Jeffers Neck & Back Pain Center Motor Vehicle Collision Questionnaire Thomas P. Jeffers, DC, CCSP
Patient Name: Date:

Address City State Zip Code

H. Phone W. Phone Cell Phone

Email Address:
O O 0000
Sex M F Marital Status M S D W

Date of Birth Age

Occupation

Employer

Emergency Contact and Phone Number:

Have you ever received Chiropractic Care? O Yes ONo If yes, when?

Name of most recent Chiropractor:

1. Since the Motor Vehicle Collision, have you experienced any of the following:

@)
A. Loss of Range of Motion:  yes/no
a.  What body parts:
B. Visual Disturbance: yes/no O blurring I/r  Ofloaters UIr  Qvision loss I/r O hypersensitivity I/r

% oftime: _ %oftime: % oftime: % oftime:
C. Dizziness: OyesmoO % of time:
D. Anxiety/Depression: Oyes/no QO % of time:
E. Difficulty Sleeping: Oyesmo QO

2. Past Health History:
A. Surgeries:

Date Type of Surgery

B. Previous Injury or Trauma:

Have you ever broken any bones? Which?

C. Allergies:

3. Family Health History:
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Jeffers Neck & Back Pain Center Motor Vehicle Collision Questionnaire Thomas P. Jeffers, DC, CCSP
Patient Name: Date:

Do you have a family history of? (Please indicate all that apply)
Cancer [Strokes/TIA’s [Headaches [Heart disease [Neurological diseases
O Adopted/Unknown [Cardiac disease below age 40 [Psychiatric disease [Diabetes

COther [CONone of the above
A. Deaths in immediate family:
Cause of parents” or siblings’ death Age at death

4. Social and Occupational History:

A. Job description:

B. Work schedule:

C. Recreational activities:

D. Lifestyle:

Hobbies:

Level of Exercise:

Alcohol Use:

Tebacco Use:

Drug Use:

Diet:

5. Medications:

Medication Reason for taking

Review of Systems
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Jeffers Neck & Back Pain Center Motor Vehicle Collision Questionnaire Thomas P. Jeffers, DC, CCSP

Patient Name: Date:

Review of Systems

Have you had any of the following pulmenary (long-related) issues?
O Asthma/difficulty breathing [[JCOPD [JEmphysema []Other [INone of the above

Have you had any of the following cardievascular (hearti-related) issues or procedures?

[JHcart surgeries [JCongestive heart failure [ Murmurs or valvular disease [JHeart attacks/MIs [JHeart disease/problems o
Hypertension [JPacemaker [JAngina/chest pain [llrregular heartbeat [1Other

[CINone of the above

Have you had any of the following neurological (nerve-related) issues?

[QVisual changes/loss of vision [JOne-sided weakness of face or body [IHistory of seizures []One-sided decreased feeling in
the face or body [JHeadaches []Memory loss [JTremors [JVertigo [JLoss of sense of smell

[ Srokes/TTAs [JOther [CINone of the above

Have you had any of the following endocrine (glandular/hormonal) related issues or procedures?
[OThyroid disease [JHormone replacement therapy [injectable steroid replacements []Diabetes
[CJOther [INone of the above

Have you had any of the following renal (kidney-related) issues or procedures?
[JRenal calculi/stones [JHematuria (blood in the urine) [JIncontinence (can’tcontrol) [IBladder Infections
ODifficulty urinating [JKidney discase [IDialysis [JOther [CINone of the above

Have vou had any of the following gastreenterological (stomach-related) issues?

[ONausea [Difficuity swallowing [Ulcerative disease [JFrequent abdominal pain [JHiatal hernia [JConstipation
[OPancreatic disease [lrritable bowel/colitis [JHepatitis or liver disease [IBloody or black tarry siools

[OVomiting blood []Bowel incontinence []Gastroesophageal reflux/heartburn  [JOther [(INone of the above

Have you had any of the following hematological (blood-related) issues?

[JAnemia [JRegular ant-inflammatory use (Motrin/Ibuprofen/Naproxen/Naprosyw/Aleve) [JHIV positive

[] Abnormal bleeding/bruising [] Sickle-cell anemia []Enlarged lymph nodes [JHemophilia

[CJHypercoagulation or deep venous thrombosis/history of blood clots [] Anticoagulant therapy [JRegular aspirin use
Cdother [INone of the above

Have you had any of the following dermatological (skin-related) issues?
[ Significant burns []Significant rashes [ISkin grafts [JPsoriatic disorders [JOther [INone of the above

Have vou had any of the following musculoskeletal (bone/muscle-related) issucs?
[CORheumatoid arthritis [JGout []Osteoarthritis []Broken bones [JSpinal fracture []Spinal surgery [Jloint surgery
[ Arthritis (unknown type) []Scoliosis []Metal implants []Other [CINone of the above

Have you had any of the following psychelogical issues?
[JPsychiatric diagnosis [JDepression []Suicidal ideations []Bipolar disorder [JHomicidal ideations []Schizophrenia
[IPsychiatric hospitalizations [] Other [ None of the above

Is there anything else in your past medical history that you feel is important to your care here?

I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby anthorize this office of
Chiropractic to provide me with chiropractic care, in accordance with this state’s statutes. If my insurance will be billed, [ authorize
payment of medical benefits to Jeffers Neck and Back Pain Center for services performed.

Patient or Guardian Signature
Date
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Jeffers Neck & Back Pain Center Motor Vehicle Collision Questionnaire Thomas P. Jeffers, DC, CCSP
Patient Name: Date:

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

This Notice of Privacy describes how we may use and disclose your protected health information (PHI) to carry our treatment,
payment or health care operations (TPO) for other purposes that are permitted or required by law. “Protected Health Information” is
information about you, including demographic information that may identify you and that related to your past, present, or future
physical or mental health or condition and related care services.

Use and Disclosures of Protected Health Information:

Your protected health information may be used and disclosed by your physician, our staff and others outside of our office that are
involved in your care and treatment for the purpose of providing health care services to you, pay your health care bills, to support the
operations of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any
related services. This includes the coordination or management of your health care with a third party. For example, we would
disclose your protected health information, as necessary, to a home health agency that provides care to you. For example, your health
care information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary
information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example,
obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to
obtain approval for the hospital admission.

Healthcare Operations: We may disclose, as needed, your protected health information in order to support the business activities of
your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee review activities,
training of medical students, licensing, marketing, and fundraising activities, and conduction or arranging for other business activities.
For example, we may disclose your protected health information to medical school students that see patients at our office. In addition,
we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may
also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health
information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These situations
included as required by law, public health issues, communicable diseases, health oversight, abuse or neglect, food and drug
administration requirements, legal proceedings, law enforcement, coroners, funeral directors, and organ donation. Required uses and
disclosures under the law, we must make disclosures to you when required by the Secretary of the Department of Health and Human
Services to investigate or determine our compliance with the requirements of Section 164.500.

OTHER PERMITTED AND REQUIRED USES AND DISCLOSURES WILL BE MADE ONLY WITH YOUR CONSENT,
AUTHORIZATION OR OPPORTUNITY TO OBJECT UNLESS REQUIRED BY LAW.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has
taken an action in reliance on the use or disclosure indicated in the authorization.

Signature of Patient of Representative Date

Printed Name

NEW PATIENT HISTORY FORM
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Jeffers Neck & Back Pain Center Motor Vehicle Collision Questionnaire Thomas P. Jeffers, DC, CCSP
Patient Name: Date:

Symptom 1

e On ascale from 1-10, with 10 being the worst, please circle the number that best describes the symptom

mostofthetime: 1 234567 89 10
@000000000

e What percentage of the time you are awake do you experience the above symptom at the above intensity:

51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100
OC0O0O00D0D0D0D0D0D0D000D0D00O0O OO

When did the symptom begin?

o Was this symptom a result of a motor vehicle collision? Yes/No (c@le@ne)

o Did you have this symptom before this motor vehicle collision? Yes/No (circle one)
If yes, what was the intensity (1-10 w/10 the worst) _ and frequency (%)  prior to the
collision?

o  What makes the symptﬁl worse? (circle all that apply): O O
nothing, any mover%ent, bending meck %rward, bending neck backward, tilting head to left, tilting
head to right, turning head to left, turning head to right, bending forward at waist, bendin
backward at waist, tilting left at waist, tiltingTight at waist, twisting left at waist, twisth%gright at
waist, driving, standing, walkifig, running, hftu%, sitting, getting up from seated position,
chewing, changing positions, lying down, réading, working, exercising, laying on side in bed,
other (please describe):

e  What makes the symptom better? (CECIC all that apply):
o nothing, resting, ice, heat, stretching, exercise, wa king, pain medication, muscl¢ relaxers,
chiropracticadjustments, massage, other (please describe):

* Describe the quality of the symptom (cjrcle all that apply)i—
O
o Shll]z%gzl \ (Elll, ach% b&%}ing, thl(rzclabbing, piercing, stabbing, d%p, nalg:éing, shooting, stirlljging,

Othier (please describe):

e Does the symptom radiate to another part of your body (circle one): Oyes Ono
o Ifyes, where does the symptom radiate?

e Is the symptom worse at certain times of the day or night? (circle one)
o ONo difference OMorning QAfternoon QEvening ONight OOther

« Have you received treatment for this condition and episode prior to today’s visit?
No

Anti-inflammatory meds
Pain medication

Muscle relaxers

Trigger point injections
Cortisone injections
Surgery

Massage

Physical Therapy
Chiropractic

Other

00000000000

NEW PATIENT HISTORY FORM

Symptom 2
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Jeffers Neck & Back Pain Center Motor Vehicle Collision Questionnaire Thomas P. Jeffers, DC, CCSP
Patient Name: Date:

e Onascale from 1-10, with 10 being the worst, please circle the number that best describes the symptom

most of thetime: 1234567 89 10
0000000000

e  What percentage of the time you are awake do you experience the above symptom at the above intensity:

51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100
00000 0D0D0D0OD0D0D0ODO0OD0ODDODO0ODOO0O OO

o  When did the symptom begin?

o Was this symptom a result of a motor vehicle collision? \25/1\?0 (cisclesne)

o Did you have this symptom before this motor vehicle collision? Yes/No (circle one)
If yes, what was the intensity (1-10 w/10 the worst)  and frequency (%)  prior to the
collision?

e What makes the symptom worse? (circle all that apply):

o nothing, any movement, bending frekk forward, bending neck backward, tiltinEhead to left, tilting
head to right, turnin%'head to left, tumirll;gl head to right, bendir%I forward at waist, bendin,
backward at waist, tiltir% left at waist, tiltinEi ht at waist, twistin%'left at waist, ’cwisti@g right at
waist, drivi%, standing, walkirlxjg, runnil%, lifth%, SittinTg, getting up frofTseated position,
chewing, changing positions, lyingdown, reading, WI():rlking, exercising, laying on side in bed,
other (please describe):

e  What makes the symptom better? (circle all that apply):
o) nothlﬁl, restn%, iCT, heat, streiching, exercise, walking, pain medication, muscle Telaxers,
chiropracticl%ldjustments, masEge, ottfet (please describe):

e Describe tll%quality of It%e syellptom circle all that apply): - -
o Shﬁép’ dll;llL achy, burning, throbbing, piercing, stabbing, d!?_elp, nagl:,lging, shooting, stinging,
Other (please describe):

e Does the symptom radiate to another part of your body (circle one): Oyes Q©no
o If yes, where does the symptom radiate?

e Is the symptom worse at certain times of the day or night? (circle one)
o ONo difference OMoming OAfternoon O Evening O Night O Other

o Have you received treatment for this condition and episode prior to today’s visit?
No

Anti-inflammatory meds
Pain medication

Muscle relaxers

Trigger point injections
Cortisone injections
Surgery

Massage

Physical Therapy
Chiropractic

Other

o

O000000000

NEW PATIENT HISTORY FORM

Symptom 3
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Jeffers Neck & Back Pain Center Motor Vehicle Collision Questionnaire Thomas P. Jeffers, DC, CCSP
Patient Name: Date:

e On ascale from 1-10, with 10 being the worst, please circle the number that best describes the symptom

mostofthetime: 123456789 10
0000000000

e  What percentage of the time you are awake do you experience the above symptom at the above intensity:

51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100
O0O0OO0OO0O0D0OD0OD0D0O0D0ODODODODODODOO OO

e  When did the symptom begin?

o Was this symptom a result of a motor vehicle collision?  Yes/No (ci f\?ne)
o Did you have this symptom before this motor vehicle collision? Yes/No (circle one)
If yes, what was the intensity (1-10 w/10 the worst) _ and frequency (%) ____ prior to the
collision?

e  What makes the symptom worse? (circle all that apply):

o nothing, any mglcment, bending rla:k forward, bending ne%( backward, tiltinghead to left, tilting
héal to right, turninEhead to left, turnirEhead to right, bendiﬂ%I forward at waist, bendin
backwatd at waist, tilti@ left at waist, tiltinEi ht at waist, twistin?left at waist, ‘cwis‘chEF right at
waist, drivi@, standing, walkit@, runnh'@, liftil%, sittirE, getting up froffrSeated position,
ch@ing, changinﬁositions, lyingdown, reading, wotking, exjasing, laying'U_llfside in bed,
other (please describe):

e  What makes the symptom better? (circle all that apply): -
fe) nothix'r_g', restitll'_gl, io%,l hat, stretching, e)Etloise, w%lking, pain medication, muscleErlelaxers,
chiropractic%'djustments, masEge, ottet (please describe):

e Describe th&l quality of %e sygptom circle all that apply): - -
0 Shalg_"p, dH, achy, buriting, throbbing, pic%ing, staﬁing, d@p, na%ing, shooting, stinging,
(p

Oth lease describe):

e Does the symptom radiate to another part of your body (circle one): Oyes Ono
o Ifyes, where does the symptom radiate?

e Jsthe symptom worse at certain times of the day or night? (circle one)
o ONo difference OMorning OAfternoon OEvening ONight OOther _

s Have you received treatment for this condition and episode prior to today’s visit?
No

Anti-inflammatory meds
Pain medication

Muscle relaxers

Trigger point injections
Cortisone injections
Surgery

Massage

Physical Therapy
Chiropractic

Other

00000000000

NEW PATIENT HISTORY FORM

Symptom 4
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Jeffers Neck & Back Pain Center Motor Vehicle Collision Questionnaire Thomas P. Jeffers, DC, CCSP

Patient Name:

Symptom S

Date:

On a scale from 1-10, with 10 being the worst, please circle the number that best describes the symptom

mostofthetime: 123456789 10
0000000000

What percentage of the time you are awake do you experience the above symptom at the above intensity:

51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100
00000000000 0D0D0O00OD0OD0ODO0O 0O

When did the symptom begin?

o Was this symptom a result of a motor vehicle collision? Y?s/l?o (ci ne)

o Did you have this symptom before this motor vehicle collision? Yes/No (circle one)
If yes, what was the intensity (1-10 w/10 the worst)  and frequency (%) ____ prior to the
collision?

What makes %e symptom worse? (circle all that apply): O

o nothing, any mévement, bending neck felrward, bending neck backward, tiltin%lhead to left, tilting
héad % right, turning head to left, turning head to right, bending folélward at waist, bendin
backward at waist, ti%ng left at waist, tiltingDri ht at waist, twisting left at waist, twisti%g right at

. . . | N o . ..

waist, driving, standing, walking, runnimg, l1ft1§§, SItting, getting up from seated position,
chewing, changing positions, lying down. réading, working, exercising, laying on side in bed,
other (please describe):

What makes the symptom better? (cli:rflc all th% apply); - -
o nothi@, resting, iCe, héat, stretching, exercise, vlv:allking, pain medication, muscle Telaxers,
chiropractic adjustments, massage, other (please describe):

Describe the quality of the symptom (circle all that apply);
o Sh% s d%l'l, achy, burning, th%l)bbing, pigcing, sta%ll)mg, dle:ep, nalg:lgmg, shooting, stlrlljgmg,
Other (please describe):

Does the symptom radiate to another part of your body (circle one): Oyes Ono
o Ifyes, where does the symptom radiate?

Is the symptom worse at certain times of the day or night? (circle one)
o ONo difference OMorming OAfternoon OEvening ONight OOther

Have you received treatment for this condition and episode prior to today’s visit?
No

Anti-inflammatory meds
Pain medication

Muscle relaxers

Trigger point injections
Cortisone injections
Surgery

Massage

Physical Therapy
Chiropractic

Other

00000000000

NEW PATIENT HISTORY FORM
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Jeffers Neck & Back Pain Center Motor Vehicle Collision Questionnaire Thomas P. Jeffers, DC, CCSP
Patient Name: . Date:

e On a scale from 1-10, with 10 being the worst, please circle the number that best describes the symptom

most of thetime: 1234567 89 10
000000000 O

¢  What percentage of the time you are awake do you experience the above symptom at the above intensity:

51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100
OO0OO0OO0OO0OO0O0DD0DO0OO0OD0O0DOD0ODODODODODOO

e  When did the symptom begin?

o Was this symptom a result of a motor vehicle collision? Y?S/NO o (cirgleone)

o Did you have this symptom before this motor vehicle collision? Yes/No (circle one)
If yes, what was the intensity (1-10 w/10 the worst) ___ and frequency (%) ____ prior to the
collision?

o  What makes J%e symptam worse? (circle all that apply): O
o nl%tlhmg, any movement, bending ek flglrward, bending neck%ackward, tiltin%lhead to left, tilting
head to right, turning head to left, turning head to right, bending forward at waist, bending
backW¥ard at waist, tiltilr;gI left at waist, tiltingright at waist, twistirll?gI left at waist, twisti% right at
waist, driving, standing, walking, runni@, liﬁiﬁé, sitti%, gettin%xp from seated position,
chewing, changing positions, lying down, reading, working, exercising, laying on side in bed,
other (please describe):

e  What makes the symptom better? (circle all that apply):lzI O -
o nothing, resting, ice, heat, stretching, exercise, walking, pain medication, muscieelaxers,
chiropracticadjustments, massage, other (please describe):

e Describe tE quality of the symptom I(:cllrcl'e all tEt apply) FoI =" = o
o Sharp, dull, achy, burning, throbbing, piercing, stabbing, déep, nagging, shooting, stinging,
Other (please describe):

e Does the symptom radiate to another part of your body (circle one): Oyes O no
o Ifyes, where does the symptom radiate?

e [sthe symptom worse at certain times of the day or night? (circle one)
o ONo difference OMorning OAfternoon OEvening ONight OOther

e Have you received treatment for this condition and episode prior to today’s visit?
No

Anti-inflammatory meds
Pain medication

Muscle relaxers

Trigger point injections
Cortisone injections
Surgery

Massage

Physical Therapy
Chiropractic

Other

00000000000

NEW PATIENT HISTORY FORM

Symptom 6
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Jeffers Neck & Back Pain Center Motor Vehicle Collision Questionnaire Thomas P, Jeffers, DC, CCSP

Patient Name:

Date:

On a scale from 1-10, with 10 being the worst, please circle the number that best describes the symptom

most of thetime: 1 234567 89 10
000000 0000

What percentage of the time you are awake do you experience the above symptom at the above intensity:

51015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100
000000000 O0OD0ODO0D0ODODOOD0OOO O

When did the symptom begin?

o Was this symptom a result of a motor vehicle collision? Yg/l?o (cigcle~one)

o Did you have this symptom before this motor vehicle collision? Y&s/No (circle one)
If yes, what was the intensity (1-10 w/10 the worst) _ and frequency (%) prior to the
collision?

What makes % symptolﬂ worse? (circle all that apply):

o nothing, any movement, bending neck forward bending nelrzl( ckward, tiltinaead to left, tilting
head to right, turning head to left, turning Fhead to right, bending forward at waist, bendin
backward at waist, tilting left at waist, tiltingTight at walst twisting left at waist, twisting right at
waist, driving, stanldzllng, walking, runnmEgl, llftu% , getting_up front seated position,
chéwing, changing positions, lying down, re%mg working, exercising, laying on side in bed,
other (please describe):

What makes the symptom better? (cEgle all thallzzlipply)
o nothing, resting, ice, heat, stretching, exercise, Iqkmg, pain med1ca’uon muscle relaxers,
chiropractic adjustments, massage, other (please describe):

Describe t}Equalxty of %e symptom ircle all th% apply):—
0 , dull, achy, burnmg, throbbing, piercing, stabbing, deep5 naggmg, shootmg, stmgmg,

Other (please describe):

Does the symptom radiate to another part of your body (circle one): O yes Qno
o Ifyes, where does the symptom radiate?

[s the symptom worse at certain times of the day or night? (circle one)
o ONo difference OMoring OAfternoon OEvening ONight OOther

Have you received treatment for this condition and episode prior to today’s visit?

Physical Therapy
Chiropractic
Other

O No

O Anti-inflammatory meds
O Pain medication

O Muscle relaxers

O Trigger point injections
O Cortisone injections

O Surgery

O Massage

O

@)

(@)

10
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