CONFIDENTIAL PATIENT INFORMATION

Dear Patient: Please complete all the questions listed on these pages. Your answars‘will help us
determine if chiropractic can help you. If we do not sincerely believe your condition will respond
satisfactorily, we will not accept your case. THANK YOU.

NAME - AGE
ADDRESS : TOWN. Zie
SS# BIRTHDAY MARITAL STATUS: M S W D
SPOUSE’S NAME # CHILDREN EMAIL

HOME PHONE OCCUPATION

EMPLOYER PHONE #

ADDRESS

WHO MAY WE THANK FOR REFERRING YOU?
IS THIS CONDITION DUE TO: A work related injury YES NO
An automobile accident YES NO

INSURANCE INFORMATION:
CARRIER'S NAME:
ADDRESS:

INSURED___. ID# INSURED'S BIRTHDATE
FPOLICY # INSURED'S EMPLOYER
SECONDARY INSURANCE

WORK RELATED INJURY INFORMATION:
INJURY DATE: TIME: WAS INJURY REPORTED

WHERE WERE YOU WHEN INJURY OCCURRED:

WHAT WERE YOU DOING AT THAT TIME
HOW MUCH WEIGHT DO YOU LIFT

WHERE DO YOU FEEL PAIN

ARE YOU WORKING? DATES OF DISABILITY
NO FAULT INSURANCE INFORMATION:

INJURY DATE: TIME: WEATHER

ARE YOU WORKING 15T DAY QUT BACK TO WORK

DRIVER PASSENGER POLICE REPORT WITNESS
LOCATION

STOPPED FOR: LIGHT SIGN TRAFFIC MOVING SPEED
STRUCK: REAR FRONT. RIGHT LEFT SIDE ROLLED

CAR MOVED FEET FROM FORCE OF IMPACT

INJURY CAUSED YOU TO BE THROWN FORWARD BACKWARD HIT HEAD
AREA OF PAIN

EMERGENCY TREATMENT BY XRAYS

PREVIOUS ACCIDENTS:

| understand and agree that health and accident insurance policies are an arrangement between an
insurance carrier and myself. | do hereby acknowledge that a certain portion of my care may not be
covered by my HMO, insurance company or health plan under the terms of my Benefit Plan. | understand
that Dr. Kowalski will prepare my forms and reports and that they may release any information concerning
my case in preparation of same and that amount authorized to be paid directly to Dr. Kowalski will be
credited to my account on receipt. However, | clearly understand and agree that all service rendered me
are charged directly to me and that | am personally responsible for payment. | also understand that if for
any reason the insurance company refuses to pay any part of my bill that | am directly responsible for
payment upon demand. | further understand that if suspend or terminate my care, any fees for
professional services rendered me or my dependents will immediately become due and payable.

Patient's Signature Date:

Guardian or Spouse’s Signature Date:



Patient Health Questionnaire - PHQ |

ACN Group, Inc. - Form PHO-202

Patient Name
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Date

1. Describe your symptoms

a. When did your symptoms start?

b. How did your symptoms begin?

2. How often do you experience your symptoms? Indicate where you

@ Constantly (76-100% of the day)
@ Frequently (51-75% of the day)
@ Occasionally (268-50% of the day)
@ Intermittently (0-25% of the day) pIbN

3. What describes the nature of your symptoms?
@ Sharp @ Shooting o
@ Dull ache ® Burning Lkl 1
@ Numb ® Tingling il

4. How are your symptoms changing? Fod
@ Getting Better {
@ Not Changing : |
@ Getting \Worse £

5. During the past 4 weeks:

a. Indicate the average intensity of your symploms

b. How much

None

® @

@ Not at all @ A little bit

6. During the

{like visiting with friends, relatives, eic)

@ All of the time

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

@ Most of the time @ Some of the time

have pain or other symptoms
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Unbearable

e ® @ ©® © T ® @

has pain interfered with your normal work (including both work otside the home, and housework)
@ Moderately

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

@ Quite a bit ® Extremely

@ Alittie of the ime @ None of the time

@ Excellent @ Very Good @ Good @ Fair ® Poor
8. Who have you seen for your symptoms? @ No One ® Medical Doctor  ® Other
@ Chiropractor @ Physical Therapist
a. What treatment did you receive and when?
b. What tests have you had for your symptoms @ Xrays date: @ CT Scan  date:
and when were they performed?
@ MRl date: — — — @ Other data:
9. Have you had similar symptoms in the past? @ Yes @ No
a. If you have received ireatment in the past for @ This Office @ Medical Doctor & Other
the same or similar symptoms, who did you see? @ Chiropractor @ Physical Therapist
< @ Professional/Executive @ Laborer @ Retired
1 , ¢
0. What is your occupation? @ White Collar/Secretarial @ Homemaker ® Other
@ Tradesperson ® FT Student
a. If you are not retired, a homemaker, or 8 @ Full-time @ Seif-employed ® Off work
student, what is your current work status? @ Part-time @ Unemployed & Other
Patient Sinnafura Date




Patient Health Questionnaire - page 2

Patient Name

What type of regular exercise do you perform?

Managed Physical Natwor

What is your height and weight?

MPN Uge Only rev 87789

Date
@ MNone @ Light
Height
Faet inches

@ Moderate

@ Strenuous

Weight : |1bs.

L =z

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.

Fast Present Past Present Fast Present
o ~ Headaches 8 O High Blood Pressure O Z Diabetes
0  C Meck Pain O 2 Heart Attack o = Excessive Thirst
Q2 Upper Back Pain < © Chest Pains = O Freguent Urination
¢ 2 Mid Back Pain O O Stroke .
© O Low Back Pain o O Angina < ' Smoking/Use Tobacce Products
& Z Drug/Alcohol Dependence
O 2 Shoulder Pain 0 Z Kidney Stones :
o - Elbow/Upper Arm Pain O © Kidney Disorders O 2 Allergies
O 2 \Wrist Pain & ' Bladder Infection @] 2 Depression
O O Hand Pain = O Painful Urination © © Systemic Lupus
A e : C O Loss of Bladder Control ©  © Epilepsy
O O Hpilipper Lo Pain O O Prostate Problems O © Dermatitis/Eczema/Rash
O ' Knee/Lower Leg Pain . ) & Z HIVIAIDS
O T Ankle/Foot Pain , = Abnormal Weight Gain/Loss
o ~ g Pai ) ) Loss of AppEﬁtE Females Or]jyr
e © O Abdominal Pain © O Birth Control Pils
o Z Joint Swelling/Stiffness o 2 Uleer O 2 Hormonal Replacement
O ~ Arthritis O O Hepatitis 9] 2 Pregnancy
o ' Rheumatoid Arthritis o Z Liver/Gall Bladder Disorder o &
O T General Fatigue o © Cancer Other Health Problems/Issues
O < Muscular Incoordination < O Tumor & )
O — Visual Disturbances o O Asthma 8| 3
@ T Dizziness O © Chronic Sinusitis o O

Indicate if an immediate family member has had any of the following:

' Rheumatoid Arthritis O Heart Problems O Diabetes Z Cancer = Lupus @]

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
Provider's Additional Comments |

Date

Doctors Signature Date




Neck IndeXx

ACM Group, Inc.  Faorm MI-100

Patient Name

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one stalemen

ACK Group, ing Wso Snly s RIT2003

Date

section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ | have no pain at the moment.

(T The pain is very mild at the moment.

& The pain comes and goes and is moderate

& The pain is faidy severe at the moment,

(@ The pain is very severe at the mament,

(& The pain is the worst imaginable at the moment.

Sleeping

@ | have no irouble sleeping.

@ My sleen is slightly disturbed {less than 1 hour sleepless)
) My sleep is mildly disturbed (1-2 hours sleepless).

(3 My slesp is moderately disturbed (2.3 hours sleepless).
@) My sleep is greatly disiurbed {3-5 hours sleeplass)

(B My slesp is compietely disturbed (5-7 hours sleepless).

Reading

(@ | can nead 35 much as | want with no neck pain.
@) | can read a8 much as | want with slight neck pain.
@ | can read a5 much as | want with moderate neck pain,

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

@ | can hardly read at all because of severs neck pain.
(&) | cannot read af all because of neck pain.

Concentration

{0 | can concentrate fully when | want with no difficulty.

@ | can concentrate fully when | want with slight difficulty.

@ | have a fair degres of dificulty concentrating when | want,
(@ | have a iot of difficulty concentrating when | want,

@ | have a greal deal of difficulty concentrating when | want.
(B | cannct concentrate at all

Work

@ | can do as much work as | want.

@ i can only de my wsual work but no more.

@ | can only do most of my usual work but na more.
@ | cannot do vy usual wark.

@ | can hardly do any work a1 ail,

@& | cannat do any work at all.

Personal Care

(@ | can lock after myself rormally without causing exira pain.
@ | can look afer myself narmally but it causes extra pain,
@ HLis painful to look after myself and | am slow and careful.
& | nesd some halp but | manage moet of my personal care.
@ | nead help every day in mast aspects of self care.

(B | donot get dressed, | wash with difficulty and stay in bed.

Lifting
@ ! can lift heavy weights without @xtra pain.
(D | can lift heavy weights but it causes extra pain,

t that applies to you. If two or more statements in one

@ Pain prevents me fram lifting heavy weights off the floor, but | can manage

if they are conveniently positioned (e.g.. on & lable).

& Pain prevents me from lifing heavy weights off the floor, but | can manage

light to medium weights if they are conveniently positicned,
@ | ezn onty if very light weights.
@& | cannat It or carry anything at ail.

Driving

@ | can drive my car without any nack pain,

(@ | can drive my car as long as | want with slignt nack pain.

@ | can drive my car as long as | want with mederata nack pain.

@3 | cannot deive my car a¢ long az | want because of moderate neck pain.

@) | can hardly driva st 2il because of sevare neck pain.
& | cannat drive my car &t all because of neck pain.

Recreation

(@ | am able to engage in all my recreation achilies without neck pain.

@ | am able to engage in all my usual recreation activities with some neck pain,
@ | am able to engage in most but not all my usual recreation activiies becausa of neck pain,
@ | am only able to engage in & few of my usual recreation aclvitles becauss of neck pain.

@ | can harcly do any recraalion activiies because of neck pain.
(& | cannot do any recrsation aciivites at all.

Headaches

@ |have no haadaches at all.

@ | 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 almost all (he Lime,

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 |

Nack
Index
Score



Back Index

ACM Group, Inc. Farm BI1-100

Patient Name

—
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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 comas and goes and i very milg.

¢ The pain is mild and doss net vary much.

@ The pain comes and goes and is moderale,

@ The pain iz moderate and does not vary much.
@ The pain comes and goes and is very severs.
& The pain is very savere and does nel vary much.

Sleeping

@ | get no pain in bed.

@ | get pain in bad but it does not prevent me from sleeping well
(@ Because of pain my normal sleap is reduced by less than 25%.
@ Because of pain my nomal sleep is reduced by less than 50%.
& BEecause of pain my normal sleep is reduced by less than 75%.
& Pain prevents me from sleeping at 2l

Sitting

@ | can sit in any chair 85 long as | like.

@ | can only sit in my favorite chair a5 long as | like,

& Pain prevents me fram sitting mare than 1 hour,

@ Pain prevents me from siting more than 1/2 haur.
@ Pain prevents me from sitting more than 10 minutes.
& | avoid siting because it increases pain immeadiztely.

Standing

@ | can stand as long as | wan( without pain.

T | have some pain while standing but it does not increase with time.
(@ | cannct stand for longer than 1 hour without increasing pain.

(& | cannot stand for longer than 12 hour without increasing pain,

@ | cannot stand for langer than 10 minutes without increasing pain,
(& | avoid standing because 1t increases pain immediately.

Walking

@ | have no pain whis walking.

@ | nave some pain while walking but it doasn't increase wilh distance.
@ | cannol walk mere than 1 mile without increasing pain.

(@ | cannot watk more than 1/2 mile withoul increasing pain

@ | cannat walk more than 1/4 mite without increasing pain.

& | cannot walk &l all without increasing pain,

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5] x 100

Personal Care

@ | do not have 1 change my way of washing or dressing in order to avaid paln,

@ | do not narmally change my way of washing or dressing even though it causes some pain,

@ Washing and dressing increases the pain but | manage not to changa my way of deing it

(3 \Washing and dressing increases the pain and | find it necessary Lo change my way of doing iL
@) Becsuse of the pain | zm unable to do some washing and dressing witnout help

& Because of the pain | m unable to do any washing and dressing withoul help.

Lifting

(@ | can lift neavy waights without extra pain.

(M) | can Rt heavy weights but It causes extra pain.

@ Pain pravents me from lifing heavy weights off the fioor.

@ Pain prevents me from lifing heavy weights off the fioor, but | can manage
if thay are conveniently positioned {2.0., on a table).

@ Pain prevents me from lifting heavy welghts off the floor, but | can manage
light to mediurm waights if they are conveniently postioned.

& | can cnly lift very light weights,

Traveling

@ | get no pain whila traveling.

@ | get some pain white Iraveling but none of my usual forms of travel make it worse.

@ | get extra pain while raveling bul it does nat cause me to seek altemate forms of travel
@ | get extra pain while raveling which causes me to seek altlemats forms of ravel.

@) Pain restricts afl forms of travel except that done while lying dawn,

(B Pain restricts all forms of travel,

Social Life

@ My social life is normsl and gives me no extra pain.

@) My social lifa is normal but increases the degree of pain.

@ Pain has no significant affect on my social life apart from limiling my mare
energetic inlerests (e.g., dancing, etc).

(@ Pain has reslriclad my social life and | do not go out very offen.

@ Pain has restricted my social life to my home,

& | have hardly 2ny 2ocial life because of the pain,

Changing degree of pain

@ My paln is rapidly getting better.
@ My pain fluciuates but overall is definitely getting batter,
@ My pain seems to be getting better but improvement is siaw,
@ My pain is neither getting belter ar worss,
@ My pain is gradually wersaning.
@ My pain is rapidly worsening,
Back
—_ Index [
oo o |



WILLIAM J. KOWALSKI, D.C., CCN
Chiropractor
Certified Clinical Nutritionist
3920 Route 9
Hudson, NY 12534
518-822-0060

Notic Priva ices Pati Ackn eme

Patient Name: Date of Birth:

I have received this practice’s Notice of Privacy Practices written in plain language. The Notice provides
in detail the uses and disclosures of my protected health information that may be made by this practice,
my individual rights and the practice’s legal duties with respect to my protected health information. The
Motice includes:

« A statement that this practice is required by law to maintain the privacy of protected health
information.

« A statement that this practice is required to abide by the terms of the notice currently in effect.

+ Types of uses and disclosures that this practice is permitted to make for each of the following
purposes: treatment, payment, and health care operations.

« A description of each of the other purposes for which this practice is permitted or required to use
or disclose protected health information without my written consent or authorization.

« A description of uses and disclosures that are prohibited or materially limited by law.

« A description of other uses and disclosures that will be made only with my written authorization
and that I may revoke such authorization.

+ My individual rights with respect to protected health information and a brief description of how I
may exercise these rights in relation to:

- The right to complain to this practice and to the Secretary of HHS if I believe my privacy
rights have been violated, and that no retaliatory actions will be used against me in the
event of such a complaint.

- The right to request restrictions on certain uses and disclosures of my protected health
information, and that this practice is not required to agree to a requested restriction.

- The right to receive confidential communications of protected health information.

- The right to inspect and copy protected health information.

- The right to amend protected health information.

- The right to receive an accounting of disclosures of protected health information.

- The right to obtain a paper copy of the Notice of Privacy practices from this practice upon
request.

This practice reserves the right to change the terms of its Notice of Privacy Practices and to make new

provisions effective for all protected health information that it maintains. I understand that I can obtain
this practice’s current Notice of Privacy Practices on request.

Signature: Date:

Relationship to patient (if signed by a personal representative of patient):




WILLIAM J. KOWALSKI, D.C., CCN

Chiropractor
Certified Clinical Nutritionist
3920 Route 9
Hudson, NY 12534
(518) 822-0060
(518) 822-0060 (fax)

ASSIGNMENT OF BENEFITS

| authorize the release of any health information necessary to process this claim.

A photocopy of this authorization shall be as effective and valid as the original.

| hereby authorize insurance company
and/or insurance administrator to make payment of medical benefits to the
chiropractor listed below. Payment is to be mailed directly to:

William J. Kowalski, D.C., 3920 US Route 9, Hudson, NY 12534
the expense benefits allowable under my current policy, as payment toward the
total charges for treatment rendered.

| understand that | will be responsible for any charges over and above the
insurance payment, i.e. co-payments, coinsurance or deductibles.

| have agreed to pay, in a current manner, any balance of said applicable
charges that are not covered under my policy.

Patient's Signature Date

Witness



