ATIENT INFORMATION INSURANCE

Date ' %] Who is respdnsib]e for this account?

‘ . SS/HIC/Patient ID # ' Relationship ta Patient

. Patiant Name ) Insurance Co.
Last Nama .
Group #

First Name Middle Initial 7| Is patient covered by additional insurance? [JYes - [J No

Address
Gity
State

%] Subscriber's Name

%] Birthdate

- Relationship to Patient
E-mail

Sex (OJM [F Age
Group #
Birthdate : <

ASSIGNMENT AND RELEASE
[ Married [ Widowed [ Single O Minor

Insurance Co.

| certify that |, and/or my dependent{s}, have insurance coverage with

and assign directly to

(] Separated [ Dixareed [7] Partnered for years {4 Name of Insurance Company(las}

] Qccupation E’ br._- all Insurance banafits,

! : | If any, otherwise payable to me for services rendered. ! understand that | am
Patient Employer/School 2| financlally responsible—for all charges whether or not paid by insurance. |
%| authorize the use of my signature on all iInsurance submissfons.

¥ Employer/School Address

2’} The above-named doctor may use my health care Information and may discloss |:
| such information to the above-named Insurance Company({ies) and thelr agents
4 for the purpose of obtaining payment for services and determining Insuranca
Employer/School Phone ( =\ benefils or the bensfits payable for related services. This consent will end when

) ] my current treatment plan Is completed or one year from the date sfigned below.

Spouse’s Name

Birthdate : Signature of Patient, Parent, Guardian or Personal Hepresantativa
| ss# '

Please print name of Patlent, Farent, Guardian or Parsonal Representafive

. Spouse’s Erﬁployer

Whom may we thank for referring you? ; Date Ftelationshlp 1o Patient

WM&WWML SER B o L N e T ST o
PHONE NUMBERS _ o ACCIDENT INFORMATION

Home Phone ( T : i . Is condition dus to an accident? [] Yes [] No

Cell Phons { ) 5| Date

-

Best time and place to reach you Type of accldent ] Auto [JWork [JHome []Cther
IN CASE OF EMERGENCY, CONTACT

Name

To whom have you made a report of your accident?
[J Auto Insurance [ Employer []Worker Comp, [1Other

Relationship

Attorney Name (If applicable)
Heme Pheone (

Work Phona {_

Type of pain: ] Sharp [ Dull
C1Buming [ Tingfing

wi [1Sleep [JDaily Routine [ Recreation ‘Z-;Lhrﬂ.m e
t are painful to perform [ Sitting [ Standing [ Walking [JBending [ Lymg Down

x Al Loy S e p e T g ammmmm“mﬂwrmmfmm-umxmmﬁ T RIS I RTINS,
{Viis. CAS5504) = 0 B__




: ) . |
Patient Follow-up Questionnaire | j

ACN Group, Inc, Form PFQ-202

ACN Group, Inc. Usa OCrly ruv 3/37/2003

Patient Name ' Date

1. Describe your current symptoms

2. How often do you experlence yours
@ Constantly (76-100% of the day)
@ Frequently (51-75% of the day)
'® Occasionally (26-50% of the day)
@ Intermittently (0-25% of the day)

ymptoms? Indicate where you have pain or other éymptoms

3. What describes the nature of your symptoms?

® Sharp @ Shooting
@ Dultache  ® Burning
@ Numb @ Tingling

4. How are yaur symptoms changing?
® Getfing Better
@ Not Changing
® Getting Worse .

None

. Unbearable
5. How bad are your symptoms at their: aworst: @ @ @ @ @ ®@ ® 9 @ ® ®
: bbest: @ o o @ ® ®© ® 0o ® o ©
6. How do your symptoms affect your ability to perform daily activities?
® . Lo, @ ® @ ® ® o @ @ ®
No complaints Mild, forgotten Modsrats, Inre_rferss Limiting, prevents Intanss, preogeupied Severe, no
with activity with activity full activity - with sgeking relief aclivity possible

7. What do you hope to get from your visittreatment (selsct alf that apply):

@ Reducs symptoms @ Explanation of condltlonftreatment

® How to prevent this from oceurring again
@ Resumefincrease activity

® Learn how to take care of this onmyown @

8. Additional comments -

Patient Signature

bate '




