Patient Registration. | ROMINSKI ACTIVE HEALTHCARE

Patient’s name: Today’s Date:
First Middle Initial Last

Your address:

Street City State Zip code
Date of Birth; , SSH:
Home phone ( ) - Work'phone ( ) - ext.( )
Cell Phone ( ) - E-mail Address:
Occupation: Employer: Phone #;
Spouse \ significant other: Marttal Status: S M D W
How did you hear about us? (Please be Specific) Who 1s your ptimary care physician?
Physician: Phone Physician:
Friead: Specialty:
Family : Address:
Qther: Phone Fax:
Emergency Contact:
Name \ Relationship to you: Phone: ( ) -

Insurance Information
Insured Person’s Name: Insured’s Date of Birth:

Insurance Company:

ID #: Group #:

This Section is for Worker’s Comp/ Personal Injury/ Auto Accident Only
Is this claim: (0 Work 0 Auto 1 Other Claim #: Date of Injury: __ /. /

Insurance Name & Address:

Person 1n Charge of Case: Phone ##:




- | General Health History

___Cheek symptoms you have or have had in the past ]

Abrupt Onset Weakness B Chest Discomfort/ Pain [] Intermitte;t Loss of Vision [] Erea-st Lump o E
Dizziness/ Faintin'g' ' O Irregular Heart Beat [ ] Double Vision [] | Abnormal Pap Smear [ |
“Hallucinations (1 | Shortness of Breath [1 | Blurry Vision ) [ l Nipple bischarge []
Gait Abnormalities 1 | Rapid Heart Beat [] | Persistent Cough [ Bleéding Between Periods [
Numbness / Tingling B Exertional Leg Pain [J ] Difficulty Swallowing Vaginlal Discharge -

Muscle Twitching [] Swelling of Ankles [] Loss of Hearing ) [] Extrem; Menstrual I;ain al
Short Term Memory [ High Biood Pressure [ ] Vision Flashes or HEIIGS- Hot Flashes

L.ong Term Memory [] Low Blood Pressure [ Ringing in the Ears Painfutl Intercourse B
Headaches [ Varicose Veins [ Hoarseness - Date of la;t menstrual

Sweats [] o period:

Difficulty Sleeping L] Lack of Bladder Control [] | Lumpin Testice [ ] | Have you had a mamn':ngram?
NEI‘VUUEESS rD Difficulty Voiding Bladder [ Impotence [] Yes ) No

Difficulty w/Word Retrieval [] Blood in Unne ] Last PSA Blood Test [ | Are )‘ﬂl.; pregnant? Yes No

Date |
Weight Gain [] ~ | Painful Urination [] Reduce Urinary Qutput [ 1 | Number of Children
Symptom Chart

Mark the areas on this body where you feel the described sensations.
Use the appropriate symbols shown below.

Numbness _ Pins + Needles Pain Weakness
NNNNNNN  OO00000 PPPPPPP WWWW
NNNNNNN  OO00000 PPPPPPP WWWW

| Visual Analog Scale

'Please place an (X) along the line below which represents your cur-
rent level of pain involving your major area of complaint.

¢ é
NO PAIN WORST PAIN

Chief Complaint Information

Primary Reason for Visit:

When did your symptoms begin?

Wasit _ sudden or gradual?

Current Medication (with Dosage)

Ca_nditicm
Vitamins
Surgery Date
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.......
...........

Alive Deceased Cancer Stroke Neurclogic

Disease

Back or neck problems

Heart disease Diabetes
- {spine surgery)

Family Member
Father

Maother

Sibling (M/F)
Sibling (M/F)
Sibling (M/F)

]
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Alcoholism

Chicke

Head [njury/ Concussion

Anemia

Diabetes

Appendicitis

Herniated Disc

Psychiatric Care

Emp-hyseha

High Cholesterol

Rheumaftoid Aﬁ;lritis

Arthritis

Epilepsy

ALS

Facial Weakness

Atrial Fibrillation

HIV Positive

Rheumatic Fever

Kidney Disease

Scarlet Fever

Fractures

Liver Disease

Spinal Stenosis -

0100 {0|a}ald

B
]
0
0
C
[
C

Asthma Glaucoma Measles Stroke B El
Bells paisy - Em physen;a Migraine Headaches n Suicide Attempt

Bleeding Disorders Goiter Mononucleosis 1| Thyroid Problems

Breast Eunlp - Gout Multiple Sclerosis [] | TMJ Disorders
_ Bronchitis B Heart Disease Mumps 7 Tuberculosis )
CanceJr_ - :I_ Heart_Murmur . ) ] { Osteoporosis ]| Tumor ) ]
Carpal Tunnel Syndrome .. ] | Heart Archythmia B ] Pacemaker- J ) []| Ulcers - M
Cataracts 1 | Heart Problems ] { Polyneuropathy - - []| Venereal Disease - (]

Test History:

EKG

Blood Test

Heart Ultrasound
Carotid Ultrasound
Nerve Study

Allergies:

Health / Habits:

Do you smoke? Yes

Did you quit smoking?

Last Test Date

Substance

years ago Smoked for

None
None

Alcohol Use?
Exercise?

<5
Mild

No

>10
Qccasional

PER /1 Day

years

PER Week
(vigorous)

Normal

Abnormal

Reaction

# Pks./day

#Pks / day
PER Month

<10yrs or > 10 yrs

PER Year
<4X/perweek  Frequent (vigorous) 4 X per week

Prior Symptnlm-*ﬁ.isltolry

Prior Similar Symptoms

0 1 have NOT had prior symptoms simifar to my current complaints.

L My cument complains DID exist before, but have not been bothering me
[ My cument complaints ALREADY existed and were worsened.

Has your History Contributed to your Current Symptoms?

0 My history HAS contributed to my current symptoms.

U My hisfory HAS NOT contributed to my current symptoms.

0} 1'mNOT SURE if my history has contributed to my cumvent sympfoms.

My most recent prior similar symptoms (if applicable) occured.........

U monthsago / U yearsago Oron  Date: ¢/ /




Description of Symptoms

Describe your symptoms in the sections below, in the order of severity, if possible.
l. First Current Sympfom: (Please check off the boxes below to describe your first symptom. Describe only ONE symptom per Section |

1. Check only otie body location below
OHeadaches L O R (1 B U

U Front of Head

U Top of Head

L1Back of Head
(aw L O
[JEye
LINeck
U UpperBack
{IMid Back
ULowBack
[J Chest

(2 Abdomen
URbs

U Buttocks

[ Shoulder

U UpperArm
C)Foream
CHand

U Hip

Oleg

U Foot

Other locations:

rrrrere e
o000 00000000000
sl B s s B s s I B I B s s B B o
COoOC0000000000000
TODDDDODODOODTOoOODOoOm®
LO00000000000c000

ll. Second Current Symptom:

2. Types of pain

Other types of pain:

Q bul Oshap QAching QO Cutting
OThrobbing O Buming O Numbing U Tingling O Cramping
USpasm O Stinging O Shooting T} Pounding O Constricting
3. Pain Frequency 6. Actions affecting this pain
L Upto 1/4 of awaketime [11/4 to 1/2 of time Brings On Aggravates Relieves
012 to 34 of awaketime O Mostalithetime | O Inthe AM. O O 0O
- | O In the PM. O a QO
4. Pain Intensity (How it affects your daily activites] U Bending fooward U 4 U
() Doesn't affect 0 Somewhat affects U Bending back a o 0
| [ Seriously affects [ Prevents activities O Bending left Q O Q
- — 1 Bending right O QO 0
5. Does this pan:_ E?:hat«a :gtc; ::ther bEnc:: parts? Twisting left 0 0 0
| . ga .
O Head 0 gl:l EI O Twisting right g a 0
1 Coughing O O Q4
L Neck L = U 1 Sneezing O O Qa
0 Shoulder O a O 0 Steaini QO 0O QO
QAm QO o 0 | e |
O 1 Standing Q QO Q
and = U = O sitt O 0O Q4
Q Hi 0 0 0 D |
P U Lifting QO QO Q4
U Leg U a a OtherAections: -
1 Foot u O a eractions: O a 0O
Otherlocations of radiation.: B ] -]

(Please check off the boxes below to describe your next symptom).

1. Check only one body location below
UHeadaches L U rR U B O
UFront of Head
U Top of Head

{1Back of Head

,_
u

(aw
LEye
CINeck

U UpperBack
LI Mid Back

UL owBack
) Chest

L) Abdomen
URbs

U Buttocks
L Shoulder

U UpperArm

L Forearm

U Hand

U Hip

Uleg

U Foot
Otherlocations ;

[ il o B el pll e pl mend el el il
LC00000C000n000o00o
P s s B i e B s B s B B B
CO0000C00000000000
T DD ODIDTODTTDIODODDTm
00000000000 00000

il. Third Current Symptom:

2. Types of pain Other types of pain:
O Duli UShap  OAching ) Cutting
l QThrobbing Bl Buming O Numbing 0 Tingling Q Cramping
LdSpasm O Stinging O Shooting [ Pounding [ Constricting
3. Pain Frequency 6. Actions affecting this pain
UUpto 1/4of awake time [11/4 to 172 of time Brings On  Aggravates Relieves
(1172 to 3/4 of awake ime (1 Most all the time LI In the AM. O 0Q
) Inthe PM. O Q4 0
4. Pain Intensity (How it affects your daily activites] (d Bendingfooward O Q QO
0 Doesn't affect (2 Somewhat affecis 0 Bending back Q QQ O
U Seriously affects [ Prevents acfivities U Bending left a Qd 0Q
5. Does this pain radiate into other body parts? g $:E:23 E&ﬂ EI] 8 g
0 Head g 0 0 Twisting right O O 0
0 Neck 0 O 0 U Coughing Q Q4 a4
Q Shoulder O 0 0 Ll Sneezing gJ 0 0
2 Straining a Q Q
oam O o 8 O Standing QO a o
O Foot 0 0 0 t OtherActions: - -
Otherlocations of radiation: - —

(Please check off the boxes below to describe your 3rd symptom).

1. Check only one body location below
{JHeadaches L {3 R O B (]
[ IFront of Head
U Top of Head
LBack of Head
Cllaw L Ol
UEye
Neck
UUpper Back
LIMid Back
(LowBack
L Chest
U Abdomen
URibs
L1 Buttocks
[ Shoulder
QUpperAm
U Forearm
UHand
UHip
Uleg
U Foot
Other locations:

ol ol ol o o el el el el ol
Co00 000000000000
AXDIODD DDV DDDDNXNTTIOD
D000 0000000000000
negosiyveRuoiiosRevRorRosBuigovRusMusRosMosMusRus Moo
Co00COo00CCcC00000o0

2. Types of pain

Other types of pain:

] Dut U Shapp U Aching (] Cutting
UThrobbing (I Buming O Numbing Q Tingling 1 Cramping
LSpasm U Stinging QU Shooting O Pounding (O Constricting
3. Pain Frequency . . o
UUpto 1/4of awaketime [1/4 to 172 of time 6. Actions aﬁecﬂ;i;::; pig avates Relioves
01172 to3/4 of awaketime (O Most all the time O Inthe AM. O O O
4. Pain In:[ensity (How it affects your daily acﬁvitesj 8 IBZEEE;;’EMEM g g g
U Doesn't affect U Somewhat affects O Bending back O O 0O
Q Seriously affects [ Prevents activities 0 Bending left 0O O 0O

| 5. Does this pain radiate into other body parts?| { Bending right a Q O

Left Right Both O Twisting left o O 0

(d Head 0 Q ] L1 Twisting right O 0O 04

{ O Neck Q Q O 1 Coughing O QO 0O
U Shoulder U U | U Sneezing U U U
OArm 1 Q 0 (] Straining O OO A
(1 Hand 1 a O 1 Standing g OO QA
QO Hip 0 0 0 U Sitting O Q Q
O Leg Q O Qa U Lifting o O
L1 Foot L1 | 0 OtherActions: ' '
Other locations of radiation:
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‘Rominski Active Healthcare

Consent for Care/Treatment

-1. T'hereby authorize and voluntarily consent to care/treatment for my condition(s) at Rominski Active Healthcare (hereinafter
referred to as RAH), which may include the performance of diagnostic procedures, interpretation of diagnostic studies including
imaging, the administration of medication, nutritional supplementation, chiropractic care, joint and soft tissue manipulation,
physical therapy and procedures requiring the use of needles as deemed nécessary by my physician(s), his or her assistants,
consultants, or designees for the diagnosis or treatment of my disorder(s)/illnass(es).

2, T'wunderstand and am informed that in the pragtice of medicine and chiropractic, as in other forms of health care delivery, there are
some risks associated with some diagnostic tests and therapeutic procedures, including but not limited to bruises, pain, fractures,
allergic reactions, disc injury, stroke, dislocations and sprains. [ do not expect the doctor to be able to Bnticipate and explain all
risks and complications, and wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor
feeis at the time, based upon the facts as then known, and is in my best interest,

3. Realizing that outpatient care/treatment requires the cooperation of physicians and support healthcare personal to include nurses,
therapist and technicians, 1 hereby give consent for their communication and all procedures provided to me by qualified
physicians and other personnel working under the supervision and direction of my attending physician at RAH,

4. I am aware that the practice of medicine and chiropractic is not an exact science and | hereby acknowledge that no guarantees
have been made to me as {o the result of examinations, treatments or recommendations,

5. Dhereby authorize RAH to retain, preserve and use for scientific or teaching purposes, or dispose of at their convenience, any
Specimens or tissue taken from my body during my care at RAH,

6. Ihereby understand that the responsible third party or I may be billed for the review of any outside medical records or imaging
studies, This includes record reviews for the purpose of a second opinion and clinical correlation.

7. T'understand that a specialized diagnostic or focused therapeutic approach to neurological or related orthopedic conditions at RAH
is not to take the place of my general healthcare, I understand that [ should consult with my personal/family medical
physician/medical internist for general care and for the coordination of my healthcare with other specialists. It is the policy of
RAH to recommend that each patient receive at a minimum semi-annual comprehensive examinations fom their attending
medical internist/medical family physician uniess deemed otherwise. This approach helps facility timely diagnosis and

intervention.

8. Tunderstand that if I am seeking or limited to a diagnostic opinion at RAH I am responsible to follow up with the recommended
physician(s) for review of therapeutic options and/or intervention. If I do not follow through with the recommended course of cars
including diagnostic follow-up. I understand that it could lead te an unwanted ontcome including but not limited to chronic pain,
physical disability, loss of limb, cognitive impairment or death,

9. Ilunderstand that RAH provides facilities, equipment and clerjcal support services for the use of physicians in rendering
diagnostic and therapeutic services to their patients, I recognize with the ¢exception of designated “staff RAH physicians”, the
physicians rendering services {0 me, including but not limited to, attending physicians, consultants, pathologists, radiologists and
neurosurgeons are independent practitioners and are not employees or agents of RAH and may not be covered by RAH managed
care plans. In some cases [ can expect o receive separate bill formhe independent physicians providing services at RALL

10. I'have read, or have had read to me, the above consent. [ have also had an opportunity to ask questions about the coitent, and by

signing below I certify that I understand its contents. I intend this consent form to cover the entire course of evaluation and care
for my present condition, complications related to my condition and for any future condition{s) for which [ seek treatment,

Signature of wmmnnqﬁmmm_ Guardian: Date:

Printed Name: Date:

Witness: | Date:




Rominski Active Healthcare
Motor Vehicle Accident

1. Description of Accident:

2. Your Vehicle Type: () Car () Van () Station Wagon () Pickup truck
() Large Truck () Bus

3. Your Position in vehicle: () Driver () Passenger () Left rear Passenger
() Right Rear Passenger

4. What was your vehicle doing at the time of accident? () Stopped at intersection

() Parking () Stopped in traffic () Stopped at light () Making a right turn

() making a left turn () Accelerating () Slowing down () Other

. Time of accident:
. Your vehicle speed: Their vehicle speed:

. Damage to your vehicle: () Mild () Moderate () Totaled Est. damage?

. Damage to their vehicle: () Mild () Moderate () Totaled Est. damage?

O Lo ~NO O

. Visibility at time of accident: () Poor () Fair () Good
10. Road condition at time of accident? () lcy () Wet () Sandy () Dark () Clean/Dry
11. Did you hit other vehicle? () Yes () No
12. Did other vehicle hit you? () Yes () No
13. Did you hit another object? () Yes () No
14. Point of Impact: () Head-On () Left Front () Right Front () Rear-End
() Left Rear () Right Rear
15. Did you see the accident coming? () Yes () No
16. Were you braced for the impact? () Yes () No
17. Did you have a seat belt on? () Yes () No
18. Did you have a shoulder harness on? () Yes () No
19. Does your vehicle have headrests? () Yes () No
20. What was the position of your headrest at the time of impact?
() Even with top of head () Even with bottom of head () Middle of neck
21. What was the position of your head during the impact? () Facing straight forward
() Turned Right () Turned Left

During the Accident . ..
22. Did your body strike the inside of your vehicle? () Yes () NO
23. Did you lose consciousness? () Yes (How long?) () No

24. Did the police show up at the scene? () Yes () No
25. Was an accident report filled out? () Yes () No



ACCIDENTAL INJURY FORM

NAME | DATE

Date of Accident Time:___am _  pm Location of Accident

AUTQO INJURY

Were You: ( ) Driver ( ) Passenger ( ) Pedestrian
Were you struck from:{ ) Behind ( ) Right Side () Left Side ( ) Front { ) Parked
Did your car strike the others involved: ( JYes ( )No () Undetermined
Did the other car strike yours: () Yes ()No () Undetermined

As a result of the Accident, were traffic citations issued to you? ( }Yes { )No

ON-THE-JOB INJURY
How did the injury occur?

Did you repoﬁ the injury to your foreman or employer: { )Yes () No
Employer: Address:

OTHER |
Describe the circumstances of the accident (Be Specific):

:tll:ti"l.'***i—**i****ti**ttt*tttt***i**t*l‘i*t**tti*tti***t*i‘*#‘k**t'.t'.l.".l.'

CHECK SYMPTOMS YOU HAVE NOTICED SINCE THE ACCIDENT

Headache ( ) Sleeping Problems

() ( ) Lights Bother Eyes () Diarrhea
( ) Neck Pain () Head Too Heavy () Loss of Memory () Feet Cold
() Stff Neck { ) Pins & Needies in ( ) Ears Ringing ( } Hands Cold
() Dizziness Arms ( } Face Flushed ( ) Stomach Upset
() Back Pain () Pins & Needles in Legs { ) Buzzing in Ears () Censtipation
( ) Nervousness { ) Numbness in Fingers () Loss of Balance () Cold Sweats
{ ) Tension ( ) Numbness in Toes () Fainting { ) Fever
() lrritability ( ) Shortness of Breath (} Loss of Smell (} Other
{ } Chest Pain (} Eatigue_z_ () Loss of Taste

Did you require post-accident hospitalization? ( J)Yes () No

Have you lost any days of work? () Yes () No If Yes, through

INSURANCE INFORMATION

Your Insurance Company Address_

Other Pariy’s Name Address

Other Party’s Ins. Co. Address

Have you been contacted by an insurance ad)uster regarding this claim: () Yes () No

If yes, name of adjuster Company

Do you have an attorney that has advised you in this case: () Yes () No

If yes, aftorney’s name Address

Signature




