Freedman Chiropractic Center LLC
Brier Hill Court D-6, East Brunswick, NJ 08816-3335 ~ 732-254-6011

Confidential Patient Health Record | Today’s Date: 1 |
How did you hear about us? 1 vamily 7 Friend O Co-Waorker
0 Close to homefwork 0O Dr. 2 Yellow pages O Drove by 0 Huspitsl O Insurance Plan

I Personal Informution

Title: OMr. OMs. OMrs. ODr. ORev. OMiss OProf. O other:

Last:_ _ First: Middle:
Suffix: OJr OSr OW OIF OMD OPWD ODO OFEsq OPA ORN OBSN [ ather:
Bivth Date: r Age: Sex: Mafe/ Femate  Social Security #: - -

Primary Language: OEnglish D French  OGerman [ Spanisk 0 other:

Driver’s License #: State:

Blood Type: 0 A positive 0 A negative OB positive (0 B negative O AD positive 0 AB negative 00 positive 00 negative

Race: [ African American O Asian O Caueasian (] Hispanic O Multirvacial O Native American 0 Gther:

Marital Status: [] Single 0 Married O Widowed O Divorced O Scparated
Eye Color: O blue U brown O green 0 grey O hazel O other:
Haiv Color: O black [ blonde O brown O gray O red O white O other:

Address: Apt#
City: State: Zip: Country: County:
Home Phone: ( j] - ext _ Work Phone: ( ] - eXt
Cell "hone: | ] - ext Fax #; ( ) - ext
Email Address: Spouases Name:
Children {Names and Ages):
| Emergerncy Contacr

Titler OMiss O Mrs. 0OMs, OMaster OMr., OTw, O Prof. ORev. 0O nther:

Last: First: _ - Middie:

Suffix: 0Jr OSr OII DHOI OMD OThD ODO BEsq OPA ORN OBSN O other:

Address: | Apté
City: State: Zip: Country: County:

Relationship: O Spouse [ Relative O Friend O Other

Email Address:

Birth Date: i Social Security #; - -

Home Phone: { } - ext Cell Phone: { ) - ext

Work Phone: ( ) - ext Fax#: | 3} - ext




Chief Complaint — HPI (History of Present Illness)
Chief Complaint:

|B0d}r Area(s) Invu]ved:l O Cervical O Spine, Ribs, Pelvis O Upper Extremity 0 Lower Extremity
0 New—> DOAcmte or OChronic

O Recurrence (Acute) U Exacerbation (Acute) ] Chronic
[Mechanism of Onset:]
P

O Auto: [} Driver/Passenger [ Pedestrian (refer to compteted auta accident history form)
O Work Refated: O Fall O Falling Object O Lifting O Overexertion 0 Repetitive Motion [ Other:
0 Other — Liability: O Slip or Fall O Other:

0 Other — No Liability: O Etiology Unknown £ Overexertion U Repetlive Use G Slept Wrong O Silp or Fall
D No Injury

escription of Onset of Cumplainti
[Current Szmptums:l O Pain O Numbness 0 Stiffness O Weakness

Left / Right / Bitateral

DBuraing G Diffase 0 DullfAching O Lovalized [1Radiating 0OSharp O Shooting

0 Stabbing [ Throbbing O Tightness 0 Tingling O Other
Level of Impairment Due to Symptoms (Bestinge:

0 1 2 3 4 5 0 7 8 9 10
Level of Impairment Due to Symptoms (With Activiey);

0 1 2 3 4 5 ) 7 8 0 10
Started:

Last Occurred: Last cpizode; Resclved Previcus Visis

Worsened; Injury Qoeurred: Acrident Ocourred: .
Worse: O Morning O Afternoon [ Night O with Activity; OConstant 0 Tntermittont

Beteer with: O Warm Temp [ Cofd Temp  Forse with: 0'Warm Temp G Cold Temp O Damp
ESSOE Sizns and Sszfﬂms:! 0 Blurred ¥isicn 0O Depression O Dizziness I Trritabilitylood Swing

00 Localized Tingling 0 MNauvsia O Ringing in Ears 0 Sleep Disturbance O Stiffness
Logation: O Oceipitat [ Frontal 0 Left Temporal O Right Temporal O Parfetal O Sinus

Quality: O Dwll O Sharp O Throbbing (1 Stabbing O Aurz O No Anra
Typesi O HatBand O Cluster 0O Migraine O Tension
Crther: (frequency/derationtime of day)

Left / Right / Bilateral
Left / Right / Bilateral

Iﬂther As50C SiEns and Ssztums:I

O aches O burning O cald limbi(s) O diffieulty walking O dizziness

O eechymosis O chionic fatigue O fever O hearthurn O joint stiffness
J muscle spasm O muscle weakness 0 nausea O numbness T pale bluish skin
O panic O pins & needles [1 rhinorrhes (runny nesc) O shortness of hreath [l sweating

0 swelling O tingling O vonliting



Freedman Chiropractic Center LLC

kenneth ). Freedman, D.C.
Presiclent and Managing Member
Brier Hilt Court D-& « East Brunswick = N 08818-3335

732-254-6017 email: ken@freedmanchiropracticcenter.com

Fax: 732-254-7271 PAIN INTENSITY SC ALE www.ifreedmanchiropracticcenter.com

Patient Date
Place a letter on the drawing over the area(s) using the follewing abbreviztions:
: P=FPain A=Ache B=Buruing
S=Stabbing N=Numbness T=Tingling
AT REST
j
_ INTENSITY SCALE
Please circle the number that best describes Your SYmptoms
o 1 2 3 4 5 &8 7 2 9 0
Mone Weak Strong Intslerable
ACTIVITY

3}
-

INTENSITY SCALE .
Please circle the number that best describes your symptoms

0 3 2 3 4 & 6 7 B G 10
Mong Weak Strong Intolerable




[Modifying Factors:
Symptoms Better With: O nothing helps O activity O bending T[] applyving cold O applying hene
0 massage 0 movement 0 OTC meds O Rxmeds O rest
O stretching O sitting O standing 8 twisting 0O walking
Symptoms Worse With: (as noted in Social Histary)
Sinee condition began, has anything permanently helped you? 0 YES 0 NO
Has anything that you have done, thus far, fixed you problem? 0 VES 0 nNo
lEmplﬂyment:
Qecupation/Jab Title: Work: hrs { day or week
Description of Wark:
Job Classification: O Sedentary (<5/hs) O Light (3-20lbs) D Maderate (20-501bs) O Heavy (=50 ibs)

Lifting Frequeney: O Constant (67-100%/day) O Fregquent {33-66%/day}0 Oeccasional {0-32%/day}
Lifting Postures: [0 with Arms O High Near O from Knee  C OMf Posture G from Torso

Wark Activity Postures: (hrs/day)
Obending: Wd  Oclimbing: hid  Thnecling: hid O pulking: kid  Cpushing: hid

Creaching: hid O sitting: Wd  Ostanding: hid DOtwisting: hid Cwalking: hid
Repetitive Activitiest (hra/day)
O aszembly/fine mznipolation: hid O eomputer useftyping: hid O grasping: hid
O hznd tool uge: hid T ppevation of machinery controls: hid O phane wie: hid

&nditiﬂn’s Eifect On Job Perfurmance:l
OMild Painfi (Can do) [1 Mad Painful (limited abilityy O Mad/Sev Limited Doty 0 Sev Mo Limited Duty 0 Sev (oan't do limited dog)

lgailx Activities: Effects of Current Condition on Performanﬂ

Bending; O No Effeet O Mild Painful (Can do) O Mod Painful (Limited) O Sev Unable to Perform
Care —Infirm Famify: 0 WNoEffect O Mild Painful (Cando) 0 Mod Pamful (Limited) O Sev Unable to Perfirm
Carrying Groceries: O NoEiffect O Mild Painful (Can de) 0 Mod Painful (Limited) O Sev Unable to Perform
Change Posn--3it-5tand: O No Effect [ Mild Painful (Can do) O Mod Painful {Limited} O Sev Unable to Perform
Climb Stairs: O MoEfeet 0 Mild Painful {Can do) O Mod Painful (Limited} O Sev Unable to Perform
Driving: O NoEffect 0 Mild Painful {Can do) O Mod Painful (Limited} 0 Sev Unable to Perform
Extended Compuoter Use: O No Effect 03 Mild Painful (Can do) 0 Mod Prinful (Limitedy T Sev Unable to Perform
Feading: O NoEffeet O Mild Painful {Cen do} O Mod Painful (Limited) [ Sev Unable to Perform
Household Chores; 0 NoEffect O Mild Painful {Can do} 0 Mod Painful (Limited) 0 Scv Unable to Perform
Kneeling: O NeEffeet O Mid Painful (Can do} O Mod FPainful (Limited) 0O Sev Unzble to Perform
Lift Children: O NeEffect 0 Mild Painful (Can do} (1 Mod Painful {(Limited) 0O Sev Unable to Perform
Lifting: O NegEffect [ MMild Painful (Can do} O Mod Painful (Limited) O Sew Unable to Perform
Pet Care: O NoEffect [ Bild Painful (Can do) O Med Painful (Limited) O Sev Unable to Perform
Beading {Concentration): 0 Ne Effect O Mild Painful (Can do) O Mad Painful (Limited) [ Sev Unable to Perform
Self Care: 8 No Effect O Mild Painful {Cando) O Mad Painful {Limited) 0 Sev Unable to Perform
Self Care—Bathing; O NoEftect O Mild Painful {Cando) O Mad Painful {Limited) [ Sey Unable to Perform
Self Care—-Dressing: O NoEffect O Wild Painful (Cando) O Mod Painfuf (Limited) [1 Sev Unahble to Perform
Self Care~Shaving: O NoEffect O Mild Painfd (Can do) O Mad Painful {Limited) 0 Sev Unahle to Perform
Sexnal Activities: O MoEffect O Mild Painful (Can do) O Mad Painful (Limited) 0O Sev Ungble to Perform
Sleep: O NoEffect O Mild Painful (Can doy O Mod Painful (Linited) O Sev Unable to Perform
Static Sitting: O NoEffect O Mild Painful (Cando) O Mod Painful (Limited} O Sev Unable to Perform
Static Standing: O NoEffect O Mild Painful (Cando} O Mod Paijnfal (Limited} T Sev Unable to Perform
Walking: O Mo Eifect T Mild Painful (Can da) 0 Maod Paimful (Limited) O Sev Unable to Perform
Yard Work: L) No Effect O Mild Painful (Can do) O Mod Painful (Limited} O Sev Unable to Perform

ecreational Activity: Effects of Current Condition on Performanc

O NoEffeet 0 Mild Painfol (Can do) 01 Mod Painful (Limited) 0 Sev Umnable to Perform
O NMNoEffect O Mild Painful (Can do} O Mod Painful (Limited) 0O Sev Unable te Perform




| Employment Information

Business Name:

Address: Apt#
City: State: Zip: Country: County:

Phone; [ ) - Fax#: |( ) -

Employer’s Email Address:

Oceupation/Job Tidte: Job Description

REVIEW OF SYSTEMS -Retow is 2 list of symptoms that may seem unrelated to the purpose of your appointment,
However, these questions must be answered carefully as the problems can affect your overall course of eare.

Constitutional: O IDENY baving or have had any of the symptoms or problems listed below.
O chills O fatigue O night sweats O weight loss
O daytime drowsiness O fever O weight gain
Eyes/Vision: ] I DENY having any of the symptoms or problems listed helow.
O blindness dchange in vision O field cuts O photophobia
U blurred vision U donble vision 0 glaucoma O tearing
O cataracts O eye pain O itching [l wear glasses/contacts
Ears, Nose and Tharoat: [ TDENY having any of the symptoms or problems listed below, °
O bleeding O ear drainage 0 hearing loss U nosebleeds O sore throat
O dentures 0 ear pain O history of head injury O postnasal drip O tinnites
(ringing in cars)
O difficuity [ fainting O hoarseness O rhinorrhea O TM problems
swallowing {runny nose)
(1 discharge O frequent sore throats [ loss of sense of smell O sinus infections
O dizziness O headaches O nasal congestion 0 snoring
Respiration: (7 IDENY having any. of {he symptoms or problems listed below.
O asthma O coughing up blond O sputum production
U cough O shoriness of breath [ wheezing :
Cardiovascular: 0 IDENY Kaving any of the symptoms or problétns isted below.  © : .-~
O angina (chest pain or discomforty [0 high hlood pressure [ shortmess of hreath
with exertion or exercise
O chest pain 0 1ow hlood pressure O swelling of legs
O claudication (leg painfache) O orthopnea (difficulty breathing lying down) O ulcers
‘0 heart murmur [ palpitations O varicose veins
O heart problems (] paroxysmal nocturnal dyspaea
{waking at night w/ shoriness of breath)
Gastrointestinal: O I'DENY kaving any of the symptonis or problems listed below, ~ -~ - - :
0 abdominal pain O diarrhes O indigestion 0 abnormal stool O vomiting Moaod
caliber
i1 helehing G difficutty swallowing 0 jaundice 0 abrormal stool color
O black - tarry stools 0 heartbara 0 nausea O abnormal stool consistency
D constipation 1 hemeorrhoids 0 rectal bleeding 0 vomiting
Female: O IDENY having any of the symptoms/problems and/or using any of the items listed below.,
T birth control O cramps Llirregular menstyvuation O vaginal bleeding
U breast lJumps/pain O frequent urination [ pregnancy (] vaginal discharge

1 burning urination O hormone therapy 0 urine retention



Mate: U I DENY having any of the symptoms or protlems listed below.

0O burning urination O frequent urination O prostate problems
(1 erectile dysfunciion O hesitancy/  dribbling O wrine retention
Endocrine: 0O IDENY having any of ihe-syr_nptqms or probtems listed helow.
O ¢cold intolerance O excessive huager O goiter O unusnal hair growth
O diabetes 0 excessive thirst {0 hair loss O voice changes

O excessive appetite [ ahnormal frequency of nrination O heat intolerance

Skin: O 1 DENY having any of the symptoms or-problems listed befow.

O changes in nail texture O hair loss O itching (3 skin lesions / ulcers
O changes in skin color O hives U paresthesias 2 varicosities
L1 hair growth L} history of skin disorders (] rash
Nervous Systenn: G TDENY having any of the symptoms or problems listed helow.
0 dizziness 0 imhb weakness [ numbness O slurred speech 0 tremor
O facial weakness [Toss of consciousness (] seizures 0 stress [1 unsteadiness of gait/
Toss of halance
[l headache [ logs of memory O sleep disturhance O strolees
Psychologic: - 0 1DENY having any of the symptoms or problems listed below.
O anhedonia O behavigral change O comvulsions O memory loss
O anxiety O hi-polar disorder O depression O mood change
O loss or change in appetite O confusgion [ ingomnia
| Allergp: 0 IDENY having any of the symptoms or problems listed helow.
0 anaphnalaxis Oitching [l chronic nasal congestion 0 sneezing
O food intolerance [ acute nasal congestion [l rash
Hematologic: 0 IDENY having any of the symptoms or problems listed helow.
[J anemia O blood clotting O bruising easily O lymph node swellmg
O bleeding O blood transfuston O fatigue

PAST HEALTH HISTORY - Fill out carefully as these problems can affect your overall conrse of care,

Prevmﬂs Care for thiy Same Condition; : _
O I have not prevlﬂus]}’ seén a doctor for thls condition OR Fill in the: mfur’mahun BELCI'W

Hm € Y0 5eeh ﬂther doctors for THIS CONDITION? OYes ONo,  If yes, Who? (Name)

Type of Treatment: Were you satisfied with the results of your treatment? O Yes ONo
Explain;

| Previgus Chiropractic Care:” 11 have not previously seema Chiropractor OR Fill l-the Information BELOW,

Doctor's Name; Location: Date of Last Visit:
Were you satisfied with your care? 0Yes [J No. Why?

Do you wear any of the following? 0 Heel Lifts O Innersoles [ Arch Supports [ Orthotics O Other

For how long? Were they preseribed by a doctr? 0O Yes or O No,
| Current Medication {5): . List ANY/ALL medications you are CURRENTLY taking. Be Specific,
Medication Dosnge For What Condition? How long have
you been taking this?




| Current Vitamins, Herbs, ete: List ANY/ALL non-preseription items you are CURRENTLY taking. Be Specifie,

Daosage For What Conditian, if any? How long have
you been taking this?

Childhood Hiness (es): LIST all health conditions. CIRCLE all CURRENT conditions,

0 ADD O chicken pox O headaches 0 seoliosis

iJ atopic dermatitis {(eczema) O crohn’s/eolitis G hepatitis O seizure disorder
L] allergies/hayfever O depression O HIV O sickle cell anemia
G anemia O diabetes 0 measles 0 spina bifida

LT asthma O ear infections O mumps O othes:

0 hedwetting 0 fetal drug exposure U psoriasis

O cerebral palsy Ll food allergies (list below) (] rash

Do you believe that the Adult IHnesses listed belaw are ¢ontribufory t0 your. CURRENT Condition?. O-yés or O no.

| Aduit Hitness (es): LIST ail health conditions. CIRCLE all CURRENT conditions.

O psychiatric problems

O ADD {] cystic Kidney disease O hypertension

O alzheimers {1 depressiom Oinfluenzal pneumaonia O seoliosis

O anemia O diabetes (insulin dep) O liver disease [] seizures

O arthritis O diabetes (non insulin} O lung disease O shingles

L] asthma 0 eczema O lapus erythema (discoid) O past history of similar symptoms
H cancer 0 emphysema Ol Inpus erythema (systemic) O STD"s (unspecified)
U cerebral palsy [ eye problems O multiple sclerosis O swicide attempt{s)
0 chicken pox 0] fibromyalgia g parkinson’s disease (] thyroid problems

O crohn’s/colitis  [] heart disease O unspecified pleural effasion [ vertigo

0 CRPS (RSD) O hepatiiis O pmeumonia O other:

YA (stroke) DO HIV [} psoriasgig

| Surgery (les}:  LIST All Surgical Procedures, Writé. the DATE of the Procedure immediately aftersard,

{0 angioplasty O cosmetic O hiysterectomy O pacemaker insertion
O appendectony ODn&C O joimt reconstruction O rotator cuff

[] caesariam section O dental sugery {] joint replacement U spinal fusion

O cardic catheterization O gall bladder O knee repair L] tongilectomy

O earpal tunnel repair O hemorrhoidectomy O laminectomy X other:

O coronary artery bypass [ henia vepair O mastmm:ny

| Females ONLY: Ob/Gyn - Mark all that apply below,

If you have been pregnant in the past, please fill in the appmpriﬂbe information below.

Number of complicated pregnancies

Number of uncomplicated pregnancies

Number of C-sections

Number of vaginal deliveries

Number of miscarriages Number of terminated pregnancies
L. O am eurrently pregnant [ am NOT currenily pregnant
Menstrual History.
I... O ¢currently have menses. 0 eurrently DO NOT have menses.
My menses,.. [ are regnlar. O are NOT regular.

Age of first menses Age when metaphase hegan

Drate of [ast menses: i !




| fnjury (ies):  Mark or List All Injuries, Write the DATE of the Injury immediately afterward.

O back injury H head. injary {loss of consciousness) O motor vehicle accident
(] broken hones U kead injury {no loss of consciousness) O soft tissee injury (mild)
O disabifity {ies) O industrial accident U s0fi tiszue injury (moderate)
(1 fall (severe) O joint injury O soft tissue injury (severe)
L] fracture O laceration {severc) O other:
| Fmunizations:. Please list the date(s)next to the immunization, if known, .
O adenovirus O hepatitis C 0 pertnssis [ tuberculosis
0 anthrax [Jinfluenza [l pnevmococcal 0 tutaremia
0 botulism O IPY (polio) i] ppermovax O typhoid
O diphtheria [l Japanese encephalitis 0 PPD (mantoux test- TB) O varivax (chicken pox)
O DTaP {diphtheria, Olyme disease O rabies 0 whooping cough (pertussis)
tetanus, pertussis)
O flu 1 meastes [ rotavirus O yellow fever
O haemophilus B U meningacocea C rubelia O other:
O hepatitis A OMMR O smallpox
O hepatitis B O umps [1 tetamus
f Non-Drug Allergies: Mark all that apply below. o
(] adhesive tape Oeggs D newsprint O shellfish
O animals O feathers (I nuts O smoke
O bee sting 1 food coloring [] peanuts O zoap
O chocolate O latex [J perfumes O soy
O dairy O mald 0 pollen 0 wheat
O other:
Label the NUMBER {#) of the TYPE of reaction you have to EACH allergy immediately AFTER the allergy above:
1. angioedema 3, GY disturbance 5. joint pain 7. shortness of breath
2. anaphylaxis 4. headache 6. rash 8. unspecified reaction

| Family History:  Mark all that apply below. List any specific eonditions past or present after has/had:

eneral family Malive Odeceazed Onormally developed [ no significant discase [ hasthad:
father Oalive Odecensed O normally developed 0o sipnificant dizease 0 hasthed:
mother Dalive Odeecased O normaliy developed O no significant disease 5 has/had:

patetrnal grandfather Oalive Odeceased O normally @eveloped O no significant disease 0 has‘had:
paternal grandmother Oalive O deceased  Onormally developed O no significant disease O hasthad:

maternal grandfather Salive Odeceased Onormally developed O no significant disease 0 hasfhad:

maternal grandmuther Oalive Odeceased O normakly deseloped O na significant disease O has/had:

s0m (8) Oalive 0Odeceased Onormally developed T no signifieant disease O has'had:
daughter({s) Oalive Odeceased O nermally develeped O ne significant disease [ has/had:
hrother(s) Oalive O deceased Onormatly developed O no significant diseaze O has/had:
gigter(s) Oalive Odeceased O novmally developed O no significant disease O haghad:

| Seciel History: ~ Mark all that apply below,

Alcohol: O do not drink aleohol T social consumption only O drink the following regularly (mark below)
Obeer O liguor [0 wine; quantity of oz./classes per O day O week 0O month

My Dietary Intake consisis mainly of the following: (mark all that apply)
O high fat 0 high salt O low fiher
O high fiber O low ealorie O low salt
(1 high protein O low carbohydrate O tow sugar

Mark the highest level of Education completed:

O pre-school 0 high schoo) O colfege U doctorate
O elementary school O high school gradunate [] eollege graduate O graduate school
(1 middle school 0 GED O associates degree O graduate degree
O vocational school O high school — incomplete O bachelors degree O other:

7



Substance: 0 never esed illegal drugs 0 has not used illegal drugs since .
O mever nsed IV drogs O used illegal drugs for {(how lonz?)

Tobaceo: O Do not use tohaceo O Do not smoke cigars, ciparettes or pipe O Live with 2 smoker (1 Quit smoking
O Smaoke: # per O Day O Week [0 Month;O Chew: # cang per O Day [0 Week 0O Year

Tasarance Information:

Who Is Responsible For Your Bill?  YOU and... (mark appropriate box(es)) [ Myself ONLY
O Spouse [ Worker’s Comp (J Auto Insurance [ Medicare O Medicaid [ Other (he specific):

Personal Health Insurance Carrier: Health I Card #:
Policy Holder's Name: Group #:
Policy Holder’s Social Security #: ~ - Primary Cave Physician:

Workers Compensaiion Injury / Auto / Personal Injury:

Have you filed an injury report with your employer? CYes ONo  Date: ! ! Time: am/pm
Carrier: Policy #

Cavriers Phone #: | ) - Adjuster:

Claim #:

Vwaderstand and agree that health and accident Inaoranee poticics are an arrangement between an insuranee: earvier and myself. Furthermore, I understand
that the Chiropractic Clinic will prepare any necessary veports and firma to assist me in making collection from the insuranse eompany and fhat any

amaunt authorized # he pald directly to the Chiropractge Clinke wHI be cred|fed to my account opon receipt. However, | ciearly understand and agree

that all services rendered me are charged dircetly to me and that 1 am personally respoansible far payment, Talso understand that i1 suspend or termina be
my care or freatment, any fees for professional seevices rendered me will be immediately due and payable.

[ herchy anthorize the Doector to treat my condition as he ar she deems appropriate through the use of Chirgpractic Health Crre, and 1 give authority for
these progedures to be performed. Ttis understood and agrecd the amount patd the Toctor, for X-rays, is Rar examination only and the x-ray negative will
remain the property of this office, being on file where they may be scen at amy time while 2 patient of this office. The patient Also agrees that heishe jg
rzsponsible for all bills ingnreed at this office.

Patient Print Name: Patient’s Signature: Date:
Cansent to treat a Minor: Date:
Guardian or Sponse’s Signature of Authorizing Care; Date:

T acknowledge that [ have reecived the Chivgpraete Clinie®s Notice of Privacy Practices for proteeted health Informaton.

Paticnt Print Name; Date:
Patient's Signature: Drate:

Revld2506



