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Uinfversal
Fain Management

o Pain and Rehabilitation

A Comprehensive Ap
PATIENT INFORMATION Date
Patient Last Name First Name M.L.
Mailing Address City State Zip
Home Address City State Zip
Home Phone Number Work/School Phone Number
Pager/Cell Phone Number Alternative Phone Number
E-mail Sex M/ F DOB Age
Best time and place 1o reach you
Marital Status () Md () Wid () Sgle ()Minor ()Sep ()Div () Partnered for years

Occupation Patient Employer/School

Employer/School Address
Employer/School Phone ()
Spouse’s Name

Spouse’s DOB

Spouse’s SS# Spouse’s Employer
Whom may we thank for referring you?

IN CASE OF EMERGENCY, CONTACT
Name
Relationshin
Home Phone ()
Work Phone ()

ACCIDENT INFORMATION

{s condition due to an accident? () Yes () No
Date of Accident
Type of Accident () Aute () Work () Home () Other

To whom have you made a report of your accident? ()} Auto Insurance () Employer
() Worker Comp. {) Other

Attorney Name {if applicable)

PATIENT CONDITION
Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? ()} Yes () No () Unknown
Where do you continue to have pain, numbness, or tingling?

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severepain) 1 23 4 56 78 9 10

Type of pain: () Sharp () Dull () Throbbing () Numbness () Aching () Shooting

() Burning {) Tingling () Cramps () Stiffness () Swelling () Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfere with your () Work () Sieep () Daily Routine () Recreation
Activities or movements that are painful fo perform () Sitting () Standing () Walking

( ) Bending () Lying Down




HEALTH HISTORY

What treatment have you already received for your condition? () Medications () Surgery () Physical Therapy

Name and address of cther doctor(s) who have treated you for your condition

{) Chiropractic Services { ) None () Other

Date of Last: Physical Exam
Spinal Exam

__ Spinal X-Ray

Dental X-Ray

MRI, CT-Scan, Bone Scan

Chest X-Ray

Blood Test
Urine Test

Please mark to indicate if yvou have had any of the following:

() AIDS/HIV

() Alcoholizm

{ } Aliergy Shots

() Anemia

() Anorexia

() Appendicitis

( } Arthritis

() Asthma

{ ) Bleeding Disorders
() Breast Lump

{ ) Bronchitis

() Bulimia

() Cancer

() Cataracis

{ ) Chemical Dependency

EXERCISE () None

WORK ACTIVITY

HABITS

( ) Smoking

() Alcohal

() Coffee/Caffeine Drinks
() High Stress Level

Are you pregnant? Y /N

Injuries/Surgeries you have had

Falls

{ ) Chicken Pox
{ ) Diabetes
{ ) Emphysema
() Epllepsy

( } Fractures

{) Glaucoma

{ ) Goiter

() Gonorrhea

() Gout

{ ) Heart Disease
{ ) Hepatitis

() Hemia

() Herniated Disk

()} Herpes

{ ) High Cholesterol

{ ) Kidney Disease

(ySitting () Standing () Light Labor

Packs/Day

()} Liver Disease

() Measles

() Migraine Headaches
{ ) Miscarriage

() Manonucleosis

( 3 Multiple Sclerosis

{ Y Mumps

() Osteoporosis

() Pacemaker

() Parkinson’s Disease
() Pinched Nerve

{ ) Pneumonia

() Polio

{ J Prostate Problem

{ ) Prosthesis

() Psychiatric Care

(YModerate () Daily ()} Heavy

Drinks/Week

Cups/Day

Reason

Due Date

Description

{ ) Heavy Labor

() Rheumatoid Arthritis
{ ) Rheumatic Fever

{ ) Scarlet Fever

() Stroke

() Suicide Attempt

() Thyroid Problems

() Tonsitlitis

() Tuberculosis

{ ) Tumors, Growths

() Typhoid Fever

() Uleers

() Vaginal Infections
{) Venereal Disease

{) Whooping Cough

()} Other

Date

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS

ALLERGIES

VITAMINS/HERBS/MINERALS

. Pharmacy Name .. ... _ . . .

Pharmacy Phone




DAILY PATIENT RECCAD

Name

Dala / /

Time

!

appropriate symbols and inciude ail alfecdled arcas.

Dull AN Stabbing/Cutting 47 /47 14/

.......

Tingling (Pins & Needles)

,r

Numb = =~

4

Oy T

Please use Ihe lollowing key lo accurately mark the areas in which you fegt the described sensalions. Use lhe

Burning X XX
Cramping SS 5

,} Please place cne mark on lhe line below lo indicale your prasenl pain level:

I Worst pain ever

Ne pain }

indicaling your present pain level in the box at the righl

Using Ihe scale of ©-100, wilh 0 = no pain and 100 = worsl possible pain, please wrile the number D
i : i i ight:

Please indicale any changes in your condilion in this space:

Palient Signalure

J
|
——
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INEORMED CONSENT TO g ST A

CHIROPRACTIC TREATMENT ’ MARC REZNIKOFF, LAC, QME
OMID MABEGEREFTEE, D.C.

1 hereby request and consent to the performarice of Chiroprectic adjnstments and any other Chiropractic procedurss,
including examinaiion {esfs, dingnostic x-Tays and physical therapy technigues, on me (or on the patient-named
helow for which 1 am lsgally responsible) which are recommendsd by the doctor of Chirppractic named télow -
andfor other Hicensed doctors.of Chivopractic who now, of in he frtre, Tender freafment 10 me, white emploved Dy,
woﬂﬁgqﬁfor, or zssociated with, or serving as backup for the doctor of Chiropractic named below.

1 ymilestand At as yifh.amy health care procedures, fhere are certain complications wihich may arise dumag &
Ch;.tcspm:tic admstment. Those-complivations 4nclude, hit are not limited to: fractures, Gisc injuries, dislocations,
mstie strain, Homer's Symtfrorms, igpimagmatic paralysis, cervical myelopathy and costovertebral siains and
separations. Somedypas 0f fiprilafionzcfithe meck bave hesn associated with injuries tothe arteries in the neck,
leading to, O -CORtrbUing 10 serions .complications incladng sroke. ] do_mot-ezxpect +he doctor-to. be-abls 1o,
anticipate all tisksznd compHcations, and T wish 1o rely on the doctor o exercise judement during the course of the

asad wpon fhe facts then Imow, are in Iy Dest imtersst,

protetimesawhichhe doctor feels at fie ime, b
named below and/or with office pezsormel the pature, Pliposs

A of Chitopractic adjnstnents zad other eommended procednres and have had my quesfions answered 10

mysatisfaction. [ mnderstand that the resulis-are ngt-gnaranzed.

Ihave had am. gpporumity 10 discuss with ths docter

afjustment and relaled TeameL

ehflreadan me () he dhove cxplauation.of the Chirppractic

B D ehat 1 have weighed fhe-isis fnvalved in Tmdargoing treaiment aad have myself decided

s iy best interest to nndergo the s‘(‘;hircrpracﬁcteamaﬁreoommandai TIaving been informed of the dsks,
Téherdby give my consent to that treatment. T imtend fhis.consernt form to cover the entire COUrsS of treatment for Iy
present condifion and for any Frarrre condttions for which T seck treatment.

print Namsa(s) of Doctor Treating This Patient

Crrrid Mabrgereftsh, D.C.

DO NOT SIGN IINTHL YOU HAVE READ AND UNDERSTAND TEE ABOVE

Primed Name of Patiant TDate

Signature of Patient Date




Functional limitations / Activities of daily living

Patient reported that pain has the following affects of daily living.
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Name:

= NO interference with activity

= SLIGHT interference with activity

= MiODERATE interference with activity
= SEVERE interfarence with activity

SELF — CARE, PERSONAL HYGIENE
Bathing

Defecating

Dressing

Persanal Hygiene
Get on/off the Tailet
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PHYSICAL ACTIVITY

Walking 0 1-2-3
Climblng stairs 0 1-2-3
Standing 0 1-2-3
Squatting/Kneeling 0 1-2-3

Sitting 0 1-2-3
Reclining 0 1-2-3

Raise from Chair g 1-2-3
Carrying of GroceryBag 0 1-2-3
Lifting/Pushing/Pulling 0 1-2-3
Househaold Chores 0 1-2-3

Getting infout of bed 0 1-2-3
TRAVEL

Getting in/out of the car 0 1-2-3
Driving 0 1-2-3
Being a passenger inavehicle 0 1-2-3
SEXUAL ACTIVITES 0 1-2-3
SLEEP

Restful nocturnal sleep pattern 0 1-2-3

SPORTS/RECREATION ACTIVITY 0 1-2-3
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4-5-6~7

4-5-6-7

Date:

-9-10
9-10
9-10
-9-10
=910
§-9-10
8§-9~10
8-5-10
8-9-10
8-9-10
8-9-10
8-9-10
8-9-10
8-9-10
8-9-10
g-9~10
8--9-10
8-9-10
g-5-10.
8-9-10
8-9-10
8—-5-10




UNIVERSAL PAIN MANAGEMENT
PALMDALE, VALENCIA & VICTORVILLE, CA

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

Completion of this document authorizes the disclosure and/or use of individually identifiable health information, as set forth below,
censistent with California and Federal law conceming the privacy of such information, Failure to provide alf information requested may
invalidats this Avthorization,

| PATIENT INFORMATION
LPatient’s Name: Last First ' Middle Initial

Birth Date

| USE AND DISCLOSURE OF HEALTH INFORMATION
I hereby authorize the use or disclosure of protected health information ahout the above patient as follows:
| Authorized to USE or DISCLOSE information: (Name of person or organization you ere REQUESTING information from)

ﬁddress - City

Authorized to. RECEIVE-information:- (Name of person or organization who will RECEIVE the information) - — -

UNIVERSAT PAIN MANAGEMENT . '
(7815 Auto Center Dirive 112830 Hesperia Road, Suite B {3 28212 Kelly Johnson ka_vyz _#155

State Zip Code

Palmdale, CA 63551 Victorville, CA 92395~ ‘Valencia CA 91355

(661) 267-6876 — Phone (7601 241-0350 - Phone (661) 367-9788 — Phone

(661) 538-9483 — Fax (760} 243-0738 ~ Fax (661)367-5789 ~ Fax
DISCLQSE:

0O Allhealth information pertaining to any medical history, mental or physical condition and treatment received.
O All prescription history.
Q  Only the following records or types of health information:

Dates of Services:

O Al id Specific dates:
Method of use or disclosure;
OMail CPickup  OReview/Inspect QFaxto# _QOther . .
PURPOSE: The protected health information is being used or disclosed for the following purposs(s):
0 Persomat Use 0 Continued Care
0 Other:
EXPIRATION:
This authorization expires on {insert date or event): O Date Q) Event

| NOTICE OF RIGHTS AND OTHER INFORMATION |
I may revoke this authorization at any time. My revocation must be in writing, signed by ms or on my behalf, and delivered to the address
listed above. My revocation will be effective upon receipt, but will not be effactive to the extent that the Requestor or others have acted in
reliance upon this Anthorization. I may refuse to sign this autherization. I have = right to receivs a copy of this authorization,
Neither treatment, payment, enroliment nor eligibility for benefits will be conditioned on my providing or refusing o provide this
autherization. Information disclosed pursuant to this avthorization could be re-disclosed by the recipient and might no longer be protected by
federal confidentiality law (HIPAA). However, California law prohibits the person receiving my health information from making further
disclosure of it unless another authorization for such disclosure is obtained from me or unless such disclosure is specifically required or
permitted-by law. I may inspect or obtain a copy of the health information that T am-being asked to use-or disclose.
NOTE: There will be a chargs for copying services,

| SIGNATURE B |

Date: Signature (Patient, Parent, Legal Guardian or Authorized Representative)

R

¥ other than patient, indicate relationship

Print Name: Address: rPhone:




CONSENT TO THE USE AND DIS CLOSURE OF HEALTE
INFORMATION FOR THE TREATMENT, PAYMENT, OR
HEALTHCARE OPERATIONS

Date:

Pafient Name:

TFniversal Pain Managsment Medicel Corporation has implemented 2li the HIPPA -
(Health Insurance Poriability znd Accountability) giidelines recommendsd by the Federal
Govemeent. For mors information, please sck to ges ot Noties OF Privacy Practicss.

following to pratect end safegquzrd your hezlth information:

3
¢ Ongomng training for ell 0w employees OL PrVACY policy e

We heve fmplemented th

e -y Bgtablished safeguards to protect all elecironically stored data. .
Universal Pain Mansgement Medical Cort oration will only nes vour personsl fnfonms ion far
s Planming your cars and freatment. _
hesl onals who may comirbuls 1O YOU oie.

341 cars professionals who may

Vo have the ights
s Torevoks this consent i WhbDE
a3

s Hire extent fhat Universal Pein Manszemat

Medical Corporafion has elready’ c
s To inspest end o9y youL medical informeion
bt £

Please do oot hegitats to'contact our Privacy Officer, Lance Jeckson & (651) 267
1y questions, CONCEIns, &% suzgestons,

\cepted __ Denied

Date: . N

Sionzture of Patent ox Legal Representative Witnass




UNIVERSAL PAIN MANAGEMENT
PALMDALE, VALENCIA, VICTORVILLE, CA

PATIENT RIGHTS AND RESPONSIBILITIES
&
NOTICE OF PRIVACY PRACTICES

I'acknowledge that I have received information regarding Universal Pain Management's Patient Rights
and Responsibilities & Notice of Privacy Practices:

Patient/Parent/Legal Guardian Date

Relationship to Patient

Documentation of Good Faith and Fffort

The patient identified below was providsd with information regarding UPM’s Patient Rights and Responsibilities
& Notice of Privacy Practices. A good faith effort has been made to obtain & written acknowledgement of the
patient’s recsipt of the above-mentioned documents; however, acknowledgement was not obtained beceuse:

3 Patient refused to sign.
(] Patient was unable to sign because:
00 There wes a medical emergency. UPM will attempt to obtain acknowledgement as soon 2s practical,

1 Other reason:

Date:

Employse Signature:
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B In 2016, this policy will be strictly enforced. ]

Notice to Qur Valued Patients

Missed Appointment Policy

In order for us to serve you better, it is important for you to give us at least 24 hours

notice if vou will not be able to make your appointment. You will be charged if

cancelation does not occur within 24 hours (weekday) of your appoiniment. As a
courtesy, you wiil receive a reminder call, but it is your responsibility to know your
appointment date and time and cancel with notice.

Missed Appointmeant Fee

Office Visit - $50.00
Procedure - $150.00

By signing below, I understand that if I miss my appointment and run out of

medication, I will not receive a refill or bridge of medications until I am seen. 1 further
understand that I will be referred to another pain management practice for continuous
violations of this policy.

Print Patient's Name

Patient or Guardian’s Signature Date



