1818 Westlake Ave N, Ste. 330

P: 206-216-4416 CHIR
F: 206-216-4417

Seattle, WA 98109 BOdﬁYS mith

PRACTIC

PATIENT REGISTRATION

Full Name: Mr./Mrs./Ms. Preferred Name:
Mailing Address:

City ' State: Zip Code:

Email: Home Phone:

CellPhone: Work Phone:

Occupation: Employer:

Birthday: Sex: M/F Spouse/Partner’s Name:

Insurance Company: iD#: Grp. #:
If Accident Related, Adjuster’s Name: Date of Injury:
Phone: ‘ Claim #:

Whntm may we thank for referring you to our office?
Name of Medical Doctor: Phone:

In case of emergency, who may we contact? Name:
Home: _ 3 Work:

APPOINTMENT POLICY

Please call to schedule your visit at least twelve (12) hours in advance. In order to serve all our patients, we ask that you call if
you are unable to make your appointment at least twenty-four (24} hours in advance. If you find yourself running late, please
call the office and notify the receptionist and we will get you in for your visit as soon as possible. When you fail to notify our
office, this leaves a time slot open that could otherwise be used to help someone else and you will be responsible for any

charges for the missed appointment. Please help us help others.

PRIVACY PRACTICES

1 understand that some of my health information may be used and/or disclosed by Body Smith Chiropractic LLC to carry out
treatJment, payment, or health care operations, and that for a more complete description of such uses and disclosures; | should
refer to the Office’s privacy notice entitled “Our Privacy Practices”. | understand that | may review this policy notice at any time

prior to signing this form.

I understand that over time, the Office’s privacy practices may need to change in accordance with law and that if | wish to

obtain a copy of the notice as revised, | can call the office to request such a copy.

CONSENT TO TREATMENT

1 hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures by Dr.
Matthew Smith and/or other licensed doctors of chiropractic who may practice in or be contracted by Body Smith Chiropractic

LLC.

| have read the above or have had it read to me. | am comfortable with the information provided. | consent to chiropractic

treatment and management on that basis.

Signature: Date:




Patient Health Questionnaire - PHQ

ACN Group, Inc. Form PHQ-202

Patient Name

Date

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

1. Describie your symptoms

" a. Whet
b. How

1 did your symptoms start?

did your symptoms begin?

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
@ Constantly (76-100% of the day) SN
@ Frequently (51-75% of the day)
@ Occasionally (26-50% of the day)

@ Intermittently (0-25% of the day) £~ \
L A
3. What describes the nature of your symptoms? } - ;f{{‘ |
® Shar, ® Shooting EON
@ Dullache  ® Burning { (/{"“'\} ;
[
® Num Tingling \ /
4. How are your symptoms changing? ' \‘
@® Getting Better )
@ Not Changing
® Getting Worse 4
5. During the past 4 weeks: None Unbearable

a. Indicate the average intensity of your symptoms ® ®© © 0 ® 6 ©® O ®

b. How much has pain interfered with your normal work (including both work outside the home, and housework)
@ Not at all @ Alittle bit ® Moderately @ Quite a bit ® Extremely

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?
(like visiting with friends, relatives, etc)

@ All of the time @ Most of the time @ Some of the time @ Alittle of the time  ® None of the time

7. in general would you say your overall health right now is...

@ Excellent @ Very Good @ Good @ Fair ® Poor
8. Who have you seen for your symptoms? @ No One ® Medipal Doctor . ® Other
@ Other Chiropractor @ Physical Therapist
a. Whl.at treatment did you receive and when?
b. Waft tests have you had for your symptoms @ Xrays date: ®@CT Scan  date:
th rfi ?
and fen were they performed @ MRl date: @ Other date:
9. Have you had similar symptoms in the past? @ Yes @ No
a. If you have received treatment in the past for ® This Office ® Medical Doctor ® Other
the same or similar symptoms, who did you see? @ Other Chiropractor @® Physical Therapist
A . ® Professional/Executive ~ ® Laborer @ Retired
. Wi ? :
10. What fs your occupation @ White Collar/Secretarial  ® Homemaker ® Other
@ Tradesperson FT Student
a. lf ;Jou are not retired, a homemaker, or a ® Full-time ® Self-employed ® Off work
student, what is your current work status? @ Part-time @® Unemployed Other

Patient Signature

-Date




Functional Rating Index

For use with Neck and/or Back Problem only.

In order to properly assess your condition, we must understand how much your neck and/or back problems have affected your ability to wamqw @5%&@ activities.
For each item below, please circle the number which most closely describes your condition right now.

1. Pain Intensity

6. Recreation
Is L1 12 13 I -1 i1 2 3 | 4
“ m f [ ! [ | _ ] N
No Mild Moderate Severe Worst Cando Cando Can do Can do Cannot
pain - pain pain pain possible- . al _ fmost, some a few do any
pain - activities activities activities activities activities
2. Sleeping . . .
. . 7. Frequency of pain
lo 1 1z ) | 4
| i I : 1 i . mo “ 1 m 2 m 3 L 4
Perfect Mildly Moderately Greatly Totally No Occasional - Intermitten: . Frequent Constant
sleep disturbed disturbed disturbed disturbed pain paim; . pain; pain; pairi;
sleep . sleep . sleep sleep 5% : 0% 5% 100%
3. Personal Care (washing, dressing, etc.) o oftheday - of the day of the day of the day
lo 11 {2 13 |4 8. Lifting .,
I I ] I i “e m i : w 2 _U m 4
Zn . ?Ea zo mQ mmm Komﬂ. m.p.M mw<.ﬁ.n d No Increased : Increased Increased Increased
paim; pain; pain; nee pam; nee P nee pain with pain with pain with pain with pain with
no no to go slowly ;- some :ﬁ %o heavy heavy - moderate light . any
restrictions restrictions : assistance assistance weight weight weight weight. weight
4. Travel (driving, etc.) : 9. Walking .
Mo mw WN M\.w Wn mo ww ~M *m N&
! i ) ] e }
No Mild Moderate Moderate Severe No pain; Increased Increased Increased Increased
pain on pain on paig on pain on pain on any pain after pain after pain after pain with
long trips long trips long trips short trips short trips distance 1 mile 1/2 mile 1/4 mile all
A walking
5. Work , 10. Standing 3
= e e P P O PR PO
i ] : i
Can do Can do Can de Can do Cannot No pain Increased Hznmmmwna Hmod_wwwma Increased
usual work usual work; 50% of 25% of work after " pain pain pain pain with
plus onlimited no extra nsual usual several after several after after any
extra work work work work hours hours 1 hour 1/2 hour standing
ngm DRIAITIZT)
PRINTIEED
Signature Date
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