bHealth Quest

Chiropractic & Physical Therapy

Confidential Patient Case History

Personal Information

Name: Social Security #:

Address:

City/State/Zip:

Home Ph: Work Ph: Cell Ph:

Birth date: Age: Male ( ) Female ( ) Marital Status:

Occupation: Height: Weight:

Primary Care Dr.: May we send a report to him/her? Yes( ) No( )
How did you hear about us? Policy holder: Self ( ) Other:

Health Information

Is your visit work/injury related? Yes( ) No{( ) Date symptoms began:

Please circle the symptoms you have noticed SINCE the onset of your condition:

Headache Irritability Numbness in Toes Flushed Face Cold Feet

Neck Pain Chest Pains Shortness of Breath Buzzing in Ears Cold Hands
Neck Stiffness Dizziness Fatigue Loss of Balance Upset Stomach
Sleeping Problems Head Seems Heavy Depression Fainting Constipation
Back Pain Pins/Needles in Arms Light Sensitivity Loss of Smell Cold Sweats
Nervousness Pins/Needles in Legs Loss of Memory Loss of Taste Fever

Tension Numbness in Fingers Ringing in Ears Diarrhea

Are your symptoms Getting Worse ( ) Constant( ) Comesand Goes( ) Moves/Spreads ( )
Is this condition interfering with your () Work () Sleep () Daily Routine
Other doctors who have treated this condition?:

What medications do you take?

Please mark your areas of pain on the figures to the right [y

If applicable for an injury, please enter Claim #, Attorney’s/Adjuster’s name,
address & phone number below:

The information on this sheet is, to the best of my knowledge, true and
accurate. | hereby consent to the performance of chiropractic adjustments
and/or other chiropractic, physical therapy and diagnostic procedures by
Health Quest Chiropractic & Physical Therapy, LLC for the treatment of my \
present condition and for any future condition(s) for which | seek treatment. /
I understand | am financially responsible for all treatment | receive that is %

not paid for by my insurance policy(ies).

Patient Signature/Date



t]Health Quest

Chiropractic & Physical Therapy

Confidential Patient Health History

Patient's Name: (please print)
Please circle any item(s) that are an ongoing or significant part of your health history:
General Respiratory Musculoskeletal ]
— Fever — Difficulty Breathing — Neck Stiffness/Pain
— Chills — Chronic Cough — Pain Between Shoulders

Night Sweats

Loss of Sleep
Fatigue
Nervousness
Weight Loss or Gain
Allergies

Bleeding Problems
Anemia

Diabetes

Cancer

HIV/AIDS

Thyroid Disease/Goiter
Alcoholism

Drug Abuse

Ear, Eve, Nose, Throat
Poor Vision
Pain in Eyes
Deafness/Difficulty Hearing
Nosebleeds
Nose Problems
Sinus Trouble
Dental Problems

- Hoarseness

Tonsillectomy

Gastrointestinal
Poor Appetite
Poor Digestion
Difficulty Swallowing
Belching or Gas
Frequent Nausea
Vomiting
Vomiting Blood
Pain Over Abdomen
Ulcer
Black or Bloody Stools
Liver Problems
Gall Bladder Preblems
Jaundice
Hernia
Diarrhea
Constipation
Hemorrhoids
Appendicitis

— Spitting Phlegm
— Spitting Blood

— Wheezing/Asthma
— Pneumonia

— Tuberculosis

Cardiovascular

— lrregular Heartbeat

— High Blood Pressure

— Pain Over heart

— Previous Heart Trouble
— Ankle Swelling

— Varicose Veins

— Rheumatic Fever

— Stroke

Genitourinary
— Frequent Urination

— Painful Urination
— Blood in Urine
— Kidney Disease
— Urinary Infection
— Inability to Control Urination
— Difficulty Starting Urine Flow
~ Get up at Night to Urinate
— Breast Lump or Pain
— Venereal Infection
— Sexual Difficulties
Skin
— ltching
— Bruising Easily
— Change in Mole(s)
— Skin Cancer
— Scar Location(s)

Neurologic
— Woeakness

— Twitching

- Tremors

— Headache

— Fainting

— Dizziness

— Convulsions

— Epilepsy/Seizures
— Numbness/Tingling
— Arm/Leg Pain

— Mental Disorder

(Re:

— Low Back Pain

— Swollen Joints

— Painful Joints

— Muscle Aches/Soreness
— Spinal Curvature

— Arthritis

Men Only
— Testicular Swelling
— Prostate Problems

Women Only
— Painful Periods

— Excessive Flow

— Irregular Cycles

— Vaginal Burning/Itching
— Hot Flashes

— Date LMP:

— Date Last PAP:

Exercise
— None
— 1-2 times/week
— 3-5 times/week
— 6-7 times/week

Habits
— Smoking ___ packs/day
— Drinking
— Recreational Drug Use
— Caffeine

Family History — Do NOT include
Yourself

siblings, parents and grandparents)

— Diabetes

— Thyroid Disease/Goiter

— Tuberculosis

— Kidney Disease

— High Blood Pressure

— Heart Disease

— Cancer

— Muscle, Bone or Nerve Disease

— Lung Disease

— Ulcers

— Arthritis

— Seizures/Strokes




t]HeaIth Quest

Chiropractic & Physical Therapy

Patient’'s Name: (please print)

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I understand and have been provided with a Notice of Privacy Practices that provides a more complete description of
information uses and disclosures,

AUTHORIZATION FOR RELEASE OF RECORDS

I hereby authorize Health Quest Chiropractic & Physical Therapy, LLC to furnish my attorney/insurance carrier with any
information necessary for payment of services rendered to me or my dependent(s) by said office. | also authorize the
release of relevant and necessary records to Health Quest Chiropractic & Physical Therapy, LLC for my diagnosis and
treatment by Dr. Paul M. Ettlinger and staff.

ASSIGNMENT OF BENEFITS/DOCTOR’S LIEN

| understand that health and accident policies are an arrangement between an attorney/insurance carrier and myself.
Furthermore, | understand Health Quest Chiropractic & Physical Therapy, LLC will assist me in submitting claims to the
attorney/insurance company. | hereby give a lien to Dr. Paul M. Ettlinger on any settlement, claim, judgment or verdict as a
result of my injury/iliness and authorize payment of any medical benefits for which | am entitled to be made to:
Dr. Paul M. Ettlinger / Dr. Nova Conetta
Health Quest Chiropractic & Physical Therapy, LLC
10995 Owings Mills Blvd., Suite 200
Owings Mills, MD 21117
410.356.9939 (phone) 410.356.9987 (fax)

FINANCIAL POLICY

I understand full payment of health insurance copays, estimated coinsurance, deductibles and/or services not covered by
another party is due at the time of service. If my insurance plan requires a referral, | am responsible for bringing the
referral prior to treatment. If | fail to provide a proper referral, | will be required to pay for my visit as if | was non-insured.

| also understand it is my responsibility to notify Health Quest Chiropractic & Physical Therapy, LLC in writing of any changes
in my personal information and/or changes of insurance information

I fully understand | am responsible for the full balance of any charges not paid by my settlement and/or under my insurance
plan for which I am. | understand a finance charge of 30% will be assessed to my account if collections services are required
for a delinquent balance.

I understand it is my responsibility to notify Health Quest Chiropractic & Physical Therapy, LLC in advance if | am unable to
make my scheduled appointment. There will be a 525 fee assessed to my account if | fail to do so.

I understand all overpayments more than $10.00 will be automatically refunded to me once all outstanding claims have
been processed by my insurance. Overpayments under $10 will remain credited to my account for future use unless |

request a reimbursement.

Signature: Date:







