GENESIS CHIROPRACTIC

WELLNESS AND REHABILITATION

“THE SPINE CENTER OF KENOSHA”

CONSULTATION ADMITTANCE CARD
(Please Print)

Name Mr./Mrs./Ms

Dr.

Date

Spouse/

First Middle Initial

HomeAddress

Last

Parent’s Name

Street City

Email address

State

Zip

Age Date of Birth

Home Phone

Occupation or Profession

Number of Children

Employed By

Business Phone

Referred By

When did you last have Chiropractic Care?

Where?

Do you have health insurance that covers chiropractic care?

If so, What Company?

Major Complaint?

How Long? Other Complaints?

Were you injured at work? Yes

No

Were you injured in an auto accident? Yes

No

Other type of accident?  Explain

Are you Pregnant? Yes

No

Social Security Number

FEES ARE PAYABLE UPON SERVICES RENDERED.

We will file insurance for your claim. You are responsible for your bill.

I, hereby. authorize the release of any medical information
Necessary to process my health claim.

SIGNATURE DATE

Driver’s License Number

TREATMENT OF MINOR
I, as legal guardian of said patient
Do authorize appropriate
Chiropractic treatment

PARENT /LEGAL GUARDIAN



GENESIS CHIROPRACTIC

ACTIVITY ASSESSMENT(re-exam/new) NAME: DATE:

Rate your current difficulties, with regard to the various activities listed below, by writing in 1-5 next to each activity.
Numbers based on scale listed below.

1- “I can do without any difficulty” 4- “I manage to do it, despite pain, but only with help”
2- *“ can do it without much difficulty, despite some pain” 5- “I cannot do it all because of the pain”
3-”I manage to it by myself despite marked pain™

DIFFICULTIES with SELF CARE and PERSONAL HYGIENE ACTIVITIES

Bathing ~ Drying hair Brushing teeth Putting on shoes Preparing meals Taking out trash
Showering Combing hair Making bed Tying shoes Eating Doing laundry
Washing hair Washing face Putting on shirt Putting on pants Clearing dishes Going to toilet

DIFFICULTIES with PHYSICAL ACTIVITIES

Standing Walking Kneeling Bending back Twisting left Leaning back
Sitting Stooping Reaching Bending left Twisting right Leaning left
Reclining_ Squatting Bending forward Bending right Leaning right Leaning forward

Standing for long periods Sitting for long periods Walking for long periods Kneeling for long periods

DIFFICULTIES with FUNCTIONAL ACTIVITIES

Carrying small objects_ Lifting weights off floor Pushing things while seated_ Exercising upper body
Carrying large objects Lifting weights off table Pushing things while standing_ Exercising lower body
Carrying briefcase_ Climbing stairs Pulling things while seated  Exercising arms____
Carrying large purse_ Climbing inclines_ Pulling things while standing_ Exercising legs

DIFFICULTIES with SOCIAL and RECREATIONAL ACTIVITIES

Bowling_ Jogging Swimming Ice Skating Competitive Sports Dating

Golfing Dancing Skiing Roller Skating Hobbies Dining out
DIFFICULTIES with TRAVELING

Driving a car Traveling in a car Traveling on a train

Driving for long periods Traveling on an airplane Traveling for long periods as a passenger 3

1-“This area is not affected by my condition” 4-“My condition seriously limits my ability in this area”

2-“This area is slightly affected by my condition”  5-“My condition prevents me from using this ability”
3-“My condition moderately restricts my ability in this area”

DIFFICULTIES with DIFFERENT FORMS of COMMUNICATION
Concentrating Hearing Listening Speaking Reading Writing Using a keyboard

DIFFICULTIES with the SENSES
Seeing Hearing Sense of touch Sense of taste Sense of smell

DIFFICULTIES with HAND FUNCTIONS
Grasping Holding Pinching Percussive movements Sensory discrimination

DIFFICULTIES with SLEEP and SEXUAL FUNCTION
Being able to have a restful nights sleep Being able to participate in desired sexual activity

ADDITIONAL INFORMATION NOT PREVIOUSLY COVERED:

SIGNATURE:




How often do you experience your symptoms?
1 Constantly (76-100% of the day)

2 Frequently (51-75 % of the day)

3 Occasionally (26-50% of the day)

4 Intermittently (0-25% of the day)

What describes the nature of your symptoms?

1 Sharp

2 Dull ache
3 Numb

4 Shooting
5 Burning
6 Tingling

How are your symptoms changing?
1 Getting better

2 Not Changing

3 Getting worse

Body Area
Indicate the intensity of your symptoms at its WORST:
None Unbearable

0 ] 2- 3 4 5 6 7 8 9 10
Indicate the intensity of your symptoms at its BEST:
None Unbearable
0 1 2 3 4 5 6 7 8 9 10

Body Area

Indicate the intensity of your symptoms at its WORST:
None Unbearable
0 1 2 5 4 5 6 7 8 9 10
Indicate the intensity of your symptoms at its BEST:
None Unbearable

o 1 2 3 4 5 6 7 8 9 10

Body Area

Indicate the intensity of your symptoms at its WORST:
None Unbearable
0 I 2.3 4 5 6 7 8 9 10
Indicate the intensity of your symptoms at its BEST:
None Unbearable

0 1 & 3 4 5 6 7 8 9 10

Patient’s Signature Date




W GENESIS CHIROPRACTIC
% @ : WELLN§55 AND REHABILITATION
@ “THE SPINE CENTER OF KENOSHA AND ANTIOCH"

NAME DATE. .t .

Mark the areas on your body of your maln complalnt. Please use the appropriate symbols:
Numbness = = = Pins & needles 0oo  Burning xxxx  Stabbing //// Shooting
Sharp pain ##4¥ Dull pain ++++

LR}

BACK | FRONT

HEADACHES: area of complaint

xox  Pressure

0000 Throbbing

/111 Stlabbing

.l"l Burru'rn

___Light sensilivily __ Dizziness

__Vomiting/Nausea CongesliorvSinus problems

___Conlusion, poor memory ___ Loss of consciousness

___ Visual disturbances (blurred, {lashes) ____Waking al night

___Increases swealing, perspiration ___Eyelid swelling & redness
Signature Date




GENESIS CHIROPRACTIC
Wellness and Rehabilitation

“THE SPINE CENTER OF KENOSHA”
IMPORTANT (x) All present symptoms

HEAD:
__Headache
_Sinus (allergy)
__Entire head
_ Back of head
_ Forehead
~ Temples
__Migraine
_Head feels heavy
_Loss of memory
__Light-headedness
__Fanting
_Light bothers eyes
__Blurred vision
__Double vision
_ Loss of vision
_Loss of balance
__Loss of hearing
__Pain in ears
_Ringing in ears
__Buzzing in ears
__Loss of taste
NECK:
__Pain in neck
__Neck pain with movement
~ Forward
__Backward
__Turn to left
__Turn to right
__Bend to left
__Bend to right
__Pinched nerve in neck
__Neck feels out of place
__Muscle spasms in neck
__Grinding sounds in neck
__Popping sounds in neck

SHOULDERS:
__Pain in shoulder joint (R-L)
__Pain across shoulders
__ Bursitis (R-L)
__Arthritis (R-1)
__Can’t raise arm
__Above shoulder level
__Over head
__Tension in shoulder
__Pinched nerve in shoulder (R-L)
__Muscle spasm in shoulder

ARMS AND HANDS:
_Pain in upper arm
__Pain in elbow
__Movement aggravated
__Tennis elbow

__Pain in forearm
__Pain in hands

__Pain in fingers

__Sensation of pins & needles in arm
__Sensation of pins & needles in fingers

_Numbness in arms (R-L)
___Numbness in fingers (R-L)

(V') All past symptoms

__Hands cold

__Swollen joints in fingers
__Sore joints in fingers
__Arthritis in fingers

_ Loss of grip strength

MID-BACK:

__Mid-back pain

__Pain between shoulder blades
__Sharp/ stabbing pain

__Dull ache

__Pain form front to back
__Muscle spasms

__Pain in kidney area

CHEST:

__Chest pain

__Shortness of breath

__Pain around ribs

__Breast pain

__Dimpled or orange peel breast
_ Irregular heartbeat

ABDOMEN:
__Nervous stomach
__Food can’t eat:

__ Nausea

_Gas

__Constipation

__Diarrhea

__Hemorrhoids

LOW BACK:

__Low back pain
__ Upper lumbar
__ Lower lumbar
__Sacroiliac

_Low back pain is worse when:
_ Working
_ Lifting
__Stooping
__Standing
__Sitting
__Bending forward/backward
__Bending to right/left
__ Coughing
__Lying down (sleeping)
_ Walking

Pain relieved when:

_ Slipped disk

__Low back feels out of place
_Muscle spasms
__Arthritis

HIPS, LEGS, & FEET:
__Pain in buttocks (R-L)
__Pain in hip joint (R-L)
__Pain down leg (R-L)
_ Pain down both legs
__Knee pain

__Inside
__Outside
_ Leg cramps
__Cramps in feet (R-L)
__Pins & needles in leg (R-L)
_ Numbness in leg (R-L)
_ Numbness in feet (R-L)
__Numbness in toes
_ Feet feel cold
_ Swollen ankles (R-L)
_ Swollen feet (R-L)

WOMEN ONLY:
__Menstrual pain

__ Cramping
_Irregularity

_ Cycle Days

(Where)

__Birth Control (type)

__Hysterectomy
__Genital Cancer

__Discharge
__ Color

_ Tumors
__Menopause

__Are you pregnant? __Yes _ No

MEN ONLY:

__Urinary frequency
__Difficulty in starting
__Night urination
__Prostate pains/swelling

GENERAL:

__Nervousness

_ lrritable

_ Depressed

__ Fatigue

__Generally feel fun-down

_ Loss of sleep _hrs/night
_ Loss of weight Ibs.
_Gain weight _ lbs,
__Coffee cups/day
_ Tea cups/day
__cigarettes pack/day
__ Other
__Diabetes
__Hypoglycemia

REMARKS:




WORK COMP HISTORY

Patient Date
Employer’s Name Phone
Employer’s Address City State Zip
1. Type of business Your occupation
2. Date ilnjured Hour AM/PM Last date worked Are you off work? Y N
3. Previous Worker’s Compensation Injury? Y N
4. Accident reported to employer? Y N  Name of person reported to
5. Injured at City State Zip
6. Length of time worked there prior to accident
7. Type of work being done at time of injury
8. In your own words, please describe the accident
9. Have you been treated by another doctor for this accident? Y N  If yes, please provide the doctor’s
name and address.
Type of treatment received?
Length of time treated by this doctor?
10. Have you had physical therapy? Y N  If yes, what was your treatment schedule?
Does physical therapy help? ¥ N  Not Sure
11. Prior to this accident, have you ever had any similar physical complaints to what you have now? Y N
Not Sure  If yes, describe.
Were these similar complaints the result of a previous accudent? Y N If yes, please provide details of
the accident.
12. Have you had any other serious accidents or illnesses which required medical care or hospitalization? Y N
If yes, please describe
13. Have you returned to work since your accident? Y N  If yes, please give date returned

To what capacity? light duty part time regular duty full time
JOB DESCRIPTION
(In terms of an 8 hour workday, “occassionally” means 33%, “frequently” means 34-66%, and continuously means 67-100%
of the day)
In a typical 8 hour workday, I (circle # of hours/activity)
Sit: 1 2 3 4 5 6 7 8  hours
Stand: 1 2 3 4 5 6 7 8 hours

Walk: ] 2 3 4 5 6 7 8 hours






