Welcome To

i Venti Chiropractic
7§ & Sports Health

Patient Information

Name: _ Today’s Date:

Address: City: State:  Zip:

Home Phone: Cell: ~ Email: =
Sex: U Male U Female  Date of Birth: O Married O Single U Divorced U Separated U Minor
Qceupation: ___ Employer/School:

Spouse/Parent’s Name: Children’s Names/Age: - -

Person to contact in case of emergency: Phone:

Whom may we thank for referring you to our office?

Responsible Party it
Person responsible for this account: __ Relationship to patient:
Address: city:  Swmte_ Zipt

Insurance Information

Narne of Insured: Relationship to patient:

Insured’s DOB: _ Insured’s Social Security #:

Name of Emplover: _ Address:

City: _ State: Zip-

[nsurance Co: . Phowe: Growp#H  ID#:.

Insurance Co. Address: City: B State: Zip:

Symptoms

Reason(s) for visit:

When did you first notice your symptoms:

Is it getting worse?

What aggravates your pain? [ Sitting [ Standing [ Walking [ Bending [ Lying down
J Lifting Objects [ Sleeping O Working out O Other

What, if anything, relieves your pain? U Sitting [J Standing O Walking U Bending O Lying down
O Lifting Objects U Slecping 13 Siretching O Ice 0 Heal O Other
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Is/Are the pain(s) constant or does it come and go?
Has this problem becn treated before? IF yes, how has it been treated and by whom?
Personal {Cirele all that apply to YOU)
AINSATIV Allergy Shots Anemia Anorexia Appendicitis Arthritis Depression Heart Disease
Breast Lump Bronchitis Bulimia Cancer Fibromyalgia Chicken Pox Gout Measles
Emphysema Epilepsy Fractures Glaucoma Cataracts Gonorrhea Liver Discase Parkinson’s
Hepatilis Hernia Herniated Disc Herpes Goiter Kidney Disease Pacemaker Thyroid
Headaches Miscarriage Mono M.S. High Chol Osteoporosis Suoke Diabetes
Migraines Polio Prostate Prosthesis Mumps Rheumatoid Pneumonia Tuberculosis
Tumors Implants V.D. Bleeding Chronic Fatigue  Tonstillitis HBP Ulcers
Asthma Other

Family (Circle all that apply to your FAMILY MEMBERS)

AIDS/HIV Allergy Shots Ancmia Anorexia Appendicitis Arthritis

Breast Lump Bronchitis Bulimia Cancer Fibromyalgia Chicken Pox
Emphysema Epilepsy Fractures Glaucoma Cataracls Gonorrhea
Hepatitis Hernia Hemiated Disc Herpes Goiter Kidney Discase
lleadaches Miscarriage Mono M.S. High Chol Osteoporosis
Migraines Polio Prostate Prosthesis Mumps Rheumatoid
Tumors Implants V.D. Bleeding Chronic Fatigue  Tonsillitis
Asthma Other__

Dates of Last Exams:

List any types of surgeries which you have had and the dates in which they occurred: B

Depression
Gout

Liver Discasc
Pacemaker
Stroke
Pncumonia
HBP

Heart Discasc
Measles
Parkinson’s

Thyroid

Diabetes
Tuberculosis
Ulcers

Please list all medications/vitamin, prescribed or over-the-counter, you are currently taking:

(Women) Are you pregnant? U Yes O No Taking birth control? O Yes O No

Daily Habits

What type of exercise do you perform on 4 daily basis? O None U Moderate O Heavy

What do vour daily work habits include?

Do yousmoke? O Yes O No How much per day?

How much alcohol do you consume weekly? Caffeinated beverages?




Certification and Assignment

To the best of my knowledge. the above information is complete and correct. ! understand that it is my responsibility to inform my doctor if T or my
minor child has a change in health.

I certify that I, and/or my dependent(s), have insurance coverage with and assign dircetly to Venti Chiropractic &
Sports Health all insurance benefits. if any. otherwise payable to me for services rendered. 1 understand that I am financially responsibie for all charges
whether or noi paid by insurance. I authorize the use of my signaturc on all insurance submissions.

Dr. Ventimighia or Dr. Tamburro may use my health care inforration and disclose such information to the above named insurance company and their
agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services.

Signature of Patient, Parent, Guardian. or Personal Representative Date

Please Print Name of Patient, Guardian, or Personal Representative Relationship to Patient

NOTICE OF PRIVACY PRACTICE
I have been offered and have read and understand the Notice of Privacy Practices and the Office Policies

Signature: = Date:

TERMS OF ACCEPTANCE

When a patient seeks chiropractic health care and we accept a patient to such care, it is essential for both to be working toward the samc objective.

Chiropractic has only one goal. It is most important that each patient understands 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 lorces to facilitate the body’s correction of vertebral subluxation. Our chiropractic method of
correction is by specific adjustment of the spine.

Flealth: A state of optimal physical. mental, and social well-being, not merely the absence of discase or infirmity.

Verfebral Subluwxation: A misalignment of one or more of the 24 vertebrac in the spinal column which causes alteration of nerve function and intericrence
to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum human potential.

We do not offer to diagnose or treat any discase or condition other than vertebral subluxations. However. if during the course of a chiropractic spinal
examination. we encounter non-chiropractic or unusual findings. we advise you seek the services of a health care provider who specializes in that arca.

Regardless of what the discase is called, we do not offer to treat it. NOR do we offer advice regarding treatment prescribed by others. QUR ONLY
PRACTICE OBJECTIVE is to climinate a major interference to the expression of the body’s innate wisdom. Our only method is specific adjusting to
correct verlebral subluxations.

(Print Name} ' = __(éig;-ﬁ-ituir'é)wm (Date)
Consent to evaluate and adjust a minor child;

I ___being the parent or legal guardian of _ o R
have read and fully understand the above Informed C onsent and hereby grant pt:rmxssmn for my child to receive chiropractic care.

Pregnancy Release: This is 1o certify that to the best of my knowledge. T am not pregnant and the above doctor and his/her associates have my permission
to perform an x-ray cvaluation. I have been advised that x-ray can be hazardous to an unbom child.

Date of last menstrual evele:

(Signature) ) o TD;e, o



AUTOMOBILE ACCIDENT QUESTIONNAIRE

Patient's Name: Today's Date:

Date of Accident: Have you retained an attomey? Y N

in vour own words, describe the accident.

THE FOLLOWING QUESTIONS PERTAIN TO YOU AND THE YEHICLE YOU WERE IN:

Vehicie type: Vehicle size:
UcCar UPickup Uisubeompact LIFull-size
Uvan U Truck UCompact LIMini
LI Station Wagon (B8us UMid-size Oiight
H0ther UiHeavy UOther
Your position in the vehicle:
LiDriver
LiPassenger -———— Location ULeft Dimiddle URight
L0ther UFront Passenger Rear Passenger LThird Seat (rear)
Speed of your vehicle; Why Vehicle was slowed or stopped:
JSiopped UMoving Moderately UTraffic Signal HParking
UiParked UMoving Fast {IPedestrian UTraffic
UiSlowing UMoving at apprx ___ MPH  [IStop Sign {JBusy Intersection
LIMoving Slowly
Coilision Type:

UlDriver Side impact LiHead On Coliision
WPassenger Side impactldRear Impact

[JFront impact UPedestrian Incident
THE FOLLOWING QUESTIONS CONCERN THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:
Vehicle type: Vehicle size:
LCar Upickup Usubcompact Oruli-size
Livan U Truek OCompaet OMini
[ Station Wagon LBus LIMid-size OLight
U Other OHeavy OOther
CONDITIONS AT THE TIME OF THE ACCIDENT:
Time of day: Road Conditions: Visibility: Visibility comprimised by:
WIFull daylight QDry UExcellent  [Brightness
Obawn CDamp UGoed LIDarkness
(JDusk et UFair URain
Night LSnow covered OPoor snow
Llice covered QFog
Patchy Ice/Sriow O Traffic
THE FOLLOWING QUESTIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:
Were vou... Restraints: (check ali that apply)
(dTotally unaware that the accident was impending LISeat belt
UAware that the accident was impending Shouider hamess
UAware that the accident was impending and braced for it LINo restraints

If you were the driver of the vehicle. was vour foot on the brake pedai? (Yes ONo LKnocked off by impact




¥Vas the air bag deployed?
LICar not equipped with air bag
LiAir bag deployed
LiAir bag not deployed
Fosition of YOUR head at time of imgact?
IFacing straight ahead
X Tiited forward
URotated to the left
LiRotated to the right
Fosition of Your body ai time of impact?
LiStraight
ldLeaning forward
IRotated to the left
LiRotated to the right

Damage fo vehicle YOU were in:

What position was YOUR headrest in?
[IHigh position

IMiddle position

LiLow position

Was your head thrown...7

dBackward and then forward

CiForward then backward

UTotheleft 7o the ieft then the right
Totheright [To the right, then the left
Was your body thrown...7

LiBackward and then forward

[dForward then backward

Llrothe left D To the left, then the right
UTothe right [ To the right then the left
LiAcross the vehicle

LiOutside the vehicle

HdUnder the vehicle

Citations:

Ulincurred minimal damage
Hincurred moderate damage
Wdincurred severe damage

was totalied
LINot known

Head
Uisteering wheel Uright door
dDashboard Ul eft window
DOwindshieid ORight window
CiArmrest LiConsoie
[dHeadrest LiGear shift
JRear view mirror JFront seat
{lieft door UBackseat
Riaht Arm
WSteering wheel URight door
{IDashbeard Llieft window
Chindskieid HRight window
OArmrest LiConsoie
HHeadrest O Gear shift
IRear view miror LIFront seat
U eft door CiBackseat
ieftleg
{Jsteering whesl JRight door
Dashboard LIl eft window
LiWindshield Ciﬁi'ghi window
Uarmres: UcConscls
WHeadrest A Gear shift
lJdRear view mirror CiFront seat
L3 eft door {Backssat

CnNone issued
LIYourself

Ll Driver of vehicle patient was a passengsr of

LiDriver of other vehicle

[INot sure

AS A RESULT OF THE FORCE OF THE COLLISION, WHICH OBJECTS IN THE VEHICLE DID YOUR BODY STRIKE?

Left Arm

(JSteering wheel Right door
dDashboard Ldi eft window
Owindshield LIRight window
Armrest UConscle
dHeadrest LiGear shift
JRear view mirror OFront seat
ieft door UBackseat
Torso

U Steering wheel URight door
Opashooard Hieft window
LWindshield LIRight window
LiArmrest UConsale
LHeadrest LlGear shift
URear viewmirror  (Front seat
Cheft door UiBacksesat
Right Leg

UlSteering wheel LiRight door
LIDashboard Ui eft window
UWindshield LIRight window
OArmrest dConsoie
LiHeadrest LiGear shift
CRear view mirror LiFront seat

L3 eft door JRackseat




THE FOLLOWING QUESTIONS CONCERN THE TIME PERIOD IMMEDIATELY FOLLOWING THE ACCIDENT:
Did you lose conciousness? Immediately following the accident, did you feel...?

(Jyes OIDizzy DWeak
CiNo Obazed CINervous
(pisoriented INauseated

Were you able fo walk unaided?
Lives
INo

Where did you go...7
LIDrove home

(was driven home
DiDrove to hospital UDrove to school
UWas driven to hospital was driven to schooi
{ITaken to hospital via ambulance

Did your major complaints exist before the accident?

UDrove to work
Owas driven to work

Mext day_discomfort...?

dincreased [Jdecreased Lisame dves [ No

in what areas did you IMMEDIATELY feei pain?
Head Shoulder Qieft URight Hip  Uieft [Right
CiNeck Arm Uieft CIRight Thigh ULeft URight
{JUpper back Elbow Cieft ORight Knee Olleft [Right
LimMid back Wrist Uiert TRight Caff Qieft URignt
JRibs Hand Uteft Right Ankie Olleft URight
dChest Fingers Uleft URight Foot [teft [IRight
tAbdomen Buitock dieft Right Toes [dieft UlIRight
Cliow Back Pelvis

in what areas did vou experience lacerations [cuts)?
Head Shoulder Qleft ORight Hip  Dleft ORight
WNeck Arm ULeft JRight Thigh ULeft [IRight
WUpper back Eibow ULeft LIRight Knee UOlieft ORight
LIMid back Wirist ULeft UIRight Calf Uteft IRight
JRibs Hand Qiet URight Ankle lieft URight
[dChest Fingers Ulleft [IRight Foot [lieft [IRight
(JAbdomen Buttock ULeit CIRight Toss [dieft UIRight
Uiow Back DPelvis

4t the hospital, what areas were x-rayed?
iHead Shoulder Uieft URignht Hip Cheft UIRight
INeck Arm Oieft dRight Thigh Oieft Right
Wupper back Elbow Oieft DRight Knee [lieft URight
{JMid back Wrist Uieft TRight Calf [dieft ORight
LRibs Hand Dieft URight Ankle LlLeft TRignt
IChest Fingers Oieft ORight Foot Uleft Right
JAbdomen Buttock Oieft Orignt Toes Left Right
Uiow Back QPelvis '

Where did you experienice pain on the day FOLLOWING the accident?
OHead Shoulder Uleft [JRight Hip  Oieft LIRight
[INeck Arm OLeft DIRight Thigh Left IRignt
LdUpper back Elbow Qieft CIRight Knee Ulieft [IRight
LIMid back Wrist Oreft Rignt calf  [Lert DRignht
JdRibs Hand Uteft ORight Ankle Uieft TIRight
Chest Fingers Uleft QORight Foot Uieft URight
(3Abdomen Buttock Uieft [IRight Toes [ieft dRight
2 Lus backe O &S



Neck Index

Form N1-100
rev 32772003

Patient Name i Daie o .

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.

Pain intensity Personal Care

@ 1have no pain at the moment. @ | can look after myself normally without causing extra pain.

@ The pain is very miid at the moment. (D 1can lock after myself normally but it causes exira pain.

@ The pain comes and goes and is moderate. @ ltis painful to look after myseif and | am slow and careful.

& The pain is faifly severe at the moment. @ | need some help but | manage mast of my personal care.

@ The pain is very severe at the moment. @ I need help every day in mosl aspects of self care.

& The pain is the worst imaginable at the moment. (8 | do not get dressed, | wash with difficulty and stay in bed.

Sleeping Lifting

@ | have no trouble sleeping. @ | can iift heavy weights without exira pain.

@ My sleep is slighily disturbed (less than 1 hour sleepless). @ | can lift heavy weights but it causes exira pain.

@ Wy sleep is mildly disturbed (1-2 hours sleepless). (@ Pain prevants me from lifing heavy weights off the floor, but | can manage
@ My sleep is moderately disturbed (2-3 hours sleepiess). if they are conveniently positioned {e.g., on a table).

@ Wy sleep is greatly disturbed (3-5 hours sleapless). @ Pain prevents me from lifing heavy weights off the floor, but! can manage

light to medium weights if they are convenienily positionec.
@ | can only lift very light weights.
@ I cannot lift or camy anything at all.

& My sleep is completely disturbed (5-7 hours sleepless).

Reading Driving
(@ | can read as much as | want with no neck pain. @ | can drive my car without any nack pain.
@ | can read as much as | want with slight neck pain. @ 1 can drive my car as long as | want with sfight neck pain.
@ Ican read 2s much as | want with moderale neck pain. @ | can drive my car as long as | want with moderate neck pain.
@ 1 cannot read as much as | want because of moderale neck pain. @ 1 cannat drive my car as long as | want because of moderate neck pain.
@ | can hardly read at all beczuse of severe neck pain, @ | can hardiy drive ai all because of severe neck pain.
{® | cannot read at all because of neck pain. ® | cannot drive my car at all because of neck pain.
Conceniration Recreation
@ | can coneenirats fully when | want with no difficulty. (@ 1am able tc engags in all my recreation activities without neck pain.
@ 1 can coneentrate fully when | wanl with slighl diffisulty. @ | am able to engage in alt my usual recrealion aciivities with some nack pain.
@ [ have a fair degree of difficully concentrating when | want. @ | am able to engage in most but not all my usual recreaiion activiiies because of neck pain.
@ | have a lot of difficulty concentrating when | want. @ | am only 2ble to engage in a few of my usual recreation activities because of neck pain.
@ 1have a great deal of difficulty concentrating when | want. @ | can hardly do any recreaiion aciivities because of neck pain.
& | cannot concentrate at all. ® | cannot do any recreation activities at all.
Work Headaches
@ | can do as much work as | want. (@ 1 have no headaches at all.
@ lcan aniy do my usual work but ne more. (T | have slight headaches which come infrequently.
@ | can only do most of my usual work but no more, @ | have moderate headaches which come infrequently.
@ 1 cannot do my usual work. @ | have moderate headaches which come fraquently.
E-‘D ! - h?frd!y o Wcrk e @ | have severe headaches which come frequently.
@ | cannet do any work at all ® | have headaches almos! all the time. ——
Neck
el SINRRINE (1 -
i Score

“index Score = [Surn-of all- statements—se{eetedff{#~of—-sectien5—wi%h—a—5%atement-sekectef#x%}]-x—#ﬁ{%; )



ack Index

Form BI100

rev 372772005

Date .

Patient Name i i

This questionnaire will give your provider information about how your back condition affects your everyday life.
Piease answer every section by marking the one statement that applies to you. If two or mare statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Infensity

@ The pain comes a2nd 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 moderaie and does not vary much.
@ The pain comes and goes and is very severe.
(&) The pain is very severe and doss nat vary much.

Sleeping

(@ | geinopainin bed.

T} | 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%.
(3 Because of pain my normal sleep is reduced by less than 50%.
@ Becauss of pain my normal sleep s reduced by less than 75%.
& Pain prevents me from sieeping at all.

Sitting

@ 1can sitin any chair as long as | like.

@ !cen only sit in my favorite chair as long as | fike.

2 Pazin prevents me from sitting more than 1 hour.

@ Fain prevents me from sitting more than 1/2 hour.
@ Pain prevenis me fram siting maore than 10 minutes.
%) | avoid sitting because it increases pain immediately.

Standing
@ | can stand as long as | want without pain.
D | have some pain while standing but it does not increase with ime.

@ 1 cannot sland for ionger than 4 hour without increasing pain.
(® | cannot stand for longer than 1/2 hour without increasing pain.
@ 1 cannot siand for longer than 10 minutes without increasing pain.

(® ! avoid standing because it increases pain immediately.

Waiking

@ 1 have no pain while waiking.

(D | have some pain while walking but it doesn't increase with disiance.
@ | cannot walk more than 1 mile without increasing pain.

& | cannot walk more than 1/2 mite without increasing pain.

@ | cannot waik more than 1/4 mile without increasing pain.

& | cennot walk ai all without increasing pain.

Personal Care
@ 1de not have fo change my way of washing or dressing in order to avoid pain.
@ 1 do not normally change my way of washing or dressing even though it causes some pain.
@ Washing and dressing increases the pain but | managa not to change my way of doing il
g g ge my waj g
@ Washing and dressing increases the pain and [ find it necessary to change my way of doing .
@ Because of the pain | am unable to do some washing and dressing without heip.
B Because of the pain | am unable o do any washing and dressing withoul help.

Lifting

@ | canlift heavy weights without extra pain.

@ | can lit heavy weights but it causes exira pain.

@ Pain prevenis me from lifing heavy weights off the flocr.

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

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

® | can oniy lift very light weights.

Traveling

@ | get no pain while raveling.

(D 1 get some pain while fraveling but none of my usual forms of travel make it warse.

@ 1 get exira pain while traveling but it does not cause me fo seek alternate forms of travel.
@ 1get extra pain while traveling which causes me o seek allemste forms of travel.

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

(& Pain restricis all farms of travel.

Social Lite

@ Ny social life is normal and gives me no exira pain.

@ iy sociai life is normal but increases the degree of pain.

@ Pain has no significant affect on my social life apari frem limiting my more
energelic interests (e.g., dancing, eic).

@ Pain has restricted my social liie and | do not go out very often.

@ Pain has resiricted my social life o my home.

(@ | have hardly any social fife because of the pain.

Changing degree of pain
@ Wy pain is rapidly getiing belter

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

@ My pain fluctuaies bui overall is definitely getling betler.

@ Wy pain seems to be gefting better but improvement is slow.

@ My pain is neither getfing befter or worse.

My pain is gradually worsening.

® My pain is rapidly worsening. —
Back !

— ——— Index [ .i

Score | {
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