ID #
Insured’s DOB / / Sex M hone Employer
Insured’'s Address

City State Zip
Secondary Insurance Company
Name of Insured ID #
Insured’s DOB / / Sex M F Phone Employer
Insured’'s Address

City State Zip
Is this condition due to an accident? Auto Work Home Other
Date of Accident Police Report # Claim #
Accident Reported to: Auto Insurance Employer Worker's Compensation Attorney

Name of Attorney

Phone




Patient Health Questionnaire - PHQ

ACN Group of California - Form PHQ-202

Patient Name

Date

1. Describe your symptoms

ACN Group, Inc. Use Only rev 7/18/05

a. When did your symptoms start?

b. How did your symptoms begin?

Constantly (76-100% of the day)
: Frequently (51-75% of the day)
| | Occasionally (26-50% of the day)
|| Intermittently (0-25% of the day)

What describes the nature of your symptoms?
|_| Sharp Shooting

Dull ache Burning

Numb Tingling

. How are your symptoms changing?
Getting Better
Not Changing
Getting Worse

. During the past 4 weeks:

a. Indicate the average intensity of your symptoms

\ |
);fﬁlni

g/ k\f W

None

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

Unbearable

OO0 odd

b. How much has pain interfered with your normal work (including both work outside the home, and housework)

|:|Not at all |:|A little bit

(like visiting with friends, relatives, etc)
|:|AII of the time

|:| Moderately

7. In general would you say your overall health right now is...

|:| Excellent |:|Very Good

8. Who have you seen for your symptoms?

a. What treatment did you receive and when?

b. What tests have you had for your symptoms
and when were they performed?

9. Have you had similar symptoms in the past?

a. If you have received treatment in the past for
the same or similar symptoms, who did you see?

10. What is your occupation?

a. If you are not retired, a homemaker, or a
student, what is your current work status?

Patient Signature

|:| Good

[CINo One
[CIChiropractor

|:| Fair

|:|Quite a bit |:|Extremely

. During the past 4 weeks how much of the time has your condition interfered with your social activities?

|:|Most of the time |:|Some of the time |:| Alittle of the time |:| None of the time

|:| Poor

[[IMedical Doctor [ JOther

[]Physical Therapist

[(IXrays date:
DMRl date:

|:|Yes

[ ] This Office

Chiropractor

| _[Professional/Executive
|| White Collar/Secretarial
| | Tradesperson

[ |Full-time

Part-time

[JCT Scan
O Other

|:|No

|:|Medica| Doctor
[ ]Physical Therapist

date:

date:

|:|Other

Laborer Retired
Homemaker Other
|:| FT Student
[ ]self-employed [ ]off work
[ JUnemployed [JOther
Date

Blue Shield of California Physical Medicine Clinical Management Program administered by ACN Group of California



PAST MEDICAL HISTORY FORM

Patient Name

BLOOD PRESSURE YES NO | | JOINT CONDITIONS YES NO
Hypertension L] [ Upper Extremity ] ]
Low Blood Pressure O | Dislocation Cl O
Normal Blood Pressure | O Lower Extremity Dislocation D O

HEART DISEASE YES NO | | OTHER CONDITIONS YES NO
Heart Attack ] O Muscular Dystrophy ] ]
Atherosclerotic Disease [l O Rheumatoid Arthritis ] O
Myocardial Infarction ] [l Multiple Sclerosis O ]
Rheumatic Heart Disease ] O Epilepsy ] ]
Heart Murmur EI D Gout [
Fibromyalgia L]
MUSCLE CONDITION YES NO ] Diabetes [
Carpal Tunnel R/L O O Hearing Loss E
Tennis Elbow R/L |:| [l Poor Eyesight
Back/Neck Problems O O Fainting [l
Limited Limb Movement O O Polio O
Other:
LUNGS YES NO |
Asthma [ O
Emphysema ] |
Shortness of Breath g CJ
EXERCISE | | WORKACTIVITY | | STRESSLEVEL | | _HABITS
(] None ] sitting []Low [] Smoking Packs a Day
E 1-2 x Week [ standing ] Medium ] Alcohol Drinks a Week
3-4 x Week [] Light Labor []High [] Coffee/Soda Cups a Week
[ 5+ x Week [CJHeavy Labor
What types of exercise do you perform? :
What things cause stress in your life? :
Are you taking any seizure medication? Oyes [No If yes list name:

Are you taking any medications that might affect your lungs, heart, consciousness or general well-being while participating in therapy?

[Jyes [CINO Ifyes list name:
List all medications you a currently
taking:

List all surgeries in the past two years (Including dates):

What

|:|YES |:|NO week?:

Are you
pregnant?

Have you had any injuries related to work? |:| YES |:|NO If yes list body part and date.:

Have you had any Auto Accidents

|:|YES |:|NO If yes list body part and date..

Have you had Physical Therapy or Massage Therapy before? [1yEs [JNO Where:

Signature of Patient, Parent, Guardian, Personal Representative

Date




Neck Index

ACN Group, Inc. Form NI-100

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

7] 1 have no pain at the moment.

|:| The pain is very mild at the moment.

[ the pain comes and goes and is moderate.
|:| 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.

Sleeping

[] I have no trouble sleeping.

7] My sleep is slightly disturbed (less than 1 hour sleepless).
7] My sleep is mildly disturbed (1-2 hours sleepless).

7] My sleep is moderately disturbed (2-3 hours sleepless).
7] My sleep is greatly disturbed (3-5 hours sleepless).

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

Reading

[7] I can read as much as | want with no neck pain.
[7] I can read as much as | want with slight neck pain.
|:| | can read as much as | want with moderate neck pain.

[ 1 cannot read as much as | want because of moderate neck pain.

[7] 1 can hardly read at all because of severe neck pain.
|:| | cannot read at all because of neck pain.

Concentration

[7] ! can concentrate fully when I want with no difficulty.
7] I can concentrate fully when | want with slight difficulty.

[ 1 have a fair degree of difficulty concentrating when | want.

[] I'have a lot of difficulty concentrating when | want.
[7] I have a great deal of difficulty concentrating when | want.
[ 1 cannot concentrate at all.

Work

7] 1 can do as much work as | want.

[ 1can only do my usual work but no more.

[ 1can only do most of my usual work but no more.
[ 1 cannot do my usual work.

[Jican hardly do any work at all.

|:| | cannot do any work at all.

Personal Care
|:| | can look after myself normally without causing extra pain.
|:| | can look after myself normally but it causes extra pain.

[ tis painful to look after myself and | am slow and careful.
7] need some help but I manage most of my personal care.
[[] ! need help every day in most aspects of self care.

7] ! do not get dressed, | wash with difficulty and stay in bed.

Lifting
|:| | can lift heavy weights without extra pain.
]! can lift heavy weights but it causes extra pain.

[] Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

[] Pain prevents me from liting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

[T]1 can only lift very light weights.
[ cannot lift or carry anything at all.

Driving
] 1 can drive my car without any neck pain.
[ can drive my car as long as | want with slight neck pain.

[t can drive my care as long as | want with moderate neck pain.
[ cannot drive my car as long as | want because of moderate neck pain.
] can hardly drive at all because of severe neck pain.

[ cannot drive my car at all because of neck pain.

Recreation

[T]1'am able to engage in all my recreation activities without neck pain.
[T] 1 am able to engage in all my usual recreation activities with some neck pain.

[C] 1 am able to engage in most but not all my usual recreation activities because of neck pain.
[C]1'am only able to engage in a few of my usual recreation activities because of neck pain.

[7]1 can hardly do any recreation activities because of neck pain.
71 cannot do any recreation activities at all.

Headaches

|:| | have no headaches at all.

[ I have slight headaches which come infrequently.

[ 1 have moderate headaches which come infrequently.
|:| | have moderate headaches which come frequently.
[ 1 have severe headaches which come frequently.

|:| | have headaches almost all the time.
Neck

Index
Score




Back Index

ACN Group, Inc. Form BI-100

Patient Name

ACN Group, Inc. Use Only rev 3/27/2003

Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

[] The pain comes and goes and is very mild.

[J 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 is very severe.
[] The pain is very severe and does not vary much.

Sleeping

[] ! get no pain in bed.

[] 1 get pain in bed but it does not prevent me from sleeping well.
[] Because of pain my normal sleep is reduced by less than 25%.
[] Because of pain my normal sleep is reduced by less than 50%.
|:| Because of pain my normal sleep is reduced by less than 75%.
|:| Pain prevents me from sleeping at all.

Sitting

O 1 cansitin any chair as long as | like.

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

] pain prevents me from sitting more than 1 hour.

D Pain prevents me from sitting more than 1/2 hour.
Pain prevents me from sitting more than 10 minutes.

D | avoid sitting because it increases pain immediately.

Standing
[J I can stand as long as | want without pain.
D | have some pain while standing but it does not increase with time.

D | cannot stand for longer than 1 hour without increasing pain.
L—_| | cannot stand for longer than 1/2 hour without increasing pain.

|:| | cannot stand for longer than 10 minutes without increasing pain.
L—J | avoid standing because it increases pain immediately.

Walking

D [ have no pain while walking.

| have some pain while walking but it doesn’t increase with distance.

| cannot walk more than 1 mile without increasing pain.
| cannot walk more than 1/2 mile without increasing pain.

D | cannot walk more than 1/4 mile without increasing pain.
| cannot walk at all without increasing pain.

Personal Care

[ do not have to change my way of washing or dressing in order to avoid pain.
1 ge my way 9 g p
|:| | do not normally change my way of washing or dressing even though it causes some pain.
O Washing and dressing increases the pain but | manage not to change my way of doing it.

[[] Washing and dressing increases 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.

Lifting
[[] 1 can lift heavy weights without extra pain.
[] 1 can lift heavy weights but it causes extra pain.

] Pain prevents me from lifting heavy weights off the floor.

[[] Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).
Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

[ Ican only lift very light weights.

Traveling

O get no pain while traveling.

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

O | get extra pain while traveling but it does not cause me to seek alternate forms of travel.
| get extra pain while traveling which causes me to seek alternate forms of travel.

[ Pain restricts all forms of travel except that done while lying down.

[ Pain restricts all forms of travel.

Social Life

] My social life is normal and gives me no extra pain.

O My social life is normal but increases the degree of pain.

[ Pain has no significant affect 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.

[] 1 have hardly any social life because of the pain.

Changing degree of pain
O My pain is rapidly getting better.
O 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 or worse.
My pain is gradually worsening.

My pain is rapidly worsening.
Back
Index
Score




Patient Health Information Consent Form
HIPAA

We want you to know how your Patient Health Information (PHI) is going to be used in this office and your rights concerning those
records. Before we will begin any health care operations we must require you to read and sign this consent form stating that you
understand and agree with how your records will be used. If you would like to have a more detailed account of our policies and
procedures concerning the privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is available
to you at the front desk before signing this consent.

1. The patient understands and agrees to allow this chiropractic office to use their Patient Health Information (PHI) for the
purpose of treatment, payment, healthcare operations, and coordination of care. As an example, the patient agrees to
allow this chiropractic office to submit requested PHI to the Health Insurance Company (or companies) provided to us by
the patient for the purpose of payment. Be assured that this office will limit the release of all PHI to the minimum needed
for what the insurance companies require for payment.

2. The patient has a right to examine and obtain a copy of his or her own health records at any time and request corrections.
The patient may request to know what disclosures have been made and submit in writing any further restrictions on the
use of their PHI. Our office is not obligated to agree to those restrictions.

3. A patient’s written consent need only be obtained one time for all subsequent care given the patient in this office.

The patient may provide a written request to revoke consent at any time during care. This would not affect the use of
those records for the care given prior to the written request to revoke consent but would apply to any care given after the
request has been presented.

5. For your security and right to privacy, all staff has been trained in the area of patient record privacy and a privacy official
has been designated to enforce those procedures in our office. We have taken all precautions that are known by this office
to assure that your records are not readily available to those that do not need them.

6. Patients have the right to file a formal complaint with our privacy official about any possible violations of these policies and
procedures.

7. If the patient refuses to sign this consent for the purpose of treatment, payment and health care operations, the
chiropractic physician has the right to refuse to give care.

| have read and understand how my Patient Health Information will be used and | agree to these policies and procedures.

Patient Signature Date

PATIENT REFERRAL BOARD PERMISSION FORM

We believe in recognizing our patients who are kind enough to refer family and friends. One method we use is the
placement of your name in public view in our reception area. However, we are required to have your permission before
displaying your name. Please read and sign in the appropriate box below.

| HEREBY AUTHORIZE and give permission to OR | DO NOT AUTHORIZE and give
Wiles Chiropractic to display my name in public permission to Wiles Chiropractic
View on the office referral board. To display my name in public view

On the office referral board.

Patient Signature Patient Signature

Date Date



Patient Name:

Date:

Assignment of Benefits:

The undersigned hereby authorize the release of any information relating to all claims for benefits on
behalf of myself and /or dependents. | further expressly agree and acknowledge that my signature on
this document authorizes Joseph A. Wiles, DC to submit claims for benefits, for services rendered or for
services to be rendered, without obtaining my signature on each and every claim to be submitted for
myself and/or dependents, and that | will be bound by this signature as though the undersigned had
personally signed the particular claim. | hereby

authorize to pay and hereby

assign directly to Joseph A. Wiles, DC all benefits, if any, otherwise payable to me for his services as
described on the attached forms. | understand | am financially responsible for all charges incurred. |
further acknowledge that any insurance benefits, when received by and paid to Joseph A. Wiles, DC will
be credited to my account, in accordance with the above said assignment.

Date: Signed:

Witness:

Consent to treatment of Minor Child:

| hereby authorize Dr. Joseph A. Wiles to administer treatment as they so deem necessary to my minor
child.

Date:

Signed:

Witness:
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