Whom may we thank for referring you to this office?

APPLICATION FOR CARE AT SPIERS CHIROPRACTIC CENTER

Male O3 Fernale

Address: o City: State: Zip:

E-mail Address: - Home Phone: Mobile Phone:

Marital Status: O Single O Married Do you have Insurance: O Yes 0O No Work Phone:

| Social Security #: Driver’'s License #:
Employer: ’ Occupation:
Spouse’s Name Spouse’s Birthday:
Spouse’s 55 #: Spouse’s Employer:

Number of children and ages:

Name & Number of Emergency Contact: _ Relationship:

oﬁditi:(;n[

HISTORY: of COMPL

Please iden.tlfy'!'the ¢

ugﬁt :yu to this office: - Prlary.

Secondary; Third: Fourth:

On a scale of 1 to 10 with 10 being the worst pain and zero being no pain, rate your above complaints by circling the number:

Primary or chief complaint is: ‘0 -1-2~3~4-5-6-7-8-98-10
Second complaint is: 0-1-2~«3~-4-5-6-7-8-9-10
Third complaint is: 0-1-2~«3 -~ 4~-5-6-7-8-9-~10
Fourth complaint is: 0-1-2-3-4-5-6-7-8-9-10
When did the problem(s) begin? When is the problem at its worst? 0 AM O PM O mid-day O late PM |

How long does it tast? O It is constant OR [ | experience it on and off during the day OR [ It comes and goes throughout the week

How did the injury happen?

Condition(s} ever been treated by anyone in the past? ONo [ Yes If yes, when: by whom?
How long were you under care: What were the results?
Name of Previous Chiropractor: O N/A

PLEASE MARK the areas on the Diagram with the following letters to describe your symptoms:
R = Radiating B=8urning D=Dull A=Aching N=Numbness S =Sharp/Stabbing T=Tingling

What relieves your symptoms?

What makes your symptoms feel worse?

LIST MEDICATIONS, VITAMINS, SUPPLEMENTS:

Is your problem the result of ANY type of accident? O Yes, [ No @
’ IbD, D 011



Identify any other injury(s) to your spine, minor or major, that the doctor should know about:

Have you suffered wuth any of thisor a similar problem in the past? O No O Yes If yes, how many times? When was the last

episode? How did the injury happen?

Other forms of treatment tried: O No [ Yes If yes, please state what type of treatment: ,and
who provided it; How long ago? What were the results, [0 Favorable [0 Unfavorable=* please
explain.

Ptease identify any and all types of jobs you have had in the past that have imposed any physical stress on you or your body:

If you have ever been diagnosed with any of the following conditions, please indicate with a P for in the Past, C for Currently
have or N for Never have had:

___ BrokenBone ___Dislocations ___Tumors __ Rheumatoid Arthritis __ Fracture __ Disability __ Cancer
__ HeartAttack ___ Osteo Arthritis ___ Diabetes ___ Cerebral Vascular ____ Other serious conditions:

PLEASE identify ALL PAST and any CURRENT conditions you feel may be contributing to your present problem:
HOW LONG AGO TYPE OF CARE RECEIVED BY WHOM

INJURIES >

SURGERIES >

CHILDHOOD DISEASES =

ADULT DISEASES 2>

Ficte ; : ) THA

1. Smokmg Dmgars O plpe O c1garettes How often? {1 Daily [0 Weekends El Occasionally EI Never
2. Alcoholic Beverage: consumption occurs O paily [ weekends [JOccasionally [ Never
3. Recreational Drug use: O Daily [0 weekends [ Occasionally [ Never
4. Hobbies -Recreational Activities- Exercise Regime: How does your present problem affect? '

"
e

st bt

1. Does anyone in your family suffer with the same condition(s)? 0O No I Yes
If yes whom: {J grandmother [ grandfather Ol mother I father O sister{s) O brother(s} [ son{s} LI daughter(s)
Have they ever been treated for their condition? OO No [lYes Elldon’t know

2. Any other hereditary conditions the doctor should be aware of? [ No [l Yes:

| hereby authorize payment to be made directly to Spiers Chiropractic Center, for all benefits which may be payable under a healthcare
plan or from any other collateral sources. | authorize utilization of this application or copies thereof for the purpose of processing claims
and effecting payments, and further acknowledge that this assignment of benefits does not in any way relieve me of payment liability and
that | will remain financially respensible to Spiers Chiropractic Center for any and all services | receive at this office.

Patient or Authorized Person’s Signature Date Completed
Doctor’s Signature Date Form Reviewed
PATIENT'S NAME: HR#: Date: @

JDD, DC 5/2011



Spiers Chiropractic Center » 5128 Old Hwy 11 Suite 1 Hattiesburg, Ms 39402 « Tel: {601) 261-9485

REVIEW OF SYSTEMS

Patient Name:

Patient File #:

Today’s Date:

/ /

INSTRUCTIONS: Please circle all that apply. If none of the conditions apply in a section, select “None.”

Constitutional:
None

Chills

Dayiime Drowsiness
Fatigue

Fever

Night Sweats
Weight Gain

Weight Loss

Eyes/Vision:

None

Blindness

Blurred Vision

Cataracts

Change in Vision
Double Vision

Eve Pain

Field Cuts

Glaucoma

ltching faround the eyes)
Photophobia

Tearing

Woears Glasses or Contacts

Ears, Nose and Throat;
None

Bleeding

Dentai Implants
Dentures

Difficulty Swallowing
Discharge

Dizziness

Ear Drainage

Ear Infection(s}

Ear Pain

Fainting

Headaches

Head Injury (history of)
Hearing Loss
Hoarseness

Loss of Smel

Nasal Congestion

Nose Bleeds

Post Nasal Drip
Rhinorrhea (runny nose}
Sinus Infections
Snoring

Sore Throats

Tinnitus (ringing in the ears)

TM) Disorder

Patient Signature:

Cardiovascular:

None

Angina (chest pain or discomfort)
Chest Pain

Claudication (feg pain or achiness)
Heart Murmur

Heart Problems

Orthopnea (difficully breathing
while lying)

Palpitations (irregular or forceful
heart beat}

Paroxysmal Nocturnal Dyspnea
(shortrness of breath at night)
Shortness of Breath

Swelling of Leg(s)

Ulcers

Varicose Veins

Gastrointestinal:

None

Abdominal Pain

Belching

Black, Tarry Stools
Constipation

Diarthea

Difficulty Swallowing
Heartburn

Hemorrhoids

Indigestion

Jaundice (yellowing of the skin)
Nausea

Rectal Bleeding

Abnormal Stool Caliber (quality)
Abnormal Steol Color
Abnormal Stool Consistency
Vomiting

Vomiting Blood

Respiration:

None

Asthma

Coughing up blood
Shortness of Breath
Sputum Production
Wheezing

Endocrine:

None

Cold Intolerance
Diabetes
Excessive Appetite
Excessive Hunger
Excessive Thirst
Frequent Urination
Goiter

Hair Loss

Heat Intolerance
Unusual Hair Growth
Voice Changes

Skin:

None

Changes in Nail Texture
Changes in Skin Color
Hair Growth

Hair Loss

Hives

ftching

Paresthesia (numbness, prickling, or
tingling)

Rash

History of Skin Disorders
Skin Lesions or Ulcers
Varicosities

Nervous System:
None

Dizziness

Facial Weakness
Headaches

Limbk Weakness
Loss of Conscipushess
Loss of Memory
Numbness

Seizures

Sleep Disturbance
Slurred Speech
Stress

Strokes

Tremors
Unsteadiness of Gait

Allergy:

None

Anaphylaxis (history of)
Food Intolerance
Ttching

Nasal Congestion
Sneezing

Hematology:

None

Anemia

Bleeding

Blood Clotting

Blood Transfusion(s)
Bruises easily

Fatigue .
Lymph Node Swelling

Psychelogical:

None

Anhedonia (inability to
experience jay or enjoy life)
Anxiety

Appetite Changes
Behavioral Change(s)
Bipolar Disorder
Confusion
Convulsions
Depression

Insomnia

Memory Loss

Mood Change(s)

Female:

None

Birth Control Therapy
Breast Lumps / Pain
Buming Urination
Cramps

Frequent Urination
Hormone Therapy
Irregular Menstruation
Urine Retention
Vaginal Bleeding
Vaginal Discharge

Male:

None

Buraing Urination
Erectile Dysfunction
Frequent Urination
Hesitancy or Dribbling
Prostate Problems
Urine Retention

FOR OFFICE USE ONL.Y:

I have reviewed the above ROS with the above named patient:

Doctor Signature

Date

S



Back Index

Farm BI100

Patient Name

rev 3272003

Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
P!ea:se answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark tjhe 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
@ | getno pain in bed,
@ 1get 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 nommal sleep is reduced by less than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.

® Pain prevents me fram sleeping at all.

Sitting

@ 1cansitin any chair as long as | like,

@ Ican oniy sit in my favorite chair as iong as | like.

@ Pain prevents me from silting more than 1 hour,

@ Pain prevents me from sitfing more than 1/2 hour,
® Pain prevents me from sitting more than 10 minutes.
® 1avold sitling 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 pair.
@ I cannot stand for longer than 1/2 hour without increasing pain.

@ | cannot stand for langer than 10 minutes without increasing pain.

® |avoid standing because it increases pain immediately,

Walking
@ ! have no pain while walking.

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

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

Personal Care

© Ido not have to change my way of washing or dressing in order to aveid pain.
@ 1do nat nommally 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 lo do scme washing and dressing without help.
® Because of the pain t am unable to do any washing and dressing without help.

Lifting

@ [can iift heavy weights without extra pain.

@ |canlift heavy weights but it causes extra pain.

@ Pain prevents me from Kfting heavy weights off the ficor.

@ Pain prevents me from lifting heavy welghts off the floor, but | can manage
if they are conveniently positioned (s.4., on a table).

@ Pain prevents me from lifting hoavy waights off the floor, but | can manage
light to medium weights if they are conveniently pasitioned,

® 1 can only it very light weights.

Traveling

@ 1getno pain while traveling.

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

@ 1getextra pain while traveling but it does not cause me to seek allemate forms of travel.
@ [get exira 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 alf forms of travel,

Social Life

@ My social life i normat and gives me no extra pain.

@ My social life is normal but increases the degree of pain.

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

@ Pain has restricted my social #e and | do not go cut very often,

@ Pain has rastricted my social life to my home,

® |havs hardly any social life because of the pain,

Changing degree of pain
@ My pain is rapidiy getting bietter.
@ My pain fluctuates but averall is definitely getiing better.
@ My pain seems to be gelting better but improvement is slow.
@ My pain is neither getting better or worse,
@ My pain is gradually worsaning.

® My pain is rapidly worsening.
y pain is rapidly g Back
Index

|lndex Score = [Sum of all statements selected / (# of sections with_a statement selected x 5)] x 100 | Score




Neck Index

Form N1-100

Patient Name

ray 32772003

Date

This questionnaire wilf give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one staternent 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

@ | have no pain at the moment.

® The pain is very mild at the moment,

@ The pain comes and goes and is maderale,

@ 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 frouble 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 na neck pain.

® Ican read as much as | want with slight neck pain,
@ | can read 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.

(® 1can concentrate fully when | want with slight difficulty.

@ |have a fair degree of difficuity concentrating when 1 want.
@ have a lot of difficulty concentrating when [ want,

@ [ have a great deal of difficully concentrating when | want,

® |cannot concentrale atall. -

Work

@ | can do as much work as 1 want.

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

@ |} can only do most of my usual work but no more.
@ 1cannot do my usual work.

@ 1canhardiy do any work at all.
® | cannot do any work at all,

Personal Care
@ | can look after myself normally without causing exira pain.
@ [ can look after myself normally but it causes exfra pain.

- @ Itis painful to look after myself and | am slow and careful.

@& |need some help but | manage most of my personal care,
@ 1need help every day in most aspects of self care,
@& §do not get dressed, | wash with difficulty and stay in bed.

Lifting

@ 1 can lift heavy weights without extra pain,

@ | canift heavy weights but it causes exira pain.

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

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

@ 1.can only lift very light weights.

& | cannot fift or cammy 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.

@ 1 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 sngage in all my recreation activities without neck pain..

(@ 1 am able to engage in all my usual recraation activities with some neck pain.

@ | am able to engage in most but not zll my usual recreation activities because of neck pain.
@ | am only abla to engage in a few of my usual recreation activities bacause of neck pain.
@ | can hardly do any recreation activities because of neck pain.

® | cannot do any recreation activities at all.

Headaches

@ | have no headaches at all.

@ | have slight headaches which coma infrequently.

@ | have moderate headaches which come infrequently.
& 1have moderate headaches which come frequently.

@ | have severe headaches which come frequently.

& | have headaches almost all the time.
Neck
Index

Score




Spiens Chinopractic Center

Denton Spiers, D.C.

PATIENT BILLING/ COLLECTIONS POLICY NOTICE

Payment is due on the date that the service is rendered. We will verify your benefits
and review them with you on your first office visit. Because benefit verification IS NOT A
GUARANTEE OF PAYMENT, it would be in your best interest to contact your insurance company
for this information also. if there is a discrepancy, we will re-confirm your benefits. Although
we will file your insurance for you, it is YOUR obligation to know the chiropractic benefits your
policy covers. Any un-paid balance will ultimately be your responsibility.

All fees are based on individual services rendered and may vary from visit to visit
depending on the doctors specific recommendations. A complete list is available at the front
desk.

Any financial arrangements are to be determined prior to services rendered. | agree to
the above terms and acknowledge that in the event there is an outstanding balance which fails
to be cured within ninety (90) days, my account with Spiers Chiropractic Center WILL BE
TURNED OVER TO COLLECTIONS. | understand that should this happen, | will remain
responsible for the 25% collections fee AND 30% for attorney/courts fees.

Returned checks will result in a $30 insufficient funds fee. This will be added to any
outstanding balance and will be due upon notification of said fee.

Print Name:

Signature:

Date:

By signing this form, you're indicating that you understand and agree to ALL the above terms.

5128 Old Hwy 11 Ste. 1 » Hattiesburg, MS 39402
601-261-9495 601-261-6997 Fax—~

©



ASSIGNMENT OF BENEFITS, ASSIGNMENT OF RIGHTS TO PURSUE PERSONAL INJURY, WORK COMP, ERISA,
AND OTHER LEGAL AND ADMINISTRATIVE CLAIMS ASSOCIATED WITH MY HEALTH INSURANCE AND /OR
HEALTH BENEFIT PLAN (INCLUDING BREACH OF FIDUCIARY DUTY) AND
DESIGNATION OF AUTHORIZED REPRESENTATIVE

Provider Name: L. Denton Spiers, D.C.
Clinic: Spiers Chiropractic Center
Address: 5128 Old Hwy. 11, Suite 1, Hattiesburg, MS 39402

I hereby assign and convey directly to the above-named health care provider, as my designated authorized
representative, any and all medical benefits and/or any insurance reimbursement, if any, otherwise payable to me for
services, treatments, therapies, and/or medications rendered or provided by the above-named heaith care provider,
regardless of its managed care network participation status. | understand that | am financially responsible for all
charges regardless of any applicable insurance or benefit payments. | hereby authorize the above-named health
care provider to release all medical information necessary to process my claims. Further, | hereby authorize my plan
administrator fiduciary, insurer, and/or attorney to release to the above-named health care provider any and all Plan
documents, summary benefit description, insurance policy, and/or settlement information upon written request from
the above-named health care provider or its attorneys in order to claim such medical benefits.

In addition to the assignment of all medical benefits and/or insurance reimbursement above, | also assign and/or
convey to the above named health care provider any legal or administrative claim or chose an action arising under any
group health plan, employee benefits pian, health insurance or tort fees or insurance concerning medical expenses
incurred as a result of the medical services, treatments, therapies, and/or medications | receive from the above-named
health care provider (including any right to pursue those legal or administrative claims or chose an action}. This
constitutes an express and knowing assignment of ERISA breach or fiduciary duty claims and other legal and/or
administrative claims.

lintend by this assignment and designation of authorized representative to convey to the above-named provider all of
my rights to claim (or place a lien on) the medical benefits related to the services, treatments, therapies, and/or
mediations provided by the above-named health care provider, including rights to any settlement, insurance or
applicable legal or administrative remedies (including damages arising from ERISA breach of fiduciary duty claims).
The assignee and/or designated representative (above-named provider) is given the right by me to (1} obtain
information regarding the claim to the same extent as me; (2} submit evidence; {3) make statements about facts
or law; {4) make any request including providing or receiving notice of appeal proceedings; (5} participate in any
administrative and judicial actions and pursue claims or chose in action or right against any liable party, insurance
company, employee benefit plan, health care benefit plan, or plan administrator. The above-named provider as my
assignee and my designated authorized representative may bring suit against any such health care benefit plan,
employee benefit plan, plan administrator or insurance company in my name with derivative standing at provider's
expense.

Unless revoked, this assignment is valid for all administrative and judicial reviews under PPACA (health care reform

legislation), ERISA, Medicare and applicable federal and state laws. A photocopy of this assignment is to be
considered valid, the same as if it was the original.

| HAVE READ AND FULLY UNDERSTAND THIS AGREEMENT.

Patient Signature

Date

oo, DC 2015 @



Administrative Policies & Notices * Notice of Privacy Practice

This office is required to notify you in writing, that by law, we must maintain the privacy and confidentiality of your
Personal Health Information. In addition we must provide you with written notice concerning your rights to gain access
to your health information, and the potential circumstances under which, by law, or as dictated by our office policy, we
are permitted to disclose information about you to a third party without your authorization. Below is a brief summary of
these circumstances. If you would like a more detailed explanation, one will be provided to you. In addition, you will find
we have placed several copies in report folders labeled ‘HIPAA’ on tables in the reception. Once you have read this
notice, please sign the last page, and return anly the signature page {page 2) to our front desk receptionist. Keep this
page for your records.

PERMITTED DISCLOSURES:

1. Treatment purposes - discussion with other health care providers involved in your care.

2. Inadvertent disclosures - open treating area mean open discussion. If you need to speak privately to the doctor,
please let our staff know so we can place you in a private consultation room.

3. For payment purposes - to gbtain payment from your insurance company or any other collateral source.

4. For workers compensation purposes - to process a claim or aid in investigation.

5. Emergency - in the event of a medical emergency we may notify a family member.

6. For Public health and safety - in order to prevent or fessen a serious or eminent threat to the health or safety of a
perscn or general public.

7. To Government agencies or Law enforcement - to identify or locate a suspect, fugitive, material witness or missing
person.

8. For military, national security, prisoner and government benefits purposes.

9. Deceased persens - discussion with coroners and medical examiners in the event of a patient’s death.

10. Telephone calls or emails and appointment reminders - we may call your home and leave messages regarding a
missed appointment or apprize you of changes in practice hours or upcoming events.

11. Change of ownership- in the event this practice is sold, the new owners would have access to your PHI.

YOUR RIGHTS:

1. To receive an accounting of disclosures.

2. To receive a paper copy of the comprehensive “Detail” Privacy Notice,

3. To request mailings to an address different than residence,

4. To request Restrictions on certain uses and disclosures and with whom we release information to, although we are

not required to comply. if, however, we agree, the restriction will be in place until written notice of your intent to

remove the restriction.

To inspect your records and receive one copy of your records at no charge, with notice in advance.

To request amendments to information. However, like restrictions, we are not required to agree to them.

7. To obtain one copy of your records at no charge, when timely notice is provided (72 hours). X-rays are original
records and you are therefore not entitled to them. If you would like us to outsource them to an imaging center, to
have copies made, we will be happy to accommodate you. However, you will be responsible for this cost.

o

COMPLAINTS:

If you wish to make a formal complaint about how we handle your health information, please call Theresa Wilson at
{601) 261-9495. If she is unavailable, you may make an appointment with our receptionist to see her within 72 hours or
3 working days. If you are still not satisfied with the manner in which this office handles your complaint, you can submit
a formal complaint to:

DHHS, Office of Civil Rights

200 Independence Ave. SW
Room 509F HHH Building
Washington DC 20201

Pagelof2 JoD, DC5/2011



Administrative Policies & Notices * Notice of Privacy Practice

Patient initials: -retaining page 1 of 2

Spiers Chiropractic Center NOTICE REGARDING YOUR RIGHT TO PRIVACY continued...

I have received a copy of Spiers Chiropractic Center Patient Privacy Notice. | understand my rights as well as the practice’s
duty to protect my health information, and have conveyed my understanding of these rights and duties to the doctor. |
further understand that this office reserves the right to amend this “Notice of Privacy Practice” at a time in the future
and will make the new provisions effective for all information that it maintains past and present.

| am aware that a more comprehensive version of this “Notice” is available to me and several copies kept in the
reception area. At this time, | do not have any questions regarding my rights or any of the information | have received.

Patient’s Name DOB HR#
Patient’s Signature Date
Withess Date
Page 2 of 2 1DD, DC 5/2011

@



Spiers Chiropractic Center
Medical Information Release Form
(HIPAA Release Form)

Name: Date of Birth:

Release of Information:
[ 11authorize the release of information including the diagnosis, records; examination

rendered to me and claims information. This information may be released to:

[ }Spouse

[ ] Child(ren)

[ ] Other

[ ] Information is not to be released to anyone.
This Release of Information will remain in effect until terminated by me in writing.

Messages:
Please call[ I my home[ ]I mywork[ ]my mobile number:

If unable to reach me:
[ ]you may leave a detailed message

[ ]please leave a message asking me to return your call

[ ]

The best time to reach me is {day) between (time)
Signed: Date:
Witness: Date:

JDD, DC5/2011



