King George Family Chiropractic & Physical Therapy
Patient Information

Name: Date

Date of Birth Social Security Number

Marital status Married Widowed Single

Contact Information

Address Cell Phone
Work Phone

Email: Home Phone

Emergency Contact Name Home Phone

Relationship Cell number

Physician

Referring Physician Primary Care Physician

Insurance Information*
Primary Name of Primary Holder

Secondary Name of Secondary Holder

* if Tricare need name and social security of military sponsor:

Name: Social Security number

Birthday of sponsor:

Reason for visit

Date of onset: (when did it start)

Describe injury or injuries

Have you been treated for this issue in the past?
IF so when and by whom

List any medications you are currently on including over the counter, prescriptions and supplements

Are you pregnant?

Allergies (medications, latex..)

List any past surgeries, including dates, and any restrictions due to surgeries




Have you had any of the following?

Knee surgery R L Both yes / no High blood pressure
Hip surgery R L Both yes / no Chest pain

Back/neck pain yes / no Heart trouble/surgery
Shoulder surgery yes / no Stroke

Broken bones yes / no Diabetes

Arthritis yes / no Cancer

Difficulty breathing yes / no Hepatitis

Asthma yes / no Anemia

Lung disease yes / no Thyroid disease
Headaches/migraines yes / no Kidney disease/surgery
Memory loss yes / no HIV/AIDS

Hearing loss yes / no Spinal cord injury
Vision problems yes / no Seizures/convulsive disorder
Dizziness yes / no Smoking

Osteoporosis yes / no Back surgery

Comments and/or additional medical history

yes / no
yes / no
yes / no
yes / no
yes / no
yes / no
yes / no
yes / no
yes / no
yes / no
yes / no
yes / no
yes / no
yes / no
yes / no

Description of Pain
Location

Type of pain sharp shooting  numbness  soreness  weakness  stiffness

throbbing  aching

Pain level: Rate your pain on the scale where 0 = no pain, 5= moderate pain and 10 = worst possible pain.

Current pain 0 1 2 3 4 5 6 7 8 9 10 Whathelps

Least pain 0 1 2 3 4 5 6 7 8 9 10 Whatworsens

Worst pain 0O 1 2 3 4 5 6 7 8 9 10

Circle ADL's that are Difficult to Do

Bending Kneeling Lifting Driving Sleeping Computer Chores
Dressing Hygiene Walking Sexual activity  Sitting Standing Turning head

Other comments

Job Related Difficulties

Occupation Hours worked / week
Limitations at work due to current condition: NO effect Mild Moderate Severe
Lifting frequency: Constant Frequent  Occasional

Recreational Activity: Effect of Current Condition on Performance
Type of activity

ONo effect 0O Mild (Can do) 0O Moderate (limited)
ONo effect 0O Mild (Can do) 0O Moderate (limited)
ONo effect 0O Mild (Can do) 0O Moderate (limited)

Information is current and accurate: Signature: Date:

OSevere (unable)
COSevere (unable)
COSevere (unable)




The Neck Disability Index

Patient Name: File# Date:

Please read instructions:

This questionnaire has been designed to give the doctor information as to how your neck pain has affected your ability to
manage in everyday life. Please answer every section and mark in each section only ONE box which applies to you. We
realize you may consider that two of the statements in anyone section relate to you, but please just mark the box which

MOST CLOSELY describes your problem.

Section 1 - Pain Intensity

O O O O O O

| have no pain at the moment.

The pain is very mild at the moment.

The pain is moderate at the moment.

The pain is fairly severe at the moment.

The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

Section 2 -- Personal Care (Washing, Dressing, etc.)

O O O O O O

| can look after myself normally without causing extra pain.
| can look after myself normally but it causes extra pain.

It is painful to look after myself and | am slow and careful.
| need some help but manage most of my personal care.

| need help every day in most aspects of self care.

| do not get dressed, | wash with difficulty and stay in bed.

Section 3 - Lifting

Section 6 - Concentration

o | can concentrate fully when | want to with no difficulty.

o | can concentrate fully when | want to with slight difficulty.

o |have a fair degree of difficulty in concentrating when | want
to.

o |have a lot of difficulty in concentrating when | want to.

| have a great deal of difficulty in concentrating when | want to.

o | cannot concentrate at all.

@)

Section 7-Work

| can do as much work as | want to.

| can only do my usual work, but no more.

I can do most of my usual work, but no more.
| cannot do my usual work.

I can hardly do any work at all.

| can't do any work at all.

O O O O O O

o lcanlift heavy weights without extra pain. Section 8 - Driving .

o lcan lift heavy weights but it gives extra pain. o ldrive my car without any neck pain. N

o Pain prevents me from lifting heavy weights off the floor, but | can o lcandrive my car as long as | want with slight pain in my
manage if they are conveniently positioned, for example on a table. neck. . o

o  Pain prevents me from lifting heavy weights, but | can manage o | candrive my car as long as | want with moderate pain in
light to medium weights if they are conveniently positioned. my neck.

o | canlift very light weights. o | c.anft drive my car as long as | want because of moderate

o lcannotlift or carry anything at all. pain in my neck.

Section 4 - Reading

o |can hardly drive my car at all because of severe pain in
my neck.
o |can'tdrive my car atall.

o |canread as much as | want to with no pain in my neck.

o | canread as much as | want to with slight pain in my neck. . ]

o |canread as much as | want with moderate pain in my neck. Section 9 - Sleeping .

o |can'tread as much as | want because of moderate pain in my o Ihave no trouble sleeping.

neck. o My sleep is slightly disturbed (less than 1 hr. sleepless).

o |can hardly read at all because of severe pain in my neck. o My sleep is moderately disturbed (1-2 hrs. sleepless).

o |cannot read at all. o My sleep is moderately disturbed (2-3 hrs. sleepless).
o Mysleepis greatly disturbed (3-4 hrs. sleepless).
o My sleep is completely disturbed (5-7 hrs. sleepless)

Section 5-Headaches

O O O O O O

| have no headaches 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 the time.

Section 10 - Recreation

o |am able to engage in all my recreation activities with no
neck pain at all.

o |am able to engage in all my recreation activities, with
some pain in my neck.

o |am able to engage in most, but not all of my usual
recreation activities because of pain in my neck.

o |am able to engage in a few of my usual recreation
activities because of pain in my neck.

o | can hardly do any recreation activities because of pain in
my neck.

o | can'tdo any recreation activities at all



The Revised Oswestry Disability Index (for low back pain/dysfunction)

Patient Name: File# Date:

Please read instructions

This questionnaire has been designed to give the doctor information as to how your back pain has affected your ability to manage
in everyday life. Please answer every section and mark in each section only ONE box which applies to you. We realize you
may consider that two of the statements in anyone section relate to you, but please just mark the box which MOST CLOSELY

describes your problem

Section 1 - Pain Intensity

o The pain comes and goes and is very mild. o Ican stand as long as | want without pain.

o The pain is mild and does not vary much. o | have some pain on standing, but it does not increase with

o The pain comes and goes and is moderate. time.

o The pain is moderate and does not vary much. o | cannot stand for longer than one hour without increasing

o The pain comes and goes and is very severe. pain.

o The pain is severe and does not vary much. o | cannot stand for longer than % hour without increasing pain.
. . ) o | cannot stand for longer than 10 minutes without increasing

Section 2 -- Personal Care (Washing, Dressing, etc.) pain.

o Iwould not have to change my way of washing or dressing in o lavoid standing because it increases the pain right away.
order to avoid pain.

o | don’t not normally change my way of washing or dressing Section 7 - Sleeping
even though it causes some pain. o lgetno painin bed.

o Washing and dressing increases the pain, but | manage not to o | getpainin bed, but it does not prevent me from sleeping
change my way of doing it. well.

o Washing and dressing increases the pain and | find it o Because of pain, my normal night’s sleep is reduced by less
necessary to change my way of doing it.. than Ya.

o Because of the pain, | am unable to do some washing and o Because of pain, my normal night’s sleep is reduced by less
dressing without help. than 7.

o Because of the pain, I am unable to do any washing and o Because of pain, my normal night’s sleep is reduced by less
dressing without help. than %.

o Pain prevents me from sleeping at all.

Section 3 - Lifting

Section 6 - Standing

o |canlift heavy weights without extra pain. Section 8 - Social Life

o |lcanlift heavy weights but it causes extra pain. o My social life is normal and gives me no extra pain.

o Pain prevents me from lifting heavy weights off the floor, but | o My social life is normal but increases the degree of pain.
can manage if they are conveniently positioned (e.g. on a o Pain has no significant effect on my social life apart from
table). limiting my more energetic interests, e.g. dancing.

o Pain prevents me from lifting heavy weights off the floor. o Pain has restricted my social life and | do not go out as

o Pain prevents me from lifting heavy weights, but | can manage often.
light to medium weights if they are conveniently positioned. o Pain has restricted my social life to my home.

o |can only lift very light weights at the most. o | have hardly any social life because of pain.

Section 4 - Walking

Section 9 - Traveling

o | have no pain on walking. o | getno pain while travelling.
o | have some pain on walking, but it does not increase with o | get some pain while travelling, but none of my usual forms
distance. of travel makes it any worse.
o | cannot walk more than one mile without increasing pain. o | getextra pain while travelling, but it does not compel me to
o | cannot walk more than %2 mile with increasing pain. seek alternate forms of travel.
o | cannot walk more than 4 mile with increasing pain. o | getextra pain while travelling, which compels me to see
o | cannot walk at all without increasing pain. alternative forms of travel.
o Pain restricts all forms of travel.
Section 5 -- Sitting o Pain prevents all forms of travel except that done lying

down.

o |cansitin any chair as long as | like
o lcanonly sitin my favorite chair as long as | like ] ) .
o Pain prevents me from sitting more than one hour. Section 10 - Changing Degree of Pain
o Pain prevents me from sitting more than ¥z hour. o My painis rapidly getting better. ,
o Pain prevents me from sitting more than 10 minutes. o My pain fluctuates but is c}eﬂmtely gettlr)g better. '
o lavoid sitting because it increases pain right away. o My pain seems to be getting better but improvement is slow
at the present.
o My pain is neither getting better nor worse.
o My pain is gradually worsening.
o My pain is rapidly worsening.



King George Family Chiropractic & Physical Therapy
Informed Consent for Treatment

Chiropractic Patients: | hereby request and consent to performance of Chiropractic adjustments, other
chiropractic procedure’s and physiotherapy, along with x-rays by Dr. Pallotti or other licensed doctors of
chiropractic who now or in the future work at the clinic or office listed below.

Patients initials: Date:

Physical Therapy Patients: | hereby request and consent to performance of Physical Therapy by licensed
Doctors of Physical Therapy, who now or in the future work at the clinic or office listed below.
Patients initials: Date:

I have had an opportunity to discuss with the Doctors named below and/or with other office or clinic personnel
the nature and purpose of chiropractic and/or physical therapy. | understand that results are not guaranteed.

I understand and am informed that as in the practice of medicine, there are some risks to treatment, including by
not limited to fractures, disc injuries, strokes, dislocations and sprains. | do not expect the doctor to be able to
anticipate and explain all risks and complication, and | wish to rely upon the Doctor to exercise judgment during
the course of the procedure which the doctor feels at the time, based upon the facts then known to him or her, is
in my best interest.

I have read, or have been read to me, the above consent. | have also had an opportunity to ask questions abut its
content, and by signing below I agree to the above-named procedures. I intend this consent form to cover the
entire course of treatment for my present condition and for any future condition(s) for which | seek treatment.

Office: King George Family Chiropractic & Physical Therapy

Doctor of Chiropractic: Dr. Shawn Pallotti, DC
Doctor of Physical Therapy: Dr. Jeana Wood, DPT

Patient Signature: Date:
Witness Signature: Date:
Females only:

I understand that if I am pregnant and have x-rays which may expose my lower torso to radiation, it is possible to
injure the fetus.

I have been advised that the ten days following onset of a menstrual period are generally considered to be safe
for x-ray exams:

With those factors in mind, I am advising the doctor that:

I am pregnant Yes No Don’t know
I could be pregnant Yes No Don’t know

With full understanding of the above, and believing that | am not currently at risk, | wish to have an x-ray
examination if it is requested by my doctor.

Signature: Date:




King George Family Chiropractic and Physical Therapy

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to
give you this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must
follow the privacy practices that are described in this Notice while it is in effect. This Notice takes effect April 16, 2003, and will
remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are
permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice
effective for all health information that we maintain, including health information we created or received before we made the
changes. Before we make a significant change in our privacy practices, we will change this Notice and make the new Notice
available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of
this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to
you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operational.
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of
healthcare professionals, evaluation practitioner and provider performance, conduction training programs, accreditation,
certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you may
give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an
authorization, you may revoke it in writing at any time. You revocation will not affect any use or disclosures permitted by your
authorization while it was in effect. Unless you give us a written authorization, we cannot use or disclose your health information
for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of
this Notice. We may disclose your health information to a family member, friend or other person to the extent necessary to help
with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved in Care: We may use or disclose health information to notify, or assist in the natification of (including
identifying or locating) a family member, your personal representative or another person responsible for your care, of your
location, your general condition, or death. If you are present, then prior to use or disclosure of your health information, we will
provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or emergency
circumstances, we will disclose health information based on a determination using our professional judgment disclosing only
health information that is directly relevant to the person's involvement in your healthcare. We will also use our professional
judgment and our experience with common practice to make reasonable inferences of your best interest in allowing a person to
pick up medical supplies, x-rays, or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications without your written
authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health



information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence,
counterintelligence, and other national security activities. We may disclose to correctional institution or law enforcement official
having lawful custody of protected health information of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as
voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we
provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably do so. (You
must make a request in writing to obtain access to your health information. You may obtain a form to request access by using
the contact information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as
copies and staff time. You may also request access by sending us a letter to the address at the end of this Notice. If you request
copies, we will charge you $0 for each page, $ per hour for staff time to locate and copy your health information,
and postage if you want the copies mailed to you. If you request an alternative format, we will charge a cost-based fee for
providing your health information in that format. If you prefer, we will prepare a summary or an explanation of your health
information for a fee. Contact us using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your
health information for purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 6
years, but not before April 14, 2003. If you request this accounting more than once in a 12-month Period, we may charge you a
reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health
information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in
an emergency).

Alternative Communication: You have the right to request that we communicate with your about your health information by
alternative means or to alternative locations. (You must make your request in writing.) Your request must specify the alternative
means or location, and provide satisfactory explanation how payments will be handles under the alternative means or location
you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it
must explain why the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this
Notice in written form

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us.

If your are concerned that we may have violated your privacy rights, or you disagree with a decision we make about access to
your health information or in response to a request you made to amend or restrict the use or disclosure of your health
information or to have us communicate with you by alternative means or at alternative locations, you may complain to us using
the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of Health
and Human Services. We will provide you with the address to file your complaint with the U.S. Department of Health and Human
Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint
with us or with the U.S. Department of Health and Human Services.

Contact Officer: Bonnie Davis

Telephone: (540) 775-2250 Fax: (540) 775-2448
E-mail: kgfcandpt@aol.com

Address: 9305 Kings Highway, King George, VA 22485



King George Family Chiropractic and Physical Therapy
9305 Kings Highway, Suite A
King George, VA 22485

PHYSICAL THERAPY

Acknowledgment of Receipt of Notice of Privacy Practices

Your name and signature on this sheet indicate that you have been given the opportunity to
review and request a copy of our Notice of Privacy Practices on the date indicated. If you have
any questions regarding the information in this notice please do not hesitate to contact a clinic
representative as indicated on your notice.

Patient Name (Printed)

If patient representative, Name (printed)

Medical Record Number

Signature

Date Notice Received




