Dr. Neal Wieder, Chiropractor, Clinical Nutritionist, Certified in Acupuncture
PATIENT UPDATE FORM 2018

'PERSONAL INFORMATION

PLEASE PRINT
First Name: M.1. Last Name: 7 ___Preferred Name: _
Address: City: State: Zip:
Birthdate: / / _ Age Gender: 0 Male 0 Female o Unspecified  SSN: / /
Primary Phone: v Cell Phone: _____ . . Work Phone:_
Home Email: Work Email:

By prowdmg my email address, | auther:ze my d@cmr to eantqct me vig the emgil mai/ phoné’ & address(es) provided,
Which email would you like us to use to communicate with you? (Checkone) o0 Home o Werk

Contact Method: (check ene) o Primary Phone o Cell Phong 1 Waork Phone o Heme Emall o Work Emall
Emergency Contact: (Name, Relationship, Phone#}

Please prowde msurance card(s) to receptiomst

Type of insurance: O Private Ins. © Medicare o Autoins. 0 Worker's Comp 1 Other

Primary Insurance Carvier: . Phane:'

Policy# I L Group#H - Claim#___

Name of Policy Holder:______ e Reiaﬂcr\smpto Patient; __

Policy Holder's Birthdate; ____ /[ PolleyHeider's8sie /[ gmgloyer; v .
is patient covered by another insurance? © Yes o No  Secondaryinsurance Carvier: ____  Poliey #i__

ASSIGNMENT/AUTHORIZATION/RELEASE:
| certify that |, and/er my dependents, have insursnce with the abpve named insurance company(s) and assign dirgctly to Naal Wieder, DC, DCBCN
& Pure Chirapractic & Natural Health, PA, all benefits, if any, otherwise pavable ta me for services rendered. | authorize the use of my signature on
all insurance submissions, | understand that “co pays” are payable st the time of each visit and that | am financially responsible for all charges
whether or not paid by insurance. The abaove named provider's office may use my health care information and may disclose such information to
the above named insurance company(s) and thelr agents for the purpass of abtaining payment for services and determining benefits payable for
related services,

13 Private Pay/Cash: By checking this box, | acknowledge that | do not have insurance and understand that | am finaneially respensible for
all services at the time they are rendered. Name of persan respensible for this accounts N
(0 e DATE_
Slgnature of Patient, Parent or Legal G(Aardlaﬁ (;f mmar}

What is the reason for your visit today? © Headache 0o Neck Pain o Mid-Back Pain o Low Back Pain oOther

What caused this complaint{s}?

When did this complaint begin? id e d is it gotting worse? © Yes o No v Constant o Comes and goes

Have you had this or similar complaint in the past? o Yes © No If “Yes”, when?

What does your complaint (s} feel like? Circle all that apply: Sharp /Dull / Sare / Stiff / Tight / Aching /Spasms / Throbbing /

Stabbing / Shooting / Burning / Cramping / Nagging / Tingling / Numbness / Other

Are vou interested in learning more about agupuncture? o Yes © No
i the scale below, please circle the severity of your main complaint right now
e Pain M‘adsmm .@gm W@rst F‘am&m fom




PATIENT HISTORY _

Name: R ' Address:

City: Zip: State: ___ Birthdate:

ILNESSES: Check “Y”if you have had any of these ﬂlness/problms or “F” if a family member has had
any of the illness/problems

YV IF | Tliness/Disesse |Y |F Hlmess/Disease | Y |F |  Hiiness/Disease
Alcobolism | Eve Problams ' | Riseumatic fever
' ' | Rubelia, Germen

Anemis Gﬁmmma Measles
Anesthetic | Reacﬁon E isanse
Asthma | High Blood Pressuye
Cancer, mor ‘ dmgx Bladder ?mblems

Liver Disease
ﬁmam epatitis/jaundice)
Drug Abuse | Lung Disease, Tuberculosis .
Depression ‘ ws, mmsl% Chicken Pox Venes-eai We
Eczems, hives, ' Nervous Breakdown/Mentsl Other

| rashes Hiness

;bﬁDKﬁCENE ALLERGIES: Listthose medicines to which you ase aliergic and the type of reaction for

MEDICATIONS YOU ARE TAKING: (please list all prescription and non prescription medications):

HOSPITALIZATIONS: (please list all illness/injuries/operations and the approximae year:

[ YEAR | Imess/injury/Operation __ Hospital . Clty/State

Fave you ever had a blood transfusion? YES  NO Any reaction to the transfusion? YES NO
Do yousmoke? YES NO If yes, how many packs per day? For how many years?

Aleohol Consumption YES NO  If yes, how many drinks/day or week?

PREGNANCY HESTORY: please anter the number of: ______times pregnant_______premature births
e I0iscarriage abortion live births living children
List any complications: __




Review of Systems Checklist

CONSTITUTIONAL _ ~ _,_ o
O pight sweats O recent illness o malaise
O anorexia O fatigue 0 weight gain/obesity
o chills o fever o weight loss
O sweating Q insomnia '
o blindness D eye foreign body o eyelid swelling
0 eye discharge O eye pain o eyelid pain
0 eye redness O eye tearing o vision change
0 eye floaters _ 0 eye trauma O cataract
EARS/NGSE/THROAT/NECK '
0 cancer | ofacial weakness o ellergies
0 ear Wax 0 beadache 1 nasal pain
D cosmetic deformity 0 hearing loss o polyps
D deptal pain O hoarsemess o neck pain
0 dizziness o jaw pain o oral pain
o facial fracture o1 lacerations of head or meck 0 sinus congestion
n facial pain 0 nose bleeds 0O sleep apnea
| O snoring & sore throat
_CARDIOVASCULAR
O arrhythmia ‘o fatigue 0 paipitations
0 chest pain 0 high blood pressure o fainting
o swelling
| RESPIRATORY
o asthma ' o cigarette smoking 0 snoring
O congestion o eough o vomiting
O chest tightness
GASTROINTESTINAL
o hemorrhoids D constipation U Rausea
O hepatitis o digrrhea 0 vomiting
o abdominal pain 0 gas and bloating
O anorexia 0 jaundice
GENITOURINARY/
NEPHROLOGY
o breast complaint | © menstrual irregularity o testicular mass
o flark pain 0 night urination o testicular pain
genital lesion O pap smear abnormality D urinary urgency
0 bioed in urine 0 pelvie paln 0 urinary frequency
O impotence o penile pain and discharge o urinary incontinence
omenopausal symptoms D pregnancy o vaginal discharge
MUSCULOSKELETAL
o stiffness ) o bene fracture o muscle wealkness
0 swelling o bone pain o muscle pain
o pain in joints o carpal funnel syndrome 0 seck pain
0 back pain o joint complaint 01 ostegporasis
o sciatiea 0 shoulder pain
DERMATOLOGIC o '
O eczema 0 s0res o skin canear




O mole change O acnme O skin lesion
O pigmentation change O cyst
0 rash 0 meianoms
REUROLOGIC - R
D dizziness 0 back pain O speech difficuity
0 headache 0 imb pain 0 fainting
0 bhearing loss 0 neck pein [ weakness
O memory loss 0 faecial pain 0 spasms
0 mentsl status change 0 sefzgre
PHYCHIATRIC _ , — - S
O aleohel abuse 0 disturbance of consciousness | [ eating disorder
0 drug abuse 11 disturbance of emotion 1 ballucinations
0 anxiety O disturbance of memeory O manls
2 depression 0 disturbanee of thinking
0 psychosis 01 suleldally
ENDOCRINE - 4
0 diabetes 0 byperthyroidism O chilis
0 elevated bleod sugar O hypothyreidizm
O elevated ehelesterol 0 obesity
HEMATOLOGIC/LYMPHATIC L
0 abneormal bieeding and bruising
D spemia
Fhone number: _ o Cells Work: __
Social Security # Cegupation: S e
Emails . Age: Wt Ht:
Refferred by?
Main Preblem?

Do you have apy needs for skin ightoning or skin rejuvenation? _
Are you unhappy with any sreas of your body or weight?

Traditional Chinese Medicine Checldist

List of herbs:

Time of day you feel the best? _ Favorite season?
Favorite coler to wear?

Menstrual fssues? henvy, Irregular

;MEeRopause
Age of first menses? _

Do you have sun spots? ____




XMED CONSENT AND

L N i} _, do hereby voluntarily request to receive

clinical services from . } .
voluntarily consent that these services may include examination using Traditional
Chinese Methods, differential diagnosis based in Chinese Medicine theory and
Five Element Stimulation, Therapeutic Massage, Manual Therapy, Lifestyle
Counseling, Hot and Cold Packs, biofeedback, Kinetic Therapies and Qi Gong
therapeutic breathing techniques. I acknowledge that no guarantees have been
made to me as to the effect of such examinations, treatments, therapy or care of
my condition.

1 further acknowledge that none of the above services are meant to be considered
by me as the WESTERN diagnosis or treatment of disease. Such treatment and
examinations are used as an aid to help my body produce varied physiologic
effects to heal itself. Several examples of physiologic effects are: stimulation of
various gates within the Central Nervous System, production of serotonin,
endorphins, norepinephrine and acetylcholine, B-endorphins and regulation of the
autonomic nervous system to name a few.

1 understand that prior to the beginning of any treatment procedure, [ will receive
an explanation of the nature and purpose of the treatment and any probable risks
involved. I understand that I may refuse service at anytime. I recognize that I am
responsible for my health and well being. It is my duty to stay informed of my
assessment and treatment.

I understand that payment by cash, check or credit card is due at the time of
service,

I understand that all the clinical information will be kept confidential.

WITNESS

PATIENT’S SIGNATURE

DATE



Notice of exclusions from Medicare benefits (NEMB)
There are items and services for which Medicare will not pay

e Medicare does not pay for all of our heaith care costs. Medicare only pays for
covered benefits, Some items and services are not Medicare benefits and
Medicare will not pay for them.

o When you receive an item or service that s not a8 Medicare benefit, you are
responsible for payment, pergonally or through any other insurance that you
may havs.

The purpese of this notice is help vou meke an infermed choles about whether or not
you want to receive these itams or services, knowing that you will have te pay for
them yourself. Before you make a decision, you should read this entire notice
carefully, Ask usto explain, if you do not understand why Medicere will not pay. Ask
us how much these items or services will cost you.

Medicare will nat pay for

1. Because it doss not meet the definition of any Medicare benefit
2. Because the following are excluded” from Medicare benefits.

o Physical, orthopedic and neurological examinations
o X-ray procedures

o Extremity manipulation
o Physiotherapy such ag, but not limited to, ultrasound, electric muscl
stimulation, interferential, intersegmental traction and diathermy

o Rehabilitation services

0 Massage

o Trigger point therapy

o Biofreeze or other muscle analgesic baims

o Orthopedic foot, back, pillow supports

0 Health care received outside the USA

o Services by immediate relatives

o Nutritional supplements

o After hours or emergency services charges

o Services paid by a governmental entity that is not Medicare

o Services for which the patient has no legal obligation to pay

nt will be ch fi

*This is only a general summary of exclusions from Medicare benefits, It is not 3
legal document. The efficial Medicare Program provisions are contained in relevant
Iaws, regulations and rulings.

Patient’s Signature | ) Date



