Chief Complaint – HPI (History of Present Illness)

Patient Name: ____________________________________  Date:  _________________ Dr:Barron
Chief Complaint: 1.____________________2.______________________3._______________________4.________________​​​​​__
What have you done to help with your current condition?​​​________________________________________________________
Body Area(s) Involved:  
(  Neck    
(  Spine, Ribs, Pelvis    
(  Upper Extremity    
(  Lower Extremity

Condition: 
(  New          (  Recurring          (  Exacerbation          (  Chronic

Since condition began, has anything helped you?     YES    NO

Mechanism of Onset:  


(  Auto 

(see accident history form)

(  Work…   
(  Fall    (  Lifting    (  Overexertion   (  Repetitive Motion   (  Other (see accident history form)
(  Other…
(  Etiology Unknown    (  Overexertion     (  Repetitive Use     (  Slept Wrong     (  Slip or Fall
(  No Injury  
(see below)

Symptoms:       
(  Pain          ( Numbness          (  Stiffness          (  Weakness

Location:  Left  /  Right  /  Bilateral ________________________________________________________________________
Quality:
   (  Burning
(  Diffuse
(  Dull/Aching
     (  Localized
       (  Sharp
(  Shooting       (  Stabbing
    
   (  Throbbing
(  Tightness    
(  Tingling  
     (  Radiating
       (  Other ____________________________

 Level of Impairment Due to Symptoms (Resting):

0  
    1
        2            3
      4
         5           6           7
      8
          9           10

Level of Impairment Due to Symptoms (With Activity):

0  
    1
        2            3
      4
         5           6           7
      8
          9           10

Duration:  Symptom(s) Started:__________  Symptom(s) Worsened:___________  Symptom(s) Last Occurred:__________

           Symptom(s) Last Episode:_______________  Injury Occurred:_______________  Accident Occurred:_____________

Timing:         Worse in the:   (  Morning    (  Afternoon    ( Night    (  With Activity
        ( Constant       (  Intermittent

Modifying Factors:

Symptoms Better With:  
(  Activity  
(  Bending  
(  Cold  
(  Heat  
(  Massage

(  Movement  

(  OTC Meds
(  Rx Meds  
(  Rest  

(  Stretching  
(  Sitting  

(  Standing  

(  Twisting  
(  Walking
(  Nothing Helps

Symptoms Worse With:  
(  Activity  
(  Bending  
(  Cold  
(  Heat  
(  Massage
(  Movement  

(  OTC Meds
(  Rx Meds  
(  Rest  

(  Stretching  
(  Sitting  

(  Standing  

(  Twisting  
(  Walking
(  Nothing Helps
Use the letters below to indicate the type and the location of you sensations right now:

A= Ache       B=Burning       N=Numbness

                                               P=Pins & Needles     S=Stabbing     O=Other
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Please circle any of the following that are part of your health picture (past or present) :
	Cancer
	Muscular Dystrophy
	Cerebral Palsy
	Digestive Disorders

	Polio
	Multiple Sclerosis
	ALS
	Sinus Trouble

	Tuberculosis
	Convulsions
	Nervousness
	Backaches

	High Blood Pressure
	Epilepsy
	Asthma
	Numbness

	Heart Trouble
	Concussion
	Dizziness
	Arthritis

	Diabetes
	Hepatitis
	Infertility
	HIV Positive

	Headaches
	Fatigue
	Sleeping Problems
	Cold Sweats

	Mood Swings
	Loss of Smell
	Buzz/ring in Ears
	Depression

	Irritability
	Problems urinating
	Hot Flashes
	Heartburn

	Menstrual pain
	Menstrual irregularity
	Loss of Balance
	Fainting


Notes: (administrative use only)
Barron Chiropractic

Condition’s Effect On Job Performance: 

(  Mild  Painful (can do) (  Mod Painful (limits ability) (  Mod/Sev (limited duty)   (  Sev (can’t do limited duty)
Employment:  

Occupation: _____________________________________________________  Work (hrs/day):  _______________

Job Classification:
(  Sed (<5lbs)
  (  Light (6-20lbs)         (  Moderate (21-49lbs)
(  Heavy (>50 lbs)

Lifting Frequency: 
(  Constant (66-100%/day)      (  Frequent  (33-65%/day)
(  Occasional (0-32%/day)

Work Activity Postures:  (hrs/day)

Sitting: _____    Standing: _____    Walking: _____    Climbing: _____    Pushing: _____    Pulling: _____

Kneeling: ____  Reaching: _____    Twisting: _____

Repetitive Activities:  (hrs/day)

Computer:_____  Phone: _____   Machinery: _____   Hand Tools: _____  Assembly:  _____  Grasping:  _____         

Condition’s Effect On Job Performance: 



(  Mild  Painful (can do) (  Mod Painful (limits ability) (  Mod/Sev (limited duty) (  Sev (no limited duty)   (  Sev (can’t do limited duty) 
Daily Activities:  Effects of Current Condition on Performance

Care –Infirm Family:
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform     

Carrying Groceries:
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform    

Change Posn–Sit-Stand: 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform 

Climb Stairs:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform

Daily Pet Care:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform
 

Driving:


(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform 

Ext Computer Use: 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform
 

Household Chores: 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform
Lift Children:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform   


Self Care–Bathing: 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  
  

Self Care–Dressing:
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  

Self Care–Shaving: 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  
 
Sleep:


(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  
 

Static Sitting:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  
 

Static Standing:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform

Walking:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform 

Yard Work: 

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  



Recreational Activity: Effects of Current Condition on Performance

___________________ 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (limited)   (  Sev  Unable to Perform  

___________________ 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (limited)   (  Sev  Unable to Perform  

___________________ 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (limited)   (  Sev  Unable to Perform 
Barron Chiropractic
Have you seen other doctors for this condition?

   (  Yes      (   No  
If yes, Who?

 (Name) ____________________________________Location of Office: __________________________________   


  Type of Treatment:_____________________________________________________________________________

Were you satisfied with the results of your treatment?    
(  Yes      (   No  

    Explain: _____________________________________________

Are you currently taking any prescription medications?  

    (  Yes      (  No.      If yes, please list below.
   
  Do you wear any of the following?   (Yes    ( No.  
                    If yes, please mark:  (  Heel Lifts   (  Innersoles  (  Arch Supports  (  Orthotics
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Family History







          Condition (please be specific)
General Family
(    Alive
    (  Deceased;   (
 Normally Developed  (  No Significant Disease  
(  Has/Had: _____________________________ 

Father 

(    Alive
    (  Deceased;   (
 Normally Developed  (  No Significant Disease  
(  Has/Had: _____________________________

Mother

(    Alive
    (  Deceased;   (
 Normally Developed  (  No Significant Disease  
(  Has/Had: _____________________________

Paternal Grandfather
(    Alive
    (  Deceased;   (
 Normally Developed  (  No Significant Disease  
(  Has/Had: _____________________     

Paternal Grandmother
(    Alive
    (  Deceased;   (
 Normally Developed  (  No Significant Disease  
(  Has/Had: _____________________

Maternal Grandfather
(    Alive
    (  Deceased;   (
 Normally Developed  (  No Significant Disease  
(  Has/Had: _____________________

Maternal Grandmother
(    Alive
    (  Deceased;   (
 Normally Developed  (  No Significant Disease  
(  Has/Had: _____________________

Son (s)

(    Alive
    (  Deceased;   (
 Normally Developed  (  No Significant Disease  
(  Has/Had: _____________________________
Daughter (s)
(    Alive
    (  Deceased;   (
 Normally Developed  (  No Significant Disease  
(  Has/Had: _____________________________
Brother (s) 
(    Alive
    (  Deceased;   (
 Normally Developed  (  No Significant Disease  
(  Has/Had: _____________________________


Sister (s)

(    Alive
    (  Deceased;   (
 Normally Developed  (  No Significant Disease  
(  Has/Had: _____________________________


Social History

Alcohol:  (  Never      (  Social Consumption only    (   Beer     (  Liquor   (  Wine  ;   _____ oz  ____ glasses;  (  Day     ( Week     (  Month
Soda: (  Diet    (   Regular     _______ per day/week
Diet  (please mark all that apply):
(  High Fat    
(  High Fiber     
(  High Protein    
(  High Salt   
  ( Low Calorie    
(  Low Carb (  Low Fiber
(   Low Salt
 (   Low Sugar
Drugs:  (  Deny any illegal drug use
(  Deny use of IV drugs
 (  Have not used drugs since _________  (  Have used drugs for ________
Tobacco:  (  Deny Tobacco Use
(  Do not smoke cigars, cigarettes or pipe
 (  Live with a smoker
 (  Quit smoking

(  Smoke: # ________ per   (  Day    (  Week     (  Month   
(  Chew; #_________cans per   (  Day    (  Week     (  Year
Barron Chiropractic
Confidential Patient Health Record
Personal History
Circle One:  Divorced    Married    Single    Separated   Widowed  

Birth Date: ____ /_____/________ Age: ______ Gender: Male   /     Female  
First:______________________ Middle:________________ Last: ________________________ 

Address: __________________________________________________________ Apt # ______


City: ______________ State: ______ Zip: _________ 

County: __________________    Country: _____________

Home Phone: (______)__________-___________   Cell Phone: (______)________-________

Social Security #:  ______-______-_________
   Fax #:  (_______)_______-__________ 

Driver’s License #:  _____________________ State: ___________ 

Email Address: _______________________________________________________________

Spouses Name: ____________________________________


Ages of Children:_______________________________________________________________

Employer

Business Name: ____________________________________

Occupation/Job Title: _______________________

Business Address:________________________________________________________


Business Phone:   (___________)__________-___________

Type of Work:______________________________

How did you hear about us? _____________________________________________________________________

Emergency Contact 

Name: __________________________________________ 

Phone Number:   (_______)________-___________

Address: _____________________________________________________________________
Relationship:_____________________________________ 
Who Is Responsible For Your Bill?

( Self    ( Worker’s Comp  ( Auto Insurance 
 ( Medicare  ( Medicaid  ( Other (be specific):_______________       
Personal Health Insurance Carrier: __________________

Health ID Card #: ___________________________

Insured Person’s Name: ___________________________

Group #: ___________________________________

Insured Person’s Date of Birth: _____________________

Primary Care Physician: _____________________

Insured Person’s Social Security #: _____-_____-_______

Pharmacy: _________________________________
Barron Chiropractic

Informed Consent for Examination and Treatment


I (we) hereby consent to the performance of examination and treatment on me or on________________________________ by the licensed doctors of chiropractic or any other health care provider who may be employed or engaged in practice in this clinic.

I have had an opportunity to discuss with the doctor(s) or other clinic personnel the nature and purpose of the different physical therapy procedures and chiropractic treatment (manipulation/adjustment). I understand that both neither chiropractic nor medical treatment is an exact science and that my care may involve judgments based upon facts and information known to the doctor. The doctor uses this judgment to attempt to anticipate or explain risk and complications and an undesirable result does not necessarily indicate an error in judgment. No guarantee for results can be made or expected but rather I wish to rely on the doctor to choose and recommend a best course of treatment based upon facts known that is in my best interest.

I further understand that there are certain degrees of risk associated with chiropractic health care and physical therapy, which includes rarely, but not limited to fractures, disc injuries, strokes, and strains/sprains and am therefore willing to accept and consent to the risk associated with the care that I am about to receive. 

I have read or the above information has been explained regarding consent. I have had an opportunity to ask questions about my examination and treatment. By signing below, I agree and intend this consent form to cover the procedures prescribed for my condition and for any future conditions for which I seek treatment. 

I grant Barron Chiropractic permission to release my records to other healthcare professionals that may be associated to my case. 

______________________________                        ______________________________

Patient’s Name (Print)




Patient’s Signature

_________________




______________________________

Date






Relationship or authority if not                               







            signed by patient

_____________________________

Witness

Barron Chiropractic

NOTICE OF PRIVACY PRACTICES


Protecting the privacy of your personal health information is important to us.  This notice describes how information about you may be used and disclosed and how you can get access to this information.   Please review it carefully. 

Disclosure of your protected health information without authorization is strictly limited to defined situations that include emergency care, quality assurance activities, and public health, research, and law enforcement activities.  Any other disclosures for the purposes of treatment, payment, or practice operation will be made only after obtaining your consent.  You may request restrictions on disclosures. 

Disclosures of protected health information are limited to the minimum necessary for the purpose of the disclosure.  This provision does not apply to the transfer of medical records for treatment.   

You may inspect and receive copies of your records within 30 days of a request to do so.   There may be a reasonable cost-based fee for photocopying, postage and preparation.

You may request changes to your records.  Our practice has the right to accept or deny your request.   

We maintain a history of protected health information disclosures that is accessible to you.   

In the future, we may contact you for appointment reminders, announcements, and to inform you about our practice and its staff.  

Our practice is required to abide by this notice.   We have the right to change this notice in the future.  Any revisions will be prominently displayed in a clearly visible location in our office.  

You may file a complaint about privacy violations by contacting our Office Manager.   

Name Brandi Waack  

Phone (314) 909-0404

The effective date of this Notice of Information Practices is __________________.

Thank You.   

I have received a copy of this office’s Notice of Privacy Practices.

Please Print Name ________________________________________________________

Signature _______________________________________________________________

Date: ___________________________________________

Barron Chiropractic


LATE CANCELLATION AND NO-SHOW POLICY

Because Barron Chiropractic, LLC, schedules a limited number of appointments each week, we need to be able to depend on these appointments to successfully operate our practice.  Therefore, Barron Chiropractic has established this following policy for missed appointments.

We realize that sometimes emergencies come up and appointments cannot be kept.  Therefore, we do allow two penalty-free cancellations, per calendar year, without 24 hours' notice.  The purpose of this policy, however, is to allow us to reserve your slot, making sure each patient gets the care that they need and deserve.  Therefore, beginning on your 3rd cancellation without 24 hours' notice, a cancellation fee will have to be paid.  At this time, you will be charged a cancellation fee of $20 for any appointment that is cancelled with less than 24 hours' notice.  This fee is not billable to your insurance, and must be paid by you directly.  (Barron Chiropractic may offer a grace period at our discretion.)

1st cancellation- no penalty

2nd cancellation- no penalty

3rd cancellation and beyond- $20 cancellation fee

If you are ill, note that chiropractic treatment may in many cases help you feel better and speed the healing process (regardless of the nature  of the illness).  The staff of Barron Chiropractic take care to maintain healthy immune systems and are generally not concerned with the possibility of contracting communicable diseases; we also always practice "universal safety precautions" to minimize the spread of illness among patients.  Therefore, ill patients are asked to keep their scheduled appointments if possible.

The $20 fee will also apply even if the appointment is rescheduled for a later time in the same week.  The reason for this is because without 24 hours' notice, we will be unable to fill the earlier time slot.

The only exception to this policy is inclement weather.  If driving conditions are bad, and you do not feel safe to drive, please call Barron Chiropractic.  If you call and we confirm that the clinic session has been cancelled due to inclement weather, the $20 fee will be waived.  Strict enforcement of this policy will allow Barron Chiropractic to continue to deliver the high-quality treatment you deserve.
Your signature below verifies that you have been informed of this office policy.

Thank you for your cooperation!

____________________________________________________
Patient Name (please print)


Patient/Guardian Signature


       Effective Date

Barron Chiropractic
Medical Provider Information Sheet

Primary Care Physician

Name:
______________________________________

Address:______________________________________


______________________________________


______________________________________

Phone#:______________________________________

Other medical provider information

Name:
______________________________________

Address:​​_____________________________________​_


_______________________________________


_______________________________________

Phone#:______________________________________

I authorize Barron Chiropractic to send/receive my medical information to/from my other health care providers. 

Name:
________________________________________

Signature:_______________________________________   Date:________________

Barron Chiropractic
