CASE HISTORY

Name Date

Address City State Zip
Telephone Social Security # Driver Lic. #

Age Birthdate Sex Status M SW D No. Children
Occupation Employer YearsEmployed .
Employer's Address City State Phone

Spouse's Name Occupation Employer

Person responsible for this account Referred by

What Is your major complaint?

Other complaints

How long have you had this condition? Have you had this or similar conditions in the past?

What activities aggravate your condition?
Is this condition getting progressively worse? Yes (] No [J Constant [J Comes and goes [}
Is this condition interfering with your: Work 1 Sleep [J Daily routine [ Other
How long has it been since you really felt good? e L

List surgical operations: o e et et
Are you taking any medications? ______ What kind? e el ey
Any non-prescription drugs? ... ... What kind? SRS =
OTHER DOCTORS SEEN FOR THIS CONDITION: MD i DCL DO ! DOS O
Doctor’'s Name Hines Diagnosis
X-rays Urinalysis Blood Tesis Other
Treatment: Medication e PERNRE (T AR SR (A
G S e el Length of time under care .
Were you off work? Ifso.howlong . Haveyoureturned to your same job? If not, why
INSURANCE INFORMATION:
Are you covered by Medicare? Yes ©) No [ Medicare # State Insurance Aid? Yes O No
Do you have any group, union or personal heaith and accident insurance? Yes O NoO
Name of Insurance Company Claim # Group #
Address Phone Agent
Additional Insurance Company Claim# Group #
Address Phone Agent
Is your condition due to an accident? T iliness [J Other.
ACCIDENT INFORMATION:
Did your accident occur while at work? Yes [J No [J Were you involved in an automobile accident? Yes [ No (I
Date Time Injury reporied to employer ] Yes [INo Name of Supervisor
Description of accident
Were you injured? How?
Location
Wereyouunconscious? _________ Fractures _______ Culs Abrasions Bruises
Patient taken to Hospital for Treatment.
confined to hospital for Days Hours. Name of hospitaldoctor

Have you had any other personal injury or accident? (7 Pastyear (7 Past5years (I OverSyears O None
Describe
Do you have an attorney? [ Yes [J No Name & Address

I £ wariy understand and agree that all services rendered to me are charged directly to me and that | am personally responsible for payment 1 also understand
that il | suspend or terminate my care and trealment. any fees for professional services rendered to me will be immediately due and payable

Patient's Signature _ y R Date:

G1o*
Heorder H.J Ross Co. (800) 562-3335



IMPORTANT: Please check (X) all present symptoms.

HEAD:
[J Headache
[ sinus (allergy)
] entire head
{7 back of head
1 forehead
(] temples
) migraine
[] Head feels heavy
[J Loss of memory
] Light-headedness
] Fainting
(1 Light bothers eyes
] Blurred vision
{J Double vision
{3 Loss of vision
] Loss of taste
{1 Loss of balance
1 Dizziness
{1 Loss of hearing
1 Pain in ears
1 Ringing in ears
{1 Buzzing in ears

NECK:
£1 Pain in neck
{1 Neck pain with movement

7 Forward

(] Backward

] Turn to left

0 Turn to right

2 Bend to left

] Bend to right
I Pinched nerve in neck
[J Neck feels out of place
] Muscle spasms in neck
2] Grinding sounds in neck
) Popping sounds in neck
1 Arthritis in neck

SHOULDERS:
1 Pain in shoulder joint (R - L)
[ Pain across shoulders
(] Bursitis (R- L)
{1 Arthritis (R - L)
1 Can't raise arm
{} above shoulder level
] over head
(] Tension in shoulders
{2 Pinched nerve in shoulder (R- L)
1 Muscle spasms in shoulders

ARMS & HANDS:

7 Pain in upper arm

1 Pain in eibow

] Movement aggravated

] Tennis elbow

] Pain in forearm

J Pain in hands

[J Pain in fingers

(7] Sensation of pins & needles in arms
[ Sensation of pins & needles in fingers
i Numbness in arms (R - L)

{J Numbness in fingers (R - L}

] Fingers go to sleep

7 Hands cold

1 Swollen joints in fingers

[J Sore joints in fingers

] Arthritis in fingers

] Loss of grip strength

MID-BACK:
1 Mid-back pain
{1 Location

1 Pain between shoulder blades
] Sharp stabbing

L1 Dult Ache

{1 Pain from front to back

(] Muscle spasms

] Pain in kidney area

CHEST:

) Chest pain

{7 Shortness of breath

{1 Pain around ribs

(] Breast pain

(J Dimpied or orange peel breast
[} Irregular heartbeat

ABDOMEN:
_J Nervous stomach
] Foods can't eat

) Nausea

) Gas

] Constipation
1 Diarrhea

1 Hemorrhoids

LOW BACK:
1 Low back pain
] Upper lumbar
[} Lower lumbar
[ Sacroilliac
1 Low back pain is worse when:
1 working
(1 lifting
1 stooping
7 standing
L1 sitting
] bending
) coughing
"1 lying down (sleeping)
[ walking
(. Painrelieves when

[_1 Slipped disk

I~} Low back feels out of place
] Muscle spasms

[ Arthntis

HIPS, LEGS & FEET:
[ Pain in buttocks (R - L)
1 Pain in hip joint (R - L)
[ Pain down leg (R - L)
7 Pain down both ‘egs
1 Knee pain
1 Inside
] Qutside
1 Leg cramps
1 Cramps in feet (R - L}
] Pins & needles in legs (R - L}
1 Numbness of leg (R - L)
1 Numbness of feet (R- L)
7 Numbness of toes
] Feet feel cold
) Swollen ankles (R - L)
] Swollen feet (R - L)

£

WOMEN ONLY:

1 Menstrualpain ... {where)
1 Cramping

1 Irregularity

(] Cycle days

(] Birth control {type)
[} Hysterectomy
[ Genital cancer
] Discharge

] Menopause
3 Tumors

1 Abortions

[ Are you or do you think you are pregnant

MEN ONLY:

[ Urinary frequency

[ Difficulty in starting
7 Night urination

! Prostate pain/swelling

GENERAL:

I frritable

1 Depressed

1 Fatigue

7 Generally feel run-down

1 Normal sleep ... .

(7 Loss of sleep ________ hrs /night
1 Loss of weight ____ . IBS.

i Gain weight _____ Ibs

1 Coflee cupsiday

1 Tea _______ cupsiday

Ci Cigarettes ... packiday

! Other
C: Diabetes

{1 Hypoglycemia

REMARKS:

AEV Y Se



Name:

Date:

PLEASE MARK AN X ON THE DIAGRAM
BELOW WHERE YOUR PROBLEMS ARE

5
3.
s

What hurts and how long has it hurt?

1

9.
3.
4.

When do you think these problems originally

started?

g St

List other Chiropractic or Medical Doctors you
have consulted for these conditions.

1

Check any of the following you have had in the last six months:

( ) Headaches () Numbness
( ) Sinus Congestion / Allergies ( ) Frequent Nausea/ Vomiting
( ) Vision Problems ( ) Abdominal Cramps
( ) Ear Aches ( ) Constipation
( ) Dizziness ( ) Diarrhea
( ) Heart Problems ( ) Poor/Excessive Appetite
( ) Lung Problems/ Congestion ( ) Excessive Thirst
( ) Blood Pressure Problems ( ) Painful / Excessive Urination
( ) Ankle Swelling ( ) Discolored Urine
( ) Prostate / Sexual Dysfunction ( ) Diabetes
() Menstrual Cycle Dysfunction ( ) Cancer
Signature Date




Gunderson Chiropractic
Financial Agreement

Patient Name: Date:

We would like to take a moment to welcome you to our office and to assure
you that you will be receiving the very best care available for your condition.
To familiarize you with the financial policy of our office, we would like to
explain how your medical bills will be handled.

Payment Arrangements
It is our policy to maintain your account on a current basis. Charges for
treatment are due at the time service is provided. If your account is NOT paid
on time, it may be subject to a finance charge.

Private Pay Patients: Payment is due at the time of treatment.

Health Insurance Patients: Once your insurance is verified, we will go
over your coverage with you. You will be responsible for any deductible, co-
pay and non-covered services at the time of treatment.

Voluntary Termination of Care
If you should choose to suspend or terminate your treatment prematurely; any
outstanding fees for treatment rendered to you will be immediately due and
payable.
I have read and agree to the above statements:

Patient’s Signature:

Your questions are important to us, PLEASE ask them.
Once again, we would like to welcome you to our office. We look forward to helping you reach
your health goals.



GUNDRSON CHIROPRACTIC Motor Vehicle Collision Questionnaire Dr. Brad Gunderson

Patient Name: Date:

HIPAA NOTICE OF PRIVACY PRACTICES

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 fund raising 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
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