Confidential Patient Information

2100 Data Park Circle, Suite 100
Hoover, Alabama 35244

985.9888 Office
985.9895 Fax

WWW.KOENIGWELLNESS.COM

Name Date of Birth Age
Street City State
Home phone Cell/Pager Zip
E-mail S.S#
Preferred Language Gender

OEnglish  OSpanish  OOther: OFemale OMale
Race & Ethnicity

OBlack / African American OWhite OAsian  OHispanic or Latino

ONative Hawaiian / Pacific Islander OAmerican Indian / Alaskan Native
Patient’s Employer Work phone

Ext:
Street City State | Zip
Patient’s Insurance Insured by
Oself Ospouse Oparent

Fill out the following only if policy holder is different from patient:

Policy Holder Name

Policy Holder Date of Birth

Policy Holder Employer

Policy Holder Phone

Policy Holder Address

Referred by

OPhysician  OAttorney  OPatient  Name:

OOther:

Olnsurance Company OSign/Location OWake Up Alabama

OWzzK OYellow Pages

CENTER FOR THE HEALING ARTS



Past Medical History

2100 Data Park Circle, Suite 100

Hoover, Alabama 35244

985.9888 Office
985.9895 Fax

WWW.KOENIGWELLNESS.COM

Current treating physician (primary, gyn, ob, surgeon, orthopedist, etc.):

ONone

List previous surgeries and hospitalizations: ONone List previous fractures, injuries, accidents? ONone

Previous spinal or head injury? ONo Oves Previous MRI and/x-rays? ONo Oves

Previous spinal or joint injections? ONo Oves Bone density exam (DEXA)? ONo Oves

Previous PSA test? (males) ONo Oves Previous chiropractic care? ONo Oves

Social History

Owmarried OsSingle Owidow ODivorced Children? ONone How many?

Osignificant Other

Occupation:  OHome OuUnemployed OStudent Frequent bending & lifting? ONo OYes
OpParttime OFulltime ORetired

Diet: OPoor OGood OExcellent OVegetarian | Exercise: ONone OoOccasional ORegular

Smoking:  ONever OQuit OcCurrent Alcohol: ONo OsSocial OHeavy  Oin recovery

Energy level? OLow OModerate OHigh High stress? ONo OYes

Ilicit drug use? ONo OYes

Wear seatbelt? ONo OYes

List drug allergies: ONone

Pregnant? ONo OBirth Control OTrying OYes

List current prescription drugs: ONone
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Notes:

poro/penia
Tscore:

Quit Date:
# Packs:

Due Date:
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Family History Check all that apply to your mother, father, or siblings:
OCancer OHeart Disease ODepression ODiabetes OHypertension OStroke  OAlzheimer's

OAsthma  OOsteoarthritis  ORheumatoid Arthritis ~ OMigraine  OOsteoporosis ~ OUnknown /Adopted

Review of Systems Check all that apply to you:

General / Constitutional
OWeight change  ONight sweats  OAppetite change  OSleep change O Energy change ONone
Eye, Ear, Nose, Mouth, Throat

OVision change OlLight sensitivity OPain  ORedness OTearing ODryness ONone
OHearing loss  OEarringing OEar pain OVertigo/Dizziness  OSore throat  OSwollen glands
OCongestion ONose bleeding OGum/tooth pain  ONone

Cardiovascular

OChest pain/pressure  OHeart flutter

OPain with breathing ~ OWake gasping OLeg/ankle swelling

OCold handsl/feet OLeg pain with walking O None

Respiratory

OBreathing difficulty OWheezing OCough ONone

Gastrointestinal

OAbdominal pain  ONausea OVomiting OHeartburn/Reflux  ODifficulty swallowing
OConstipation ODiarrhea  OUrgent bowels  OExcessive gas  OBlood in bowels  ONone
Genitourinary

OUrine change OMenses change  OLibido change  OPelvic pain  OErectile dysfunction ~ ONone
Musculoskeletal

OJoint swelling  OJoint tenderness  OJoint stiffness ~ OJoint redness  OMuscle pains O None
Skin

ORecent changes ORash OLumps Oltching ONail changes ONone

Neurological

OHeadache/Migraine OWeakness OTremors  OTingling ONumbness ONone
Psychological

OConfusion ONervous/Restless/Anxious ODepressed OMemory change ONone

Endocrine

OTemperature intolerance  ONone

Blood / Lymph / Immunological

OEasy bruising OEasy bleeding  OSwollen lymph nodes: ( ONeck OArm pits OGroin ) ONone

ORecent fevers  OPersistent cough ~ ORepeat infections OSwelling ONone
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Notes:

Wt: inc / dec
Ap:inc/dec
Sl:inc / dec
En:inc/ dec

V:acc/ blur/ 2x/peri L R B

Loss: L R B
Ring: LR B
Pn:. LR B

LegP: L R int /con

C: product / heme

U: dys / hem / noc / poly / urg /
U:inc / dec

M: amen / dys

L: inc / dec

LOC: sh/elb/wr/hand / hip/
kn / ank / foot / fing / toe / heel

HA:con/int LRB FTO
W: lue/ rue/ lle/ rle
TIN: luel ruel lle/ rle

App: inc/dec

Inf: bladder/ skin/ chest/ head
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Chronic lllness List Check all that apply to you:

OADHD
OGout

OHepatitis

OOsteoarthritis (degenerative)

OHIV / AIDS

OAsthma

OHigh Cholesterol (Hyperlipidemia)
OCongestive Heart Failure

OCarpal Tunnel Syndrome

OCaolitis

OCoronary Artery Disease
OCOPD

OCrohn’s Disease / IBS
OCVA / Stroke
ODepression

ODiabetes Type Il

OOTHER:

OFibromyalgia
OAnemia

OGERD / Heartburn
ORheumatoid Arthritis
OProstate Enlargement

OHiatal Hernia

OHigh Blood Pressure (Hypertension)

OHypothyroidism / Hyperthyroidism
OKidney Disease

OMigraines

OMVP / Mitral Valve Prolapse
OSleep Apnea

OOsteoporosis / Osteopenia

OPVD / Peripheral Vascular Disease
ORLS / Restless Leg Syndrome

OCancer: Opast Ocurrent

2100 Data Park Circle, Suite 100
Hoover, Alabama 35244

985.9888 Office
985.9895 Fax

WWW.KOENIGWELLNESS.COM
Notes:

LOC:

Patient signature

Date

Initial:
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2100 Data Park Circle, Suite 100
Hoover, Alabama 35244

985.9888 Office
985.9895 Fax

WWW.KOENIGWELLNESS.COM

History of Present Condition

PROBLEM

OBack ONeck OShoulder OElbow OWrist/Hand OHip OKnee OAnkle/Foot

OHeadache Other:

How long have you had this problem?

Current status

Ocurrently experiencing  Onot experiencing today

Context Ostable /unchanging  Obetter/improving  Ogetting worse  Ofluctuating

Cause Otrauma/injury  Ono trauma/injury  Ounknown

Location SEE PICTURE

Radiation Onone Oleft arm/leg Oright arm/leg Oupper back Ohead

Onset Osudden Ogradual

Severity Osevere Omoderate Omild

Quality Osore/tender_ Oache Odull Othrob Oshqrp Odiffuse/ill-defined O_stab
Onumb  Otingle Oburn  Oshooting Otearing Ospasm  Opressure-like
Oweak Otight Ostiff Olost motion Oother

Frequency Orare 025% oftime  O50% oftime  O75% of time  O100% of time

worsens Trggers | SPOUG, Olftng Omona, owalking Qi Obenng  Osting

NSAIDs (aspirin, etc) | Ono pills taken  Ohelpful ~ Omildly helpful Onot helpful

Other treatments Onone Oheat Ocold Oover-the-counter meds Ophysical therapy

tried for this Other:

condition

Past treatment Oyes Ono

Related symptoms

Patient signature

Date

Notes:

pm pn
weak/PE
saddle
bo/bl
dysuria
fever

Initial
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2100 Data Park Circle, Suite 100

Hoover, Alabama 35244

985.9888 Office
985.9895 Fax

WWW.KOENIGWELLNESS.COM

Symptom Drawing & Borg Pain Scale

Draw your symptoms” using the following symbols:

XXXX= Pain OOO = Numb TTT =Tingle

[111]=Burn ~xrr = Spasm SSS = Stiff

Mark your current level of discomfort®:

No Pain Low Moderate Intense Emergency
S N S A e —
0 1 2 3 4 5 6 7 8 9 10
Signature Date

T Ransford AD, Cairns D. Mooney V: The Pain Drawing as an Aid, Spine 1(2): 127-134, 1976.
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% Borg Pain Scale



2100 Data Park Circle, Suite 100
Ko E N I G Hoover, Alabama 35244
985.9888 Office
985.9895 F.
WELLNESS :

WWW.KOENIGWELLNESS.COM

Consent to Treatment & Financial Policies

Consent to Treatment

| authorize Koenig Wellness to perform diagnostic tests, including radiographs, and to administer treatment, including joint
manipulation and physiotherapy, on me (or on the minor patient for whom | am legally responsible) as deemed necessary.

| understand that the practice of neither chiropractic nor medicine is an exact science and that my care may involve the
making of judgments based upon the facts known to the doctor at the time; that it is not reasonable to expect the doctor to
be able to anticipate or explain all risks and complications; that an undesirable result does not necessarily indicate an
error in judgment.

| have also been advised that although the incidence of complications associated with chiropractic services is extremely
low, anyone undergoing manipulative procedures, physiotherapy or rehabilitation should know the possible hazards and
complications which may be encountered or result. These include, but are not limited to, fractures, disk injuries,
dislocations, sprains, and those which relate to physical aberrations unknown or reasonably undetected by the doctor. I,
also, certify that no guarantee or assurance has been made to the results that may be obtained.

Authorization to Release Medical Information
| authorize the release of any medical information necessary to process my insurance claim and certify that all insurance
information given is correct and full.

Authorization for Payment to Provider of Care

| authorize/request my insurance company or attorney to pay directly to Dr. Jason J. Koenig, P.C. (Koenig Wellness) the
expense benefits allowable and payable to me under my current policy or settlement, as payment toward the total charges
for services rendered. | agree that this office be given limited power of attorney to sign my name on any drafts for
payment of my bill.

Financial Policies

I understand and agree that insurance policies are an arrangement between the insurance carrier and myself.
Furthermore, | understand that this office will prepare any necessary reports and forms to assist me in making collection
from the insurance company and that any amount authorized to be paid directly to this office will be credited to my
account upon receipt.

In some cases payment may be expected at the time of service including co-payments, deductibles and fees for non-
covered services. We have never denied anyone the benefits of care in our office because of an inability to pay our
published fees. Special arrangements must be worked out prior to initiating care. Outstanding balances are billed
monthly and as closely as possible reflect remainder balances following a response from the insurance carrier. We
accept cash, check, credit card, and bank cards.

| understand and agree that | am ultimately personally responsible for payment of all services rendered to me and | am
responsible for any costs, consisting of court, collection and attorney fees if a collection procedure is necessary to satisfy
my bill.

| understand returned checks are subject to a fee of what the bank charges this office plus $20.00.
| understand that | may be charged $35 for a missed scheduled appointment without a 24 hour notice.
Acceptance Sighature

| have read, clearly understand and agree to these policies.

Signed Date
Patient / Responsible Party

Signed Date
Office Representative
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2100 Data Park Circle, Suite 100

Ko E N I G Hoover, Alabhama 35244
985.9888 Office

WELLNESS 985.9895 Fax

WWW.KOENIGWELLNESS.COM

Privacy Policies
I, hereby state that by signing this Consent, | acknowledge and agree as follows:

| have been informed about and given the chance to read the Notice of Privacy Practices. The Notice
includes a complete description of the uses and/or disclosures of my Private Healthcare Information (PHI)
necessary for Dr. Jason J. Koenig, P.C. (d.b.a. Koenig Wellness) to provide treatment to me, obtain
payment for that treatment and to carry out healthcare operations. Koenig Wellness reserves the right to
change its privacy practices in accordance with applicable law.

| understand that, and consent to, the following communications that will be used by Koenig Wellness:

a. Postcards or letters mailed to me at the address provided by me; and

b. Telephoning my home or office and leaving a message on a voice answering machine or with the
individual answering the phone; and

c. E-mailing me at the address provided by me; and

d. Recognizing special events, referrals given, and similar information in Koenig Wellness publications
including the Koenig Wellness website, newsletters and in-office postings

I understand that this Consent is valid for (7) seven years. | further understand that | reserve the right to
revoke this Consent, in writing, at any time for all future transactions, with the understanding that any
such revocation shall not apply to the extent that Koenig Wellness has already taken action in reliance on
this consent.

I understand that if | refuse to sign or revoke this Consent at any time, Koenig Wellness has the right to
refuse to treat me.

| give Koenig Wellness permission to share my PHI with the following individuals when necessary: ONone

| have read and understand this Consent, and all of my questions have been answered.

Signed Date
Patient / Responsible Party

Signed Date
Office Representative
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