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Date:

CA:
PATIENT DATA SHEET
General Information
: For Office Use Only

First Name
Middle Initial Account Mumber
Last Namea Patient Height

Patient Weight

American Indian Alaskna Mative Patient BMI

Race {circla anly 1)
Asian
Black ar Afrcan Ammerican
MNative Hawaiian
Declined to stata

Ethnicity (circle only 1) Declined to stata
Mot Hispanic or Lating

Preferred Language

Oiher Pacific Islander

Email Address

Smaoking Status ( circle only 1)

Farmer Smoker
Newver Smoker

I an effort to quit smoking, | am currently takng:

Do you have any allergies to medication? Yes Na
If yes, please indicate the following:

* Allergy:

Current Every Day Smoker
Current Some Day Smoker

Reacton

Start Date:;

End Dale;

Allergy.

Reaction:

Start Date;

Emnd Data:

Are you currently taking any meadications? Yes
If yes, please indicate the following:

Medicaticn

M

Smoking Start Date:

Patieni Blood Pressure

Hispanic or Latimo

End Date:

Route; Crral
Intravenous

e,

Frequency;

Began Use

Discontinued Use:

Medication:

Route: Oral
miravenous
Cither,

Frequency:

Bagan Use

Discontinued Use.

Allergy.

Reaction

Start Date;

End Datle:

Allergy.

Reaction,

Start Date:

End Date:

Medication:

Rt Oral
Intravenous
Qther,

Frequency

Began Use;

Discontinued e

Medication:

Route Cral
IniFavensus
Qither, el

Frequency:

Began Lise

Discontinued Use:




EASTMAN-KINGREY CLINIC
CONSENT/RELEASE

PATIENT DATE FILE#

PATIENT INFORMED CONSENT

| hereby request and/or consent to the performance of chiropractic examinations and/or procedures on {or on the
patient names above for who | am legally responsible) by Dr. Kenneth B, Easiman, Dr. Charles T, Kingrey, Jr. DL, and/or
Jana Kingrey D.C.

| understand and am informed that, as in the practice of medicing, in the practice of chiropractic there are soma risks to
chiropractc care, including but not limited to strokes, sprains and straing, fraciures, dislocations and general aggravations
af inflammatory conditions. | understand that | will have an opportunity to discuss with the doctor and/or cther office
personnel the nature and purpose of the chiropractc procedures | will recaive, | undersiand that the doctor will perform
and examination in order 1o minimize any risk of care, however, | do not expect the doctor 1o be able to anticipate and
explain all risks and complications. | therefore wish to rely on the doctor to exercise udgment during the course of the
procedure which the doctor feels at the time, based upon the facts as then known, is in my best interest.

I have read, or have had read to me, the above consent. | have also had an opportunity 1o ask gueastion about its
content, and by signing below, | agree to the proceduras. | intend this conseant form to cover the entire course of care for
my present condition(s) and for any future condition(s) for which | seek care,

PatientfGuandian Signature Doctor's Signature

AUTHORIZATION TO RELEASE INFORMATION
I authorize release of any medical information necessary 10 process any claims. | authorize payment of any medical
benelits to be paid directly 1o Eastman-Kingrey Chinic for any medical services renderad o me. This authorization shall
ramain in etect until cancalled by ma.

Fatient Signature

INSURANCE/PATIENT RESPONSIBILITY
| have been informed and am aware that my health insurance coverage may have some limitations pertaining to
chiropractic care. | am also aware that this could cause benefits to be denied or paid at a lower percentage rate due 1o
such policy limitations as yearly maximum payment amounts, yearly number of visits limits, referral needed from primary
care physicians, etc, '
| am aware that my visits may not be covered by my insurance and that | will be fully responsible for payment of
sarvices renderad at such time that a danial is recaived from my insurance carriar.

Patient Signature

CONSENT TO TREAT MINOR CHILD VERIFICATION OF NON-PREGNANCY

| heraby authorize: By my signature on this form, | hereby state that, to
Dr. Kenneth R. Eastman, Dr. Charles T. Kingrey, the best of my knowledge, | am NOT pregnant, nor
Jr and/or Dr. Jana Kingrey and whoever he or is prjagnan_n.yr suspacted or confirmed at this

she may designate as assistants 1o administer particular time,

chiropractic care as deemed necessary to my

{indicate relationship

ta child). )
Mame of child

FarenGuardian signaiare Patient Signature



EXPLANTION OF CHIROPRACTIC MEDICARE BENEFITS
MEDICARE DOES NOT COVER CHIROPRACTIC CARE BUT WITH LIMITATIONS.

The only service covered by Medicare is manual manipulation of the spine. These manipulations undger some
circumstances and with certain carriers are limits 1o 12 (twehve) per calendar year.

Your condition may require, in our judgment. more treatments than aliowed by Medicare. We can apply
for additional treatments by submitting a “medical necessity statement” on your behalf. Your case will be
sent for review. We cannot guarantee or predict what the review board will decide in your case.

ANY VISITS OVER 12 (TWELVE) IN THIS CALENDAR YEAR, NOT APPROVED BY MEDICARE, WILL BE YOUR
FINANCIAL RESPOSIBILITY.

Medicare does not cover the cost of x-rays, examinations, therapy, supports, supplements or any other services offered in
this olfwe.

Any services other than spinal manipulation will be your financial responsibility

| have read and understand the above statement,

Patient Signature Date



Eastrman-Kingrey Clinic

Financial Policy

Eastrman-Kingrey Clinic is happy to work with our patients to provide to provide the best quality of services. This

letter is to acguaint you with our office billing procedures, Please read the following carefully and initial the
appropriate method of payment. Your health insurance policy may have a deductible as well a5 a percentage ico-
insurance or co-pay fee) for which you, the patient, are responsible for. Therefore, it is our policy to have all inital

wisit fees paid for, by the patient, at the time of his/her appointment,

payment Tor Services

Claims are sent out 1o insurance companies every Monday mosning. Upon receipt of
planatian of benEhis

rendared, you will also receivie statéments from your insurance company, refgrred 1o a5 oK
{EQB's], which will inform you of any payments made. Since there are no guarantees of payment from the
insurance company, you the patient are held liable for unpaid balances. Health insurance is an agreement
between the patient and the insurance company. Insurance comparies often send a payment directly 1o the chinic
for services rendered o the patient and these funds are applicd 10 your account balance for a specific day's
LErvice, on occasion the insurance company will send payment directly to the patient, IF this OCCUrS ¥oU Can dod
things, 1) endorse the payment and bring it to the clinic and the funds can be applied to the balance or 2] you keep

the payment and are responsible for paying off the balance

We encourage you to ask any guestions you may have regarding out financial policy, so that you may hawe a clear

understanding. Our goal is to concentrate on returning you to optimal health and establish overall well being, we
have prepared the following checklist in order to help our patients determineg their responsthility Toward payment
for chiropractic services please check the statement that applies 1o you

Private insurance- | understand that as a service to me, Eastman-Kingrey Clinic will bHl My Insurance

“company for services rendered, however, | fully understanc that it is my financial respansibility to be Hable for all
healthcare expenses regardless of insurance coverage. | agree to assume all financial respansibility

Medicare: | am elighble for Medicare and | understand it reimburses only for manipulation of the spine, it

does not reimburse for therapy or w-rays. |, the patent, am resgonsible for paymant of spinal manipulation,
h
therapy, and x-rays at the time of service. | understand that Medicare will only reimburse g 10 the 127 visit, they

will not reimburse if there is no medical necessity or for maintenance care.

Private Pay {Cash): As | have na insurange ar third parties liable for my healthcare Expens g5, | agree 1o
assume il payment responsibility and keep my account current. [Piease be sure to talk with our affice about pre-

payment! ingentives and payment options. |

My signature gives this office permission to give out any pertinent information ta any INsuUrance
company, attorney, or adjustor who needs this information to facilitate the payment of a claim. A
photocapy of this shall be deemed valid.

Patient name Patient/Guardian Signature Date *



CHIROPRACTIC ASSOCIATION OF LOUISIANA AUTHORIZATION

Your chiropractor and members of the practice staff may need to disclose your name, address,
phane number, billing information and your climical records 1o the Chiropractic Association of
Lowsiana (CAL ). This disclosure will be made if we need the CAL s assistance 10 receive
reimbursement for your services or, we need the CAL s assistance because the party responsibia

lor resmbursing your services has improperly processed vour claim

By signing this form you are giang us authomzation to send the CAL this information. You are
also giving the CAL authonzation to re-disclose your information to the party responsible for the
payment of your services, the CAL s legal counsel, and state or federal agencies that may be
asked to intercede on your behalf,

You may resmet the individuals or organizations to whom your health care information is
released or revoke your authonzaton to us at any fime; however, your revoecation must be in
wiiting and mailed to us af our office address. We will nat be able 10 honar yout revocation
request if we have already released your health information before we received Your request 1o

revoke your authonzation

[nformation that we use or disclose based on the authornzation you are giving us may be subject
lo re-disclosure by the person who receives the mformation and may no longer be protected by

the federal privacy rules

You have the right to refuse to give us this authonization. If you do not give us authorization, 1t
will not affect the treatment we provide to you or the methods we use (o obtan reimbursement for

YOUY CATE,

You may inspect or copy the information that we may send to the CAL at any time, (§164 524)

This notice is effective as of i . This authonzation will expire 1%
years after the date on which you last réeceived services from us

[ authorize you to use or disclose my health information in the manner described above. 1 am also
acknowledging that | have received a copy of this authonzation

Patient name printed Drate

E‘lti:ni Signature .-ﬁ.u'rhm':z:ﬁ Provider Represeniative

I

Personal represcntative signafure

Personal representative primted .

-

Clinic Name

Description of personal representative’s authority 1o act for the patient

Copyright & 2001 Wizconsis Chiraprache Adgacigizan, Al pghid réterved L




CONSENT FOR USE OR DISCLOSURF OF HEALTH INFORMATION

Clur Privacy Pledge

We are very concerned with protecting your privacy. While the law requires us to give you this
disclosure, plense understand that we have, and slways will, respect the privacy of your health
information.

There are several circumstances in which we may have to use or disclose your health care
information.

*  We may have to disclose your health information to another health care provider or a
hospital if it is necessary to refer you to them for the diagnosis, assessment, or reatment
of your health condition.

¢ We may have to disclose your health information and billing records to another party if
they are potentially responsible for the payment of your services.

¢ We may need to use your health information within our practice for quality control or
other operational purposes,

We have a more complete notice that provides a detsiled description of how vour health
information may be used or disclosed. You have the right 1o review that notice before you sign
this consent form. We reserve the right 1o change our privacy practices as described in thai
notice. If we make a change to our privacy practices, we will rotify you in writing when you
comee in for treatment or by mail. Please feel free to call us at any time for a copy of our privacy
notices,

Your right to limit uses or disclosures

You have the right to request that we do not disclose your health information to specific
individuals, companies, or organizations, If you would like to place any restrictions on the use or
disclosure of your health information, please let us know in writing. We are not required (o agree
to your restrictions. However, if we agree with your restrictions, the restriction is binding on us.

Your right 1o revoke your authorization

You may revoke your consent (o us at any time;, however, your revocation must be in writing,
We will not be able to honor your revocation request if we already released your health
information before we receive your request to revoke your authorization. If you were required 1o
give your authorization as a condition of oblaining insurance, the insurance company may have 2
right to your health information if they decide to contest any of your claims.

I have read your consent policy and agree to its terms. 1 am also acknowledging that | have
received a copy of this notice.

Printed name Authorized Provider Repreétﬁiﬁ{iuc

éigmtm‘e Date



EASTMAMN-KINGREY CLINIC
a0 Sampson Streal
Wesilake, La TOBES

(A7} 436-3145

Consent to use PHI
acknowledgement for Consent to Use and Disclosure of Protected Health Information

Use and Disclosure of your Protected Health Information
Your Protected Health Information will be used by Easiman-Kingrey Chric or may be

disclosed 1o others for the purpeses of treatment, oblaining paymeant, or supporting the
day-to-day health care operations of this office

Matice of Privacy Practices
You should review the Notice of Privacy Practices for a mora complete dascrption of

how your Protected Health Iinformation may be used of disclosed. It describes your
rights as they concern the imited use of health infarmation, ncluding your demographic
information, collectad from you and created or receved by this office. | have receved a
copy of the Motice of Patent Privacy Policy, _____ Patiert inaiaks

Requesting a Restriction on the Use or Disclosure of Your Information
You may request a restriction on the use or disclosure of your Protected Health

Infarmation
This ofice may or may not agree to restricl the use or disclosure of your

Protected Health Information.

If we agree to your request, the resinclion will be binding with this office. Use or
disclosure of profected information in viclation of an agreed upon restncion will
be a violation of the lederal privacy standards

Notice of Treatment in Open or Common Areas

Descrnibe and Notify private areas available upon reques!

Revocation of Consent
You may revoke this consent o the use and disclosure of your Prolected Health

Information. You must revoke this consent in writing. Any use or disclosure that has
already occurred prior to the date on which your revocation ol consent is recenved will

not b affected

By my signature below | give my permission [0 use and disclose my health information.

“Patient or Legally Autharized indivsdual Sgnature ' Date
Print Patent's Full Mame o ' " Time o
o Date

Wianess Sgnature




APPOINTMENT REMINDERS AND HEALTH CARE INFORMA TION
AUTHORIZATION

Your chiropractor and members of the practice staff midy need to use your hame, address, phane
number, and your clinical records 10 comact you with appointment reminders, infermation ahout
treatment alternatives, or other health related information that may be of imferest to you 1 1l
contact is made by phone and you are not at home, a message will be left on your answering
machine or with a family member. [f we are unable 1o reach you a1 home, we will leave a
message al your worksile on an answering machinge or with a co-worker.

You may restrict the individuals or ofganizations to which vour health care information 15
rebeased or you may revoke your authorization 10 us at any lime, however, your resocalion musi
be in writing and mailed to us at our office address. We will nel be able to honor your revocalion
request if we have already released your health information before we receive your 1equest 1o
revoke your authorization, In addition, if you were required 1o give your authorization as a
condition of obtaining insurance, the insurance company may have a right to your health
infarmation i they decide to contesi any of vour claims,

Information that we use or disclose based on the suthorization you are giving uws may be subjeci
0 re-disclosure by anyone who has aceess to the reminder or other information and may no
longer be protected by the federal privacy rules

You may inspect or cofy the information that we use 1o contact you 1o provide appombment
reminders, information about treatment alternatives, o odher h#alth reiated inform@non af any

time

This notice 15 effective as of the date below. This authorization will expirg seven years after the
date on which you last received services from us

I authorize you 10 use or disclose my health infoarmation in the manner deseribed above | am
also acknowledging that | have received a copy of this authorization

Patient name printed Date
Patient signature Althorezed provider representative
Personal representative (printer) Personal reprosentative signarure

Description of personal representative’s authority o act for the patient



NeEcK DISABILITY INDEX QUESTIONNAIRE

NAME AGE DATE SCORE

PLEASE READ: This questionnaire is designed to enable us to understand how much your neck pain has affected your ability
te manage your everyday activities. Please answer each section by circling the ONE CHOICE that most applies to you. We
realize that you may feel that more than one statement may relate to you, but PLEASE JUST CIRCLE THE ONE CHOICE
THAT MOST CLOSELY DESCRIBES YOUR FROBLEM RIGHT NOW.

SECTION 1 - Pain Infensify SECTION 6 - Concentration/

A | have no pain al the moment. A_ | can concentrate fully when | want to with no difficulty

B. The pain is very mild at the mament, E. | can concentrate fully when | want to with shight difficulty.

. The pain i moderate al the moment i, | have a fair degree of dificully in concentrating when | want o,
D. The pain is krky severs 31 the moment. 0. | have a lot of difficulty in concentrating when | want to

E. The pain is very severs at the moment E. | have a greal deal of difficulty in concentrating when | want 10,
. Thie pen &5 the worst imaginable 8 the momeant. F, | cannil concentrate at al

SECTION 2 -Personal Care (Washing, Dressing, elc.) SECTION T - Wark

A, | can ook afler mysell normally withoul causing exira pain, A 1 can do as much work as | want o

B. 1 can ook after myself nomally, bul if causes extra pain, 8. | can only do my usual work, but no mdns

C. It is paintul to look after myses and | am slow and careful . | can do roast of my usual work, Bul no more,

0. | need some help, bl manage most of my personal cang D | cannod do my usual work.

E. | nead help every day in most aspecis of selfl care. E. I can hasdly do any work al all,

F_ I do not get dressed, | wash with difficulty and stay in bed F. | cannot do any work ai all.

SECTION 3 - Liftimg SECTION & = Diving

A L ean lift heavy weights withowl extra pain, A 1 ean dive my car withoul @y meck pam,

B. 1 can liff heawy weighls, bt it gives axtra pdain B. | can diwe iy car as long as | wani wilh slight paan in my neck.

. Pain prevents me from Elting heavy weights off the Boor, but | | C. | can drive my car as long as | want wih moderabe pain o my
can manage if they are conveniently postioned, for examiphs, meck.
oo @ bbb 0. | cannot drive my car as long as | wani because of moderata pain
0. Pain prevenls me from lifting heavy weights, tad | can in my ek
manage kght 1o medium weights if they are conveniently | E. | can handly drive ai ail becausa of sovene pain in my nack,
peositicned, F. I cannot drive my car at all
E. | can B veny Byhl wisghis.
F. | cannot lift or carry anything af all,
SECTION 4 - Reading SECTION 9 — Sieeping
A | can read a5 much 2% | want to with no pain i my neck. A | have no troulble sleeping
B. | can read &s much as | want 1o with sight pain in my neck, B. My sleep is slightly disturbed {less than 1 hour sleepless)
. | can read as much as | want 1o with mederate pain in my | © My sleep is mildly desturbed (1-2 hours sleepless).

neck. D. My sleep is moderately disturbed (2-3 hours sleepless).
D. | eannol read as mach as | wanl because of moderate pain in | E. My sleep is greatly disturbed {3-5 hours gleaplass)
oy ek, ' F. My sieep is completely disturbed (5-7 hours)
E. | cannod read as rmuch as | wani because of severe pain in
iy Mesck
F. | cannal read at all.
SECTION § - Heaoachaes SECTION 10 - Recreahion
A | have no headaches a1 all. A. | am able to engage in all of my recreational activibes with no neck
B. | have slight headaches which come infrequendly. pain at all
C. | have moderate headaches which come infrequently. B. | am able o engage in &8 of my recreational activites with some
D, | have moderate headaches which come frequently. pain i my neck.
E. | hawe savere headaches which come frequently. €. | am sble o engage in most, but not all of my recréational
F. | have headaches almast all the time. aclivities because of pain in my neck.
0. | am able to engage in a few of my recreational actvities because
of pain in my neck,
E. | can hardly do any recreational aclivities because of pain n my
ek -

F. | 'E"""-ﬂ do any recreational activities at all

COMMENTS:

Vernan H. Mor 5. The Mook Dveabifily indes; & study of rekabibly and vahcity. J Masipulative Physiol Ther 1887.14 A0E-d 15
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This questionnaire has been designed to give the doctor information as to how your back pain has affected your ability to manage
everyday life. Please answer every section and mark in each section only the ONE box which applies to you. We realize you may
conzider that two of the statements in any one section relate to you, but please just mark the box which most closely deseribes your
problem right now.

SECTION | - PAIN INTEMNSITY SECTION 6 - STANDING

O The pain comes and gocs and is very mild O 1can stand a2 long 2= [ want without pain.

Ol Thepain is mild and does act vary much O 1 have some pain on standing but it does nat increase with time.

O  The paio comes and gocs and is modzmte. O | cannot stand for longer then one hour without increasing pain,

O The pain is moderare and d-ua;_nul: wary much, O | cannot stand for longer than ¥ hour withou! increasing pain.

[ Thepain comes and goes and is very severe. O I cannot stand for longer than 10 minutes without increasing pain

O The pain is severe and does nod vary much. O [ avoid standing becsuse it increases the pain straight away.

(n] ]l::;fﬁ:::h.ummﬁmymurm“mdm@mmﬂcnu O 1gatno pain inbed.

O 1o pot normally change my way of washing or dressing even though O [ get pasn i bui bt it daes not prevent me from slecping well. {
it causes same pein O Becawse of pain my normal night’s skeep s reduced by less (han 14,
Washing and dressing increase the pain but | monagenot to change m O Becawse of pain my normal night’s sheep is roduced by less than ',

= vy of doing it. s o s d O Because of pain my normal night*s sbeep is reduced by less than 374,

01 Washing and dressing incresse the pain and I find il poosssary 10 O Pain prevents me from sleeping atall.

‘changs my way of daing iL

O Because of the pain 1 nm unable 1o do some washing and dressing ~ SECTION 8- SOCIALLIFE
withau help, O My social life is normal end gives me no pain,

[0 Because of the pain | am unable 1o do any ‘washing and dressing (1 My social life is normal but fnereases the degree of pain,
witlsoul heldp, [1 Paln has ne significant effect on my social 1ife apart from limiting my

mibe energetic interests, 2.5 dancing, ete,

BECTION 3 - LIFTTNG £ Pain has restricted my soclal life and [ do not go out very ofiea

Ol [ cam lift hewvy weights without extm pain, [0 Pain has restricted my social life wo my home,

O | cam lift heavy weights but il causes extra pain. O 1 have hardly any socinl life becawse of the pain

[0 Fain prevents me from lifling heavy weights off the floor.

00 Fain prevents me from lifiing heavy weights off the floor, but | SECTION? - TRAVELLIMNG
muu:g;::fmcym convenlenthy pm'u!:;d {;:im a tabie), [3 1 getno pain whilst travelling,

O Pam enits me from Hfting beavy weights can mannge light 1o ; ik ; ——— ol of travel
medium weights if they an:_mv:nmmr positianed a1 ,g.et.p;r::;::{:mm eravetling but none of my usual forms e

3 [ canonly lft very light weights at the mast a Ilu;:: pain whilst travelling but it daes not compel me to seek

glbemative form of ravel

SRCTIEN 4 w_""]"mﬂ O | getextra pain whilet travelling which compels me [0 seek altermahve

O 1have na pain on walking. ficis e tomiad

[ 1have some pain oo walking but it does not increass with distance. . :

O | canned walk miore than one mile without increasing pain. - Fadm restrictd all-Fonis: 0 e,

O 1 eanmot walk mors than % mile without incressing paln,  * [0 Pein prevents all forms of oavel cxcept that dang lying dawn

0 | cannst walk more than 154 mils withoat increasing pain,

O 1cannot walk at all withowt increasing pain, SECTION 10 - CHANGING DEGREE OF PAIN

£ My puin is mpidly getting beiter.

SECTION S - SITTING O My pain flucoates but overall is definilely getting beter.

O | cansit in any chair & long a3 1 like, i O My pain stems to be getting better but improvement is slow ot present.

O 1 eanonly sitin my Favorite chair 85 fong as | like. ; ki e

O Puin prevents me from sitting more than one hous. O My ]'.w!n :j nmmt:;mmg n:ﬁ nar

0 Pain prevents me from sitting more than half hour O My DEA S E"'fi‘" ¥ ""Dr"_:“":'ﬁ'

[0 Pain prevents me from sining more than 10 mimdzs O My pain i rapidly worsening,

0 avoid sifling because iU increases pain siright away,

Pain Severity Scale; p
Rate your usual level of pain today by checking one box on the following scale ,

0 1 2 3 4

]

6 | 7 8 9 10

Mo pain

Excruciating pain



