
CARLSBAD CHIROPRACTIC CASE HISTORY

NAME: DATE:

ADDRESS: CITY: STATEz Z:lP:

TELEPHONE (HOMEI: (MoBrLE): E.MAIL:

SOCIAL SECURITY: DRIVER LIC#:

AGE: BIRTHDATE:-SD(:-MARITALSTATUS: M S W D NU.MBEROFCHILDREN:

HEIGHT: WEIGHT: REFERRED BY:

YEARS EMPLOYED: _

SPOUSES NAME: OCCUPATION EMPLOYERI

WHAT IS YOUR MAJOR COMPI.AINT?

HOW LONG HAVE YOU HAD THIS CONDITION?

HAVE YOU HAS THI5 OR A SIMITAR CONDITION IN THE PAST?

WHAT AGGRAVATES YOUR CONDITION?

IS THIS CONDITION GETTING PROGRESSIVELY WORSE? YES D NO CI CONSTANT D COMES AND GOFS O

HOW LONG HAS IT BEEN SINCE YOU REALTY FELT GOOD?
' , ' . n , . ,  

ILISTSURGICALOPERATIONS: . -' 
- 

',,t1,.'

ARE yOU TAKTNG ANy MEDTCAXONS? _ WHAT K|ND?

OTHER DOCTORS SEEN FOR THIS CONDITION: MD O DC n Do O DDs tl

DocIoR:s NAME: DIAGNOSIS:

X-RAYS OROTHER TAKEN? WHEN!  _ '  .  , .  RESULTS:

PHYSIOTHERAP!: , LENGTH OF TIME UNDER CARE: . WERE YOU OFF WORK?

IF SO, HOW LONG:

INSURANCE INFORMAilOII

ARE YOU COVERED BY MEDICARE? YEs Et NO O MEDICARE S: , STATE INSURANCE AID? YES O NO tr

Do vou HAVE ANy GRoup, uNroN oR pERsoNAL HEALTH.AN' oil* rNsuRANcE, ,r, o *o o
I

NAME OF INSURANCE COMPANY:

ADDRESS:

POLICY #: GROUP #:

crw: STATE: ZIP:

PHONE: AGENT: CIAIM#:

! clearly understand and agree that all of thq servlces rendered to me are charged dlr€ctly to me and that I am personally responslblc for payment I
also understand that lf.l suspend or termlnate care and treatment, any fees for professlonal servlces rendered to me wlll be lmmedlately due and
payable.
I AISOAGREETO PAYAI{D GOUECNOil FEESASSOG|ATEDW|rl{ MVEIII.INCURREDATTHISO]IICC.



Patient 's Name: Medicare#(HICN):

ADVANCE BENEFTCTARY NOTTCE (ABN)

NOTE: You need to make a choice about receiving these health care items or services.

We expect that Medicare will not pay for the item(s) or service(s) that are described below. Medicare
does not pay for all of your health care costs. Medicare only pays for covered items and services when
Medicare rules are met. The fact that Medicare may not pay for a particular item or service does not
mean that you should not receive it. There may be a good reason your doctor recommended it. Right
now, in your case, Medicare probably will not pay for-

ftems or seruices:
99201 -99205 office visit
9921 1-99215 office visit
98943 CMT extraspinal
99241 -99 245 co nsu ltatio n

99385- 994L2 preventive seruices
97 A1 0- 97 O39 mod al it ies
97110- 97 L40 thera peutic proced u res
7IO2O-72I90 x-rays

Because:
Non-covered Services

The purpose of this form is to help you make an informed choice about whether or not you want to
receive these items or services, knowing that you might have to pay for them yourself. Before you
make a decision about your options, you should read this entire notice carefully.

. Ask us to explain, if you don't understand why Medicare probably won't pay.
Ask us how much these items orservices"wil l  costyou (Estimated Cost:$ ); in

case you have to pay for them yourself or through other insurance.

PLEASE-CHOOSE ONE OPTION. CFTECK ONE. SIGN A DATE YOUR CHOICE

Option 1. YES. f want to receive these items or services.
I understand that Medicare will not decide whether. to pay unless I receive these items or services.
Please submit my claim to Medicare. I understand that you may bill me for items or seruices and that
I may have to pay the bill while Medicare is making its decision. If Medicare does pay, you will refund
to me,any payments I made to you that are due to me. If Medicare denies payment, I agree to be
personally.and fully responsible for payment, That is, I will-pay personally, either out of pocket or
through any other insurance that I have. I understand I can appeal Medicare's decision.

' Option 2. NO. f have decided not to receive these items or seryices.
I will not receive these items or services. I understand that you will not be able to submit a claim to
Medicare and that I wil l  not be able to appeal your opinion that Medicare won't pay.

Date Signature of patient or person acting on patient's behalf

Note: Your health information will be kept confidential. Any information that we'collect about
you on this form will be kept confidential in or office. If a claim is submitted to Medicare, your health
information on this form may be shared with Medicare. Your health information which Medicare sees
wil l  be kept confidential by Medicare.

OMB APPROVAL No. O938-0566 Form No CMS-R-131-G (June 2OO2)



SYMPTOM SURVEY
NAME DATE

1. GEMR/it SYMPTOMS: (Circle as marryr. ac apply)

A) Nen'oirsness B) Irritability Q F"tS: D) Depression

E) Loss of Sleep F) Tension G) PMS tI) Ieu' Pain

l: f"mBACK (Circle tie nany ac apply)

A) Pein ' 1) Left 2) Right 3) Both

Paio kvel 1) Mild 2) Moderate 3) Severe
' 

Paio Typ" l) Sharp/Stabbiog 2) Dull Ache

!) lt[qld" Spasm 1) Left 2) Rrsht 3) Both

2. [IEI\D: (Circtc ao many as apply)

A) Hea&che 1) Mitd 2) Moderate

Howo f ten :  ( l  2  3  4  5  67 )  Pe r

Arc they: 1) Sharp

Are they: l) Constent

Wbere Located, 1) Beck of Head

3) Temple

5) Left Side

3) Severe

F"y/wk/ Mo)

2) Dull

2) Intcrmittent

2) Forchead

4) Right Side

6) Behind Eyes

B) Light Hcaded q Mcmory Loss D) Faintirig

E) Blufred Vision F) Double Vision G) Sensitivity to Light

FII Loss o.f dehnce n HeaidngLoss D Ri"gl"g io Ears

B. CIIEST: (Cirtlc aB many as appty)

A) Diep Chbst Pain ) Left 2) Right 3) Both

Pdo Levd l) Mild 2) Modenete 3) Severc

B) Pain Arouod Ribs l) Left Z) nght 3) Both

Q Shortness tif Brcath

Dl.Igegular Heartbeet _ _

t. ABDOMINAL SYMPTOMS: (Cfuctc as marry a.s apply)

A) Pain 1) I\dild EModerete 
'3) severc

B) Nervous Stoinech C) Heerrburn D) Gas p)*Constipatioo

[i| Diarrhca Gt Nausea lfl Indigestioo t) Loss'of Appgtite3. NECK (Circle ag many ae apply)

A) Paio '1) Left Side' 2) Rigtit Side 3) Both

Pain l-evd l) Mild zl'Moderete 3) Severe

Pain Increased by. 1) Forunrd Movement

Z) Baclunrd Movement
' 

3) Rotade Head Rt 4) Roteta Heed Lt

5) Iiend Neck Rt 6) Bend Ncd Lt

B) StifiFess 9t Musde Spesm . p) Gdnding/Ggting Sounds

10. LOWBACXG (Circle rB meny as rpply).

A) upper L'mbar Pein l) Lcft 2) Right 3) Both
B) Lower Lumbar Pain 1) Lcft z) Righr 3) Both

Q secoiliac Pain l) Left 2) Right 3) Both
D) Muide spasm 1) Left 2) Right 3) Both
r-qw Back Pain r-evel lt Mild .. 2i Moderete 3) severe

[L HrPs AND Lf,'GS: (circlc as meny as apply)

A) Pein in Buttocls . l) Left z) Right 3) Both

Pe.in l^evd 1) I\dild 2) Moderete , 3) Severe

B) Paio i" HipJqiot

Pain Irvel l) Mild 2) Moderete 3) Serrcre

q P"i" Down Leg l) Left z) Right 3) B"t

Location l) Fronf 2) Back 3) Side

. Pein Redietes to l) !ftee 2) Celf 3) Foot

D) N'inbness Down L:s l)-Left 2) Right 3) Bbth

. l.otation l) Front 2) Back 3) Side

E) Pins & Needles (r-egs) 1) Lcft z) Right 3) Both

Locatioo .1) Fronr 2) Back 3) Side

F) Ituee Pah Leg t) Left z) Right 3) Both

-G) I+g cxemps . t) Left. 2) Risht 3) Both

4. SHOUIJERS: (Circle as many ae epply) .
A) Pain inJoint l) Left ' 2).Right 3) Both
B) Pah Across shoulder l) t-eft z) Right 3) Both
C) UTrtetibn of Movcmenr l) Left 2) Rigbt 3) Both
D) Tension l) Left ?) Right 3) Both

5, ARMS: (Circlc ee many as apply) 
T

A) Pein in Upper Arrn 1) Left 
?) 

nient 3) Both.

B) Paio In Elbow 1) Left 2) Right 3) Both

bt p"ir in Forcarm I) L.ft 2) Right 3) Both

D) y'r'f:L N.edlec (ifum) l) Left 2) Right 3) Both

E) Pins & Needles (Forearm) t) I.eft 2) Right 3) Both

F) N,r-bness in Arm t) t^eft z) Right 3) Both

G\ N'mbness in Forearm l) Left ?) Right 3) Both

6. I,[AMS:'(Circle as rnany as apply)

A) Paio in wrist t) Left i1 nigu, 3) Bbtr
B) Pain in Hend l) Left z) Right 3) Both

Q Pins & Needles (Han.I) 1) teft z) Risht 3) Both
D) Numbness (Hand) l) Left . . , a) Right 3) Both

12. FEET: (Circle aB many ae appty)

A) Aokte Pein l) Left 2) Rfuht 3) Both
B) swolle' rtokle 1) Left 2) Right 3) Both

Q Foot Pain '. t) Left 2) Right 3) Both
D) N"rybness of Feer 1) Left 2) Right 3) Both
E) swollcn Feet t) Left 2) Right 3) Both

tr Cramps l) !.ft 2) Right 3) Both




