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Patient Name Date

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

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms

1 Constantly (76-100% of the day) —~ - ”}
4 Frequently (51-75% of the day) 5 2 .
52 Occasionally {28-50% of the day) AN by
4 Intermittently (0-25% of the day) /é g
s ; \“
3. What describes the nature of your symptoms? ¢ }@w/
(i) Sharp 4) Shooting { ;\:
2: Dull ache 5 Burning %333
{3 Numb 78: Tingling
4. How are your symptoms changing? [ /
(1) Getting Better g
{2: Net Changing
3 Getting Worse %L e
None
5. How bad are your symptoms at their: a worst: ©® T 2 & EO% B @ 49
b. best: SD R B € 5 8 (I I
6. How do your symptoms affect your ability to perform daily activities?
© D ® @ ® ® ©® @
No complaints Mild, forgotten Moderate, interferes Lirniting, prevents Intense, preoccupfed Severe, no
with activity with activity full activity with seeking relief activity possible
7. What activities make your symploms worse:
8. What activities make your sympioms better:
9. Who have you seen for your symptoms? 1 No One 31 Medical Doctor 5, Other
(2: Other Chiropractor ‘41 Physical Therapist
a. When and what treaimeni?
b What tests have you had for your symploms T Xrays date: . 31 CT Sean  date:
and when were they performed? 3 MRI dater . & Other date:
10. Have you had similar symptoms in the past? 1 Yes 2 No
a. If you have received treatrent in the past for (7. This Office 3 Medical Doctor (5) Other
the same or similar symptoms, who did you see? 5 Other Chiropractor @ Physical Therapist
11. What is your occupation? a1 Professional/Executive 4 Laborer {7 Hetired
2y White Collar/Secretarial 5 Homermaker a1 Other
3 Tradesperson 5 FT Student
a. If you are not retired, a homemaker, or a {0 Full-time 3 Self-emploved 52 Off work
de atis r t work status? g ; : oy
student, what is vour current work slatus 3 Part-time i) Unemployed 8 Other
12. What do you hope to get from your visit/treatment (select all that apply):
1: Reduce symploms 3 Explanation of condition/treatment 5: How to prevent this from occurring again
7 Resume/increase activity (4 Learn how to take care of this on my own )
Patient Signature Date

REDRODER # 0813579



Address: City:

State: Zip Code: Phone Phone:
Cell #: cell carrier:
Date of Birth:

E-Mail address:

Employer: Work #:

Spouse’s name:

Insurance Company:

Do You Smoke: yes no

Demographic: Preferred Language

Ethnicity: Circle one: Hispanic/Latina or NOT Hispanic/Latino

Any Known Allergies: list all:

Current medications:

Emergency Contact:

Their phone # :




873 N Casaloma Dr

NAME:

DONNERMEYER CHIROPRACTIC L.L.C.

Appleton, WI

DATE:

54913-8606

Phonet#:

FUNCTIONAL RATING

In order to properly assess your condition we must understand how much your problems have affected your ability to
manage everyday activities. For each item below, please circle the number which most closely describes your condition

right now.
1. Pain Intensity
0 1 2 3 4
No pain Mild pain Moderate Pain Severe Pain Worst Possible Pain
2. Sleeping
0 1 2 3 4
Perfect Sleep Mildly Disturbed Sleep Moderately Disturbed Sleep Greatly Disturbed Sleep Totally Disturbed Sleep
3. Personal Care (Washing, dressing, etc.)
0 1 2 3 4
No Pain; Mild Pain; Moderate Pain; Moderate Pain; Severe Pain

10.

No Restrictions

No Restrictions

Travel (driving, etc.)

Need To Go Slowly

Need Some Assistance

Need 100% Assist

0 1 2 3 4
No Pain On Mild Pain On Moderate Pain On Moderate Pain On Severe Pain On
Long Trips Long Trips Long Trips short Trips Short Trips
Work

0 1 2 3 4

Can Do Usual Work

Can do usual work

Plus Unlimited Extra Work No Extra Work

Can Do 50%
Of Usual Work

Can Do 25%
Of Usual Work

Can Not Work

Recreation
0 1 2 3 4
Can Do All Activities Can Do Most Activities Can Do Some Activities Can Do A Few Activities Can Not Do Any Activities
Frequency Of Pain
0 1 2 3 4
No Pain Occasional Pain Intermittent Pain Frequent Pain Constant Pain
25% Of The Day 50% Of The Day 75% Of The Day 100% Of The Day
Lifting
0 1 2 3 4
No Pain With Increased Pain With Increased Pain With Increased Pain With Increased Pain With
Heavy Weight Heavy Weight Moderate Weight Light Weight Any Weight
Walking
0 1 2 3 4
No Pain Increased Pain Increased Pain Increased Pain Increased Pain
Any Distance After 1 Mile After V2 Mile After % Mile With All Walking
Standing
0 1 2 3 4
No Pain After Increased Pain Increased Pain Increased Pain Increased Pain

Several Hours

Score:

After Several Hours

After 1 Hour

After %2 Hour

With Any Standing



Donnermeyer Chiropractic
CONSENT FORM

Doctor

INFORMED CONSENT TO CHIROPRACTIC ADJUSTMENTS AND CARE

Patient

Initials

I have been informed that it is not uncommon that patients have some increased discomfort after an
adjustment. If that happens, I will apply ice to the area and rest it. If I am concerned about this
discomfort or develop any new symptoms, I can call the number listed above to speak with the doc
during normal business hours. If I am out of town or unable to contact the doctor, I can present
myself to an emergency room or other health care facility.

If any tests were performed outside of this office (laboratory or other diagnostic procedures) I
understand that the doctor will notify me of the results at my next scheduled appointment.

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures, including various modes of physical therapy and, if necessary, diagnostic x-rays, on me
by the Doctor of Chiropractic named below and/or anyone working in this clinic authorized by the
Doctor of Chiropractic.

I further understand and am informed that, as in all health care, in the practice of chiropractic there
are some very slight risks to treatment, including, but not limited to, muscle strains and sprains, disc
injuries, and strokes. I do not expect the doctor to be able to anticipate and explain all risks and
complications. I wish to rely on the doctor to exercise judgment during the course of the procedure
which the doctor feels at the time, based upon the facts then known, is in my best interests.

I have read the above consent, with the doctor, as indicated by our initials. I have also had an
opportunity to ask questions about its content, and by signing below I agree to the above named
procedures. I intend this consent form to cover the entire course of treatment for my present
condition and for any future conditions for which I seek treatment.

To be completed by the patient:

Print Patient's Name

Doctor's Signature:

Signature of Patient Date Signed
(or parent/guardian)

Dr Brad Donnermeyer



Donnermeyer Chiropractic — FINANCIAL POLICY

The following is the financial policy adopted by our office. Please feel free to ask about any portion you do not
understand.

Insurance Information: Your insurance policy is a contract between you and your insurance carrier. Our
professional services are rendered to you not your insurance company. We will, as a courtesy to you, bill
your insurance company for you. However, you will be responsible for all charges not paid/covered or
refunded to your insurance company. If your insurance policy does not provide chiropractic coverage or
you do not want to use your insurance policy, you will be required to pay by cash, check or debit/credit
card at each visit. Supplies are not covered and will not be billed to your insurance company.

Co-pays are to be paid same day as service. If you have a deductible, we will bill your insurance and wait
for payment till we hear from them. We send out statements once a month and accept payment in full.

Cash Patients: We ask that cash patients pay in full at each visit.

Medicare Patients. We do accept assignment on Medicare claims. Medicare covers only a portion of the
Chiropractic adjustment. They do not cover any exams, X-rays or any therapies in our office. If you have a
secondary Medicare plan, usually Medicare will send those out for you.

Medicare Supplement Plans also cover the adjustment only, usually with a co-pay. Co-pays are to be paid
at time of service.

Personal Injury/Auto Patients: We will work with your Auto insurance and attorneys, but please
remember that you are responsible for your bill. We can’t work with 3rd party insurance. We will bill
your health insurance only after your Med Pay is exhausted.

Worker’s Comp patients: We will bill your worker’s comp carrier. Please make sure you report your
injury at work. We will need you to get a billing address, claim number and phone number for your case
as soon as you can. If your claim is denied, we will bill your health insurance, but remember you are
responsible for your entire balance.

Nutritional Patients

Payments are to be paid in full same day as service. We do not bill your insurance.

Supplements and Supplies: It is our policy that any supply or supplements may not be returned opened
or not after leaving the office. Sorry for any inconvenience this may cause.

Missed Appointments: We realize that everyone can forget an appointment once in awhile, which is why
we will not charge you for your first missed appointment. However, to avoid this becoming a habit, you
will be charged $20.00 for your second missed appointment and for everyone thereafter. We also require
a 4 hour window if you need to cancel and reschedule. You will be charged $20.00 if you cancel later than
this.

Signature: Date:
Print Name:
Print any underage Children’s names:




Donnermeyer Chiropractic LLC

873 N Casaloma Drive, Appleton WI 54913  Phone#: 920-734-2400

HIPPA Compliance Patient Consent Form

Our notice of Privacy Practices provides information about how we may use or disclose protected health
information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by
your signature that you have reviewed our notice before signing this consent. The terms of this notice
may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for
treatment, payment or healthcare operations. We are not required to agree with this restriction, but if
we do, we shall honor this agreement. The HIPPA (Health Insurance Portability and Accountability Act of
1996) law allows for the use of the information for treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your healthcare information. YOU have
the right to revoke this consent in writing, signed by you. However, such a revocation will not be
retroactive.

By signing this form, | understand that:

+protected health information may be disclosed or used for treatment, payment or healthcare
operations

+the practice reserves the right to change the privacy policy as allowed by law.

+The practice has the right to revoke this consent in writing at any time and all full disclosures will then
cease.

+the practice may condition receipt of treatment upon execution of this consent.

May we phone, email or sent a text to you to confirm appointments? Yes No
May we leave a message on your answering machine at home or on your cell phone? Yes No
May we discuss your medical condition with any member of your family? Yes NO

If yes, please name the members allowed:

This Consent was signed by: Please print name:

Signature date:

Witness: date:




