“ HAYWOOD

Auto Accidentinjury

GENERAL QUESTIONNAIRE

Patient Information:
MName Phone [ ]
Address Clty State Zip
Apge_ Birthdate Sex 55N 0 E-mail
Employer's Name Address
City. State Zip
Health Insurance Information:

Insurance Co. Member ID #

Policy Holder's Name Group #
HEALTH HISTORY

What is the name of your family physician?
What city are they located in?
Have you ever had chiropractic care before? If yez, doctor nanme: Date of last visit:

If you are experiencing any pain (neck pain, mid back pain, low back pain, etc.), health problems, symptoms, and for complaints,
please list in order of severity

L Date Problem Began__________ How?

2 Date Problem Began How?
3 Date Problem Began__________ How?
i, Diate Problem Began How?

Hawe these problems been getting Obetter, Dworse or Dstaying the same?
Currently or in the past have you ever experience any of these complaints while working? ___
If yes, please describe what activities at work may be causing you these complaints;

Are there any other activities, incidents, or events outside of work that may have caused these complainis?

If yes, please explain:

List other doctors consulted for these conditions?

Have you at any time in the past ever suffered a work injury? If yes, what is the date of the injury?

Have you been involved in an aute accident in the last 12 months? Yes Mo If yes, date of the auto
accident?

Please check all medications (over the counter and for prescribed) you are currently taking: OAspiring/Tylenol O Pain killers
O Muscle Relaxer O Insulin O Birth Control Fills O Sleeping Pills O Anti-Depressants O Other:




Have you ever had any of the following diseases or conditions?

OHeart Attack or Stroke  DOCancer OSinug Problems  ODifficulty Breathing OAnemia
OCongenital Heart Defect  DFainting/Seizure /Epilepsy  OShingles OHeart Murmur OAsthma
COHIV+/Aids ODiabetes DEmphysema OHepatitis DOUlcers/Colitis
CHigh/Low Blood DOArtificial Bones/Joints OKidney Problems OHeart Surgery or ORheumatic
Pressure Pacemaker Fever

Flease list any other medical conditions that you have or have ever had.

Please list any allergies.

Bo you smoke? OYES DONO How much? How long?
For women:  Are you taking birth control? DOYES ONO
Are you pregnant? OYEE OMD  How long? Mursing? OYES DOMNO

Pleaza list previons surgeries and dates.

Please indicate the pumber which best describes your typical level of activities.

TR PR R R T S s T WHAT ARE YOUR TREATMENT
Goals: Concerns:

1.

R R —

Tarsism Vory Gewpse  Worsl Pain

1. FAMILY fHOME RESPONSIBILITIES: activities related to the home or family including chores and duties performed around the
house (yard work, doing dishes, errands, favors for other family members, driving children to schoal, ete.)
2. RECREATION: hobbies, sports, and other similar leisure time activities,

3. SOCIAL ACTIVITY: activities which invelve participation with friends and acquaintances other than family members including
parties, theater, concerts, dining out, and other soclal functons,

4, DCCUPATION: activitics that are a part of or directly related to one's job including nonpaying jobs as wall, such as that of a
homemaker or volunteer worker,

5. SELF CARE: activitics which involve personal maintenance and independent daily living (taking a shower, driving, getting

dressed, etc)
&. LIFE SUPPORT ACTIVITY: basic life supporting bahaviors guch as eating, sleeping and breathing.

NOTICE: NOT ALL PATIENTS REQUIRE X-RAYS TD DETERMINE TYPE OF CARE AND LENGTH OF CARE. IF YOUR

EXAMINATION WARRANTS X-RAY ANALYSIS, THE FOLLOWING OFFICE POLICY PREVAILS:

1. Al first visit charges are payable when services are rendered.

2. The fee paid for x-rays is for analysis only. We are required to maintain your original x-rays. X-ray CDs may be loaned
to another health provider with your prior authorization only.

PATIENT'S SIGNATURE DATE



| HAYWOOD
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AT05 HW State Haute J, Blue Springs, MO 64014
lahn A Haywoood, D00
Phone NMurnber: (816) 228-5700

Informed Consent to Chiropractic Treatment

As ﬁmqhﬂdmnmwm“uﬂﬂummﬂhubﬂmwhhhmniw_duﬂm
ehiropeactic manipulation and therapy. Doctors of Chiropractic are required to advise
paticnts that there are risks associated with such weatment. In particular you should note:

1.} Some patients may expericnce some #ilffness or soreness following the first few days
of treatmens,

2) Some types of manipulation have been associnted with injuries 1o the aneries of the
neck beading o contributing to serious complications including stroke. This occurrence
is exceptionally rare and remode, However, you are being informed of the possibility
regardiess of the extreme remote charce.

3) 1 will make every sffort to screen for any contraindications to care; however, if you
have a condition that would otherwise not come 1o my attention, it i3 your responsibility
1o inform me.

4.) Other complications may include fractures, disc injurbes, dislocations, muscle strain,
cervical myelopathy, costovertebral strains and separations, and bams.

The probabilities of these complications are rare and generally result from some
enderlying weakness of the bone or tissue, which | check for during the history.
examination, and x-ray (when warranted).

1 acknowledge [ have had the opportunity to discuss the sssociated rsks as well as the
nature and purpose of treatment with my chiropractor.

| consent to the chiropractic treatments offered or recommended to me by my
chiropractor, including spinal manipulation. 1 intend this consent to apply 1o all my
peesent and future chiropractic care.

Patient Signature Patient MName

Witness Signature




John A. Haywood, D.C.

A= ACHE B = BURNING N = NUMBNESS
P = PINS & NEEDLES 5 = STABEING 0= 0THER



FINANCIAL POLICY

We offer several methods of payment for your chiropeactic care aod you may choose the plan which best
Uit vour needs, Please read carefully and choose the plan which you prefer. This informasion will snable
u5 10 better serve you aod belp us to avoid misunderstandings in the futare. If specia) finsncial
ATRENGEM.LS are Decessary, please consult with the business manager during your initial consuitason

. BEING AND WE WILL
DO OUR BEST TO HELP YOU.

PLAN ONE: f
The self-pay plan means that all fees will paid when rendered. Foes are discounted for payment st the |
time of service. : '

PLAN TWO: :

If you have insurance, we will bill for you as & courtedy. Payosest for deductibles, if it bas not been met
hhmuﬂuﬂhm-ﬂuqmumm-hmmm
W:hmhwm#ﬂwﬂuﬂﬂﬂﬂﬂﬂpﬂﬂm Your co-pay is
due as services are rendered Ymmummmummumm
insurance limits.

Credit Cards will be sccepted for all or partial payment.

L

Ifmi-lmt-hhu for care received up to that date is due in full in 30 days.

-

IWHﬂmhmﬂmWHhmmhwww
dependents is mine, due and payable af the time services are rendered mless other mmEngements bave
been made. | permit this office w0 endorse co-issued remimtances for the conveymnces of credit to my
sccount o the event payments are pot reoeived by the agreed upon dates, | understand thata S %
finance charge (_10_% APR) will be added to my account. | agree to pay all atiorneys and collection fees
if this account is turned over for collection.

PLEASE ADVISE WHICH PLAN YOU WOULD LIKE TO USE:

Please sign below to indicats your understanding of our financial policies. If you do not understand,
plexse allow us 1o review the policies with you until they are clewr.

Date:

Sopracure

Prist M uma

Witnens



