Essential Health

James W. Mattison, Jr, DC

Patient History
Name: Today's Date:
Address: City: State: Zip:
Phone (H or C): Work: Email:
DOB: Age: Social Security#:
Marital Status: How did you find out about our office:
Occupation: Employer:
Insurance Company: Folicy#:
Family Medical Doctor: May we contact him/her regarding your care in our office?
Date and Nature of Present Complaint:
Is this an auto or work related injury? Have you had this condition before?
My symptoms began: Gradually Suddenly___ Not Sure

How often during the day or night do you experience these symptoms? 0% 10% 25% 50% 75% 100%

Describe any related accidents or falls to your current condition.

What aggravates your condition: What helps it?

Type of Pain: Sharp___ Dull___ Ache___ Burn_ Throb___ Numb___ Other___

Does it radiate into your: Rightarm Leftarm Rightleg Leftleg Other:

Please rate your pain (0=no pain 10=unbearable pain) 0—1—2—3--4—5—6—7—8—9—10
480 Memorial Parkway Phillipsburg, New lersey 08865  Ph: (908) 454-8808  Fax: (308) 998-4762 www.essentialhealthnj.com



Please list alt previous treatments for this condition (include doctor or facility name)

How has this affected your life? Circle one
Have you missed work? Yes No
Has the quality of your work been affzcted? Yes No
Are you able to do household chores? Yes No
Has this problem interfered with your social life? Yes No
Has it interfered with spending time wiith family and friends? Yes No
Has it interfered with your recreational activities?(exercise, golf, tennis, etc...)---—- Yes No

Has it affected your life in any other way?

Please list all surgeries you have had

Please any previous accidents or falls (this includes auto)

Incident

When Treatment
Incident

When Treatment

Please list any medication and /or vitamins you take

Type Frequency Doctor.

Type Frequency Dactor

Type Frequency Doctor

Type Frequency Doctor
Do you have a permanent impairment/disability rating? Date received
Location Rating percentage Comments

OCCUPATIONAL INFORMATION (please cir:le all that apply)

Type of work station: Seated Standing Workbench Desk Other

Job involves; Lifting Bending Stooping Twisting Turning
Types of shoes: High heels Boots Sneakers Loafers Other

Physical work activity: Sedentary Light manual labor Manual labor Heavy manual labor



HEALTH HABITS

Sleep: Hours per night Type of matrass
Do you sleep on your:  Back Side Stomach___
Please describe your quality of sleep

Exercise: Never Ix/week 2-3x/week___ 4-Tx/week Type

Tea/coffee/soda (cups per day)
Special diets

Liquor(drinks per week) Tobacco(packs per day)

Please circle any current or former condition(s)

HIV positive Gout Ulcers Emphysema Mumps
Appendicitis Heart Disease Venereal Infection  Epilepsy Pleurisy

Anemia Herpes Whooping Cough Hypersensitivity Chicken l.’ox
Arteriosclerosis Influenza Cold Sores Asthma Pneumonia
Arthritis Low Back Pain Allergies Malaria Polio

Cancer Small Pox Diabetes Measles Rheumatic Fever
Tuberculosis Tuberculosis Diphtheria Miscarriage Scarlet Fever
Goiter Typhoid Fever Eczema Multiple Sclerosis ~ Stroke

Are there any other conditions that the doctor needs to be aware of ?

Family Health

Your family history will help us complete your overall health picture. Please list any health conditions for immediate

family members (mother, father, grandparents, and siblings).




Terms of Acceptance

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be worlfing.
towards the same objective. Chiropractic has only one goal. It is important that each patient understand both the objective
and the method that will be used to attain it. This will prevent any confusion or disappointment.

Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of vertebral
subluxation. Our chiropractic method of correction is by specific adjustments of the spine.

Health: A state of optimal physical, mental and social well being, not merely the absence of disease or infirmity.

Vertebral Subluxation: A misalignment of cne or more of the 24 vertebra in the spinal column which causes alteration
of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate
ability to express its maximum health potential.

We do not offer to diagnose or treat any disease. We only offer to diagnose either vertebral subluxations of neuro-
musculoskeletal conditions. However, if during the course of a chiropractic spinal examination, we encounter non-
chiropractic or unusual findings, we will advise you. If you desire advice, diagnosis or treatment for those findings, we will
recommend that you seek the services of another health care provider,

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by
others. OUR ONLY PRACTICE OBJECTIVE is :c eliminate a major interference to the expression of the body’s innate
wisdom. Our only method is specific adjusting to znrrect vertebral subluxations. However, we may use other procedures to
help your body hold the adjustment.

I have read and fully understand the above statements. 1 acknowledge the information that 1 have given was completed
correctly and to the best of my knowledge. Any questions or concerns regarding the above information have been answered
to my complete satisfaction.

Patient Signature Date

**********ﬁ***t***ﬁ*t*ﬁh*i*******#*hk‘lb*********ﬁ**t*ﬁ*****t***tt*****ﬁ*tt********ﬁ*******

MINOR /CHILD CONSENT FORM

I am the parent, guardian, or personal representative of (print name of child) .
There are no court orders now in effect that prohibit me from signing this consent. I do herby request and authorize the
doctor and practice staff to perform necessary servizes for the child named above, including but not limited to X-rays, and
treatment which are deemed advisable by the doctor, whether or not I am present when the treatment is rendered. If my

authorization to select and authorize this care should be revoked or modified in any way, | will immediately notify this
office.

Please print name of Guardian Relationship

Signature of Guardian Date



Patient Health Information Consent Form

We want you to know how your Patient Health Information (PHI) is going to be used in this office and
your rights concermng those records. Before we will begin any health care operations we must require
you to read and sign this consent form stating that you understand and agree with how your records will
be used. If you would like to have a more cetailed account of our policles and procedures concerning
the privacy of your Patient Health Information we encourage you to read the HIPPA NOTICE that is
available to you at the front desk before signing this consent.

1. The patient understands and agrees to allow this chiropractic office to use their Patient Health
Information (PHI) for the purpose of treatment, payment, healthcare operations, and
coordination of care. As an example, the patient agrees to allow this chiropractic office to
submit requested PHI to the Health Insurance Company (or companies) provided to us by the
patient for the purpose of paymert. Be assured that this office will limit the release of all PHi to
the minimum needed for what the: Insurance companies require for payment.

2. The patient has the right to examine and obtain a copy of his or her own health records at any
time and request corrections. The patient may request to know what disclosures have been
made and submit in writing any further restrictions on the use of their PHI. Our office is not
obligated to agree to those restrictions.

3. A Patient’s written consent need only be obtained one time for all subsequent care given the
patient in this office.

4. The patient may provide a written request to revoke consent at any time during care. This would
not affect the use of those records for the care given prior to the written request to revoke
consent but would apply to any car2 given after the request has been presented.

5. For your security and right to privacy, all staff has been trained in the area of patient record
privacy and a privacy official has keen designated to enforce those procedures in our office. We
have taken all precautions that are known by this office to assure that your records are not
readily available to those who do not need them.

6. Patients have the right to file a forrnal complaint with our privacy official, Jim Mattison, about
any possibie violations of these policies and procedures.

7. If the patient refuses to sign this cansent for the purpose of treatment, payment, and healthcare
operations, the chiropractic physiclan has the right to refuse to give care.

1 have read and understand how my Patient Health Information will be used and | agree to these policies
and procedures.

Signature of Patient Date
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Disability Index (low-back)

Name (please print)

Date

Please read carefully:

Mark the areas on your body where you feel your pain. Include all affected areas
using the appropriate letter(s) listed below. Iif your pain radiates, draw an amow
from where it starts to where it stops.

A = Ache N =Numbness P =Pins & Needles

B = Burning S=Stabbing T= Throbbing

Over Please



Oswestry Disabili

Section 1 ~ Pain Intensity

{ have no pain at the moment.
‘mepambvmuﬂdatmemm

The pain is moderats st the moment.
mmummumm«m
mmsmmmmm

The pain is the worst imaginabte at the moment.

pop0oO0D

Section 2 ~ Personal Care (washing, dresueing, etc.)

O  1cantook after mysalf normatly with no patn.

Q lmmxanetmvwinomaﬂyvdﬂ\mesam.

Q Rispalnhlltolookanermysdlaudlamswwamm.
Q lmecmmndpunmmemostofmymma:e.

Q lneedhdpmdaytnmstaspmduypawnalmre,
Q )aonmwam.lwmvﬁmdmmw.mmyinm.

Section 3 - Lifting

O 1can ift heavy weights without extra pain.

0  1can iR heavy welghts but it gives extra pain.

Q Pamwwentsmmmm\qwetﬂmm tha fioor, but
Ieanmmgeuﬁwymwmenhnw]m(l&ona
table).

Pain pmummmm\mweigm.mtlw\

memmﬂmwmmy
positioned,

8  1can iR onty very Eght weights.
O 1 cennotlift or carry anything at ail.

Section 4 ~Walking

Pain does nol prevent me walking any distance.

Pain prevents me walking more than 1mile.

Pain prevents me waiking more than i of a mie.
Painprevantsmawaikmgmotemwuyam.
lmnomywalkuﬂngasﬂdtotautdun.

1 am in bed moat of tha time and have. to crawd to the todet.

popoopDBP

Section § - Sitting

i can sit in any chaic as fong a8 1 Bk,

1 can sit in my favorite chalr as tong ais | ike.

Pain prevents me from sitting for mara than 1 hour,
Pain prevents me from sitting for more than ¥%: hout.

Pain prevents me from attting for wore than 10
minutas.

ppD oo

(8]

Pain prevents ma from siting at af..

ndex (low-back

Section 6 — Standing
|mmamummmmmw&
lmamdaamsulwamwmgwmmmin.
PdnpmmtImmmdlmmm1m.
PalnpmeMImmmdhummmmV-m.
Pahpmmmmmmmmmehum
Pamwmmeﬂuuamam.

popooo

Section 7 — Steeping
Mydeeplsnwwtbedbvpah.
wmbmmawmmuym.
Becausa of pain, 1 have less than @ hours sleep.
Bemuucfpam.lhavcleumm4muusmp.
aeeauaaotoain.lhavelcssﬂunZhnmsm.
Pamommnmnomwmman.

pppoDOD

Section 8 — Social Life

Q wwmumammmmmm

Q Myaodﬂmbmmwlmummdpalu

=] Pdnhamwmnu«edonmsodalifemnm
mmmwmmu.m

Pain has restricied my social Be and | do not go out 3
often.

Q mmwmmwmm.
O ihave no social ife becauae of pain.

Q

Sestion 9§ - Traveling
O  1can travel anywhere without pain. .

O 1 can travel anywhere, but expertance mid pain.

Q Pau\hmuntmtlmnecemmnmotmmm
02 | get pain when traveiing more then cne hour.

G Pain rastricts ma to short necessary tips.

Q@  Pain prevents me from trevelng.

Section 10 - Changing Degree of Pain

My paln is rapidly getting detter.
Mypahfwmm.mnawu'mmymbeﬂu.
Mymmmuqmw.mmwmtbm
at present.

My pain is neither getting better nor worsa.

My pain Is gradually worsening.

My pain is sapldly womening.

=]
a
Q

opDo



Neck Disability Index -

Name (please print) ' Date

‘ Please read carefully:
Mark the areas on your body where you feel your pain. Include all affected areas
using the appropriate letter(s) listed below. If your pain radiates, draw an amow
from where it starts to where it stops. -

A = Ache N = Numbness P = Pins & Needles
B=Burning $-= Stabbing T = Throbbing

J :
o '\_—/ ..J‘. . \j
: NN , M|
\
!J }\_I

Over Please



Section 1 - Pain Intenstly

oocpoeRo

1 hmve no pain at the moment,

The pain Is very mid st the moment.

The pain is moderats &t the moment.

The pain is fairty severs st the moment, -
The paln is very severe at the moment.

- Thapaln is the worst imaginable at the moment.

Secticn 2 - Personal Care (Washing, Dreesing, eic.)

O 1 can look after mype! noimally witiout causiny ddra
patn,

Q  Lcanlock after myse!? normally butit causes extrs ps In.

Q  itis painfid to look after myseif and { am stow and (8 efl,

Q  1reed some halp But manags most of My PeEoNs ¢ e,

Q  1noed help avery day in moat aspecis of eaif.oam.

Q  1conot get dressed, ) wash with dfficulty snd stay ir bed.

Section 3 - Lifing

Q  lean it hagwy weigns without axtre pain.

Q  tcan i1 heavy weights but It gives exira pain.

Q

Fain prevents me from [iffing hasvy weights off tic foor,
but { can manage if they are convanienty posticnd, for
axerpts, on & table,

foin provonts me from MMting heavy weights, ba | can
manage Eght to medium weights It they are conv's vantly
potitioned,

O toon it very ight weights.

Q  tcannot M or canry anything et afl,
Section 4 ~ Reeding

Q 1can raad a8 much as | want to with no pain in my tack.
Q

a

o

D

%

O0DPDOOD

Imnﬁumﬂnulw&bmwnmt In my
neck.

lmmnmalmmmmuhm
neck,

| cannet resd 83 much as ! want because of 'rcdersie
pain tn my nack,

tmmmnummwmnmw
nack, :

1 cannot read at il

Headaches

Ihave no headaches atal,
1have sight hoosaches that come infrogueny.
Ihave modarsta headzchas which come Infrequarly.
ummeMWmmn
1nave savers hascuches which come frequently,
thave headechas simost all the time.

-

Section 8 ~ Concsntration

Q  Ycan conosatrate fufly when | want to with no dtffculty.
Q  Ican corcenvate futly when | want {0 with sight dficulty.
Q  § have: ¢ fair Gegree of MGy in concentrading whaa |

(nJy )

want o,

. 1 bavo @ ot of €ifficulty i conosnireting when Twantto.

§ havo a groat desl of dMiculty in conoenirating when |
went o

( egnnot concantrate at all.

Section 7 - Work

ODDDDD

tcan d> a8 much woik &5 § wast to.

168N d3 my usuAa! Work, bt no mone.

1 cEn do most of my ususl work, but 0o more.
1 carmint do my usust work.

1 can hardly do sty work st all,

| canm)t do any work at afl.

Saction B = Driving

g O 0 DO

o

i can (irive my car without any neck sain.

1 ean drive my car 88 long s | want with elight pain in my
nack.

| can ifrive my car ss long s | want with modarats pin in
revy rvaoR,

| cannat ditve my car s leng sa ¢ want becsuse of
mosierate pein In ny nock.
lmhudydﬂwddbmmdmpthhw
neck,

| ciaviot drive ey car at &il.

Section 0 ~ Sieeping

oo0RpDoOD

1 have no troubls sloeping. .
My sieep Is slightly disturbed (ess then 1 hour).
My alesp is mildly disturbed (1-2 hours).

My zieep is moderatsly disturbed (2.8 houn).
My sfoop Is greatly disturbed (3-8 hours).

My aloep Is completely disturbed (5-7 howrs),

Saction 10 - Recrestion

[*]

2 0D D

3]

1 am utie % engags i il my cacrsation sotivites wih no
noctt petn atall.

Ima&bmmdmmmm
suiTe pain in my neck.

smubmmmwwuumm
mmmammmm

lnnaﬁobmhahdwmm
mmmamhmm

1 c2n hardly do any recreation activities becsuse of pein in
oy oeck.

lmmmmmuu
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QUADRUPLE VISUAL ANALOGUE SCALE
Patient Name

Date —_—
Please read carefully:

Instructions: Please circle the number that best describes the question being asked,

Note:  Ifyou have more than one comp

h laint, please answer each question for each individuat complaint and indicate the score for each
complaint. Please indicate your

pain level right now, average pain, and pain at its best and worst,
Example:

Low Back

: worst possible pai
S CHEEEEE B © B A Ol as

No pain

No pain

worst possible puin

No pain worst possible pain
0 1 2 3 4 s 6 7 8 9 10
3 —What is yoor p.aiu level AT ITS BEST (How close to “0" does your pain get at its best)?

No pain - worst possible pain
0 1 2 3 ] ] 6 7 8 9 10

4 ~What is your pain level AT ITS WORST (How close (o “10™ does your pain get at its worst)?

No pain worst possible pain
0 1 2 3 4 [ 6 7 8 9 10

OTHER COMMENTS:

Examiner

Repriated from Spine, 18, Von KorfT M, Deyo RA, Cherkin D, Barlow SF. Back pain in primary care: Outcomes at ) year, 855

-862, 1993, with permissian frum Elsesier
Science.




