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PatientName: Date:

Address City/State ZipCode

Home.Phone Cell: _Work.

EmailAddress: _ Sex: M  F (Please circle)   Date ofBirth:

Referredby:

Have you ever received chiropractic care?  (Please circle) Yes  No If yes,when?

Name of mostrecentChiropractor: _

Health History:

1. Previous Injury orTrauma:

2. Have you ever broken any bones?Which?

3. Allergies:

4. Medications:

5. Surgeries:
Date Type ofSurgery

Family Health History:

Do you have a family history of? (Please indicate all that apply)
Cancer Strokes/TIA’s Headaches Cardiacdisease  Neurological diseases
Adopted/Unknown  Cardiac disease below age 40  Psychiatric disease Diabetes
Other_  None of theabove

Social and Occupational History:

Job description:

Level of Activity? (Pleasecheck one) High Medium Low

Do you smoke/use tobacco?    YES     NO     Frequency ________

Do you consume alcohol?     YES     NO     Frequency _________



EXCEL FAMILY CHIROPRACTIC & WELLNESS, INC.
820 Geneva Pkwy N, Ste 105
Lake Geneva WI 53147

PatientName:

Phone: 262-248-6700 Fax:262-248-6764 Email:frontdesk@excelfamilychiro.com
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Review of Systems(Please check all that apply)

Anemia
Asthma
Bladder Infection
Congestive Heart Failure
Constipation
COPD
Depression
Diabetes
Dialysis
Difficulty Swallowing
Emphysema
Frequent Abdominal Pain
Gastro Esophageal Reflux
Gout
Heart Attack/MIs
Heart Surgery
Hepatitis or Liver Disease
Hiatal Hernia
HIV Positive
Hormone Replacement Therapy
Hypertension

Irregular Heartbeat
Irritable Bowel/Colitis
Kidney Disease
Loss of Sense of Smell
Metal Implants
Murmurs or Valvular Disease
Osteoarthritis
Pacemaker
Pancreatic Disease
Psychiatric Diagnosis
Renal Calculi/Stones
Rheumatoid Arthritis
Scoliosis
Seizures
Skin Grafts
Strokes/TIAs
Thyroid Disease
Tremors
Ulcerative Disease
Vertigo
Visual Changes/Loss of Vision

Other: ____________________________________________________________________________________

I have read the above information and certify it to be true and correct to the best of my knowledge, and
hereby authorize this office of Chiropractic to provide me with chiropractic care, in accordance with State
of Wisconsin statutes.

Patient orGuardianSignature Date
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EXCEL FAMILY CHIROPRACTIC & WELLNESS, INC. PatientName:

820 Geneva Pkwy N, Ste 105
Lake Geneva WI 53147
Phone: 262-248-6700 Fax:262-248-6764 Email:frontdesk@excelfamilychiro.com

PATIENT SYMPTOM FORM
Please start at the top of your body and work your way down, i.e. Headache, Neck Pain, etc.

Primary Symptom:

1. Exact Location (right, left, front, back, etc.)

2. Cause of symptoms?

o Did the symptom begin suddenly or gradually? (please circle one)

o Describe how the symptom began?

o Describe the quality of the symptom (circle all that apply):
Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, stinging, or Other
(please describe):

3. On a scale 0-10, with 10 being the worst, please circle the number that best describes the symptom most of
the time: 1 2 3 4 5 6 7 8 910

4. What percentage of the time you are awake do you experience the above symptom at the above intensity:
5  10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95100

5. Does the symptom radiate to another part of your body (please circle one): Yes No
o If yes, where does the symptom radiate?

o Is the symptom worse at certain times of the day or night? (please circle)
Morning Afternoon Evening Night Unaffected by time of day

6. What makes the symptom worse? (please circle all that apply):
o Bending neck backward or forward, tilting head to left, tilting head to right, turning head to left or

right, bending forward or backward at waist, tilting left or right at waist, twisting right or left at waist,
sitting, standing, or describe below:

7. What makes the symptom better? (please circle all that apply):
o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing,
o Other (please describe):
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EXCEL FAMILY CHIROPRACTIC & WELLNESS, INC.
820 Geneva Pkwy N, Ste 105
Lake Geneva WI 53147

PatientName:

Phone: 262-248-6700 Fax:262-248-6764 Email:frontdesk@excelfamilychiro.com

Secondary Symptom:

1. Exact Location (right, left, front, back, etc.)

2. Cause of symptoms?

o Did the symptom begin suddenly or gradually? (please circle one)

o Describe how the symptom began?

o Describe the quality of the symptom (please circle all that apply):
Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, stinging, or Other
(please describe):

3. On a scale 0-10, with 10 being the worst, please circle the number that best describes the symptom most of the
time: 1 2 3 4 5 6 7 8 910

4. What percentage of the time you are awake do you experience the above symptom at the above intensity
5  10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95100

5. Does the symptom radiate to another part of your body (please circle one): Yes No
o If yes, where does the symptom radiate?

o Is the symptom worse at certain times of the day or night? (please circle)
Morning Afternoon Evening Night Unaffected by time of day

6. What makes the symptom worse? (please circle all that apply):
o Bending neck backward or forward, tilting head to left, tilting head to right, turning head to left or

right, bending forward or backward at waist, tilting left or right at waist, twisting right or left at waist,
sitting, standing, or describe below:

7. What makes the symptom better? (please circle all that apply):
o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing,
o Other (please describe):
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EXCEL FAMILY CHIROPRACTIC & WELLNESS, INC. PatientName:

820 Geneva Pkwy N, Ste 105
Lake Geneva WI 53147
Phone: 262-248-6700 Fax:262-248-6764 Email:frontdesk@excelfamilychiro.com

HIPAA NOTICE OF PRIVACY PRACTICES AND INFORMED CONSENT FOR TREATMENT

THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED. PLEASE REVIEW IT
CAREFULLY.

This Notice of Privacy describes how we may use and disclose your Protected Health Information (PHI) to carry ourtreatment,
payment or health care operations for other purposes that are permitted or required by law. Your “Protected Health
Information” is information pertaining to you, including your demographic information that may identify you and that is
related to your past, present, or future physical or mental health or condition and related careservices.

Use and Disclosures of Protected Health Information:
Your Protected Health Information may be used and disclosed by your chiropractor, our staff and others outside of our office
that are involved in your care and treatment for the purpose of providing health care services to you, request and receive
payment for your health care bills, to support the operations of this chiropractic practice, and any other use required by law.

Treatment: We will use and disclose your Protected Health Information to provide, coordinate, or manage your health care
and any related services. This includes the coordination or management of your health care with a third party. For example,
yourhealthcareinformationmaybeprovidedtoaphysicianorhealthcarefacilitytowhomyouhavebeenreferredtoensure that the
physician or facility has the necessary information to diagnose or treatyou.

Payment: Your Protected Health Information will be used as needed, to obtain payment for your health care services from
your insurance company or insurance representatives.

Informed Consent for Chiropractic Treatment: We may disclose, as needed, your Protected Health Information in order to
support the business activities of this office. Some of these activities may include, but not limited to:

1. Quality assessment activities; training of chiropractic office personnel, marketing, and fund raisingactivities
in and outside theoffice.

2. We may ask for your permission to use your photograph for promotions or activities within ouroffice.
3. We may contact you regarding your appointment and/or account, using text alerts, phones messages andemails.
4. I (patient) give us consent to the performance of chiropractic spinal manipulations/adjustments and otherprocedures,

which may include an examination, spinal x-rays, massage therapy, kinesiotaping, at the Doctor's discretion and as
part of my spinal careplan.

5. I(patient) understand that my spinal manipulations will be performed in a semi-private setting. If I requestadditional
privacy, this office will try to accommodateme.

6. I (patient) may revoke this authorization, at any time, in writing, except to the extent that your chiropractor orthe
practice has taken an action in reliance on the use or disclosure indicated in theauthorization.

7. If my insurance is billed, I authorize payment of medical benefits directly to Excel Family Chiropractic &Wellness,
Inc. for servicesperformed.

We are happy to provide a copy of this information for your review, please let us know.

_
Signature of PatientorRepresentative Date

Printed Name

Minor Child Name: (if applicable)



            EXCEL FAMILY CHIROPRACTIC & WELLNESS, INC. Patient Name: ____________________________

820 Geneva Pkwy N, Ste 105
Lake Geneva WI 53147

            Phone: 262-248-6700 Fax:262-248-6764 Email:frontdesk@excelfamilychiro.com

HIPAA Right of Access Form for Family Member/Friend

I, _____________________________, direct my healthcare and medical services providers and payors to
disclose and release my protected health information described below to:

Name Phone Number Relationship

__________________________________________________________________________________

__________________________________________________________________________________

Health Information to be disclosed upon the request of the person named above (Circle A or B):

A. Disclose my complete health record (included but not limited to diagnoses, prognosis, treatment,
billing, appointment times)

B. Disclose my health record, as above, BUT do not disclose the following:
o ____________________
o ____________________
o ____________________

This authorization shall be effective until (Circle A or B):

A. All past, present, and future periods
B. Date or event: _________________________________________ unless I revoke it. (NOTE: You may

revoke this authorization in writing at any time by notifying your health care providers)

Print Name ________________________________________

Signature __________________________________________

Date of Birth _____________________

Date ____________________________

Note: HIPAA Authority for Right of Access: 45 C.F.R § 164.524
Resource provided by the ABA Commission on Law and Aging www.americanbar.org/aging



Neck Index

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.

Neck
Index
Score

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

I 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 completely disturbed (5-7 hours sleepless).

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

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

Reading

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.

I cannot read at all because of neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severe neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care

I can look after myself normally without causing extra pain.

I can look after myself normally but it causes extra pain.

It is painful to look after myself and I am slow and careful.

I need some help but I manage most of my personal care.

I need help every day in most aspects of self care.

I do not get dressed, I wash with difficulty and stay in bed.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

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

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

I cannot lift or carry anything at all.

Driving

I can drive my car without any neck pain.

I can drive my car as long as I want with slight neck pain.

I can drive my car as long as I want with moderate neck pain.

I cannot drive my car at all because of neck pain.

I cannot drive my car as long as I want because of moderate neck pain.

I can hardly drive at all because of severe neck pain.

Recreation

I 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.

I cannot do any recreation activities at all.

I am only able to engage in a few of my usual recreation activities because of neck pain.

I can hardly do any recreation activities because of neck pain.

I am able to engage in most but not all my usual recreation activities because of neck pain.

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.

ACN Group, Inc. Form NI-100

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



Back Index

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

Patient Name 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.

Back
Index
Score

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

I get no pain in bed.

I 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%.

Pain prevents me from sleeping at all.

Because of pain my normal sleep is reduced by less than 50%.

Because of pain my normal sleep is reduced by less than 75%.

Sitting

I can sit in any chair as long as I like.

I can only sit in my favorite chair as long as I like.

Pain prevents me from sitting more than 1 hour.

I avoid sitting because it increases pain immediately.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting more than 10 minutes.

Standing

I can stand as long as I want without pain.

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

I cannot stand for longer than 1 hour without increasing pain.

I avoid standing because it increases pain immediately.

I cannot stand for longer than 1/2 hour without increasing pain.

I cannot stand for longer than 10 minutes without increasing pain.

Walking

I have no pain while walking.

I have some pain while walking but it doesn’t increase with distance.

I cannot walk more than 1 mile without increasing pain.

I cannot walk at all without increasing pain.

I cannot walk more than 1/2 mile without increasing pain.

I cannot walk more than 1/4 mile without increasing pain.

Personal Care

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

I do not normally change my way of washing or dressing even though it causes some pain.

Washing and dressing increases the pain but I manage not to change my way of doing it.

Washing and dressing increases the pain and I find it necessary to change my way of doing it.

Because of the pain I am unable to do some washing and dressing without help.

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

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.

I can only lift very light weights.

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

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

Traveling

I get no pain while traveling.

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

I get extra pain while traveling but it does not cause me to seek alternate forms of travel.

Pain restricts all forms of travel.

I 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.

Social Life

My social life is normal and gives me no extra pain.

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

I have hardly any social life because of the pain.

Pain has restricted my social life and I do not go out very often.

Pain has restricted my social life to my home.

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

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 rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.

ACN Group, Inc. Form BI-100

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



Excel Family Chiropractic & Wellness, Inc.
820 Geneva Parkway N, Ste 105

Lake Geneva WI  53147
262-248-6700/262-248-6764 fax

Excel Family Chiropractic Financial Policy Page

Excel Family Chiropractic & Wellness - Patient Financial Policy

Excel Family Chiropractic will provide billing insurance and recovery services for you as a

courtesy. We additionally offer a Cash Feeschedule if you decide not to bill insurance for your

services or have no insurance coverage.

Please review your billing choices below.Your signature on this document indicates that you

agree to pay for any outstanding charges incurred in this office.

Patients with health insurance:
Excel Family Chiropractic will bill your services to your health insurance using our regular

Insurance Fee scheduleand collect from you (patient) any applicable Deductible amount, Co-

Insurance or Co-payments.

*Your insurance company will have the final determination of each charge and how it should be

processed toward a deductible or other group plan agreements.

- If my charges are billed to insurance, I authorize payment of my insurance benefits

directly to Excel Family Chiropractic & Wellness, Inc.

 - I authorize the Doctor(s) to release all information necessary to communicate with

personal physicians, other healthcare providers, payers to secure the payment of

charges, and collection agencies.

Patients who do not have or have limited health insurance:
Excel Family Chiropractic offers a Cash Fee schedule for those who either do not wishto bill

insurance,or do not have chiropractic health coverage. NOTE: This cannot be stopped or

started unless your plan stops paying for services (maximum) or your plan terminates.

As a Cash patient, any outstanding balance is due in full at each visit.



Excel Family Chiropractic & Wellness, Inc.
820 Geneva Parkway N, Ste 105

Lake Geneva WI  53147
262-248-6700/262-248-6764 fax

Excel Family Chiropractic Financial Policy Page

___________________________________________________________________________

As a patient of Excel Family Chiropractic & Wellness, Inc. I am
ultimately responsible forany charges incurred in this office.

By signing below, I indicate that I've read, understand, and agree with
the terms on this page.

Please choose:  __________Yes- Bill my insurance

__________No - Do not bill my insurance and I
   (patient) will pay the Cash Fee.

__________________________________________________    _____________________

Signature of responsible party (Parent or Legal Guardian)Date

__________________________________________________
(Please print your first and last name here)

_____________________________________
 (Minor Child Name if applicable)

*I have received a copy of the Excel Chiropractic Insurance and Cash Fee Schedule

__________________________________________________ ______________________

Signature of responsible party (Parent or Legal Guardian) Date

*Please note any returned check will incur a $25 fee charged to your account*
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