CASE HISTORY

DATE.
NAME
ADDRESS B cITY STATE 2Ip
DATE OF BIRTH : SOCIAL SECURITY NO.
HOME PHONE WORK PHONE MARITAL STATUS

SPOUSE'S NAME
CHILDREN'S NAMES AND AGES

NAME OF EMPLOYER CCCUPATION
HOW LONG EMPLOYED WHO REFERRED YOU

PLEASE DESCRIBE YOUR MAJOR COMPLAINTS AND SYMPTOMS

WERE THEY CAUSED BY A STRAIN? ____ STRESS? ____ FALL) ____ OVERUSE) —
EXSRCISE? —. WORK RELATED? .. AUTO ACCIDENT? ____ UNKNOWN? ____
WHEN DID THIS OCCUR? REOCCURRING CONDITION?
ANY FAMILY HISTORY OF THIS CONDITION?
HAVE YOU BEEN TREATED BY ANOTHER DOCTOR FOR THIS CONDITION?

}LD. D.O. D.C. NAME OF DOCTOR
DIAGNOSIS TREATMENT
WERE X-RAYS TAKEN? WHEN? _____ LENGTH OF TIME UNDER HIS'HER CARE?

RESULTS

WHAT ACCIDENTS/FRACTURES HAVE YOU HAD? INCLUDE DATES)

WHAT MAJOR SURGERY HAVE YOU HAD? INCLUDE DATES)

LI

. A

LIST ANY MEDICATIONS YOU ARE PRESENTLY TAKING
WITHIN THE LAST 6 MONTHS? N

CEEE PHONE e-mail




Emergency Contact not living with you:

Name;

Address:

Home Phone: Cell Phone:

Patient Cell Phone:

Patient E-mail:




Patienl Name: Date;

CHIEF COMPLAINT -~ HPI FORM

CHIEF COMPLAINT: OPain ONumbness 0O Stiffness OWeakness

Body AreaInvolved: ([ Head/Neck O Spine/Ribs/Pelvis [ Upper Extremity O Lower Extremity
Conditlon Type: O New 0O Recurring O Exacerbation 0 Chronic
1.) Does anyone else in the family have this same or similar problem? (Check family history.) s

MECHANISM OF ONSET: )
2.) Belore you began (o suffer with this problem, was there an earlier accident, injury or condition that may or may not have been directly relatec
to this problem? (Example: fall, auto injury, sports lrauma, repetitive motion on the job.)

0 Aute O Restrained 0O Unrestrained O Driver O Passenger O Pedestrian [ See Accident Hx Form

O Work O Overexerion O Lifting O Repetitive Motion O Fall O See Accident Hx Form

O Other O EliologyUnk O Slip/Fall O Overexertion DO Recreation O Slept Wrong O Other

O NolInjury

LOCATION: RighVLefuBilatere:

SYM PTOMS: Whan this problem is at it's worsl, can you explain In your words how exaclly It feels? Does it radiate?

QUALITY:
0O Buming 0 Diffuse O Dul/Aching ([ Localized ([ Sharp
O Shooling O Stabbing O Tingling O Radisting 0O Other

SEVERITY:
O Minimal O Mild 0O MildModerate [0 Moderate [0 Moderate/Severe ([0 Severe

On a scale of 0-10, where 10 is the worst pain you have ever felt, can you rate that pain?

Level of [mpairment Due to Symploms (Resting):

0 1 2 3 4 5 6 7 8 9 10
Level of |mpairment Due to Symptoms (With Actlvity):
0 1 2 3 4 5 6 7 8 9 10

How doas thal make you feel?

DURATION: How long have you been suffering from this problem? (Major Complaint)

SxStated: [/  SxWorsened: _/ [  SxLastOccurred: [ | -
InjuryDate: /| SxlastEpisode: ..l [ __ Accident Occurred: L |

TIMING:
O Worse AM , O Worse PM O Worse w/ Aclivity O Intermitfent O Constant O Worse at Night
How often do you find yourself sulfering from this problem?
How long does the problem last? (Get all the details of liming)

CONTEXT:
Better When: [0 Hot (O Cold WorseWhen: O Hot (O Cold (O Damp
ASSOCIATED SIGNS SYMPTOMS:
0 Headache O Swaelling O Spasm 0O Numbness O Dizziness 0O Nausea O Fatigue
o Stifiness O Irritability QO Other ’

O Weakness - Location ¢ O Radiation - Localien




Date __

Patient Name B
HEADACHE | ‘

Location: O Occipital O Frontal OTemporal  OPareital O Sinus

Quality: O Dull O Sharp O Throbbing O Stabbing OAura O No Aura

Types: COHatBand  OCluster O Migraine O Tension

MODIFYING FACTORS: = -
Since (he time you began suffering from this problem, what if anything have you Iried so far that permanently haiped yoa? (Ex oz, [ Aes

OTC Meus, Prescriptions, Physical Therapy) [ _—

How miuch? How often? e P e i EEEEIE.
Symptoms Better With: O Aclivity 0O Bending (O Cold 1 Heat O Massage J Movement

O OTC Meds O RxMeds * O Rest O Stretching O Siting O Standing

O Twisting O Walking

. Symptoms Worse With:  As Noted in Social History

Mzs anygthing that you have done, thus far, fixed your problem? YES or NO

v/nen ttus prodlem is al it's worst, does it make you feel older than you are? in other words, does (his condition the wa y yOu liave 08STnbed i 5.
far seem lo you to be normal for your actual age? YES or NO How old? -

Have you become discouragedfrustraled about this problem? (from above)
(IF NO) So whal would you say it was if not discouraged?

SOCIAL HISTORY QUESTIONNAIRE

Give me an example of a day when your problem was al il's wors!, how did it ruin things for you?. . . sy

How does this problem affect your family?.

DAILY ACTIVITIES:

Care - Family Member

Carrying Groceries O No Effect
Cnhange Posltions -

Sit 1o Stand O No Effect
Climbing Stairs O No Effect
Pel Care O No Effect
Driving O No Effect .
Extended Computer Use O No Effect
Household Chores O No Effect
Lifung Children O No Effect

Reading/Concentration O No Effect

Self Care - Bathing O No Effect
Self Care - Dressing O No Effect
Self Care - Shaving O No Effect
Sexual Activities O No Effect
Sleep 0O No Effect
Stalic Sitting O No Effect
Statc Standing O No Effect
Yardwork O No Effect
VWalking

O No Effact

O Painful (can do)

O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
0 Painful (can do)
O Painful (can do)
O Painful (can do)
O Painlul (can do)

Effects of Current Condition on Performance

O Panfull (fimits)

Q Pantull (limits)
Q Panfull (limitg)
O Panfull (limits)
O Panfull (limits)
O Panfull (limits)
O Panfull (limits)
O Panlull (limits)
0 Panfull (limits)
O Panfull (limits)
CIPantull (liinits)
O Pantull (limits)
0 Panfull (limits)
O Panfull (limits)
+ D Panfull (limits)
O Pantull (limits)
0 Panfull (limits)
0 Panfull (limits)

O Unabie 1o Perdorm

O Unable 1o Perform
O Unable to Perform
0O Unable to Perform
O Unable 1o Perform
O Unabie 1o Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Purtorm
0 Unable to Perforn
0 Unable 16 Perform
O Unavle to Perform
O Unable to Perform
0O Unable to Perform
O Unable 1o Perform
0O Unatle to Perdorm
O Unable to Perform



Fatien! Name

EMPLOYMENT:
Occupation:
Job Classification: [ Sed (<51bs) [0 Light (5-20 Ibs)
“itung Frequency: O Constant (66-100% of duy) 1 Frequent (33-66%
wifung Postures: O Torse O Kneo O nne L1 Shoulder
Viork Actlivity Postures:
Siting: Hours per day " Standing: . _ _ .. Hours per uiy
Sending . Hours per day Climbing: __ ____ Hours per day
Pulking: -~ Hours per day Knewlii;, —-—- Hours per day
Trstng  .——— Hours per day
Repéliive nclisities:
::-:,mpm..-r - Hours per day Phone: -———-—~ Hours per day
riand Telis, ——— FUUrS per day ABSOIMLY . e oo Huurs por Gay
Congitien's Elfect on Job Performance: ONe Effect O Painful (can
RECREATIONAL ACTIVITY:

O NoEflect O Painlful (can do)

O No Effuct
O No Eftect
O No Effect
O No Effect

SNl Cldie s oo thid problem pravent you from doing, either partially or totally, that you would really like 1o be doing aguin?

O Paintul (can do)
O Painful (can do)
O Painful (can go)
O Paintul (can do)

Work Hours Per Day:
O Moderate (20-50 Ibs) O Heavy (>50 1bs)

1 Occasionui (0-33% of auy)
L) High Near

ol day)

O FPosiue

Walking: HOUrs per day
Pushing: ______ riours per duy
Reaching: -—-—-—- rours put doy
Machinery, —. . _ _ Hours pe aay
Crasping: .. 1iuurs pur guy

do) O Painful(limits) Cl Unable 10 Perform

L) Paintul (lirmits)
O Painful (linits)
O Paintul (limits)
O Paintul (lirnits)
O Painful (limits)

L) Unuble o Perforn:
0 Unabie to Pertorm
CJ Unable to Perfourm
0 Unabie 10 Perform
O Unable 1o Perarrr,

TS UCes s piabiem prevent you from doing that? _

This prooieini you described has been going on for
condilion? ‘above B-W-S)

yuars/moriths. How do you see it in the future if YOU QUi l ilidke e Commulinent

So. takinyg

"o consideration what we have discussed here so far, do you see thal you would need lo chanye Somiettung you are

your (ecnc.ico above) to improve? YES or NO _

.

L a scaie ol 116 10, ten being the highest, rale your conmiment to getting rid of the problem?

Concerns tnat could interere with your commitmen? (Tima, Transportation, Other) Specily:

Coctor Sijniuture:

——— e

Hel 1) [N AR MR

QQItkg i Grger 12

Date:

e e e e et e



Other doctors seen for this condition? [ Yes 0O No

Type of reatment:
Drugs you now take: O Nerve Pills

Do you wear heal lits? ] Yes O No  Side LI OYes CINo
Any other conditions you feel we should know aboul - even if unrelated?

Who?

Resuits:

O Anti-Depressants

O Pain Killers O Muscle Relaxers

O Other:

O Blood Pressure Medicing 3

Insuin

Y Admam o il
— Al S snegicie

Inter Soles (JYes [(ONo

Arch Supports UlYes
Orthatics

OYes

CINo

CNo

" Below is a list of diseases which may seem unrelated to the
must be answered carefully as the problems can effect your overall course of care.

REVIEW OF SYSTEMS - Please fill out all sections even If “NONE".

Conslitutional: O Chills O Daytime Somnolence
O Nona O Weigh! Loss
Exealision: (O Bundness 00 Biured Vision
O Nare O Field Cuts O Glasses/Contacis
ENT: O Blesding O Dentures
O None O Ea Pain O Fainting

O Hoarseness D Loss of Smell

O Siws infections O Snoring
Respiation: O Astma O Cough
O None
Cardie: O Angina O Chest Pain
O None O Paipitations O PND
Gastre: O Abdominal Pain O Belching
O None O Heanbum 0O Hemanhoids

O Regurgitaton O Stodl Caiiver
Female: O Breast LumpsPain O Buming Urination
2 None O Vagnal Bieeding O Voginal Discharge
Male: O Buming Unnation (3 Erectie Dysfunction
O None
Endegring: O Coid inlolerance O Diabetes
0 Now O Gater O Hair Loss
Ship: O Cranges n Nad Texre O Changes in Skin Color
O Nene O Hiching O Paresthesias
Nervous: O Daziness O Fadal Weakness
O None O Numbness O Secures

O Treter O Unsizadiness of Gait
Esychologls: O Anhedania O Aniety
O None O Depression O Insomnia
Allgrgy: O Anaphalans O Food Intoierance
O Nae
nemalolegy: O Anemia O Blesding
O Nere O Lymgn Node Swelling

O Fatigue

O Cataracis
O Gisucoma

O Oefficuity Swallowing
O F equent Sore Throals
O Nasal Congestion

O Tinnitus (Ringing in Ears)

O Coughing up Blood
O Caudication

O 508 with Exertion
O Black Tamy Stocis

O Indigeston
O Stod Color

© O Cramps

O Frequent Urination
O Excessve Appetite
O Heal Iniolerance

O Hair Growth
O Pruritis

O Headache

O Appetts
O Memary Losy

O liching

O Biood Clottng

O Fever

O Change in Vision
0O hehing

O Discharge

O Headaches

O Nose Blesds
om

(3 Shortness of Beeath (SOB)
O Heart Mumur
O Sweling of Legs
O Constpation

O Jaundice

D Swd Consistency

O Frequent Urination
O Hesitancy/Dribbing
O Excessive Hunger

O Unusual Hair Growth

O Hair Loss
O Rash

O Lmb Weainess

" O Siured Speach

O Behavioral Change
I Mood Change

O Nasal Congestion

O Biood Transtusions

O Night Sweats
2 Coutile Visen
O Protophatta
0O Dizzness

0 Héaring Loss
3 PND (Pest Nasal Drip)

C3 Spututn Proguctien
O Hean Problems

0 Uicers

O Diantiea

O Nausea

a Vomiting

O Ireguior Mensirugyon
) Prestate

O Excessive This:

O Voice Changes

03 History of Skin Disergers
O San LessonsUtcars

O3 Loss of Consoousness
O Stress
0 Bipotar

O Sneen 5

0 BP.HS-Ii"'

purpose of your appointment. However, these questions

Ve ,'-‘-f Gain

0

— Eyp Pus

O Tearn;

3 Ear Dranage
D Hestory of Heass inun

O Rhingrmea [Ruany N ik

J Crhopnes

[0 Vanzose veins

5 Doty Saansad :

< Recty Beessy

[}

WIS Beds

- N RN

& Wne Rens

— Tonlustn

3 Fadgue



PAST HEALTH HISTORY - Please flil out carefully as these problems can affect your overall course of care.

Chilghood llinesy: O ADD O MlergesHaylever O Asthvna 0O Alopic Dermatils - O Cevebeal Puts, 0 Onsén Fu
DO Kone O Depression O Diaboles O Fetal Drug Exposure O Food Allergies O Hesdaones o rRbasis
O Measles O Mumps O Rash O Seirure Disorder O Sickle Cell Anesray D Soriiin
O Unusual Chilghood linessas
adult linessey: O Anemia 0O Arthilis O Asthmu 0O Cancwr 7 Crgaen Poa o onFS N
O None O CVA(Svoke) O Depression O Diabeten (nsulin Oep) O Dlabetes (NIDDM « Nansul) [ Epe Mrotiens ) rean Dsesas
O Hepatis O Hypertansion 0 Kidnay Disgase O Uver Disense 0 Lung Disease G Poymaavs v
O Selures O Similar Symploms 0O ST [0 Suidde Attempts 1 Thyroid Progiens
Surgeries: O Angioplasty 0 Appendectomy O Caesarean Section 0 Cardiac Cathelenzabon O CopuTunned Repar = Cuznzy g0l
O Nens O Cosmaetic [mf" 1 O Hemomhaidectomy O Hernia Repair {7 Hysterectomy
O Joint Replacement O Lamineciomy . O Mastectomy 07 Pacemaker insettion 00 Sl Fuson
O Galivladder
0 Orher it i e A e 5
Quiyn: Deseribe:
O hena
lnlurisy: Descrbe: & e e e e s o e
O hone
nmunizations: O Fly O Hepatiis A O Hepatis B O Hepatius C 0 MR 2 Paaeri s
O None O rPPO O Small Pox oTm O Varivax
NzoDrug Allsrgies: Describe; . . R
O None
FAMILY HISTORY
Alive Decsased Condition
General Family a =) PR S——
Fatner a =) o
Motner O O . o
Patemnal Grandiather a 2 )
Peternal Grandmother (] a
tdaternal Grandfather = m
tMaternal Grandmother o (6] .
" Son(s) a a
Caughter(s) a a
Brother(s) a (]
Sister(s) O o ~
SOCIAL HISTORY .
lcangl: O Neoe O Bewr O Uquoer o Social Consumption O Wne -k'r.}...r'r e o
Digr O Hign Fat Diet O High Fives O High Prolein O High Sall intake
m] @Cuwhm O Low Cabohyvate O Low Five! O Low Salt O Lew Sugar
E2usavon: Lexel oe Degrae Antained:
Subsincs: O Oenies Any O Denies IV Drugs Not Used Since Vsed Drugs For

Izhiccg: Tipe Aoont




BALLARD
CHIROPRACTIC DR. CAROLYN BALLARD
CLINIC, P.C.

» To Your Health!

FINANCIAL POLICY

We are committed to meeting your health care needs. Our goal is to
keep your insurance or other financial arrangements as simple as
possible. In order to accomplish this in a cost-effective manner, we

ask that you adhere to the following guidelines:

1.  Payment is expected at time of service.

2. We will file yoar insurance for you if we are a
participating provider of your plan. You will be
responsible for any and all services in excess of
your insurance limits as well as all non-covered
services.

3. All co-payments are due at the time of service.
*

4.  If we are not participating providers of your plan,
full payment is due at the time of service, unless
prior arrangements have been made, We will give
you complete forms that will be accepted by your
insurance company for reimbursement.

We will mail to you a monthly billing statement for any outstanding
balances.

L]

[ acknowledge that I understand and accept this financial policy.

Signature Date

L]

3506 CHEROKEE STREET + KENNESAW, GEORGIA 30144 + OFFICE: (770) 426-6639 « FAX: (770) 426-0810



BALLARD
CHIROPRACTIC
CLINIC, P.C.

» 10 Your Health!

35% CHARGE ON ALL BALANCES TURNED
OVER TO COLLECTIONS

**#**PAYMENT DUE AT TIME OF INITIALVISIT***x*

We accept most insurance after verification of coverage. We will also file your insurance
from our office. You, the patient, are responsible for your bill if your insurance does not
cover the chargesdncurred. You are also responsible for any collection costs if necessary.

Our office is dedicated to your health; therefore it is our policy to make chiropractic care
available for everyone. If the cost of your care presents a problem, please discuss your
situation with the office manager.

Thank you

Date

Patient or responsible party

Date

Witness signature

3206 CHEROKEE STREET  KENNESAW, GEORGIA 30144 + OFFICE: (770) 426-6639 - FAX: (770) 426-0810



