
Today's Date: 

Patient's iast name; 

Birth Date: 

Street address: 

Cell Phone No.; 

Occupation; 

First: 

Age: 

City: 

tmployer: 

Complete Chiropractic Center 

REGISTRATION FORM 
(Please Print) 

PATIENT INFORMATION 
Middle: r-] M r r-j M i s s Marital status: 

LJ Mrs. • Ms. gngie • M a r • D ] v • Sep • Wld • 

E Mail Address; Sex: 

• m D f 

Apt: Number Home phone no.: 

( ) 

State: ZIP Code: 

Chose clinic because/referred to clinic by (Please check one box): • Dr. 

• Family M Friend • Close to home/work • Yellow Pages 

Employer phone no,; 

( ) 

• Insurance plan • Hospital 

• Other 

Name of local friend or relative 
IN CASE OF EMERGENCY 

Relationship to patient: Home phone no.: 

( ) 

Work phone no. 

( ) 
The above Information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I 
am financially responsible for any balance. I also authorize Complete Chiropractic Center or insurance company to release any information required to 
process my claims. 

Patient/Guardian signature 
Consent for chiropractic l reatment 

Date 

i hereby consent and request to the performance of chiropractic treatments (also known as Chiropractic adjustments or manipulative treatments) and any other 

associated procedures; Physical examinations, tests, physio therapy, physical therapy, etc on me by the doctor and/or other assistants and/or licensed 

practitioners. 1 understand, as with any health care procedures, that there are certain complications, which may arise during chiropractic treatments. Those, 

complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, Homers' syndrome, diaphragmatic paralysis, cervical myelopathy 

and cost vertebra! strains and separations. Some types of manipulation of the neck have been associated with injuries to the arteries in the neck leading to or 

complications including stroke. I do not expect the doctor to be able to anticipate all risks and complications., and I wish to rely upon the doctor to exeKxse 

judgment during the course of the procedure(s) which the doctor feels at the time, based upon the facts then known, that are in my best interest. I have had an 

opportunity to discuss the nature, purpose and risks of chiropractic treatments and other recommended procedures. I have had my questions answered to my 

satisfaction. I also understand that specific results are not guaranteed. If there is any dispute about my care, I agree to a resolution by binding arbitration 

according to the American Arbitration Association guidelines. I have read (or have had read to me) the above explanation of the chiropractic treatments. I state 

that l have been informed and weighed the risks involved in chiropractic treatment at this health care office, i have decided that it is in my best interest to receive 

chiropractic treatment. I hereby give my consent to that treatment. I intend for this consent to cover the entire course of treatment for my present condition (s) and 

for any future conditions (s) for which I seek treatment. 

Receipt of Privacy Notice 

My signature, below, certifies that I have seen a copy of the NOTICE O F PRIVACY P R A C T I C E S . 

Signature of Patient or Representative Date 

T 



V/tfj Compiete 
^(Lf Chiropractic 
W Center PC 

Today's Date: 

HEALTH HISTORY QUESTIONNAIRE 
All questions contained in this questionnaire are strictly confidential 

and will become part of your medical record. 

Name (Last, First, M. '•)•• L i M • F DOB; 

Have you s« 
Before? 

•en a Chiropract or Date of last physical exam: 

Purpose of Today's Visit 

Please explain the reason f or today's visit: 

Pain Scale: (lowest) 1 2 3 4 5 6 7 8 9 10 (highest) 
Does your pain radiate anywhere? 

Doctor's Notes (Please leave bl Doctor's Notes (Please leave bl ank): 

--

PERSONAL HEALTH HISTORY 

Childhood illness: • Measles • Mumps O Rubella • Chickenpox • Rheumatic Fever • Polio 

List any medical problems, prior injuries and trauma that other doctors have diagnosed 

Surgeries 

Year Reason Hospital 

Other hospitalizations 

Year Reason Hospital 

- - — 

List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers 
- - ~ • 

Vitamins/Drugs Strength Frequency Taken 

• 

! 



Allergies to medications 

Name the Drug Reaction You Had 

HEALTH HABITS AND PERSONAL SAFETY 

ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL. 

Exercise [ H Sedentary (No exercise) 

[ • MILD EXERCISE (I.E., CLIMB STAIRS, WALK 3 BLOCKS, GOLF) 

[ 3 Occasional vigorous exercise (i.e., work or recreation, less than 4x/week for 30 min.) 

[ H Regular vi gorous exercise (i.e., work or recreation 4x/week for 30 minutes) 

Caffeine [ 3 None • Cola • Tea • Coffee 

4 • of cups/car s per day? 

Alcohol L )o you drink alcohol? • Yes • No 
T f yes, what kind? 

h tow many drinks per week? 

Tobacco r L )o yuu use tobacco? • Yes • No 

[ • Cigarettes - pks./day • Chew - #/day • Pipe - #/day • Cigars - #/day 

[ H # of year s • Or year quit 

Personal [ )o you live a tone? • Yes • No 
Safety [ )o you have frequent falls? • Yes • No 

[ )o you have vision or hearing loss? • Yes • No 

FAMILY HEALTH HISTORY 

List any pertinen t Immediab a family health history relating to the purpose of your visit: 

Doctor's Notes (Please leave blank): 

MENTAL HEALTH 

Is stress a major problem for yc u? • Yes • No 

Do you feel depressed? • Yes • No 

Do you have trouble sleeping? • Yes • No 



Age at onset of me istruation: 

Date of last menstruation; 

Period every •days 

Heavy periods, in6< juiarity, spot ring, pain, or disc largey • Yes I 1 No 

Number of pregnan cies lumber of live births 

Are you pregnant o • breastfeed! l_| yes • No 

Have you had a Ds C, hysterectomy, or Cesarean? • Yes | [ No 

Any problems with control of urination7 D Yes • No 

Experienced any recent breast tenderness, tumps, or nlppie discharger' O Yes • No 

MEN ONLY 

Do you usually get up to urinate during the night? • Yes • NO 

If yes, # of times 

Do you feel pain or burning with urination? • Yes • No 

Do you feel burning discharge from penis? • Yes • No 

Has the force of your urination decreased? • Yes • No 

Have you had any 1 cidney, bladder, or prostate infections within the last 12 months? • Yes • No 

Do you have any problems emp tying your bladder completely? • Yes • No 

OTHER PROBLEMS 

Check if you have, or have had. any symptoms in the following areas to a significant degree and briefly explain. or have had. 

D Allergies • Diabetes LJ Intestinal 

• Arthritis/Joint Pain • ENT • Lungs 

• Back/Neck Pal n • Head/Neck • Skin 

• Bladder/Bowe • Herniated Disc/Pinched Nerve • YeasVCandtda 

• Chest/Heart • High Blood Pressure • Other pain/discomfort: 

• Circulation • High Cholesterol 

• Other pain/discomfort: 

• 

1 



.is I / I Compiete 
s 7 i # Chiropractic 

Center PC 

Compiete Chiropractic CenteT 

145 Governors Sq. Ste E Peachtree City GA 30269 678.545.3270 

r, , u r f c u t m y u c a m : u s i s e m u mfcQYCctt o c i v i u c o 
providers and payers to disclose and release my protected heaith information described 
below to: 
Name: Relationship: 

Contact information: 

Health information to be disclosed upon the request of the person named above — 
(Check either A or B): 
A. Disclose my complete health record (including but not limited to diagnoses, lab tests, 
prognosis, treatment, and billing, for ail conditions) OR 
B. Disclose my health record, as above, BUT do not disclose the following (check as 

appropriate)-. 
Mental health records 
Communicable diseases (including HIV and AIDS) 
Alcohol/drug abuse treatment 
Other (please specify): 

Form of Disclosure (unless another format is mutually agreed upon between my provider 
and designee): 
An electronic record or access through an online portai 
Hard copy 

This authorization shall be effective until (Check one): 
All past, present, and future periods, OR 
Date or event: 

unless I revoke it. (NOTE: You may revoke this authorization in writing at any time by 
notifying your health care providers, preferably in writing.) 

Name of the Individual Giving this Authorization Date of birth 

Signature of the Individual Giving this Authorization Date 
Note: HIPAA Authority for Right of Access: 45 C.F.R. § 164.524 



B a c k Index 
• orm BI100 

Patient Name 

rov 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 
© I get no pain in bed. 
© I 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 
© I can sit in any chair as long as I like. 
© I can only sit in my favorite chair as long as I 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. 
© I avoid sitting because it increases pain immediately. 

Standing 
@ I can stand as long as I want without pain. 
© I have some pain while standing but it does not increase with time. 
© I cannot stand for longer than 1 hour without increasing pain. 
© I cannot stand for longer than 1/2 hour without increasing pain. 
® I cannot stand for longer than 10 minutes without increasing pain. 
© I avoid standing because it increases pain immediately. 

Walking 
© I have no pain while walking. 
© I have some pain while walking but it doesn't increase with distance. 
© I cannot walk more than 1 mile without increasing pain. 
© I cannot walk more than 1/2 mile without increasing pain. 
© I cannot walk more than 1/4 mile without increasing pain. 
© I cannot walk at all without increasing pain, 

Personal Care 
® I do not have to change my way of washing or dressing in order to avoid pain. 
© I do not normally change my way of washing or dressing even though it causes some pain. 
© Washing and dressing increases the pain but I manage not to change my way of doing it. 
© Washing and dressing increases the pain and I find it necessary to change my way of doing it. 
© Because of the pain I am unable to do some washing and dressing without help. 
© Because of the pain I am unable to do any washing and dressing without help. 

Lifting 
© I can lift heavy weights without extra pain. 
© I 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 I can manage 

if they are conveniently positioned (e.g., on a table). 
© Pain prevents me from lifting heavy weights off the floor, but I can manage 

light to medium weights if they are conveniently positioned. 
© I can only lift very light weights. 

Traveling 
© I get no pain while traveling. 
© I get some pain while traveling but none of my usual forms of travel make it worse. 
@ I get extra pain while traveling but it does not cause me to seek alternate forms of travel. 
© I get extra pain while traveling which causes me to seek alternate forms of travel. 
© Pain restricts ail forms of travel except that done while lying down. 
© Pain restricts 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 on my social life apart from limiting my more 

energetic interests (e.g., dancing, etc). 
© Pain has restricted my social life and I do not go out very often. 
© Pain has restricted my social life to my home. 
© I 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. 

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

Back 
Index 
Score 



Neck Index 
Form N1-100 

Patient Name 

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 to you. If two or more statements in one 
section apply please mark the one statement that most closely describes your problem. 

Pain Intensity 
© I 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 
© I have no trouble sleeping. 
© My si 
© Mys 
© Mys 
© Mys 
© Mys 

leep 
leep 
leep 
leep 
leep 

s slightly disturbed (less than 1 hour sleepless), 
s mildly disturbed (1-2 hours sleepless), 
s moderately disturbed (2-3 hours sleepless), 
s greatly disturbed (3-5 hours sleepless), 
s completely disturbed (5-7 hours sleepless). 

Reading 
© I can read as much as I want with no neck pain. 
© I can read as much as I want with slight neck pain. 
© I can read as much as I want with moderate neck pain, 
© I cannot read as much as I want because of moderate neck pain. 
© I can hardly read at all because of severe neck pain. 
© I cannot read at all because of neck pain. 

Concentration 
© I can concentrate fully when I want with no difficulty. 
© I can concentrate fully when I want with slight difficulty. 
@ I have a fair degree of difficulty concentrating when I want. 
© I have a lot of difficulty concentrating when I want. 
© I have a great deal of difficulty concentrating when I want. 
© I cannot concentrate at all. 

Work 
© I can do as much work as I want. 
© I can only do my usual work but no more. 
© I can only do most of my usual work but no more. 
© I cannot do my usual work. 
© I can hardly do any work at all, 
© I cannot do any work at all. 

Personal Care 
© I can look after myself normally without causing extra pain. 
© I can look after myself normally but it causes extra pain, 
© It is painful to look after myself and I am slow and careful. 
© i need some help but I manage most of my personal care. 
© I need help every day in most aspects of self care. 
© I do not get dressed, I wash with difficulty and stay in bed. 

Lifting 
© I can lift heavy weights without extra pain. 
© I can lift heavy weights but it causes extra pain, 
© Pain prevents me from lifting heavy weights off the floor, but I can manage 

if they are convenientiy positioned (e.g., on a table). 
© Pain prevents me from lifting heavy weights off the floor, but I can manage 

light to medium weights if they are conveniently positioned. 
© I can only lift very light weights. 
© I cannot lift or carry anything at all. 

Driving 
® I can drive my car without any neck pain. 
© I can drive my car as long as I want with slight neck pain. 
© I can drive my car as long as I want with moderate neck pain. 
® I cannot drive my car as long as I want because of moderate neck pain. 
© I can hardly drive at all because of severe neck pain. 
© I cannot drive my car at all because of neck pain. 

Recreation 
© I am able to engage in all my recreation activities without neck pain. 
© I am able to engage in all my usual recreation activities with some neck pain. 
© I am able to engage in most but not all my usual recreation activities because of neck pain. 
® I am only able to engage in a few of my usual recreation activities because of neck pain. 
© I can hardly do any recreation activities because of neck pain. 
© I cannot do any recreation activities at all. 

Headaches 
© I have no headaches at all. 
© I have slight headaches which come infrequently. 
© I have moderate headaches which come infrequently. 
© I have moderate headaches which come frequently. 
® I have severe headaches which come frequently. 
© I have headaches almost all the time. 

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

Neck 
Index 
Score 



I I Complete 
Chiropractic 
Center PC 

Complete Chiropractic Center 

145 Governors Sq. Ste E Peachtree City GA 30269 678.545.3270 

!, , direct my health care and medical services 
providers and payers to disclose and release my protected health information described 
below to: 
Name: Relationship: 

Contact information: 

Health Information to be disclosed upon the request of the person named above -
(Check either A or B): 
A. Disclose my complete health record (including but not limited to diagnoses, lab tests, 
prognosis, treatment, and billing, for all conditions) OR 
B. Disclose my health record, as above, BUT do not disclose the following (check as 

appropriate): 
Mental health records 
Communicable diseases (including HIV and AIDS) 
Air.nhnl/dn in ahusp treatment 
Other (please specify): 

Form of Disclosure (unless another format is mutually agreed upon between my provider 
and designee): 
n i i G I C O U W I H O i c w i u ui a u o c o o u n u u y i i a n uiuii i c pwi lai 
Hard copy 

This authorization shall be effective until (Check one): 
All past, present, and future periods, OR 
Date or event: 

unless I revoke it. (NOTE: You may revoke this authorization in writing at any time by 
notifying your health care providers, preferably in writing.) 

Name of the Individual Giving this Authorization Date of birth 

Signature of the Individual Giving this Authorization 
Note: HIPAA Authority for Right of Access: 45 C.F.R. § 164.524 

Date 



C-A M C o m p l e t e 
/ -. . C h i r o p r a c t i c 

C e n t e r P C 

Dr. Stacy Karzin 145 Governors Sq. Ste E Peachtree City GA 30269 

HIPAA Acknowledgement and Consent Form 

I understand that under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have 
certain rights to privacy regarding my protected health information,! understand that this information 
can and will be used to: 

• Conduct, plan and direct my treatment and follow-up care among the multiple healthcare 
providers who may be involved in that treatment directly or indirectly. 

• Obtain payment from designated third -party payers. 

• Conduct normal health care operations such as quality assessments or evaluations and 
physicians certifications. 

I have been informed by you of your Notice of Privacy Practices containing a more complete description 
of the uses and discloser of my health information ( on display in lobby) I have reviewed such Notice of 
Privacy Practices prior to signing this consent, and acknowledge that! have studied the Privacy Practices. 
I understand that this organization has the right to change its Notice of Privacy Practices from time to 
time. 

I understand that I may request, in writing, that this organization restricts how my private information is 
used or disclosed to carry out treatment, payment or health care operations. I also understand the 
organization is not required to agree to my requested restrictions, but if the organization does agree, 
then it is bound to abide by such restrictions. 

I understand that I may revoke this consent in writing at any time, except to the extent that the 
organization has taken action relying on this consent. 

Patient's Name Date of Birth (MM/DD/YY) 

Signed (Patient of Legal Representative for Patient Date 

Legal Representative's Relationship to Patient 


