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Date

Patient’s First Name| Middle| Last|

Address | City | Zip Code
Primary phone | Work Phone|
E-mail |

Employer Name |

Job Title |

Date of Birth| Age| Gender: [ |Male [ ]Female Handedness? [ R []L
Weight Height Marital Status [ ]Si [ M []Wid [ |Sep [ IDiv
Spouse’s Name| Spouse’s Date of Birth |

Spouse's Phone: Emergency Contact Name:

Emergency Contact Phone:

Health Insurance Company Policy #:

Name of the insurance card holder | Birthdate of Cardholder: |

Children names and ages: |

Are You Filing a Motor Vehicle Accident Claim? __ YES NO

Car Insurance Company: |

Adjuster | Phone #: |

Agent Phone #
Claim # | Poloicy # |

Drivers License # |

Name of Insured on your Car Policy | Date of Accident? |

Medical Coverage? | Do you have Med-Pay:How Much? [_]Y [N

Lawyer/ Law Firm | Attorney Phone #: |




Patient Health Questionnaire

ACN Group, Inc. Form PHQ-102

Patient Name Date

1. When did your symptoms start: Describe your symptoms and how they began:

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
[] Constantly (76-100% of the day) P

[1 Frequently (51-75% of the day) 8-
[] Occasionally (26-50% of the day) ]
L] Intermittently (0-25% of the day)

3. What describes the nature of your symptoms?

O sSharp [ Shooting |
[JDullache  [JBurning m
CINumb [Tingling

4. How are your symptoms changing?
[] Getting Better
[] Not Changing
[] Getting Worse

None Unbearable
5. How bad are your symptoms at their: aworst ®@ ® @ ® ©
b.best: ® @® @ ® ®©
6. How do your symptoms affect your ability to perform daily activities?
© @ @) ® ) ® ® @ ©) ®
No complaints Mild, forgotten Moderate, interferes Limiting, prevents Intense, preoccupied Severe, no
with activity with activity full activity with seeking relief activity possible
7. What activities make your symptoms worse:
8. What activities make your symptoms better:
9. Who have you seen for your symptoms? [JNo One ] Medical Doctor [ Other
[ other Chiropractor [ Physical Therapist
a. When and what treatment?
b. What tests have you had for your symptoms [1Xrays date: [CICT Scan date:
and when were they performed?
yp CIMRI  date: [JOther  date:
10. Have you had similar symptoms in the past? [ ]Yes [INo
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
, . Professional/Executive [] Laborer [ Retired
11. What is your occupation? [
y P [ ]White Collar/Secretarial [ ] Homemaker [ ]Other
[ ]Tradesperson [] FT Student
a. If you are not retired, a homemaker, or a [ ]Full-time [ ]Self-employed []off work
student, what is your current work status? [ ]Part-time [ ]Unemployed [ ]Other
12. What do you hope to get from your visit/treatment (select all that apply):
[JReduce symptoms [JExplanation of condition/treatment [ How to prevent this from occurring again

[JResumel/increase activity [ Learn how to take care of this on my own O

Patient Signature Date




Patient Health Questionnaire - page 2
ACN Group, Inc PHQ-102

Patient Name Date

What type of regular exercise do you perform? [INone [Light [IModerate [ ]Strenuous

What type of exercise do you prefer?

Has your doctor suggested you gain or lose weight? [ves [Tno How much?

For each of the conditions listed below, place a check in the Past column if you have had the condition in the past.
If you presently have a condition listed below, place a check in the Present column.

Past Present Past Present Past Present
O [ Headaches O [ High Blood Pressure [0 [ Diabetes
0 [ Neck Pain O [ Heart Attack O [ Excessive Thirst
1 [ Upper Back Pain O [ Chest Pains O O Frequent Urination
[0 [ Mid Back Pain 0 [ Stroke
O [ Low Back Pain O O Andina [0 [ Smoking/Use Tobacco Products
_ 9 [0 [ Drug/Alcohol Dependence

O [ Shoulder Pain O [ Kidney Stones
OO [ Elbow/Upper Arm Pain O O Kidney Disorders O [ Allergies
O O wrist Pain O O Bladder Infection O [ Depression
O [ Hand Pain O [ Painful Urination O [ Systemic Lupus

. . O O Loss of Bladder Control O O Epilepsy
L1 O Hip/Upper Leg Pain 0 [JProstate Problems O [ Dermatitis/Eczema/Rash
O [ Knee/Lower Leg Pain O O HIV/AIDS
O [ Ankle/Foot Pain O [ Abnormal Weight Gain/Loss

O [ Loss of Appetite Females Only
O [OJaw Pain . .
[ Abdominal Pain O [ Birth Control Pills
D D Joint Swelling/StiffneSS D D Ulcer (| [ Hormonal Rep|acement
O [ Arthritis OO0 [ Hepatitis OO O Pregnancy
[0 [ Rheumatoid Arthritis O [ Liver/Gall Bladder Disorder O 0O
O [ General Fatigue OO [ Cancer Other Health Problems/Issues
O [ Muscular Incoordination O [ Tumor O 0O
[OJ [ Visual Disturbances O O Asthma O O
[0 [ Dizziness O O Chronic Sinusitis O 0O
Indicate if an immediate family member has had any of the following:

[0 Rheumatoid Arthritis ~ [] Heart Problems [ Diabetes [ Cancer [ Lupus O

List all prescription and over-the-counter medications, and nutritional/herbal supplements you are taking:

List all the surgical procedures you have had and times you have been hospitalized:

Patient Signature Date
Please type your name and the last 4 digits of your SSN)




Neck Index

ACN Group, Inc. Form NI-100

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

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

© I have no pain at the moment.

@ The pain is very mild at the moment.

® The pain comes and goes and is moderate.
® The pain is fairly severe at the moment.

@ The pain is very severe at the moment.

® The pain is the worst imaginable at the moment.

Sleeping

@ | have no trouble sleeping.

@ My sleep is slightly disturbed (less than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless).

@ My sleep is moderately disturbed (2-3 hours sleepless).
@ My sleep is greatly disturbed (3-5 hours sleepless).

® My sleep is completely disturbed (5-7 hours sleepless).

Reading

@© | can read as much as | want with no neck pain.
@ | can read as much as | want with slight neck pain.
® | canread as much as | want with moderate neck pain.

@ | cannot read as much as | want because of moderate neck pain.

@ | can hardly read at all because of severe neck pain.
® | cannot read at all because of neck pain.

Concentration

@ | can concentrate fully when | want with no difficulty.
@ 1 can concentrate fully when | want with slight difficulty.

@ | have a fair degree of difficulty concentrating when | want.

® I have alot of difficulty concentrating when | want.
@ | have a great deal of difficulty concentrating when | want.
® | cannot concentrate at all.

Work

@ | can do as much work as | want.

@ | can only do my usual work but no more.

@ | can only do most of my usual work but no more.
® | cannot do my usual work.

@ | can hardly do any work at all.

® | cannot do any work at all.

Personal Care
@© | can look after myself normally without causing extra pain.
@ | can look after myself normally but it causes extra pain.

@ ltis painful to look after myself and | am slow and careful.
® | need some help but | manage most of my personal care.
@ | need help every day in most aspects of self care.

® 1do not get dressed, | wash with difficulty and stay in bed.

Lifting
@© | can lift heavy weights without extra pain.
@ | can lift heavy weights but it causes extra pain.

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

® Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

@ | can only lift very light weights.
® | cannot lift or carry anything at all.

Driving
© | can drive my car without any neck pain.
@ | can drive my car as long as | want with slight neck pain.

@ | can drive my car as long as | want with moderate neck pain.
® | cannot drive my car as long as | want because of moderate neck pain.
@ | can hardly drive at all because of severe neck pain.

® | cannot drive my car at all because of neck pain.

Recreation

© | am able to engage in all my recreation activities without neck pain.
@ I am able to engage in all my usual recreation activities with some neck pain.

@ |am able to engage in most but not all my usual recreation activities because of neck pain.
® lam only able to engage in a few of my usual recreation activities because of neck pain.

@ | can hardly do any recreation activities because of neck pain.
® | cannot do any recreation activities at all.

Headaches

@© I have no headaches at all.

@ 1 have slight headaches which come infrequently.

@ | have moderate headaches which come infrequently.
® | have moderate headaches which come frequently.
@ | have severe headaches which come frequently.

® | have headaches almost all the time.
Neck

Index

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 ‘ Score




Back Index

ACN Group, Inc. Form BI-100

Patient Name

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

Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

© The pain comes and goes and is very mild.

@ The pain is mild and does not vary much.

@ The pain comes and goes and is moderate.

® The pain is moderate and does not vary much.
@ The pain comes and goes and is very severe.
® The pain is very severe and does not vary much.

Sleeping

© 1 getno pain in bed.

@ | get pain in bed but it does not prevent me from sleeping well.
@ Because of pain my normal sleep is reduced by less than 25%.
® Because of pain my normal sleep is reduced by less than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.
® Pain prevents me from sleeping at all.

Sitting

© | canssitin any chair as long as | like.

@ 1 can only sitin my favorite chair as long as | like.

@ Pain prevents me from sitting more than 1 hour.

@ Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® | avoid sitting because it increases pain immediately.

Standing

@ | can stand as long as | want without pain.

@ | have some pain while standing but it does not increase with time.

@ | cannot stand for longer than 1 hour without increasing pain.
® | cannot stand for longer than 1/2 hour without increasing pain.

@ | cannot stand for longer than 10 minutes without increasing pain.
® |avoid standing because it increases pain immediately.

Walking

@ | have no pain while walking.

@ 1 have some pain while walking but it doesn't increase with distance.

@ | cannot walk more than 1 mile without increasing pain.
® | cannot walk more than 1/2 mile without increasing pain.
@ | cannot walk more than 1/4 mile without increasing pain.
® | cannot walk at all without increasing pain.

Personal Care

© 1 do not have to change my way of washing or dressing in order to avoid pain.

@ 1 do not normally change my way of washing or dressing even though it causes some pain.
@ Washing and dressing increases the pain but | manage not to change my way of doing it.

® Washing and dressing increases the pain and | find it necessary to change my way of doing it.
@ Because of the pain | am unable to do some washing and dressing without help.

® Because of the pain | am unable to do any washing and dressing without help.

Lifting

| can lift heavy weights without extra pain.

| can lift heavy weights but it causes extra pain.

Pain prevents me from liting heavy weights off the floor.

Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

® | can only lift very light weights.

® 000

Traveling

© 1 get no pain while traveling.

@ | get some pain while traveling but none of my usual forms of travel make it worse.

@ | get extra pain while traveling but it does not cause me to seek alternate forms of travel.
® | get extra pain while traveling which causes me to seek alternate forms of travel.

@ Pain restricts all forms of travel except that done while lying down.

® Pain restricts all forms of travel.

Social Life

© My social life is normal and gives me no extra pain.
@ My social life is normal but increases the degree of pain.

@ Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

@ Pain has restricted my social life and | do not go out very often.
@ Pain has restricted my social life to my home.
® | have hardly any social life because of the pain.

Changing degree of pain

My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.
My pain is neither getting better or worse.

My pain is gradually worsening.

My pain is rapidly worsening.

GRCRORONONC)

Back

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 ‘

Index
Score




ROCKY MOUNTAIN CHIROPRACTIC & SPORTS INJURY CENTERS, P.C.
Brent G. Hextell, DC, CSCS

8010 South CR5, Suite 209 ph. (970) 674-0147
Windsor, CO 80528 fx. (970) 674-0145
www.ChiropracticWindsor.com

Welcome to Rocky Mountain Chiropractic & Sports Injury Centers!

At this office, it is a priority that we do all we can to make sure you receive the highest
quality of care possible. The Intake Process is an absolutely critical part of that goal.
Please take a few moments to make sure you have completed your Pre-Visit #1 items and
are ready for your first visit to our office.

New Patient Checklist

____Did you receive the visit confirmation email with paperwork options?

___Did you complete paperwork which included the information in this packet whether
through online submission or by printing and downloading?

___If you did not do an online submission, did you email the paperwork to us?
(If you cannot scan and email, please reply to your appt reminder msg and let us know
you will be bringing your paperwork with you)

__ Did you check your email for a message from no-reply @medicfusion.com with
instructions to register for the Medicfusion patient portal? Did you register?

__ Have you updated insurance and payment information within your patient portal?

__Did you download the SKED app so you may view and manage your patient
appointments? (Not needed for your New Patient Visit)

__Did you download the contact card Dr Hextell Contact Info.vcf which was attached to
your New Patient Appointment confirmation message? Note: the address above is
correct. Some devices try and send people to the wrong location (We are not on Ash St)

If any of these items are missing, please reply to one of our messages and let us know
you need something and we will get it to you ASAP.

I am looking forward to seeing you soon!

Sincerely,

Dr. Brent G. Hextell, D.C.
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