PATIENT INFORMATION FORM

First Name M. Last Name
Address City State Zip
Age_ Birthdate Sex M F SS#
Home Phone# E-mail Address
Employer Address Work Phone #
Marital Status (S M W D) Spouse’s Name Spouse’s Birthdate
Spouse’s SS# Spouse’s Employer
Is this condition due to an: Auto Accident Work Injury Other Accident Unknown Cause lliness
GENERAL SYMPTOMS: (Circle as many as apply) MIDBACK: (Circle as many as apply)
A) Nervousness B) Irritability C) Fatigue D) A) Pain - 1) Left 2) Right 3) Both
Depression Pain Level - 1) Mild 2) Moderate 3) Severe
HEAD: (Circle as many as apply) ) Miscle S Pain Type - 1) Sha{p/fte;tbblng R?)h?ull:\cgeth
A) Headache - 1) Mild 2) Moderate 3) Severe ) Muscle Spasms - ) Le ) Rig ) Bo
How often: (12 345 6 ) Per ( Day/Wk/Mo) CHEST: (Circle as many as apply)
Are they: 1) Sharp 2) Dull A) Deep chest pain - 1) Left 2) Right 3) Both
Are they: 1) Constant 2) Intermittent Pain Level - 1) Mild 2) Moderate 3) Severe
Where located: 1) Back of head 2) Forehead B) Pain around ribs - 1) Left 2) Right 3) Both
3) Temples 4) Right side C) Shortness of breath
5) Left side 6) Behind eyes D) Irregular heartbeat
B) Light headed C) Memory loss D) Fainting ABDOMINAL SYMPTOMS: (Circle as many as apply)
E) Blurred vision F) Double vision G) Sensitivity to light A) Pain - 1) Mild  2) Moderate 3) Severe
H) Loss of balance ) Hearing loss J) Ringing in ears B) Nervous stomach C) Nausea D) Gas E) Constipation
NECK: (Circle as many as apply) F) Diarrhea  G) Heartburn H) Indigestion 1) Loss of appetite
A) Pain- 1) Leftside 2) Rightside 3) Both LOWBACK: (Circle as many as apply)
Pain level - 1) Mild 2) Moderate 3) Severe A) Upper lumbar pain - 1) Left 2) Right 3) Both
Pain increased by: 1) Forward movement B) Lower lumbar pain - 1) Left 2) Right 3) Both
2) Backward movement C) Sacro-lliac pain - 1) Left 2) Right 3) Both
3) Rotate head left 4) Rotate head right | D) Muscle spasm - 1) Left 2) Right 3) Both
5) Bend neck left ~ 6) Bend neck right | *Lowback pain level - 1) Mild 2) Moderate 3) Severe

B) Stiffness C) Muscle Spasms D) Grinding/Grating sounds -
HIPS AND LEGS: (Circle as many as apply)

SHOULDERS: (Circle as many as apply) A) Pain in buttocks - 1) Left 2) Right 3) Both
A) Pain in joint - 1) Left 2) Right 3) Both Pain level - 1) Mild 2) Moderate 3) Severe
B) Pain across shoulder - 1) Left 2) Right 3) Both  |B) Pain in hip joint - 1) Left 2) Right 3) Both
) Limitation of movement 1) Left 2) Right 3) Both Pain level - 1) Mild 2) Moderate 3) Severe
) Limitation of movement - 1) Left 2) Right 3) Both | C) Pain down leg - 1) Left 2) Right 3) Both
ARMS: (Circle as many as apply) Lot.:ation‘- 1) Front 2) Back 3) Side
A) Pain in upper arm - 1) Left 2) Right 3) Both ) ; IIDaln radiates to - 1) Tee 2) ‘Cslf 3) F(;ot
B) Painin elbow - 1) Left 2) Right 3) Both D) Numbness down eg-. 1) Left 2) Right 3) Bot.
o 1) Left 2) Right 3) Both Location - 1) Front 2) Back 3) Side
C) Pain in forearm - 1) Left 2) Right 3) Both E) Pins & needles (leg) - 1) Left 2) Right 3) Both
D) Pins & needles (Arm) - 1) Left 2) Right 3) Both Location - 1) Front 2) Back 3) Side
E) Numbness in arm - 1) Left 2) Right 3) Both F) Knee pain - 1) Left 2) nght. 3) Both
G) Leg cramps - 1) Left 2) Right 3) Both
HANDS: (Circle as many as apply)
A) Pain in wrist - 1) Left 2) Right 3) Both FEET: (Circle as many as apply)
B) Pain hand - 1) Left 2) Right 3) Both A) Ankle pain - 1) Left 2) nght 3) Both
] 1) Left 2) Right 3) Both B) Swollen ankle - 1) Left 2) Right 3) Both
C) Pins & needles (Hand) - 1) Left 2) Right 3) Both | C) Foot pain - 1) Left 2) Right 3) Both
D) Numbness of feet - 1) Left 2) Right 3) Both
E) Swollen feet - 1) Left 2) Right 3) Both

F) Cramps - 1) Left 2) Right 3) Both




I M Naperville Rehab Clinic
i’ 445 W Jackson Ave
AW Naperville, IL 60540

NOTICE OF INFORMATION PRACTICES

Protecting the privacy of your personal health information is important to us. This notice
describes how information about you may be used and disclosed and how you can get
access to this information. Please review it carefully.

Disclosure of your protected health information without authorization is strictly limited to
defined situations that include emergency care, quality assurance activities, public health,
research, and law enforcement activities. Any other disclosures for the purposes of
treatment, payment, or practice operations will be made only after obtaining your
consent. You may request restrictions on disclosures.

Disclosures of protected health information are limited to the minimum necessary for the
purpose of the disclosure. This provision does not apply to the transfer of medical
records for treatment.

You may inspect and receive copies of your records within 30 days of a written request.
There may be a reasonable cost-based fee for photocopying, postage and preparation.

You may request changes to your records. Naperville Rehab Clinic has the right to
accept or deny your request.

Naperville Rehab Clinic maintains a history of protected health information disclosures
that are accessible to you.

In the future, we may contact you for appointment reminders, announcements, or to
inform you about our practice and its staff.

Naperville Rehab Clinic is required to abide by this notice. We have the right to change
this notice in the future. Any revisions will be prominently displayed in a clearly visible
location in our office.

You may file a complaint about privacy violations by contacting our office at
(630)961-1888.

The effective date of this Notice of Information Practices is April 14, 2003.

I acknowledge receipt of this notice

Patient’s Signature Date



O,

Naperville Rehab Clinic
Tony K Maghsoudi D.C.

LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS

PATIENT Company Name Occupation
Please list any and all insurance and/or employee healthcare plan coverage you or your spouse
may have
INSURANCE Insurance Company or Health Care Plan Name
INFORMATION  Policy/Group #: Effective Date:
Name of Insured: ID
Please list any and all coinsurance and/or employee healthcare plan coverage you or your
SPOUSE spouse may have
COINSURANCE Insurance Company or Health Care Plan Name
INFORMATION  Policy/Group #: Effective Date:
Name of Insured: ID #:

Are your present symptoms or conditions related to or the result of an auto accident, work-
related injury or other personal injury someone else might be legally liable for? 0 Yes [0 No
Your Initials:
If you answered yes, please fill out accident specific form, available at the front desk.
MEDICAL Pregnant 07 Yes [J No Pacemaker [1Yes [INo
AND LEGAL Family Physician
INFORMATION Person to contact in emergency (Name and Phone #)

Attorney Telephone:
Address
PATIENT In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance and/or

AGREEMENT employee health care benefits coverage with the above captioned, and hereby assign and convey directly
to Naperville Rehabilitation and Pain Management Center P.C. all medical benefits and/or insurance
reimbursement, if any, otherwise payable to me for services rendered from such doctor and clinic. |
understand that | am financially responsible for all charges regardless of any applicable insurance or
benefit payments. | hereby authorize the doctor to release all medical information necessary to process this
claim. | hereby authorize any plan administrator or fiduciary, insurer and my attorney to release to such
doctor and clinic any and all plan documents, insurance policy and/or settlement information upon written
request from such doctor and clinic in order to claim such medical benefits, reimbursement or any
applicable remedies. | authorize the use of this signature on all my insurance and/or employee health
benefits claim submissions.

I hereby convey to the above named doctor and clinic to the full extent permissible under the law and
under any applicable insurance policies and/or employee health care plan any claim, chose in action, or
other right I may have to such insurance and/or employee health care benefits coverage under any
applicable insurance policies and/or employee health care plan with respect to medical expenses incurred
as a result of the medical services | received from the above named doctor and clinic and to the extent
permissible under the law to claim such medical benefits, insurance reimbursement and any applicable
remedies. Further, in response to any reasonable request for cooperation, | agree to cooperate with such
doctor and clinic in any attempts by such doctor and clinic to pursue such claim, chose in action or right
against my insurers and/or employee health care plan, including, if necessary, bringing suit with such
doctor and clinic against such insurers and/or employee health care plan in my name but at such doctor
and clinic's expenses.

Should this assignment be prohibited in part or in whole under any anti-assignment provision of my
policy/plan, please advise and disclose to my provider in writing such anti-assignment provision within 30
days upon receipt of my assignment, otherwise this assignment should be reasonably expected to be
effective and such anti-assignment is waived.

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is
to be considered as valid as the original. | have read and fully understand this agreement.

Signature of Insured / Guardian Date

Phone: (630) 961-1888 445 W Jackson Ave visit out website:
Fax: (630) 961-9553 Naperville, IL 60540 napervlillerehabclinic.com



