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< of IN EVENT OF EMERGENCY
Who should we contact? .
Relation :
Home phone# : Work phone#:
Who is your Medical Doctor? _phone#: W

Are you taking any of the following medications?
3 Nerve pills O Pain killers (incuding mpiin) O Muscle relzeers O Stimulants O Blood thinners O Tranquilizers O Insulin

Q Others s

Do you have or ever had any of the following diseases or conditions? :
YN Heart Atk ¥ W Hesn Sorg Pecemaker YN Hearl Mormur ¥ N Derines YN e Probiors ¥ BiLeg puin 5

¥ N Corgooital Heart Defect ¥ N Mitralabe Protapse . YN Acicial voves. YN Dificbyskeeprg YN imiabiley ¥ N ingng '

¥ N Alcohol/Drug Abuse ¥ N veneresl Disemse YN Hepauti YN Nouses YN Back pain ¥ M Saermach wpmet =
Y N HPYeS Akl ¥ N Shingles YN Cancer YN Arm/Shadderpain Y N Hexdiches ¥ N mumb Fet Toes Ful

¥ N Fraguent Meck Pain ¥ N Emphysems [ Glaucoma ¥ N Anemia Y M Fage ¥ M Bomb Hands/Fingers Y N Blsck i

¥ M High/low Blosd Pressre Y N Prychisiric Problerms. YN Rheumatic Fever Y N Blurred wviskon ¥ N Lower buck pun ¥ Moy loas

¥ N Severe Frequent Hesdaches ¥ N Kidney Problems ¥ Licers/ Cobtin Y N Backsfines YN femon ¥ Antvitis

¥ N Faining/Seirores/Epliepy ¥ N Siews: problerm Y Asthen Y N Shodeess of breath Y W Ohest gein Y I Amiicisl Bones | josnta

¥ W Disbetes / Tubsrculoss ' N Défficulty Breathing YN Chemoteray ¥ N Mockmil ¥ M Bing in e ¥ N Lower Back Probiess

Please Bst any other serfous medical condition(s) you have or ever had: -
Please list anything that you may be allergic to: e g
List previous surgeries [ treatments with dates:

List any past serious accidents with dates: -_r.'.
Farnily Health History: e el

Do you: Take supplements of vitamins? 0 Yes O No / Exercise 0 Yes I No g

Are you on a special diet O Yes QNo / Since f / For women: A
Do you Smoke? O Yes D No / How much How long Are you taking Barth Control? EI"I'? Q Neo &3
Asg Calee [ Arch Are you pregnant? O Mo O ¥es | How Long?

you wearing Heel Lifts O Sole Lifts O Inner Suppaorts g oo

% B | AGEEE TO PAY FOR SERVICES RENDERED TO THE ABOVE MENTIONED PATIENT AS THE CHARGES ARE INCURRED. | UNDER- . j
STAND AND AGREE THAT HEALTH & ACCIDENT INSURANCE POLICIES ARE AN ARRANGEMENT BETWEEN AN INSURAMNCE CARRI- 00 L
ER AND MYSELF AND THAT | AM PERSONALLY RESPONSIBLE FOR PAYMENT OF ANY AND ALL SERVICES COVERED OR NON-COVs [0 |
ERED. | ALSO UNDERSTAND THAT IF | SUSPEND OR TERMINATE MY CARE AND TREATMENT, ANY FEES FOR PROFESSIONAL SER- 0
VICES RENDERED WILL BE IMMEDIATELY DUE AND PAYABLE. THE INJURIES / [LLNESS SUSTAINED AND THE PAIN AND SUFFER- R
{7 I HAVE ARE REAL AN ]. HAVE NOT EIMMHER IMAGINED O EXAGGERATIED THE EXTENT AND NATURE OF MY PAIN AND

SUFFERING O [LLNESS. gL
e

B | as OF sOUND MIND, AND TO THE BEST OF MY ENOWLEDGE ALL THE INPORMATION I HAVE PRESENTED IS TEUR E -_':"
| AUTHORIZEE THE STAFF TO FERPORM ANY NECESSARY SFRVICES NEEDED DIUMRING DHAGNOSIS _.I i

AND TREATMENT. | ALSO AUTHORIZE THE PROVIDER AND OR MANAGED CARE ORGANIZATION, TO RELEASE ANY INFORMATION o
REQUIRED T FROCESS INSURANCE CLAIMS. i R
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WHAT IS YOUR CUBRRENT WHIGHT:
© PLEASE DESCRIBE YOUR CONDITION




A Iy Living Assessment
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2 =1 can do it without much dificully, despite some pain”, 3 = 71 manage 1o 9o £ by myself, despie marked pain®, 4 = " manage ‘
geupils the pain, but only if | have helg™, B = 1 canmol do i€l all, because of the pain”®.  NOTE: Only fill in areas that are affected,

mm Mﬂl_r'l-:nd Parsonal Hyglone Activities

Bathing .. . __ Drynghsr . Brshingieeth . __ Putingonshoes . Preparingmeals  _ Taking cutirmsh.
Washinghair . __ \Washing face _ Puttimgonshit .. __ Pullngonparts ... __ Clesning dshes __ Goingtolobes . |
Difficulbies with Physical Activities

Standing — 'Waking —_ Knesling < ___ Banding back — Twisting laf — Lesnrgback. .
Standing for long periods ... v Siling for long periods......__ Waking foriong periods. ... Kneeling forlongpencds . __|
Difficultion with Functional Activities

Camying lamge obects —  Lifting weigits off able —_ Pushing Lhings while sianding . ___ Exeiraing ke Doty Fii
Carmying lampe purss — Chmbing inclines: — Puiling things while slanding . ___ EnBfeaing egs s
Difficubties with Sockal and Recreational Activities

Golfing ... DeRcing ... SR RoborSkeing ... Hobbies ... Diiegoil =
Difficultios with Travelling

Crivineg @ mriohor wehicks ... ... Riding &% 8 passengar inamotorvebicle . Ridingas a passengsr on & irein ... —
Diriving for kong paniods of Bma __ Riding a3 o passenger on an siplans . Fiding &3 & passanger for long pancds —_

Lise the lolowing 1o 5 seale o describe the difficullies bedow
1 = *This area is not afecied by my condition”, 2 = "Thes area s shghty afecied by my conditian”, 3 = "Wy condiicn modernlely restrcts my abality
in his area”™ 4 = " My condition sésiouwsly lmis my abity in this area” 5 = Wy condition prevents me from wsing this abdity™

Chifficultios with Differend Forma of Communication

Concerfrating..___ Hearing..__ Listening.._ Speaking . Fesding..___  Wriing .____ Usingakeyboard.
Ditficulties with the Sonses
Sesing ... Hearing.......___ Senss olfouch. ... ____ Sense ol tasie —  Gense of smell =

Difficiultios with Hand Functions
Graspirg Holding Pinching Percussas mosmeants. . Sensony dissnminalan .

Difficultiss with Sieap and Sexual Function
Besing abils 1o have nommal, resthul nights sleep,,

Berg abile 10 pAMICOEE in Sesined serual aCinty

Wirito in below any additional infarmaticn regarding your Activities of Daily Living st wesn covared sbove):

Prior Symptom History

Pricr Samilar Symploms Has yeir History Contributed to your Curment Symptoms?
O | have NOT had prior syrptoms siméar i my curnent complaints E hiy history HAS contribubed o my current symgloms
|

O My curment complaings DID aods! bedore, but hare nol been bothenng me My higinry HAS NOT contribulsd o mry cumant symploms.
O sy curment complaints ALREADY gxisted and were worsened ' MO SUIRE # iy hestony has contricuend o my cument symploms.

Iy st recent prce samilar symploms | |f applicable ) cocured _C) meoniths aga ¢ O yeads ago Oran  Dete ] i

Wirite ir bl Ay athor Prios Symptom History, not covarsd above:
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HEALTH CARE AUTHORIZATON FORM

Patient’'s Name
Patients SS5# Date of Birth

THE PATIENT IDENTIFIED ABOVE AUTHORIZES DR. ANTHONY R.
BARTOLO, COBB PAIN AND REHABILITATION TO USE AND OR
DISCLOSE PROTECTED HEALTH INFORMATION IN ACCORDANCE
WITH THE FOLLOWING:

SPECIFIC AUTHORIZATIONS (please check all that apply)

O 1 give permission to Cobb Pain & Rehabilitation, to use my address,
phone number and clinical records to contact me with appointment
reminders, missed appointment notification, birthday cards, holiday
related cards, newsletters, information about treatment alternatives or
other health related information. I also give permission allowing my
name to be posted on a referral board or my picture to be posted on
message board for office related events. In the future should I write a
testimonial regarding my treatment in this office, I give permission for
it to be posted.

O If Cobb Pain & Rehabilitation, contacts me by phone, I give them
permission to leave a phone message on my answering machine or voice
mail, or with the individual who answers the telephone.

O I give Cobb Pain & Rehabilitation permission to treat me in an open
room where other patients are also being treated. I am aware that other
persons in the office may overhear some of my protected health inform-
ation during the course of care. Should I need to speak with the doctor
at any time in private, the doctor will provide a room for these

conversations.

O By signing this form you are giving Cobb Pain & Rehabilitation permiss-
ion to use and disclose your protected health information in accordance
with the directives listed abave.



RIGHT TO REVOKE AUTHORIZATION

You haye the right to revoke this AUTHORIZATON, in writing, at any
time. However, your written request to revoke this AUTHORIZATION
is not effective to the extent that we have provided services or taken
action in reliance on your authorization.

You may revoke this AUTHORIZATION by mailing or hand delivering
a written notice to the Privacy Official of Cobb Pain & Rehabilitation.
The written notice must contain the following information:

Your name, Social Security number and date of birth;

A clear statement of your intent to revoke this AUTHORIZATION,;
The date of your request and your signature.

The revocation is not effective until it is received by the Privacy
Official.

This AUTHORIZATION is requested by Cobb Pain & Rehabilitation for
its own use/disclosure of Protected Health Information.
(Minimum necessary standards apply.)

You have the right to refuse to sign this AUTHORIZATION. If you
refuse to sign this AUTHORIZATION, Cobb Pain & Rehabilitation will
not refuse to provide treatment.

You have the right to inspect or copy the PHI to be used/disclosed.
** ** A COPY OF THE SIGNED AUTHORIZATION WILL BE PROVIDED TO YOU ***

Print Name of Patient

Signature of Patient

Date

Signature of Personal Representative
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