' QUICKCHARTS PATIENT CASE HISTORY

Name: =
Address: MNQ
City: State: Zip:

Home Phone: - - Work Phone: - - Cell Phone: - -

Email Address: Occupation:

Date of Birth: Social Security #: - - Gender: Male - Female

List any Allergies:
Animals =~ Aspirin  Bees Chocolate  Dairy Dust Eggs Latex Molds Penicillin  Ragweed/Pollen

Rubber  Seasonal Allergies  Shellfish  Soaps  Wheat X-Ray Dye  Other:

List any Surgeries:
Back ' Brain Elbow Foot Hip Knee Neck Neurological Shoulder Wrist  Other:

List ALL Past Medical History conditions:

Ankle Pain ~ Arm Pain  Arthritis = Asthma  Back Pain  Broken Bones Cancer Chest Pain  Depression
Diabetes | Dizziness ' Elbow Pain | Epilepsy  Eye/Vision Problems  Fainting Fatigue = Foot Pain
Genetic Spinal Condition =~ Hand Pain = Headaches  Hearing Problems = Hepatitis = High Blood Pressure

Hip Pain ~ HIV '/ Jaw Pain = Joint Stiffness = Knee Pain ' ' Leg Pain = Menstrual Problems = Mid-Back Pain
Minor Heart Problem  Multiple Sclerosis ~ Neck Pain  Neurological Problems  Pacemaker = Parkinson’s
Polio | = Prostate Problems = Shoulder Pain ' Significant Weight Change  Spinal Cord Injury  Sprain/Strain

Stroke/Heart Attack  Other:

List Type of Medications you are taking:

Anxiety  Muscle Relaxors = Pain Killers | Insulin = Birth control ' = Cardiovascular ~ Allergy  Seizure
Other:

List your Family History:
Arthritis | Asthma | Back Pain == Cancer ' Depression = Diabetes = Epilepsy  Genetic Spinal Condition
High Blood Pressure = Heart Problems = Multiple Sclerosis ~ Neurological Problems = Parkinson’s  Polio
Prostate Problems * Stroke/Heart Attack  Please list all family members who had/has any of the problems above:

Example: Grandmother — High blood pressure




—— »

Have you had any auto or other accidents? No Yes

Describe:

Date of last physical examination: Do you smoke? No Yes

Do you drink alcohol? © No  Yes - how many per day?

Do you drink caffeine? '/ No | ' Yes - how many per day?

Do you exercise? || No [ 1Yes (what forms and how often):

PLEASE MARK YOUR AREAS OF PAIN ON THE DIAGRAM BELOW

Main reason for consulting the office:

Become pain free

Explanation of my condition

Learn how to care for my condition
Reduce symptoms

Resume normal activity level

What is your major complaint? Date problem began?

How did this problem begin (falling, lifting, etc.)?

How is your condition changing? ' GETTING BETTER ' GETTING WORSE  NOT CHANGING
Have you had this condition in the past? YES - NO
How often do you experience your symptoms?
Constantly (76-100% of the day) [ | Frequently (51-75% of the day)
Occasionally (26-50% of the day) © Intermittently (0-25% of the day)
Describe the nature of your symptoms: © Sharp  Dull  Numb  Burning  Shooting Tingling Radiating Pain

Tightness ' Stabbing =~ Throbbing = Other:

Please rate your pain on a scale of 1 to 10 (0= no pain and 10= excruciating pain)
10203040506070809010

How do your symptoms affect your ability to perform daily activities such as working or driving?

(0= no effect and 10= no possible activities) 102030405060708089C10

What activities aggravate your condition (working, exercise, etc)?

What makes your pain better (ice, heat, massage, etc)?




What is your SECOND complaint? _ Date problem began?

How did this problem begin (falling, lifting, etc.)?

How is your condition changing? GETTING BETTER  GETTING WORSE NOT CHANGING
Have you had this condition in the past? YES - NO
How often do you experience your symptoms?
Constantly (76-100% of the day) | ' Frequently (51-75% of the day)
Occasionally (26-50% of the day)  Intermittently (0-25% of the day)
Describe the nature of your symptoms: ' Sharp = Dull . Numb  Burning  Shooting  Tingling Radiating Pain

Tightness | Stabbing | Throbbing = Other:

Please rate your pain on a scale of | to 10 (0= no pain and 10= excruciating pain)
10203040506070809010

How do your symptoms affect your ability to perform daily activities such as working or driving?

(0=no effect and 10= no possible activities) 1320304050607 0819110

What activities aggravate your condition (working, exercise, etc)?

What makes your pain better (ice, heat, massage, etc)?

What is your next complaint? Date problem began?

How did this problem begin (falling, lifting, etc.)?

How is your condition changing? = GETTING BETTER = GETTING WORSE  NOT CHANGING
Have you had this condition in the past? YES - NO
How often do you experience your symptoms?
Constantly (76-100% of the day) ' Frequently (51-75% of the day)
Occasionally (26-50% of the day)  Intermittently (0-25% of the day)
Describe the nature of your symptoms: ' | Sharp ~ Dull = Numb  Burning  Shooting ' Tingling Radiating Pain

Tightness ' ' Stabbing | ' Throbbing ' ' Other:

Please rate your pain on a scale of 1 to 10 (0= no pain and 10= excruciating pain)
10203040506070809010

How do your symptoms affect your ability to perform daily activities such as working or driving?

(0= no effect and 10= no possible activities) 1020304050607 1801910110

What activities aggravate your condition (working, exercise, etc)?

What makes your pain better (ice, heat, massage, etc)?




Have you ever had chiropractic care? Yes o No o

When? Why?
Where?
Were X-rays taken? Yes o No o

When was your last adjustment?

INSURANCE INFORMATION:

Is your condition due to an auto accident or job related injury? Yes [J No O

Do you have Health Insurance? Yes [ No [
If Yes, Name of Company: Policy #
Are you covered by Medicare? Yes [ No [J

If Yes, Health Insurance #

| will be paying today by Cash I Check [ Credit Card O
MasterCard /Visa/ AMEX Card # Exp. Date

All accounts not paid within 90 days will automatically be put through on your credit card.

Patient’s Signature: Date:

Guardian or Spouse’s Signature: SS. #




HUML INTEGRATIVE HEALTH CARE - 430 79" Street, Brooklyn, NY 11209

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

In the course of your care as a patient at
Huml Integrative Health Care, we may use
or disclose personal and health related
information about you in the following ways:

*Your personal health information, including
your clinical records, may be disclosed to
another health care provided or hospital if it
is necessary to refer you for further
diagnosis, assessment or treatment.

*Your health care records as well as your
billing records may be disclosed to another
party, such as an insurance carrier, an
HMO, a PPO, or your employer, if they are
or may be responsible for payment of your
services.

*Your name, address, phone number, and
your health care records may be used to
contact you regarding  appointment
reminders, information about alternatives to
your present care, or other health related
information that may be of interest to you.

If you are not at home to receive an
appointment reminder, a message may be
left on your answering machine. Further, you
have the right to inspect or obtain a copy of
the information we will use for these
purposes. You also have the right to refuse
to provide authorization for this office to
contact you regarding these matters. If you
do not provide us with this authorization it
will not affect the care provided to you or the
reimbursement avenues associated with
your care.

Under federal law, we are also permitted or
required to use or disclose your health
information without your consent or
authorization in these following
circumstances:

*If we are providing health care services to
you based on the orders of another health
care services to you in an emergency.

*If we are required by law to provide care to
you and we are unable to obtain your
consistent after attempting to do so.

*If there are substantial barriers to
communicating with you, but in our
professional judgment we believe that you
intend for us to provide care.

*If we are ordered by the courts or another
appropriate agency.

Any use or disclosure of your protected
health information, other than as outlined
above, will only be made upon your written
authorization.

We normally provide information about your
health to you in person at the time you
receive chiropractic care from us.

We may also mail information to you
regarding your health care or about the
status of your account. If you would like to
receive this information at an address other
than your home or, if you would like the
information in a different from, please advise
us in writing as to your preferences.



You have the right to inspect and/or copy
your health information for seven years from
the date that the record was created or as
long as the information remains in our files.
In addition, you have the right to request an
We are required by state and federal law to
maintain the privacy of your patient file and
the health protected health information
therein. We are also required to provide you
with this notice of our privacy practices with
respect to your health information.

We are further required by law to abide by
the terms of this notice while it is in effect.
We reserve the right to alter or amend the
terms of this privacy notice. If changes are
made to our privacy notice, we will notify you
in writing as soon as possible following the
changes. Any change in our privacy notice
will apply for all of your health information in
our files.

amendment to your health information.
Requests to inspect, copy or amend your
health related information should be
provided to us in wiring.

Information that we use or disclose based
on this privacy notice may be subject to re-
disclosure by the person to whom we
provide the information an may no longer be
protected by the federal privacy rules.

If you have a complaint regarding our
privacy notice, our privacy practices or any
aspect or our privacy activities, you should
direct your complaint to
humlwellness@gmail.com

If you would like further information about
our privacy policies and practices, please
contact us.

This notice is effective as of 5/16/2011. This notice, and any alterations or amendments made
hereto will expire seven years after the date upon which the record was created. My signature
acknowledges that | have received a copy of this notice.

Name (Printed please)

Signature Date

If you are a minor, or if you are being represented by another party:

Personal Representative Printed

Personal Rep. Signature Date

Description of the authority to act on behalf of the patient.


mailto:humlwellness@gmail.com
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