Beckerton Chiropractic PLLC
psa Fernandina Chiropractic Center

Phone: 904-491-1345 463392 East State Rd 200

E-fax: 1- 904-513-9206 Yulee, Fl. 32097
email:fernchiro@gmail.com

Appointment Letter:

e Please arrive 30 minutes prior to your appointment for processing to ensure you are ready for
your appointment. If paperwork is not completed prior to appointment, you will be
rescheduled to next available appointment.

e DON'T FORGET TO BRING WITH YOU-

Insurance cards

Photo I.D.

List of medications.

Previous imaging disks or reports

o Discharge summary (if you have been hospitalized recently)
e [f auto accident related, in addition to above information-
o Police Report
o YOUR Automobile insurance card
o YOUR Automobile Policy Jacket
=  MUST HAVE DECLARATION PAGE THAT EXPLAINS BENEFITS
o YOUR Automobile Claim Number and Medical Adjustor information

e Co-pays are due at the time services are rendered. We accept cash, check, credit and debit

cards.

o 0 0 0o

e Please allow 24 hours notice to cancel or re-schedule your appointment. ($45 non-refundable
fee for late cancellation or no show to massage only appointments, $75 non-refundable fee for
new patient appointments missed)

We are looking forward to working with you to deliver the highest quality of chiropractic care.

Thank you,

Fernandina Chiropractic Staff



Beckerton Chiropractic PLLC
Thomas P. Beckerton, D.C.

463392 East State Road 200
Yulee, Florida 32097
Voice : (904)491-1345  Fax : (904)513-9206
E-Mail : fernchiro@gmail.com

NOTICE OF DOCTOR'’S LIEN

Patient’s Name: Date of Incident:

Attorney’s Name and Phone #:

I do hereby authorize Beckerton Chiropractic PLLC/dba Fernandina Chiropractic Center (o furnish my attorney named above

with a full report of my examination, diagnosis, treatment, prognosis, etc., with regard to the incident in which [ was recently
injured.

I further authorize and direct my attorney to pay directly to Beckerton Chiropractic PLLC/ dba Fernandina Chiropractic Center
such sums as may be due and owing for medical services rendered to me both by reason of this incident and by reason of any
other bills that are due and to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately
protect and fully compensate said doctors.

I hereby further give a Lien on my case to  Beckerton Chirepractic PLLC/dba Fernandina Chiropractic Center  against any and
all proceeds of my settlement, judgment or verdict which may be recovered or paid as the result of the injuries for which 1 have
been treated.

I fully understand that 1 am directly and fully responsible to said doctor for all medical bills submitted by him for services
rendered me and that this agreement is made solely for said doctor’s additional protection and in consideration of his awaiting
payment. I further understand that such payment is not contingent on any recovery made by me. | hereby agree to waive the
defense of Statute of Limitations as it pertains to any claim filed against me beyond three years (or other statutory) after
services were rendered. 1 agree to promptly notify said doctor of any change or addition of attorney(s) used by me in
connection with this accident, and 1 instruct my attorney to do the same and to promptly deliver a copy of this lien to any such
substituted or added attorney(s).

I have been advised that if my attorney does not wish to cooperate in protecting the doctor’s interest by signing this document,
the doctor will not await payment but may declare the entire balance due and payable at the time of service.

Date Patient’s Signature

Patient’s Printed Name

The undersigned attorney or insurance company agrees:

—

To comply with the above “authorization and assignment”;
2, To withhold and pay from my proceeds from settlement, collection of judgment, PIP, med-pay or other insurance
proceeds, the amount of the doctor’s charges, after contacting the doctor’s office for a current balance;

3. Advise within ten days of the doctor’s requests, the status of the above referenced claim;

4. To notify the doctor of any changes in the status of the claim which may preclude payment of the doctor’s charges;
5. To notify any attorney who may assume the representation of the patient of assignment.

Date Attorney’s Signature

Attorney’s Printed Name



Beckerton Chiropractic PLL.C
psa Fernandina Chiropractic Center

Phone: 904-491-1345 463392 East State Road 200
Fax: efax: 1- 904-513-9206 Yulee, Fl. 32097
email: fernchiro@gmail.com

To whom it may concern:

l, , herby authorize insurance company to
release insurance benefit information to Beckerton Chiropractic PLLC / dba Fernandina

Chiropractic Center LLC.

please sign below

X Date:

X Date:




Beckerton Chiropractic PLLC

dba Fernandina Chiropractic Center

Phone: 904-491-1345

Fax: 904-513-9206

Email: FERNCHIRO@GMAIL.COM

Address: 463392 East State Road 200
Yulee, Florida 32097

Medical Record Release Form

Fax to: Location:
Phone: Fax Number:
Date:

Patient:

Date of Birth

Date of Testing:

At the request above patient, please fax medical records in regards to the following:

Patient or Guardian: {PRINT)

Patient or Guardian: {SIGNATURE)




Y

VEH!CLE AGCIDENT _INFOKMATION

: A T .‘. -
‘E T
R ' Date
Patient Name,
T | Date of Accident Time of Accident Oam.
. Opm
Please describe the accident in your own words:
| were you the: O3 Driver O Front Passenger How many people were
| [ Rear Passenger O Pedestrian in the accident vehicle?

Road/Street Name <3| Did your car impact another vehicle? ' CYes [J No
City/State 1 Did your car impact a structure? ClYes [J No
) Nearest intersection with road/street ' ) If yes, explain
" | Oriving conditions I Dry [CJWet Clicy [I1Other
’ Which direction were you headed? - | Did any part of your body strike anything in the vehicle?
Speed you were traveling? :

4 OYes CINo I yes, explain
>} Was impact from :
- | O Front [ Rear [ Left [J Right [J Other.

N *.] At the time of impact were you:

| Make and model of vehicle you were in: -1 [ tLooking straight ahead [ Looking to the right
T — || [ tooking to the left [ Looking down
271 Were you wearing a seatbeit? ClYes [ No =l [ Looking up
= If yes, what type? Cltap [J Shoulder |-

. o * | Were both hands an the steering wheel? C1Yes [INo
Was vehicle equipped with airbags? [JYes [ No L1 If no, which hand was on the wheel? [ Right [J Left
If yas, did it/they inflate properly? [JYes [JNo ‘

| Was your foct on the brake? OYes [CINo
+ | Did your seat have a headrest? OYes CINo If yes, which foot was on the brake? [J Right [] Leit
Ll If yes, what was the position of the headrest?

3 Low 1 Midposition {1 High " | Were you: [J Surprised by impact [] Braced for impact

Did the police come to the accident site? [JYes [J No

Make and model of ather vehicle ] Were there any witnesses? OYes [ONo

o ) ~ |1 Was a police report filed? COYes [ONo

. Which direction was other vehicle headed?__________ | .| Was a traffic violation issued? ClYes [No
Speed other vehicle was traveling - if yes, to whom?

RO o SN __— o wsfczmw&wwqmam




‘| Were you unconscious immediately after the accident? [JYes [ No If yes, for how iong?

| Please describe how you felt immediately after the accident:

Did you go to the hospital? [JYes [ No

'_ When did you go? [ Immediately after accident [0 Next day [ 2 days or more after the accident
How did you get to the hospital? [J Ambulance [ Private transportation
Name of hospital Name of daoctor,
Diagnosis
7| Treatment received
X-rays taken

Have you been able to work since this injury? [JYes [JNo How many work days have you miésed?
Prior to the injury were you able to work on an equal basis with others yourage? [JYes [INo
if you have had any of the following symptoms since your injury, please i check:

O Amvshoulder pain [0 Festftoe numbness [J Neck pain

O Back pain O Handfinger numbness O Neck stiff

O Back stifiness [0 Headaches O Shortness of breath
0O Chest pain O \rritability 3 Sleep difficulty

[ Dizziness O Jaw problems O Stomach upsst

O Ear buzzing [0 Leg pain [0 Tension

O Earringing O Memory loss 3 Vision blurred

O Fatigue 0 Nausea :

Is this condition getting progressively worse? []Yes ONo I Unknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: [ Sharp J buil 3 Throbbing [ Numbness
[ Aching COshooting [ Burning 1 Tingling
{1 Cramps [JStifiness  {J Swelling 3 Other.

How often do you have this pain?

Is it constant or does it come and go?

| Does itinterfere with your: [JWork [ Sleep [ Daily Routine [] Recreation

Movements that are painful to perform: [ Sitting [ Standing ] walking
O Bending [ Lying Down

e e TR T Wv—-—-w—,.ﬁ»%”:i L T N U Mg ——
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To the bast of my knowladge, the above information is complete and comect, | understand that it 3 my responsibllity to inform my doctor if {, or my minor child, ever have a
change in heatth.

Signature of Patient, Parent, Guardian or Persanal Raprasentative : Date

Ploase print name of Pationt, Parent, Guardian or Personal Representative Relationship to Patlent




Beckerton Chiropractic PLLC. dba:
Fernandina Chiropractic Center

Date

Patient Registration & Insurance Information

Please present insurance card and photo 1D for us to copy.

Physicion

Person Responsible

for Bill

Patient Information

I consent to
receive email/text
relating to my
care from your
office?

YES:

NO;

Emergency Contact
Information

Primary
Insurance Name

Secondary
Insurance Name

//'

Guaicntor Neme

~

Address

City, Siate. 2P

Heme Phone #

\Qeimzasx 10 Potignt

Work Phone #

7N

Npme

Address

Ciyy, Sicte. 2P,

Home Phons &

Work Phone #

Primary Larguoge

0 Niotwe Arancan 3 Notee HMawadan Q Puoific erds U Orker

Social Security Numba:

Cell Phone # Carrier: Emoil
Dere of Bith Sex Maritel Stotus
Roce: Q Uningen D3 Abicen Amencon O Asan O Cowcosen J Crinese of Shpine 3 ~ispams U jopones

Ethricity.  Drnpane O NonsHapseie Q Uneswn Jlnecordad

Do you require an Interpreter Yes . N

(# a minor): Mother's Name

Home Phone #

0,

Home Phone #

\\ Fothers Nome

/ Conact Name

AN

Relotionship ¢ Potiert

Address

City, Sie. 2P

 Home Phone #

Work Phone #

N

_//;nsu:cnce Compony

A

Croup #

Schsciber Name

Dote of Bith

Socio! Security Number

H
i
l Poiient Reigtion 1o Subscriber
£
i

York Phone #

‘\\Smpieves

AN

¢/ inswronce Compony
i Group # Poticy &
’§ Subscribe: Nome
: Saten: Ralotion i Subsceibet Dcte of Birth
| Sccl Security “mber
Employer Work Phone #
N

Referred by




Beckerton Chiropractic PLLC. dba:
Fernandina Chiropractic Center Authorizations and Acknowledgments

Insurance
Information

Worker's
Compensation

Unaccompanied
Minors

Completion of
Forms

Authorization
for Payment

Notice of Privacy
Praclices

/

We ore commired i providing you with iha bas possible care, ard we ore plaased o discuss oui prolessional ‘
fees with you o1 any time. Plecse osk us § you have ony questions chou our fees, liranciol palicy, or your ;
payment responsibility. }
|
1
i

4il new patisnis will be asked Iv provide pohent information pric: 1o being seen by the physician, We also may

sk 10 moke s copy of ony yoe of picluie idertificotion o remain o permansent sart of your chart

e
K

~
s+ ityouome covered by fedicare, or any i our managec plons, we will fle your insurance cloim. You ore \
respons,bis» 35t ony Corpay, CONNSUraNCS, cecuci.gfe, ot noncovered serwces o the fime of your visir, fwe
do rot poricipate wilh your insusence company, you will be responsible for il poyment or the ime o your

visit. Methods of Payment: Cash, Chack, Visa, MusmCard und Discover.

™

o Al seffpoy pafients are expacled 5o pay for servces in iull of the fime thar services ore rendered. Qur Office
offers Chira Health USA to patients that are self pay for discounted rates.  Ask us for more information.

. Inthe even: your insuronce company does ot ooy the iull bolonce wiitin 90 doys, we vill noify you so thet you
moy conioe your insvianee cartier. Fleose remember tho! utimarely, sayment responsiciliy resis with he patient.
Piecse advise the office personnel of any changes in your insurance of mailing address

. Should it ever become recessaty to use the services of o cofiection ogency to collect your acceunt, you would

\ be responsible for any costs incurred for thot purpose.
\\
( Our Office Does NOT accept Worker's Compensation Cases }
v

The parents lor guordicns] wilt be responsible for full payment unless covered by o parlicipating monoged plan.
kAu?horizo:icn io reot an yraccomponied Mminor must be on lile.

{  Beckerton Chiropractic PLLC., dba Fernandina Chiropratic Center resarves the right 1o chorge a nominc! fes \
x\ror the completion of disability and/er Family Medical leave forms. //

i bereby authorize Beckertun (‘hxmpracuc PLLC., dba Icrnandma (,hlrupmcuc Center, 1o bil my insurance
company dirachly for these services. | understand | em fnanciclly resporsinie for choiges not covered by my
insyronce compony. | auihorized ony holdar af medical or other informarion cbout me 1o relecse 1o xhe Scciel
Securiny Administration o iniermediaries ony informotion nesded for inis or o reloted Medscore clowm. | pesmit ©
copy of his cuthorization fo be used in ploce of the or gm...i ond seques’ poymeni ot medical beﬂei.lﬁ either o
myselt 0! 16 the pany who accegts essignment. ! certify that the above information is currantly correct.

Rasponsivle Perty Signatiie Dote

\Potient’s Noms [Flecse Print) Date of Birh J
N

m acknovdedge receipt of © copy of the Beckerton Chiropractic PLLC, dba Fermandina Chiropractic
Center, Notice of FPrivacy Proctices INPP) sither of ‘his time or previously. By occepiing services o
Beckerton Chiropractic PLLC., dba Fermandina Chiropractic Center.. | ovtherize Beckerton (Ihiropraclic
PLLC., dba Fernandina Chiropraciic Center, lo use ond disclose ’afwmatxon from ond release copies of my
fthe patient’s) medical records in occordonce with Beckerton Chiropractic PLLC., dba Fernandina Chiropractic
Center. policies and privocy praclices, which ore summarized in the INPP, including Zisclosure fo my fire
notient's) post, present and future hecbhcare providers.

\\E’aﬁeni cr Porent [Guaidicn) Dote : /




Beckerton Chiropractic PLLC
pea Fernandina Chiropractic Center

Phone: 904-491-1345 463392 East State Road 200
E-fax: 1- 904-513-9206 Yulee, Florida 32097
email:fernchiro@gmail.com

Informed Consent to Care

| herby request and consent to the performance of Chiropractic adjustments and other procedures performed in office,
including various modes of physical therapy and diagnostics x-rays by, any Doctor of Chiropractic or therapist, employed
by Beckerton Chiropractic PLLC., dba Fernandina Chiropractic Center LLC.

I have had the opportunity to discuss with the Doctor and/or with the other office personnel the purpose and benefits of
the Chiropractic adjustments and other treatments outlined below.

Though Chiropractic adjustments and treatments are usually beneficial and seldom cause any problem, | understand and
am informed that there are some risks to treatment. Risks include, but are not limited to, fractures, disc injures, strokes,
dislocations and sprains.

| understand that | may receive ONE or MORE of the following treatments:
e Chiropractic Adjustment/Manipulation
Electric Muscle Stimulation
Heat/Cold Pack(s)
Ultrasound
Traction
e Massage/Therapeutic exercises and stretches
| understand that Chiropractic is not an exact science and that, therefore, reputable practitioners cannot fully guarantee

the results. | understand, acknowledge and affirm that treatments may involve direct bodily contact and touch. |
acknowledge that no guarantee or assurance has been made to anyone regarding the chiropractic treatment that | have
requested and authorized. | have had the opportunity to read this form and ask questions. My questions have been
answered to my satisfaction. | consent to the proposed treatment.

For Treatment of Minors only (Please Initial):

I, as a parent/guardian of a minor receiving treatment from above named provider do and herby agree and understand
that | have been advised to remain on the premises during any such treatment, and waive any claim | may have resulting
in failure to do so. | consent to treatment of the minor if | am not in the office

Please discuss any questions or concerns with the Doctor or Therapist BEFORE signing this consent.

Signature of patient, parent, guardian, or personal representative: Date:

Witness Signature: Date:

Doctor's Signature: Date:



PATIENT INTAKE FORM

Patient Name: : Date:

Mark The Area Of Pain
Where Is your pain/what sida?

How do you think your problem started?

When did your pain start?

mmmMMMmmmspm pYes noNo

My peln is focated onthe o Right o Middle olef oBoth Sides
Mypainis © Geiting Worse © Staying the Sams o Gelting Better
How would you describo the type of pain?

aSharp  oNumbness o Dull o Tingling
oDifiuse oAchy o Buming o Sharp with motion
o Stif o Shooting o Stabbing o Electric ke

D sore o Other:

Fminycurmm!eo-w(wmgsempam)

Moaendommmneewemms?
oConstantly o Frequently o Intermittent (On & Off) o Occasionaily

{1-3 Mild) (4-7 Moderate} (8-10 Severe)

Doas your pain radiate? oYes oNo it so, Where?

Tha paln is worse during o Moming o Aftemoon pEvening o During the night o Pain doss not change
Pain is worse? o Siting o Standing o Mavament a Sleeping o Walking o Other,

Pain is better during o Moming © Aftemoon o Evening o During the night o Nothing fesis better
What makes the pain foe! better © Rest o Medication vCold oHeat oNone oOCther

Do you have Numbness? oYes oNo  ifso, Where?

Headaches cYes nNo Ifso, Where?

This problem interfores with my work? o None o Alitle bt o Moderately o Extremely
Who olse have you seen for your problam?

o Chiropractor o Primary Cere Physidan o ERphysiden o Orthopedist o Massage Therapist
o Physical Therapist oNoone  oOther

What concerns you the most about your problem? What does it prevent you from doing?
What s your occupation?
How would you rate your overall health? o Excellent oVery Good

nBood ofFalr oPoor
What type of exercise do you do? o Strenuous & Moderate

o Light o None



Name pos: Date:
MEDICATIONS: Please attach medication Hst if available.
MEDICATICN OR VITAMIN NAME | DOSAGE REASON FOR TAKING
i
DRUG ALLERGIES REACTION
Have you been diagnosed with Hypertension (high blood pressure)? Yes or No
Treating Shysician:
Have you been diagnosed with Diabetes? Yes or No Ifyes, Typel or Typell

Treating Faysician:

Primary Care Phvsician:




Name:

poB: Date:

PAST MEDICAL HISTORY: Please salect if condition applies to your medical history:
1 AIDS/HIV o Coronary artery disease & Hypertensian ( high blood pressure)
o Alcoholism o Crohn's disease © Inflammatory bowel discase o Peptic.ulcer
o Anemta © Degenerative joint disease o Rheumatold Arthritis o Psoriasls
£ Angina (Chast Peind o Depression o Kidney disease o PVD-vascular disease
© Arthritis o1 Dlabetes a Liver disease © Renal disease
D AFb 0 Drug abuse o lyme disease o Scollosis
o Enlarged Prostate © DVT (blood clot) o Migraines 0 Sefzure disorder
o Cancer: o Fibramyaigla o Multiple Sclerosis o Sleep apnea
1 CVA {Stroke) n Gallbladder disease o Myaocardial infarction o SLE - Lupus
o Congestive heart fallure o GERD o Obesity o Spinal stenosis
© COPD o Gout 0 Osteoarthritls o Spnntﬁvloanhmpaﬁ\y
o Other o Hepatitis © Osteoporasis o Thyroid disease

o High Cholesterol o Parkinson’s disease o Valvular disease

S it H ‘

EAMILY HISTORY:

Father Mother Sthiings Grandparent
Arthritis o o o fa}
Cancer o =2 ] o
Colitls o a a ]
Dlahetes n o =] o
Epllespsy o] o D x]
Heart disease o] o o ]
High blood pressure o o 2] o
Kidney disease o o] o o
QOsteoporosis o o] =] ]
Psoriasls o a o u!
Stroke [} o o [
Thyrold disezse +] <] a o)
SOCIAL » 3
Tobacco Uise: oYes oONo oFormer packs per day: Years smoked: YearQuit:
Aleoho! Use: oYes aNo oFormer Type: - Frequency: __ e;asém /Day:
Caffeine Use: oYes oNe oFormer Type: Cups/Day: :
Activity: ~Sedentary © Moderate 0 Vigorous Frequency: Type of exercise:

Hand Dominance: nRight oteft o Ambidextrous
Qecupation: Employer:

sob Title:

Stetus: P/T F/T Disabled Retired




Review of Symptoms

Please Circle present symptoms and underline prior symptoms

Constitutional

Cardiovascular

Skin/ Integumentary

Metabolic / Endocrine

Chills Chest Pain Contact allergy Cold intolerant
Fatigue Cyanosis Itchy skin Heat intolerant
Fever Heart Murmur Rash Hair loss
Malaise Irregular Heartbeat Skin infection
Night sweats Leg Swelling Skin lesion
Weakness Syncope (fainting)
Weight loss
HEENT Gastrointestinal Neurological Psychiatric
Blurred vision Abdominal Pain Difficulty walking Anxiety
Double vision Constipation Dizziness Depression
Dysphasia Diarrhea Poor coordination Insomnia
Ear Drainage Heartburn Memory loss
Facial Pain Jaundice Muscle weakness
Headache Loss of appetite Paresthesia
Hearing loss Nausea Seizures
Hoarseness Vomiting Tremors
Nasal congestion
Ringing in ears
Vertigo
Vision loss
Respiratory Genitourinary Hematologic immunological
Painful breathing Dysuria Bleeding Asthma
Cough Frequent urination Bruising Bee sting allergies
Shortness of breath Blood in urine Contact dermatitis
Recent infections Urge incontinence Seasonal allergies
Known TB exposure | Urinary incontinence Food allergies
Wheezing Environmental allergies
FEMALE ONLY: Are you pregnant? (Please Circle} YES NO If yes, how many weeks?

Height:
Office Use only:
BP: /

Weight:




Neck Index

Form NI-100

Patient Name -

ACN Group, Inc. Use Only rev 3/27/2003

Date

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 tfo 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 pain 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 trouble sleeping.

@ My sleep is slightly disturbed (less 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 sleepless).

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

(® 1 can read as much as | want with sfight neck pain.
@ | can read as much as | want with moderate neck pain.

@ | cannot read as much as | want because of moderate neck 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 difficulty.

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

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

@ | have a great deal of difficulty concentrating when 1 want.
® | cannot concentrate at all.

Work

@ | can do as much work as | want.

@ | can only do my usual work but no more.

@ | can only do most of my usual work but no more.
@ | cannot do my usual work.

@ | can hardly do any work at all.

® | cannot do any work at all.

Personal Care

@ | can look after myself normally without causing extra pain,
@ | can look after myself normally but it causes extra pain.
@ Itis painful to look after myself and 1 am slow and careful.
@ | need some help but | manage most of my personal care.
@ | need 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 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 lift very fight weights.
® | cannot lift or camy 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 moderate neck pain.
@ 1 can hardly drive at all because of severe neck pain.

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

Recreation

@ 1am able to engage in all my recreation activities without neck pain.

@ 1 am able to engage in all my usual recreation activities with some neck pain.

@ | am able fo engage in most but not all my usual recreation activities because of neck pain.
® | am only able to engage in a few of my usual recreation activities because of neck pain.
@ 1| can hardly do any recreation activities because of neck pain.

® 1 cannot do any recreation activities at all.

Headaches

(@ | have no headaches at all.

@ | have slight headaches which come infrequently.

@ | have moderate headaches which come infrequently.
@ | have moderate headaches which come frequenty.
@ 1 have severe headaches which come frequently.

® 1 have headaches almost all the time.
Neck

Index

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

Score




Back Index

Form BI-100

Patient Name

I

rev 3/27/2003

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 severe.
® The pain is very severe and does not vary much.

Sleeping
® 1 get no pain in bed.
® | 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%.
@ 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 sitin any chair as long as ! like.

@ I can only sitin my favorite chair as long as | like.

@ Pain prevents me from sitting more than 1 hour.

® Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® | avoid sitting because it increases pain immediately.

Standing

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

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

@ | cannot stand for longer than 1 hour without 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
© | have no pain while walking.

@ 1 have some pain while walking but it doesn't increase with distance.

@ 1 cannot walk more than 1 mile without increasing 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 not have to 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 | manage not to change my way of doing it.

@ Washing and dressing increases the pain and | find it necessary to 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 without help.

Lifting

@© | canlift heavy weights without extra pain.

@ | can lift heavy weights but it causes extra pain.

@ Pain prevents 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.

® 1 can only lift very light weights.

Traveling

© | getno pain while traveling.

@ | getsome pairj) while traveling but nene of my usual forms of travel make it worse.

@ 1getextra paid while traveling but it does not cause me to seek alternate forms of travel.
@ 1 getextra pain while traveling which causes me to seek altemate forms of travel.

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

® Pain resricts all forms of travel.

Social Life
@© My social life is normal and gives me no extra pain.

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

@ Pain has no significant affect an my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

@ Pain has restricted my social life and | do not go out very often.
@ Pain has restricted my social life to my home.
® | have hardly any social life because of the pain.

Changing degree of pain
@ My pain is rapidly getting better.
® My pain fluctuates but overall is definitely getting better.
@ My pain seems to be getting better but improvement is slow.
@ My pain is neither getting better 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




NECK BOURNEMOUTH QUESTIONNAIRE

Patient Name - Date

Instructions: The following scales have been designed to find out about your neck pain and how it is affecting you. Please answer ALL the
scales, and mark the ONE number on EACH scale that best dewﬁbes how you feel.

Over the past week, on average, how would you rate your neck pain?

No pain Worst pain possible
0 I 2 3 - 4 5 6 7 8 9 10
2. Over the past week, how much has your neck pain interfered with your daily activities (housework, washing, dressing, lifting,
reading, driving)? y
No interference Unable to carry out activity
0 i 2 3 4 5 6 7 8 9 10
3. Over the past week, how much has your neck pain interfered with your ability to take part in recreational, social, and family
activities?
No interference Unable to carry out activity
0 1 2 3 4 S 6 7 8 9 10
4. Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you been feeling?
Not at all anxious : Extremely anxious
0 1 2 3 4 5 6 7 8 9 10
5. Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) have you been feeling?
Not at all depressed Extremely depressed
0 | 2 3 4 5 6 7 8 9 10
6. Over the past week. how have you felt your work (both inside and outside the home) has affected (or would affect) your neck pain?
Have made it no worse Have made it much worse
0 i 2 3 4 5 6 7 R 9 10
7. Over the past week, how much have you been able to control (reduce/help) your neck pain on your own?
Completely control it No control whatsoever
0 1 2 3 4 5 6 7 8 9 10
OTHER COMMENTS:

With Permission from: Boltun JE, Humphreys BK: The Bournemouth Questionnaire: A Short-form Comprehensive Qutcome Measure. II. Psychometric
Properties in Neck Pain Patients JMPT2002: 25 {3): 141-148.




BACK BOURNEMOUTH QUESTIONNAIRE

Patient Name . Date

Instructions: The following scales have been designéd to find out about your back pain and how it is affecting you. Please answer ALL the
scales, and mark the ONE number on EACH sc{aie that best describes how you feel.

1. Over the past week,A on average, how would you rate your back pain?
No pain Worst pain possible
0 2 3 .32 . s 6 7 § 9 10
2. Over the past week, how much has your back pain interfered with your daily activities {housework, washing, dressing, walking,

climbing stairs, getting infout of bed/chair)?

&5

No interference Unable to carry out activity
0 1 2 3 4 5 6 7 8 9 10
3. Over the past week, how much has your back pain interfered with your ability to take part in recreational, social, and family
activities?
No interference Unable to carry out activity
0 1 2 3 4 5 6 7 8 9 10
4. Over the past week, how anxious (tense, uptight. irritable, difficulty in concentrating/relaxing) have you been feeling?
Not at all anxious Extremely anxious
0 I 2 3 z 5 & 7 R 5 10
5. Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) have you been feeling?
Not at all depressed Extremely depressed
0 | 2 3 4 5 6 7 8 9 10
6. Over the past week. how have you felt your work (both inside and outside the home) has affected (or would affect) your back pain?
Have made it no worse Have made it much worse
0 i 2 3 4 5 6 7 R 9 10
7. Over the past week, how much have you been able to control (reduce/help) your back pain on your own?
Completely control it No control whatsoever
0 | 2 3 4 5 6 7 8 9 10
OTHER COMMENTS:

With Permission from: Bolion JE, Breen AC: The Bournemouth Questionnaire: A Short -form Comprehensive Outcome Measure. 1. Psychometric Properties in
Back Pain Patients JMPT 1999: 22 (9}: 503-510.




Beckerton Chiropractic PLLC
pea Fernandina Chiropractic Center

Phone: 904-491-1345 463392 East State Road 200
E-fax: 1- 904-513-9206 Yulee, Florida 32097

email:fernchiro@gmail.com

Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. THIS NOTICE TAKES EFFECT ON YOUR FIRST DATE OF TREATMENT
AND REMAINS IN EFFECT UNTIL WE REPLACE IT.PLEASE REVIEW IT CAREFULLY.

1) OUR PLEDGE REGAURDING MEDICAL INFORMATION
The privacy of your medical information is important to us. We understand that your medical information
is personal and we are committed to protecting it. We create a record of the care and services you receive
at our office. We need this record to provide you with quality care and comply with certain legal
requirements. This notice will tell you about the ways we may use and share medical information about
you. We also describe the rights and certain duties we have regarding the use and disclosure of medical
information.

2) OUR LEGAL DUTY

LAW REQURES US TO:

L Keep your medical information private.

n. Give you this notice describing our legal duties, privacy practices, and your right regarding your
medical information.

1. Follow the terms of the notice.

WE HAVE THE RIGHT TO:
Il Change our privacy practice and the terms of this notice at any time, provided the changes are all
permitted by law.

. Make the changes in our privacy practice and new terms of our notice effective for all medical
information that we keep, including information previously created or received before the
changes.

NOTICE OF CHANGE TO PRIVACY PRACTICES:
. Before we make any important change in our new privacy practices, we will change this notice
and make the new notice available upon request.
3) USE AND DISCLOSURE OF YOUR MEDICAL INFORMATION

The following section describes different ways that we use and disclose medical information. Not every
use or discloser will be listed. However, we have listed all the different ways we are permitted to use and
disclose medical information. We will not use or disclose your medical information for any purpose not listed
below, without your written authorization. Any specific written authorization you provide may be revoked any
time by writing to us at the address provided at the top of this notice.

FOR TREATMENT: We may use medical information about you to provide you with medical treatment or
services. We may disclose medical information about you to Doctors, nurses, technician, medical students, or
other people who are taking care of you. We may also share medical information about you to other health
care providers to assist them in treating you.

FOR PAYMENT: We may use and disclose your medical information for payment purposes. A bill may be
sent to you or a third-party payer. The information on or accompanying the bill may include your medical
information.




Beckerton Chiropractic PLL.C
psa Fernandina Chiropractic Center

Phone: 904-491-1345 463392 East State Rd 200
E-fax: 1- 904-513-9206 Yulee, Fl. 32097
email:fernchiro@gmail.com

Statement of Policies

The following policies are in place for mutual convenience and benefit. Please read them carefully and sign at the
bottom to indicate your agreement.

1

Deductibles, co-Insurance and co-pays are due at the time of service, payable by cash, check or credit/debit
cards. ANY previous balance on your account(s) are expected to be paid at time of service.

If you do not have insurance you are responsible for the cost of your visit at the time of service.

if you schedule an appointment, and are unable to make it, please call 24 hours in advance. Failure to do so will
result in a $45.00 non-refundable charge. A new patient no show fee is a nonrefundable $75.00 fee.

Processing disability paperwork, FMLA insurance forms, and any related forms require a $75.00 fee. This fee is
to be prepaid and must coincide with an office visit.

Request for medical records are subject to a fee of $1.00 per page for the first 25 pages and $0.25 for each
additional page after. All requests must be submitted in writing, and please allow 24-48 business hours for these
requests. Please plan accordingly.

The above named provider is not responsible for loss or damage to personal valuables.

I acknowledge that | have read and understand the Statement of Policies carefully and agree to abide by them.

Name (print) Signature Date

Witness (print) Signature Date



Beckerton Chiropractic PLLC

pea Fernandina Chiropractic Center

Phone: 904-491-1345 463392 East State Road 200
E-fax: 1- 904-513-9206 Yulee, Florida 32097
email:fernchiro@gmail.com

Insurance Assignment and Instruction for Direct Payment

1, hereby instruct and direct my insurance company pursuant to F.S. 627.422 to pay directly to Beckerton
Chiropractic PLLC, dba Fernandina Chiropractic Center LLC for professional or medical services by check, draft, or
electronic funds transfer (EFT). The payment is not to exceed my indebtedness to the above named provider.

| herby assign all rights and benefits that | have under any Group Health Insurance, Automobile Insurance not to exclude;
PIP, UM, or med-pay benefits. To also be included is Medicare and Disability benefits. | direct and assign all related
policies or reimbursement plans to pay benefits for services and treatments that | have or continued to receive from the
above named provided.

Assignment includes but is not limited to all rights to collect benefits directly from Health or Auto Insurances for those
services and treatments that | have received and continue to receive. Including all rights to proceed against my
insurance company(s)in any action including legal suit if for any reason my insurance company(s) fails to make payments
of benefits that are due to the above named provider. This assignment also includes the right to recover any attorney
fees and costs for such action brought by the provider as my assignee.

| agree that the above named provider be given the power of attorney to endorse/sign my name on any and all checks
for the payment of services provided by them.

| understand that | am financially responsible for any balance not covered by my insurance company . Ultimately,
payment responsibility rests with you the patient.

All self-pay patients are expected to pay for the services in full at the time services are rendered.

| authorize the release of any information pertinent to my case or claim to the above named provider or any attorney
involved in this case. A photocopy of the assignment shall be considered as effective and valid as the original.

Signature of patient (Claimant): Date:

Witness: Date:



Phone: 904-491-1345
E-fax: 1- 904-513-9206
email:fernchiro@gmail.com

Beckerton Chiropractic PLLC
pea Fernandina Chiropractic Center

463392 East State Road 200

Yulee, Florida 32097

l,

Release of Medical Information

give permission for my protected heath information to be disclosed for the purposes of

communicating results, findings, care decisions and billing inquires to the family members and others listed below.

FAMILY/FRIENDS:

Name: Relation to Patient: Release information: YES NO
Name: Relation to Patient: Release Information: YES NO
Name: Relation to Patient: Release Information: YES NO
Name: Relation to Patient: Release Information: YES NO

Primary Care Provider:

Name:

Phone:

Fax:

Address:

Email:

*|f the requestor/receiver of information is not a healthcare provider, the released information may no longer be

protected from discloser.

| certify that | have read and fully understand the above statements and consent fully and voluntarily to its contents.

Patients Signature:

Date:




