2101 Magnolia Avenue S.
Magnolia Building #411
Birmiwgham, Al. 35205
P (205} 847-1633

1880 Chandalar Drive

Suite E

CHIROPRACTICE  Pelham, AL 35124
. P (205} 664-8881

Chiropractic Case History/Patient Information

First hiama: : Ml Last Name: DCE:
Address: Gity. State: - Zip:
E-mal Address (we only use your e-mail address for appointment reminders and office communications}:

Cell Phone: Home Phone:

Best number {0 reach you regarding appointments: O Home LI Cell I Work

Age: Race; . Hlastaf Status: M § W D Social Security #:

Occupation: Employer:

Employer's Address: Work Phone;

Spouse: Occupation: Employer:

Names and Ages of Children; .

Name of Nearest Relative: Address: Phone:
Howédyouﬁnduutaboutowcfﬁce?

Family Medical Dostor?
May we have your permission to update your medical doctor regarding your care at this office?
Please check any and all insurance coverage that may be applicable in this case:

MajorMedical ~ Worker's Compensation ~ Medicaid ~ Medicare  Auto Accident
Medical Savings Account:& Flex Plans  Other

Narhe of Pritnary Insurance Company: _
Policy Holder: Relationship {o Patient:
Policy Holder's DOB: ) S5

Name of Secondary Insurance Company (if any).

AUTHORIZATION AND RELEASE: | authorize payment of insurance benedits directly 1o the chiropractor or chirepractic

_gifice. | authorizs the doctor to release all infarmation necessary 10 communicate with personal physicians and other
healthcare providers and payors and to secure the payment of benefits. i understand that t aro responsible for al! eosts of
chiropraciic care, regardless of insurance coverage. | also understand that ¥ | suspend or terminate my schedule of care
as determined by my treating doctor, any fees for professional services wil e immediately dug and payable.

The patient undersiands and agrees to allaw this chiropractic office fo 4se their Patient Health information for the
purpose of treatment, payment, healthcare operations, and coordination of care. We want you to know how your
Patient Health Information is going to be used In this office and your rights concerning those records. I you
would lika to have a2 more detailed account of pur policies and procedures concerning the privacy of your Patient
Hoaith Information we encourage you to read the HIPAA NOTICE that is available to you at the front desk before
signing this consent. The follawing person{s} have my permission to receive my personal heaith information:

Patient's Signature;, Date;
Guardian's Signature Authorizing Care: Date:




Authorizations, Releases and g\cknow}edgemem

HIPAA/Kotice of Privacy Policy Admowledgement

t have recelved, read and understand the “Notice of Privacy Practices” containing a complate
descrigtian oFthe uses and diselasures of my heaith infarmation. 1 understend that this erganization Initals
has the right to change the “Natice of Privacy Practices” from time to ime, and that | may contagt

Dr. Rodarick White / Raderick White Chiropractic to abtain a copy of the "Notice of Privacy Practices”™ at asty time.

Consent for tréatments
1, the undersigned patient, consant to and atthorize the pefformance of any disgnostic exam{s) and the
treatmest o5 deemed necessary by Dr. Roderick Wihite. . o initials

Coasant for the treatment of 2 minon:
Aryone under the age of 18 will not ba meated without a parent or legal guardian present, unfess the
patientis an emangipated minor. 1, the parent o leg) guardian of the patient, consent to and authorize nitials
the performance of any diagrostic exam(s) and the treatment as deamed necessary by tay physician(s)

2t Dr, Roderick White / Roderick White Chiropractic.

Lt

Pregnancy Disginsiwe!

v ackriowsledige that § ams ot pregnant and authorize Dr. Roderick White 42 perform disgnostic images Inftials
Attorney Medical Authorizationt

1 fully authorize Dr. Roderick White to discuss all informaation pertining to my medical bills and records

including diagnostic images, évaluatians and case datails with the baw firen who i representing me for Initiats

my ase both verbally and in writing. This authorization is at My request. 1 fay reveke this autharizstion

atany time in writhig. Revoking this request wil not affect actians already tzken in rellance ypon this

authorkzation fon. Dr. Roderick Whits / Roderick White Chirapractic will fallow HIPAA nules 2rd regulations

wien hangling information. . o

Fayment of Benelits: .
lmwmmwmmmwmmmmdmwmmawbeneﬂ!salbmbhasmem

towart! the total charges for professional services rendered. 1 insteuct my insurance company to release Initials
“medical payment henefits information to Br. Roderick White including bist net limited to medical payment

policy limits.

Massages: .

Or. Roderick White has my permission 1o tontact me via phone/voizemail regarding medical matters B appointments L \as _ No
Dr. Rodesick White hias my parraitsion to email me regarding medical matters & appolatments —es _ No
br. doderick White has my permission to text me regarding medicsd nmtters & appointments —Yes___No
Colled Texts/Emafis will be 10 the information grovided on the “Batient In 7 eot” i

initials

CHice Palicies;

{ undarstans that D Roderick White sees patients by appointments and not walkeins, | undarstand tivat if
{ amm early to ny appointment, | might have te wait until my schedoled appeintment time. Harther understand Inltials
+hat if § 2 more than 15 minutes fate, my appointment will be reschedulad, | agreeto contact Dr. Roderick White.

Agreement:
By sipning belows § cartify that | have read, understand and apree that all Information provided is rurhfil and accurate to the best of

my knowledge.

gatientfParent/Guardizn/Athorized Representative Data

03.2017




" Name: Today's Date:

REVIEW OF SYSTEMS

anwm&nm.esﬁhmpaﬁmuswmmbahaﬁnganwmm.mwpaﬁemwm“
havan’tsaminrawhiie,waneedtomdataowmenMsasmmganemlmcimiheatﬂt.haadam
Hyuuarancthauﬁwganydiﬁcwﬁas.pbasemmk'ﬂu Problerms.” i you are experignsing any of the

. mmsmmd,m&mmﬁcﬁﬁsmumv.wmmmamaywmw.w
. ywhmammmﬁomabmnmb,pimwkmadmw&m,umm

Const. (Health in General) 13 No Problems Lack of energy, unexplained weight gain or
Mhtm,mﬁw.m,mmmmhMWmmg.mmm
Giagnosis of cancer.  Other: j
Ears, Nose, Mouth & Throat 1 No Problems  Difficully with hearing, sinus problems, runny
m,m@%rhgmhmmmmmm,wm.m,mmm
pain or numbness. Other: :

G-V (Heart & Blood Vessels) (1 No Problems  Ireguiar hearbeat, racing heart, chest pains,
swelfing of fest or legs, pain in legs with walking. Other:
Rosp. (Lungs & Breathing) [ No Problems _Shoriness of breath, night swaals, prolonged
cough, wheezing, sputum production, prior tberculosis, pleurisy, exygen at home, coughlng up bloed,
abnormal chestx-ray, Other:
Gl (Stomach & bntestines) ) No Problems Heanbum, constipation, intolerance to ceriain
. foods, diarthea, abdominal pain, difficulty swallowing, nausea, vomiting, blood in stools, imexplained
ehange in bowe! habits, incontingnce. Other:
" gU(Kidney & Bladder) G No Problems  Painful urination, frequent urination, urgeney,
prostate problems, bladder problems, impotence. Other:
MS (Muscies, Bones, Joints} (I No Problems Joird pain, aching muscles, shoulder pain,
swelling of joints, joint deformities, back pain. Other:

Integ. {Skin, Hair & Breasf) 3 No Problems Persistent rash, itching, new skin lesion, change
in existing skin lesion, halr loss ar increase, breast changes. Other:

Neurclogic (Brain & Nerves) (] No Problems Frequent headachss, deuble vision, weakness,
chmhmﬁmmbmmmgam,dﬁm.m.m&mm,
uncontroied motions, episodes of visual loss. Othen:

Peychigiric (Mood & Thinking) (3 No Froblems Insomnia, imitabillty, depression, amiiaty,
recurrent bad thoughts, mood swings, hallucinations, compuisions. Other:

Endocrinalogic (Glands) 3 No Probiems  Intolerance to teat or ¢old, menstrual
mregularities, requent hunger/utinationfhinst, changes in sex driva. Other:

Hematologic (Bload/Lymph) I} No Problems Easy bleeding, easy bruising, anemia, zbnormal
blood tests, leukemia, unexplained swollen areas. Other:

" Allerglicimmanologie [ No Problems  Seasonat aliergies, hay fever symptoms, itching,
frequert infections, exposure to HIV. Diher:




COMPLAINT i
(initial Exam, Daily Note, Follow Up/Final Exam}
Complaint #__ -
Please place an X on cne part of the bocy where you are experiencing pain or discomfort and list your compluints in the order of severity. (if you do not see
Vour compigint on the picture, please list the complaint an the Other {ine. F

Please grade pain 0-10 (10isthehighest) @- @ ® © © € @ @ 0 0 o

Other:

This complaint came on: 3 Gradually o immediately
it is getting: : @ Imgroving a Staying the same o Getting Worse
The intensity of this complaint is: G Minimal o Skight o Moderate o Severe
The frequency of this complaint is: ointenmittent o Occasional o Freguent, o Constant
The pain is: S o Duifl n o Sharp o Aching

¥ o Sheoting o Spasin o Throbbing

o Buming ! & Spasm o Tingling
The pain is located an? * o Left side o Right side v Both sides
5 effecting this ¢ aint: ' :

Morning © Brings On o Aggravates = Relieves
Afternoan o Brings On © Aggravates o Relieves
Cold o Brings On O Aggravates o Relieves
Heat = Brings On 0 Aggravates o Relieves
Medication. a 8rings On o Ageravates o Relieves
Resting o Brings Gn L o Aggravates v Relfeves
Straining ) o Brings On o Aggravates o Relieves i
Standing ) . o Brings On o Aggravates .. oRaljeves '
Sitting " oBringson & Aggravates "7 o Relieves
Lying down a Brings On & Aggravates o Relisves
Banding forward 0 Brings On 0 A=gravates a Relieves
Bending back ; o Brings Gn © Aggravates o Relieves
Bending left o Brings On T Aggravates o Relleves 5
Tw!stipg left o Brings On © Adgravates = Relleves
Twisting right o Brings On 0 Aggravates o Relieves
Lifting ; d a Brings On o Aggravates o Relieves
Coughing - @ Brings On = Aggravates o Relfeves

Sneazing . o Brings On o Aggravates o Relieves



INITIAL EVALUATION — Non Accident Related

LAST NAME: FIRST NAME:

MI:

|

CHIROPRACTIC

Date:

What brings you into our office? [X] Not accident refated

Do you feel vour condition is: O Improving
Have you lost time from work? 1 Yes

Can you perform physical work activities? - O Yes

If no, because of: . O Pain
Can you go to sieep without problems? 0 Yes
Do you awaken because of pain? 0 Yes

Did yourhave sleep problems before? O Yes

O Staying the same & Getting worse

O No

O No
0O Weakness

1 No

O No

O No

1 Stress

Activilies of Paily Living  Please select alt activities which you are currently experiencing probisms:

= Seeing o Tasting o Smelling o Eating o Hearing
o Bressing o Reading o Typing r Writing o Grasping
o Standing ¢ Leaning o Waiking o Stooping o Squatting
= Bending o Twisting clamying ¢ Lifting = Pushing
a Sitting w Driving o Sports o Exercising 2 Reclining
o Irritable g Riding in car o Air trave! & Climbing 1 Pulling

g Grooming o Pinching o Kneeling o Reaching o Nervous
o Bathing o Holding

o insomnia

o Using the toilet

o Loss aof sexual drive

3 Restful sleeping

o Loss of concentration
o Changes in personality
o Tactile feeling

Page 10of4



Past Medical Hist
o None
o Anorexia .

- Bladder infection
o Cancer
a Colitis

o Dermatitis,
Eczema/Rash

ot Endometricsis

a General fatigue

o Heart disease
a High PSA

0 Jaw pain

o Loss of bladder
tontrof

o Muscular in
coordination

o Pain In upper
arm or elbow

o Profuse
menstrual flow

obcoliosis

alinnitus/
edr noises

oWrist pain

INITIAL EVALUATION ~ Non Accident Related

Please select all conditions that you have had or are currently having: —~——

o Other

o j%nxiety

o Bloed disorder

o Cardiovascular Dx
o Constipation

o Diabetes

o Epilepsy
o Gout

o Heartburn/Indigestion
o High triglycerides

o Kidney disorders

o1 Low back pain
n Neck pain
o Pain in upper leg

and hip
o Prostate probfems

oShoulder pain

o Tuberculosis

o Abdominal pain
o.Acrtic aneurysm
o Breast lumps
uChest pain

o Convilsions

o Difficulty in
swallowing

oExcessive thirst

o Hand pain
o Hepatitis
o Hypertension

o Kidney stones

2 Lung disease
o QOstecarthritis
o Painful urination

o Rapid heartbeat

oStroke

o Tumor

o Weight
gain/ioss

o Arthritis

o Breast soreness

oChronic cough

oCOPD

o Dizziness

oFainting

n Headache

2 High Blood
Pressure

o lrregular
menstrual flow

aliver f
Galtbladder
Problems
o Mental Disease
a Pain in ankie or

foot

o PMS

o Renal disease

o Swelling/stiffness

joints
o Ulcer

CRIROPRACTIC

o Angina

o Asthima

o Bronchitis

& Chronic sinusitis
g Depression

o Emphysema

o Frequent

urination
o Heart attack

o High cholesterol

a Irritable colon

o Loss of appetite

e Mid back pain

o Pain in lower leg
or knee

o Pneumcnia

oRheumatiod
arthritis

oThyroid disease of

o3 Visual
disturbances
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Eamily History
o None

o Anorexia .

o Bladder infection
o Cancer
o Colitis

o Dermatitis,
Eczema/Rash

o, Endometriosis

o General fatigue

o Heart disease

o High PSA

o Jaw pain

o Loss of bladder

control

o Muscular
coordination

g Pain in upper
arm or ethow

g Profuse menstrual
flow

oScoliosis

o Tinnitusi
ear noises

o Wrist pain

INITIAL EVALUATION - Non Accident Related

Please select all conditions that run in your family:

o Qther

o Anxiety

o Blood disorder

o Cardiovascutar Dx

o Constipation

a Diabetes

o Epilepsy
o Gout

o Heartburn/Indigestion

a High triglycerides
o Kidney disorders
t Low back pain

@ Neck pain

= Pain in upper leg

and hip

o Prostate problems

oShoulder pain

o Tuberculosis

a Abdominal pain

o Aartic aneurysm

o Breast lumps

o Chest pain

o Convulsions

a2 Difficuity
swallowing

o Excessive thirst

o Hand pain

o Hepatitis

o Hypéttension

o Kidney stones

o Lung disease

a Osteoarthritis

o Painfuf urination

c Rapid heartbeat

oStroke

o Tumor

u Weight Gain/loss

o Arthritis

o Breast soreness

o Chronic cough

o COPD

o Dizziness

o Fainting
o Headache

o HEP

o irregular
menstrual fiow

ativer/Gallbladder
problems

o Mental disease

o Pain in ankle or
foot

o PMS

o Renal Dx

o Swelling/stiffness
of joints

o Uicer

- CHIROP

ACTIC

o Angina
o Asthma

o Bronchitis

o Chronic Sinusitis

o Depression

o Emphysema

o Freguent
urination
o Heart attack

o High cholesterol

o Irritable colon

o Loss of appetite
0 Mid back pain

o Pain in {fower leg
or knee

o Pneumaonia

1 Rheumatoid
arthritis

o Thyroid disease

& Visuzal
disturbances
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INITIAL EVALUATION ~ Non Accident Related

- CHIRCPRACTIC

Surgical Higtory Please select ali surgeries that you have had in the past.

Q1 None O Other 01 Abdominal 3 Abdominoplasty o Abortion
Exploration
a ACL O Adenoid Removal O Angioplasty 0O Appendectomy O Bone Fracture
" Reconstruction ° Repair
O Breast Lump C Bunion Removal 0 Carotid Artery 0 Cataract Surgery I Cervical Spine
Removal - Surgery Surgery
[ Cholecystectomy O Cosmetic Breast O C-Section 01 Fagelift 0 Gallbiadder
Surgery Removal
iJ Gastric Bypass O Heart Bypass Surgery 1 Heart Surgery 0 Hemorrhoid O Hernia Repair
Surgery
5 Hip Joint O Hysterectomy O Kidney O Khee D Knee Joint
Replacement Transplant Arthroscopy Replacement
O Knee Surgery 01 LASIKK Eye Surgery I Liposuction Q Lumbar Spine C Mastectomy
: ’ . Surgery
I3 Prostate O Rotator Cuff Surgery O TMJ Surgery C Tonsillectomy O Vasectomy
Removal
0 Surgical History was reviewed: _
Not contributory
Medications  Pleasa select all medications that you are currently taking:
0 None o Ofher o Analgesics o Antacids o Antibiotics
o Antihistamines o Anfi-inflammatory o Arthitis o Aspirin = Birth Control
o Blood Pressure & Bone Density o Cancer o Cholesterc! o Daily Vitamins
o Diabetes 2 Digestion o Heart o Muscle Relaxers
. aQTC o Pain © Steroids o Thyroid
Allergies Please select all items that you are allergic to:
o None o Other o Chemical o Environmental
o Food o Medication o Seasonal
Social History Please answer the following questions:
0 Married £1 Single 7 Widowed O Divoreced O $eparated
Do you have any children? O Yes O No if yes, how many?
Do you use: O Tobacco O Alcohol O Coffes
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