Chiropractic History 1

HARPETR

WELLNESS & REHAB CENTER
Phone: (713) 622-3456 ¢ Fax: (713) 622-6408

CONFIDENTIAL PATIENT INFORMATION

Please Print

Date:

First Name: Last Name: Preferred Name:

Address: City: State: Zip:
Home Phone: Work Phone: Cell Phone:

Sex: O M O F MartalStatus: O M O § O w 1 D BirthDate: Age:

Social Security #: Spouse’s Name:

Email Address:

Referred By: O Patient {NameJ: T—rhysicramiNarme}:

0O PPO (Name): 0 Lecture [ HeaithScreening O Staff [ Other:

Work Status: 0O Employed QO Full-Time Student 1 Part-Time Student Cther:

Employer: Qccupation: Phone:

Address: City: State: Zip:
Were you involved in an auto accident? U Yes O Neo If you answered yes to either question, please
Were you hurt on the job? O Yes U Ne " notify the front desk NOW.

Do you have Health Insurance? 0 Yes 0 No

POLICY HOLDER INFORMATION: Policy Holder Employer:

Name of Insured: Relationship: 3 Self 0O Spouse [ Parent

Address: City: State: Zip:
Phone: Social Security #: Birth Date:

Name of Insurance Company:

Address: City: State: Zip:
Phone: Policy #: Group #:

Are you covered on on additional Health insurance Policy? 0O Yes O No

Name of [nsured: Relationship: O Sef 1 Spouse W Parent

Address: City: State: Zip:
Phone: Social Security #: Birth Date:

Name of Insurance Company:

Address: City: State: Zip:
Phone: Social Security #: Birth Date:

Please list your major complaints in order of severity:

1. 3.

2 4.

Harper Wellness & Rehab ¢ 4544 Post Oak Place Drive, Suite 287 ¢ Houston, Texas 77027



P . F Instructions
atient Summary Form Plaase camplet tis fom it ths specifad
P5F-750 {(Rev:2/18r2008) timekne and fax to the specified fax number

i i as indicated on Plan Summary or pian infor-

Patient Information O Femal ation praviouely provider
emale
I ) wal f f *Fax number may vary by plar.

Patent name Last First W ale Patient dale of birfh
FPa fient address City State Zip code I
Paticnt insurance FD# Health plan Group numbes
Referring physician (if applicable) Date referral issued (if applicabie} Referral number {if applicabie}

Provider Informafion
Midlane Health Associates ] 710939265 I

2. Federal tax ID{TIN) of entity in box #1

1. Name of the billing provider or facility (as it will appear on the claim form}

[ Dana Harper, DC momo [2]0c[s] et [«]ot[s |Both PT ant OT[ s JHome Care[7]ATC [ [T [s Jother

3.Name and credentials of the individual performing the service(s)

,Harper Wellness and Rehab ] 1104882950 [ 713‘622-3455]

4. A lernate name (if any) of entity in box #1 5. NP| of entity in box #1 6. Phone number

la544 Post Oak Plc. Dr. Suite 287 [ Houston [ox | 77027 |
8. Clity 4, State . 10, Zip code

7. Address of the hiHing provider or facility indicated in box #t

; Date of Surgery . Please ensure all digits are
Date you want THIS ; H entered accurately

submission to begin: Cause of Current Episode 1o

Traumatic 9 Post-surgical —=p= Type of Surgery [ ]
Unspecified e Work related o ACL Reconstruction vl

Patient Type Repetitive 6 Motor vehicle e Rotator Cuif/Labral Repair e
New {o your office e Tendon Repair . 30

Est'd, new injury e Spinal Fusion ‘ °
Est'd, new episode e Joint Replacement 4°

@ Est'd, continuing care @ Other @

DC ONLY A
Current Functional Measure Score

Nature of Condition

Anticipated CMT Level
Initial onset (withir: last 3 months) O 98540 O 98942 Neck Index ‘j DASH
Recurrent (multipie episodes of < 3 months) {other)
Chronic (continuous duration > 3 months) O 98941 O 58943 Back Index [__:I LEFS ':j

Indicate where you have pain or other symptoms:

‘Patient -Cﬁﬁ'i'ﬁ_iét:e.é"-‘i‘hié ;S“é'ctlo

Symptoms began on:

{Piease fill in selections completely)

1. Briefly describe your symptoms:

2. How did your sympfoms start?

3. Average pain intensity:

Last 24 hours: no pain  (0) o (6) (3) (3) (o) worst pain
Past week: no pain e e e @ worst pain

4. How often do you experience your symptoms’?
Constantly {76%-100% of the time} @ Frequenily (51%-75% of the time) @ Qccasionally {26% - 50% of the time) @ Intermittenﬂy-(D%—QS% of the time)

Rl

5. How much have your symptoms interfered with your usual daily activities? (inciuding both work outside the horme and housework}
Not at ali A little bit Moderately Quite a bit Extremely

6. How is your condition changing, since care began at this facility?
N/A — This is the initial visit @ Much worse @ Worse @ A little worse @ No change @ A littie better @ Beiter @ Much better

7. In general, would you say your overall health right now is...
@ Excelient @ Very good @ Good @ Fair @ Poor

Patient Signature: X Date:




Back Index

ACN Group, Inc. Form BI-100

ACN Group, Inc. Use Only rev 3/27/2003

Date -

Patient Name

This cquestionnaire will give your provider information about how your back condition affecis your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one siatement that most closely describes your problem.

Pain Intensity

@ The pain comes and goes and is very mild.

@ The pein is mild and does not vary much.

@ The pain comes and goes and is moderate.

@ The pain is moderate and does not vary much.
@ The pan comes and goes and is very severe.
&) The pain is very severe and does not vary much.

Sleeping

Personal Care

@ I do not have to change my way of washing or dressing in order to avoid pair.

@ | do not normally change my way of washing or dressing even though it causes some pain.
@ Washing and dressing increases the pain but | manage not to change my way of doing it.
@ Washing and dressing increases the pain and | find it necessary o change my way of doing
@ Because of the pain | am unable to do some washing and dressing without help.

& Because of e pain § am unable to do any washing and dressing without help.

Lifting

@ getropaininmhed:
@ | get pain in bed but it does not prevent me from sleeping well.
@ Because of pain my normal sleep is reduced by less than 25%.

@ Because of pain my normal sleep is reduced by less than 50%.
& Because of pain my normal sleap is reduced by less than 75%.

® Pain prevents me from sleeping at all.

Sitting

@ | can sitin any chair as long as | like.

@ | can orly sit in my favorite chair as long as | like.

@ Pain prevents me from sitling more than 1 hour.

& Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
& 1avoid sitting because it increases pain immediately.

Standing

@ |canstand as long as | want without pain.

(D | have some pain white standing but it does not increase with time.

@ | cannot stand for longer than 1 hour without increasing pain.
(® 1 cannct stand for longer than 1/2 hour without increasing pain.

@ | cannot stand for icnger than 10 minutes without increasing pain.

@& | aveid standing because it increases pain immediately.

Walking

@© |have no pain while walking.

@ | have some pain while walking but it dossn't increase with distance.

@ | cannot walk more than 1 mile without increasing pain.
@ i cannot walk more than 1/2 mile without increasing pain.

@ | cannot walk more than 174 mile without increasing pain.
® | cannot walk at all without increasing pain.

@ I can i neavy WeIgHs WihouL exue pain,

D | can lift heavy weights but i causes extra pain.

@ Pain prevents me from liing heavy weights off the floor.

@ Pairt prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently posifioned {s.g., on a table).

@ Pain prevents me from lifing heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

® | can only lift very light weights.

Traveling

© | get no pain white traveling.

@ 1 get some pain while traveling but none of my usual forms of fravel make it worse.

@ | get extra pain while traveling but i does not cause me to seek alternate forms of travel.
(3 | get extra pain while fraveling which causes me to seek afternate forms of fravel.

@ Pain restricts all forms of travel except that done while lying down.

@ Pain restricts all forms of travel.

Social Life

@ My social life is normal and gives me no extra pain.

® My social life is nesmal but increases the degres of pain.

@ Pain has no significant affect on my social life apart from limiting my maore
energetic interests {e.g., dancing, elc).

@ Pain has restricted my social fife and | do not go out very often.

@ Pain has restricted my social life to my home.

® 1 have hardly any social fife because of the pain.

Changing degree of pain

index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 ’

@ My pain is rapidly getting better.

@ My pain fluctuales but overalt is definitely geting better.

@ My pain seems o be getfing better but improvement is slow.

@ My pain is neither getting better or worse.

@ My pain is gradually worsening.

® My pain is rapidly worsening.
Back
Index
Score




- Neck Index

ACN Group, Inc.  Form NI-100

ACN Group, Inc. Use Only rev 3/27/2003

bate ..

Patferzt Name

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies fo you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ | haveno pain at the moment.

@ The pain is very mild at the moment.

& The pein comes and goes and is moderate.

(B The pain is fairly severe at the moment.

@ The pain is very severe at the moment.

&) The painis the worst imaginable at the moment.

Sieeping

Personal Care

@ | can ook after myself normally without causing extra pain,
@ 1 can lock after myself normatly but it causes extra pain.
@ It is painful to look after myself and | am slow and carsful.
@ | nead some help but | manage mest of my personat care.
@ | need help every day in most aspects of self cara.

(& 1 do not get dressed, | wash with difficulty and stay in bed.

Lifting

O Hinveny ot sieeping:
@ My sheep i slightly disiurbed {less than 1 hour sleepiess).
@ My slesp is mildly disturbed (1-2 hours sleepless).

@ My sleep is moderalely disturbed (2-3 hours sleepless).
@ My slesp is greatly disturbed (3-5 hours sleepless).

& My sleep is completely disturbed {5-7 hours sleepless).

Reading
@ | can read as much as | want with no neck pain.

@ | can read as much as { want with slight neck pain.
@ I canread as much as | want with moderate neck pain.

@ 1cannot read as much as | want because of moderate neck pain.

@ | can hardly read af all because of severe neck pain.
& | cannot read at all bacause of neck pain.

Concentrafion

@ 1 can concentraie fully when F want with no difficulty.

@ 1 can concentrate fully when | want with slight difficulfy.

@ | have a fair degree of difficulty concentrating when | want.
@ |have alot of difficulty concentrating when | want.

I have a great deal of difficulty concentrating when | want.
@& | cannot concentrate at all.

Work

@ | can do as much work as | want.

@ 1 can only do my usual work but o more.

@ | can only do most of my usual work but no mere.
@ | cannot do my usual work.

@ | can hardly do any work at al.

® 1 cannot do ary work at all.

@ Tcan M neavy Werghis without 6xda paim.

@ | can lift heavy weighls but if causes extra pain.

@ Pain prevents me from [ifting heavy weighis off the fioor, but | can manage
if they are conveniently posifioned (e.g., on & table).

® Pain prevents me from lifiing heavy weights off the floor, but | can manage
fight to medium weights if they are conveniently positioned.

@ 1can only [ifl very light weights.

® | cannat lit or cany anything at 2ll.

Driving
@ 1 can drive my car without any neck pain,
@ | zan drive my car as long as | want with slight neck pain.

@ | can drive my car as long as | want with moderate neck pain.
@ 1 cannot drive my car as jong as | want because of moderate nack pain.

@) | can hardly drive af all because of severe neck pain.
® | cannot drive my car at alf because of neck pain.

Recreation

@ |am able to engage in all my recreation activities without neck pain.

@ i am able to engage in ali my usual racreation activities with some neck pain.

@ 1 am abie fo engage in most but not all my usual recreation activiies because of neck pain.
@ | am only able to engage in a few of my usual recreation activities because of neck pain.
@ 1 can hardly do any recreation activities bacause of neck pain.

® | cannot do any recreation activities at ali,

Headaches

@ | have no headachas at &fl.

(D 1 have slighi headaches which come infrequently.

@ | have moderate headaches which come infrequently.
@ | have moderate headaches which come frequently.
@ | have severe headaches which come frequently.

®) 1 have headaches almost all the time.
Neck
Index

‘ Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x '!ODJ

Score




Chiropractic History 4
Q Tranquilizers

Please list any medications you currently take? O Nerve Pills L Pain Killers {0 Muscle Refaxers 0} “Pep” Pills
3 Birth Controi Pills [ Other {please specify):

Below is a list of conditions which may seem unrelated to the purpose of your appoiatment. However, these questions must be answered carefully as these problems

can affect your overall diagnosis, treatment plan and possibility of being accepted for care. Please check the appropriate box if you have been diagnosed with the

follwing:

0 Hepatitis

O Appendicitis

O Scarlet Fever

I Diphtheria

0O Typhoid Fever

0 Pneumenia

3 Rheumatic Fever
2 Polio

O Tuberculosis

O Whooping Cough

MUSCULO-SKELETAL

3 Low Back Pain

1 Pain between Shoulders
O Neck Pain

O Arm Pain

(2 foint Pain/Stiffness

{1 walking Problems

O Difficulty chewing/ Clicking jaw

NERVOUS SYSTEM

{0 Numbness

O Paralysis

O Dizziness

2 Forgetfulness

{ Confusion

0 Depression

0 Fainting

{ Convulsions

O Cold/Tingling in Extremities
O Changes in Handwriting
0 Irritability

C} Changes in Personality

0 Anemia

0 Measles

CF Mumps

O small Pox

0O Chicken Pox
U Diabetes

O Cancer

{1 Heart Disease
O Goiter

Q Infiuvenza

0 Headaches/Migraines
0O HIV Positive

GASTRO-INTESTINAL

0 Poor or Excessive Appetite
O Excessive Thirst

O Frequent Nausea

2 Vomiting

0O Pleurisy

&1 Alcoholism

O Venereal Disease/Infection
QO Arthritis

O Epilepsy

0 Mental Disorder

U Lumbage

Ul Eczema

Please check any conditions you are currently diagnosed with or have been diagnosed with in the past:

C-V-R

0 Chest Pain

O Shertness of Breath

O Blood Pressure Problems
I lrregular Heartbeat

L] Heart Problems

Q Lung Problems/Congesticn
O varicose Veins

(X Diarrhea

0 Constipaticn

[ Hemorrhoids

Q) Liver Problems

1 Gali Bladder Problems
0 wWeight Problems

Q Abdominal Cramps

O Gas or Bloating after meals
I Heartburn

{1 Black/Bloody Stool

O Colitis

GENITO-URINARY
0 Bladder Problems
1 painful/Excessive Urination

O Ankle Swelling

EENT

{1 vision Problems

QO Dental Problerns

0 Sore Throat

[T Earaches

0O Hearing Difficulty/impairment
O stuffed Nose

MALE / FEMALE CODE
O Menstrual Irregularity
O Menstrual Cramping
3 Vaginal Pain

O Vaginal Infections

(I Breast Pain / Lumps

GENERAL O Discolored Urine

Q Allergies L Prostate Problems / Sexual Dysfunction
I Loss of Sleep O Genital Herpes

0 Fever O Menopause

Would you like us to send a report of your findings to your physician? 0 YES U NO If Yes, please complete the information listed below:

Physician Name: Practice Name:
Address; City/State/Zip:

Phone:

THE PURPOSE OF OUR CLINIC IS TO SUPPORT EACH INDIVIDUAL IN ACHIEVING THEIR OPTIMUM HEALTH AND TO EDUCATE THEM SO THAT THEY MAY
UNDERSTAND A MUILTIDISIPLINED APPROACH TO HEALTH AND IN TURN, EDUCATE OTHERS.

{ understand and ogree that health and accident insurance policies are on arrangement between an insurance carrier and me. Furthermore, | understand thot the
Doctor’s Office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that ony amount authorized to be poid
directly to the Doctor's Gffice will be credited to my occount upon receipt. | clearly understand and agree thot all services rendered to me are charged directly to me
and that | am personally responsible for payment. | also understand that if | suspend or terminate my cere and treatment, any fees for professional services rendered

to me will be immediately due.

Patient Signatura: Date:
Guardian or Spouse’s

Signature Authorizing Care: Date:

N CASE OF EMERGENCY: {Name of reiative or dose friend not living in your home)

Name:

Address: Phone:

Harper Wellness & Rehab ¢ 4544 Post Oak Place Drive, Suite 287 ¢ Houston, Texas 77027



Chiropractic History 5

OTICE OF PRIVACY PRACTICES

- H WA AR N B RS e ¥

Protecting the privacy of your personal heailth information is important to us. This notice describes how information about you may be used and disciosed and the
methods you can use to request access to this information. Please review this notice carefully.
Disclosure of your protected health information without authorization is strictly limited to defined situations that include emergency care, quality assurance activities,

public health, personal research and law enforcement activities. Any other disclosures for the purposes of treatment, payment or practice operations will be made
only after obtaining your consent. You may request restrictions on disclosare on this information, By law, we are not required to grant your request. However, if we

decide to grant your request, we are bound by our agreement.
RELEASE OF INFORMATION:

By signing this form, you are granting consent to Harper Wellness & Rehab to use and disclose your protected health information for the purposes of treatment,
payment and healthcare operations. Our Notice of Privacy Practices provides more detailed information about how we may use and disclose this protected health
information. You have a legal right to review our Notice of Privacy Practices befare you sign this consent and we encourage you to read it in fuil.

Our Notice of Privacy Practices is subject to change. If we change our notice, you may obtain 2 copy of the revised notice by telephening our office at {713) 622-3456.
You have a right to request a restriction on how we use and disclose your private heaith information for the purpases of treatment, payment or health care
operations. By law, we are not required to grant your request. However, if we decide to grant your request, we are bound by our agreement.

You have the right to revoke this consent in writing, except to the extent that we have already used or disclosed your protected health information in reliance on your
consent,
MEDICARE AND MEDICAID CONSENT TO RELEASE INFORMATION:

I certify that the information given by me in applying for payment under Title XVl and/or Titke X1 of the Social Security Act is correct. 1 authorize any holder of
medical or other information about me to release to the Social Security Administration or its intermediary carriers any information needed for this or any other

I -
v Disclosures of protected health information are limited to the minimum necessary for the purpose of the disclosure. This provision does not apply to the transfer
of medical records for treatment.
Y Youmay inspect and receive copies of you records within 30 days of your request to do so. There may be a reasonable cost-based fee for photocopying, postage
and preparation of your medical records.

Y You may request changes to your records. Our practice has the right to accept or deny your request.

¥ Wemaintaina history of protected health information disclosures that is accessible to you.

v In the future, we may contact you for appointment reminders, announcements and to inform you about our practice and its staff.

v Our practice is required to abide by this notice. We have the right to change this notice in the future. Any revisions will be prominently displayed in a clearly
visible location in our office.

v For your convenience, you may obtain an Authorization for Release of Records form on our website at www.harperwellness.com or by calling (713) 622-3456.

¥ Youmay file a complaint about privacy violations by contacting our Office Manager at (713) 622-3456.

X
PATIENT SIGNATURE

The effective date of this Notice of Privacy Practices is (today’s date):

PATIENT CONSENT

CONSENT FOR TREATMENT:
1 voluntarily consent to the rendering of care, including treatment and performance of diagnostic procedures. | understand that | am under the care and supervision
of the attending physician and it is the responsibility of the staff to carry out the instructions of such physician(s}.

VERIFICATION OF NON-PREGNANCY (Female Patients Oniy): )

By my signature on this form | do hereby state that to the best of my knowledge t am not pregnant, nor is pregnancy suspected or confirmed at this particular time.
Date of last menstrual period:

PRINT PATIENT NAME
X
PATIENT SIGNATURE

IF YOU ARE NOT THE PATIENT, PRINT YOUR NAME AND STATE YOUR RELATIONSHIP TO PATIENT

Harper Wellness & Rehab ¢ 4544 Post Qak Place Drive, Suite 287 ¢ Houston, Texas 77027



Chiropractic History 6

OFFICE FINANCIAL POLICY

Our policy is to extend you the coustesy of allowing you to assign vour insurance benefits directly to us. This policy reduces your out-of-pocket expenses and allows
you ta place your family under our care.

1. If You Do Not Have Insurance: All payments are due at the time of service or by an authorized payment plan. For bookkeeping purposes, we suggest that you
prepay for your scheduled appointments with the doctor. This will greatly reduce your time at the front desk and help us minimize our bookkeeping expenses.

v s Billing Fee — Al self-payments are due at the time of service. Self-payments NOT paid at the time service will have a $5.00 billing fee added to your charges to
cover our expenses for processing and mailing patient statements. We regret the imposition of this additional charge, but it is necessary to cover our increased
costs of business, as we no longer employ a billing service. You may avoid this additional charge by paying your self-payment at the time of service. For your
convenience, you may also set up an authorized payment plan or retain a credit card number on file with us to cover your partion of services rendered.

2. If You Have Insurance: All deductibles and co-payments are due at the time of service or through an authorized payment plan. For bookkeeping purposes, we

suggest that you prepay for your scheduled appointments with the doctor. This will greatly reduce your time at the front desk and help us minimize our bookkeeping

EXpenses.

vV Youare considered a self-pay patient until you give us your insurance information and we qualify and accept your insurance coverage. We do not accept
assignment for secondary insurance carriers, but we will be happy to provide you with a claim for your secondary carrier.

v Ourfees are considered usual, customary and reasonable by most insurance companies and are therefore covered up to the maximum allowance determined by
each carrier. This statement does not apply to insurance companies that reimburse based on an arbitrary schedule of fees bearing no relationship to the cusrent
standard of care in this area.

v If your carrier has nat paid a claim within sixty {60) days of submission, you agree to take an active role in the recovery of your claim. f your carrier has not paid
within ninety {90) days of submission, you accept responsibility for payment in fuli of any outstanding balance and authorize us to use your credit card to collect

futtpayment:

¥  When your treatment plan is once per month or less in frequency, you insurance carrier may deem your treatment as maintenance and not cover the visit.
Charges for services rendered will be due as they are perfarmed or by an authorized payment ptan. ‘We will happily provide you with an insurance claim form for
these visits.

N If you discontinue care for any reason other than discharge by the doctor, all balances will become immediately due and payable in full by you, regardless of any
claims already submitted.

¥ $5 Bifling Fee — In keeping with your insurance contract, all patient co-pays and/or co-insurances are due at the time of service. All patient co-pays and/or co-
insurance NOT paid at the time of service will have a $5.00 billing fee added to your charges to cover our expenses for processing and mailing patient
statements. We regret the imposition of this additional charge, but it is necessary to cover our increased costs of business, as we no longer employ a billing
service. You may avoid this additional charge by paying your co-pays and/or co-insurance at the time of service. For your convenience, you may also set up an
authorized payment plan or retain a credit card number on file with us to cover your portion of services rendered.

Patient’s Printed Name:

Signature:X Date:
Finance Counselor: Date:
Front Desk: Date:

For your convenience, you may retain your credit card number on file with us.

Credit Card #: Exp Date:

Your name as it appears on the card:

Harper Weliness & Rehab ¢ 4544 Post Ozk Place Drive, Suite 287 ¢ Houston, Texas 77027



