INSURANCE QUESTIONNAIRE

- PLEASE ANSWER ALL QUESTIONS COMPLETELY-

PATIENT INFORMATION:

Name:

Sex: Male Female E-mail address:

Marital Status: 5 M D W Primary Language:

Race: Caucasian Black Asian Other Ethnicity: Hispanic Non-Hispanic

Birth date: Age: Are you a minor?

Address:

Street Address Town Zip code

Home Phone: ( } Cell Phone: ( )]
*please indicate which number is best to reach you at*

EMPLOYMENT INFORMATION:

Employer /Business Name:

Phone #: ( )

Address:

Job Title:

INSURANCE INFORMATION:

Insurance Company: ID Number:

Group Number: Name of the policyholder:

Relationship to the patient: Self Spouse Child Other

Address of policyholder if different from patieni:

DOB of policyholder:

1 clearly understand and agree that all health insurance policies are an agreement between me and
my insurance carrier. I clearly understand and agree that all services rendered to me are charged
directly to my carrier and that I may be responsible for payment if services are not covered.

Patient Signature: Date:

How were you referred to our office? :




P t t S F Instructions
a I e n u m m a ry 0 rm Ploass complete this !urmi\évithln the spec‘\ﬂedilrmafram.
All PSF lons should be ploted online at
. PSF-TS0 (Rev: 7/1/2015) www.myoptumhealthphysicalhealth.com unless oihar-
Patient Information wise nstructed.
(O Female
FPloase review the Plan Summary for more foformation,
Patlent name Last First Mi O Male Patient date of birth
Patient address City State Zlp code
Patlent insurance ID# Health plan Group numbey
Referring physlcian (ffappl[cable) Date referral issued (if applicable) Referral number [If applicable)

Provider Information

1. Mame of the billing provider or facillty {as it will appear or the slatm form) 2. Federal tax ID{TIN) of entity In box #1

Ej MD/DO [il DC 'i[ PT |i|o1']ilaoth PT and OTIilHome Carelll ATC MMT MOlher

3T Ndtie and credentials of e TAdividuar perorming the Service(s)
4. Altarnate nama {if any) of entity in box #1 5. NP| of antity In box #1 5. Phona numbar
7. Address of the billing provider or facility indicatad In box #1 8, City 9, Stata 10, Zlp codse
.Pr'ovi der Completes This Section: Drannosis CD codee
Qﬁ te of Surgery Please ensure all digits are
Date you want THIS entared accurately
submission to begin: Cause of Current Episcde { q°
Traumatic 9 Pest-surgical —m Type of Surgery
Unspegcified 9 Work reiated o ACL Reconstruction 50
Patient Type Repetitive @ Mator vehicle 9 Rotator CufffLabral Repalr
o New to your office e Tenden Repair 30
9 Esf'd, new injury @ Spinal Fusion
@ Est'd, new episode o 6 Joint Replacement 4°
@ Est'd, continuing care @ Other
DC ONLY .
Nature of Condition . Current Funetional Measure Scors
Anticipated CMT Level
Initial onset (within last 3 months) O 98940 O 08942 Neck Index DASH
Recurrent {multiple episodes of < 3 menths} {other FOM)
Chronic {confinuous duration > 3 months) O 08941 O 98943 Back Index LEFS
Patient Completes This Section: Indicate where you have pain or cther symptoms:

Symptoms began on:

{Please fill in selections campletely)}

1. Briefly describe your symptoms:

2. How did your symptoms start?

3. Average pain intensity:

Last 24 hours!  no pain @ worst pain
Past week: no pain @ worst pain

4. How often do you experience your symptoms? ’ L
Constantly (76%-100% of the time) Fraquently (51%-75% of the time) @ Occasionally {26% - 53% of the time} @ Intermittantly (o%.gs% of the time)

5. How much have your symptoms interfered with your usual daily activities? (Including beth work outside the home and housework)
Not at all Alittle bit Moderately Quite & bit @ Extremely

6. How is your condition changing, since care began at this facility?
@ N/A — This is the initial visit @ Much worse @ Worse @ Alittle warse (4) No change @ Alittle better @ Batter @ Much bettar

7. In general, would you say your overall health right now is...
Exgellent @ Very good @ Good @ Fair @ Poor

Patient Signature: X Date:




Neck Index

Form N1-100

Patient Name

rov 3/27/2003

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 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.

Pain Intensity

@ |have no pain at the moment.

@ The pain is very mild at the moment.

@ The pain comes and goes and Is moderate.

@ The paln 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 (Jess 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 sleeplass).

Reading
® | can read as much as | want with no neck pain.

@ |can 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 cf moderate heck 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 diffleulty.

@ | can concentrate fully when | want with slight difficulty.

@ | have a fair degree of difficulty concenirating when | want.
@ | have a lot of difficulty concentrating when | want.

@ | have a great deal of difficulty concentrating when L want.
@ | cannot concentrate at all,

Work

@ | can do as much work as | want,

@ [ can only do my usual werk but no mors,

@ [ can only do most of my usual work but no mara,
@ | cannot do my usual work.

@ | can hardly do any work at all.

® | cannat do any work at all,

Personal Care

@ | can look after myself normally without causing extra pain.
D | can lock after myself normally but it causes extra pain.
@ Itis painful to took after mysslf and | am slow and careful,
@ ! need some help but | manage most of my personal care.
@ ! nead help every day in most aspects of self care,

@ | do not get dressed, | wash with difficulty and stay in bed,

Lifting
@ | can lift heavy weights without extra pain,
@ | can lift heavy weights but it causes extra pain.

@ Pain prevents me from liffing heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a fable).

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

@ |can only fift very light weights.
® | cannot lift or carry 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 modsrate neck pain,
@ | can hardly drive at all because of severe neck pain.

@ | cannot drive my car at all because of neck pain.

Recreation

@© | am abie to engage in all my recreation activities without neck pain.

@ | am able to engage in all my usuat recreation activities with some nack pain.

@ | am-able to engage in most but not all my usual recreation activifies because of neck pain.
@ | am only able 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 siight headaches which come infrequently.

@ | have moderate headaches which come infrequentiy.
@ | have moderate headaches which come frequently.

® | have sevars headaches which come frequently.

® | have headaches almost all the time.
Neck

index
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Back Index

Form BI100

Patient Name

rev 32772003

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.

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 severs,
®  The pain is very severe and does not vary much,

Sleeping
@ |getno pain in bed.

(D | get pain in bed but it does not prevent me from sleeping wall,
@ Because of pain my normal sleep is reduced by less than 25%.

@ Because of pain my normal sleep is reduced by less than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.

® Pain prevents me from sleeping at all,

Sitting

@ | can sit in any chair as long as | like.

@ I can only sit in my faverite chair as long as | liks.
@ Pain prevents me from sitting more than 1 hour.

@ Pain prevents me from sitting more than 1/2 hour,
@ Pain prevents me from sitting mors than 10 minutas,
& | avoid sitting because it increases pain immediately,

Standing

@ |can stand as long as | want without pain.

@ 1have some pain while standing but it does not increase with time.

@ | cannot stand for tonger than 1 hour withaut increasing pain.
@ | cannot stand for longer than 1/2 hour without Increasing pain.

@ [cannot stand for longer than 10 minutes without increasing pain.

® |avoid standing because it increases pain immediately.

Walking

@ 1have no pain while walking.

@ | have some pain while walking but it doasn't incraase with distance.

@ teannot walk mare than 1 mile without Incraaslng pain.
@ [cannot walk more than 1/2 mile without increasing pain.
@ | cannot walk more than 1/4 mile without Increasing pain,
® | cannot walk at all without increasing pain.

Personal Care

@ 1do nct have to change my way of washing or dressing in order tc avoid pain.

@ 1 do not normally change my way of washing or dressing even though it causes some pain.
@ Washing and dressing increasss the pain but | manage not to change my way of doing i.

@ Washing and dressing increases the pain and | find it necessary {0 change my way of doing it.

@ Because of the pain | am unable to do some washing and dressing without help.
® Because of the pain | am unable to do any washing and dressing withcut halp.

Lifting

© |can lift heavy weights without extra pain.

@ ean litt heavy weights but it causes extra pain.

@ Pain pravents me from lifting heavy weights off the floor.

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

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

® | can only ift very light weights,

Traveling

@ ! get no pain while travefing.

@ | get some pain while traveling but none of my usual forms of travel make it worse,

@ | get extra pain whils traveling but it does not cause me to seek alternate forms of travsl.
@ | get axtra pain while traveling which causes me to seek altemala forms of travel.

@ Pain restricts all forms of travel except that done while lying down.

® Pain rasiricts all forms of fravel,

Social Life

© My sosial life is normal and gives me no extra pain.

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

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

@ Pain has restricted my social life and | do not go out very often,

@& Paln has restrictad my social fife to my home,

® 1 have hardly any social life because of the pain.

Changing degree of pain
@ My pain is rapicly getting belter.
@ My pain fluctuates hut overall is definitely getting belter.
@ My pain seems to be getting better but improvement is slow.
@ My pain is neither getting befter or worse,
@ My pain is gradually worsening,
® My pain Is rapidly worsening.

Back
Index

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




OPTUM"

MNO010-W120, PO Box 1459 | Minnesapelis, MN 55440-1459 | Toll Free: (800) 873-4575 | Telephone: (763)595-3200 | Fax (763) 595-3333

The Keele STarT Back Screening Tool

Patient name: Date:

Thinking about the last 2 weeks tick your response to the following questions:

No Yes
0 1
1 Has your back pain spread down your leg(s) at some time in the last 2 weeks? [ n
2 Have you had pain in the shoulder or neck at some time in the last 2 weeks? I m
3 Have you only walked short distances because of your back pain? 0 ]
4 Inthe last 2 weeks, have you dressed more slowly than usual because of back pain? O O
5 Do you think it’s not really safe for a person with a condition like yours to be
~_physically active? - R =
6 Have worrying thoughts been going through your mind a lot of the time? | O
7 Do you feel that your back pain is terrible and it’s never going to get any better? |:] O
8 In general have you stopped enjoying all the things you usually enjoy? [ =

9. Overall, how bothersome has your back pain been in the last 2 weeks?

Not at all Slightly Moderately Very much Extremely
O L O ] .
0 0 0 1 1
Total score (all 9): Sub Score (Q5-9):

© Keele University 01/08/07
Funded by Arthritis Research UK




South Shore Chiropractic, P.C.

=00 Horseblock Road 450 William Floyd Parkway

Farmingville, NY 11738 Shirley, NY 11967
Telephone: (631) 732 — 1386 Telephone: (631) 395 — 8520

Fax: (631) 732 — 1544 Fax: (631) 395 — 8521

sschiropractic@optonline.net

I, fully understand that my

Insurance Company, , requires a referral

from my primary care physician. I agree that I will cooperate in
this matter and get the referral within the designated time period; If
I do not get the referral for South Shore Chﬁi;ogractic, P.C. on time
I do understand that I will be held responsible fci)if thewservibes ”

rendered to me at the time the referral should have been received.

Signature of Patient:

Date of Signature:




South Shore Chiropractic, P.C.

700 Horseblock Rd. 450 William Floyd Parkway
Farmingville, NY 11738 Shirley, NY 11967
Telephone: (631) 732 — 1386 Telephone: (631) 395 — 8520

Fax: (631) 732 ~ 1544
sschiropractic@optonline.net

Chiropractic Informed Consent To Treat

I hereby request and consent to the performance of chiropractic adjustments and
other chiropractic procedures, including various modes of physical therapy and
diagnostic x-rays, and/or other tests on me (or on the patient named below, for
whom T am legally responsible) by the doctor of chiropractic named below and/or
other licensed doctors of chiropractic who nor or in the future treat me while
employed by, working, or associated with or serving as back-up for the doctor of
chiropractic named below, including those working at the clinic or office listed
below or any other office or clinic, whether signatories to this form or not.

I have had an opportunity to discuss with the doctor of chiropractic named below
and/or with other office clinic personnel the nature and purpose of chiropractic
adjustments and procedures. I understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine, in the practice
of chiropractic there are some risks to treatment, including, but not limited to,
fractures, disc injuries, strokes, dislocations, falls, dizziness, headaches, burns
with modalities and sprains. I do not expect the doctor to be able to anticipate
and explain all risks and complications, and 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, and is in my best interests.

I have read, or have had read to me, the above consent. 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 condition(s) for

which I seek treatment.

Dr. Michael J. Campo Dr. Jayesh Patel Dr. Marc Avvento

Patient Signature (or patient representative) Date

(indicate relationship if signing for patient)




South Shore Chiropractic, P.C.

700 Horseblock Rd, 450 William Floyd Parkway
Farmingville, NY 11738 _ Shirley, NY 11967 :
Telephone: (631) 732 - 1386 Telephone: (631) 395 — 8520
Fax: (631) 732 — 1544 Fax: (631) 395 — 8521

sschiropractic@optonline. net

Patient:
Employer:
Claim Group:
SS# / ID#:

I hereby instruct and direct Insurance Company to pay by check
made out and mailed to:

South Shore Chiropractic, P.C.
700 Horseblock Rd.
Farmingville, NY 11738

OR
If my current policy prohibits direct payment to the doctor, I hereby also instruct and direct you to make

out the check to me and mail it as follows:

South Shore Chiropractic, P.C.
700 Horseblock Rd. e : o
Farmingville, NY 11738

For the professional or medical expense benefits allowable, and otherwise payable to me under my current
insurance policy as payment toward the total charges for the professional services rendered. THISIS A
DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment
will not exceed my indebtedness to the above-mentioned assignee, and I have agreed to pay, in a current
manner, any balance of said professional service charges over and above this insurance payment.

A photocopy of this Assignment shall be considered as effective and valid as the original.

I also authorize the release of any information periinent to my case to any insurance company, adjuster, or
attorney involved in this case.

I authorize the doctor to initiate a complaint to the Insurance Commissioner for any reason on my behalf.

Dated at South Shore Chiropractic, P.C. this day of , 20
(Date) {Monih)

Signature of Policyholder Witness

Signature of Claimant, if other than Policyholder



