NWI SPII

E INSITITUTE

DR. ZESHAN HYDER e 11055 BROADWAY, SUITE A, CROWN POINT, IN 46307 e 219-797-7463

PATIENT INFORMATION

LAST NAME FIRST NAME MIDDLE INITIAL
DOB SEX oF oM SS#

ADDRESS CITYy ZIP

PHONE # o CELL o HOME o0 WORK

EMAIL ADDRESS:

MARITAL STATUS oS oM oD oW

SPOUSE’S NAME (iF AppLICABLE)

EMERGENCY CONTACT

RELATIONSHIP

NAME OF PRIMARY CARE PHYSICIAN

EMPLOYER

IS THIS VISIT RELATED TO A WORK COMP OR AUTO INJURY?

PRIMARY INSURANCE PROVIDER

PHONE #
PHONE #
OCCUPATION
o YES o NO

NAME OF SUBSCRIBER ON POLICY (/F OTHER THAN YOURSELF)

RELATIONSHIP DOB:

SECONDARY INSURANCE PROVIDER

NAME OF SUBSCRIBER ON POLICY (iF OTHER THAN YOURSELF)

RELATIONSHIP DOB:

HOW WERE YOU REFERRED TO DR. HYDER?




P.1

NWI SPINE INSTITUTE

AUTHORIZATION FOR TREATMENT: | HEREBY AUTHORIZE THE PHYSICIAN TO CONDUCT SUCH EXAMINATIONS, PERFORM SUCH PROCEDURES
AS ARE MEDICALLY REQUIRED, ADMINISTER TREATMENT / MEDICATION AS DEEMED NECESSARY OR ADVISABLE. | HEREBY CERTIFY THAT | HAVE
READ AND FULLY UNDERSTAND THIS FORM. | ALSO UNDERSTAND THAT NO GUARANTEE OR ASSURANCE HAS BEEN MADE AS TO THE RESULTS
THAT MAY BE OBTAINED.

RELEASE OF INFORMATION/MEDICAL RECORDS: | HEREBY AUTHORIZE THE PHYSICIAN PROVIDING SERVICE AND ANY OTHER AUTHORIZED
PERSON TO RELEASE TO IT’S AUTHORIZED BILLING AGENTS, ANY PHYSICIANS WHO TREATED ME, MY INSURANCE CARRIER, EMPLOYER,
WORKMANS COMPENSATION INSURANCE, OTHER THIRD PARTY PAYOR, THE SOCIAL SECURITY ADMINISTRATION UNDER TITLE IVIIl (18) OF THE
SOCIAL SECURITY ACT, THE PROFESSIONAL REVIEW ORGANIZATION, OR OTHER INTERMEDIARIES RESPONSIBLE FOR PAYMENT OF MY CHARGES,
A COMPLETE REPORT OF SERVICES RENDERED INCLUDING DIAGNOSIS, FINDINGS, DETAILS OF TREATMENT AND PROGRESS FOR THE PURPOSE
OF RECEIVING PAYMENT FOR SERVICES RENDERED. | UNDERSTAND THAT | MAY REVOKE THIS CONSENT AT ANY TIME BY GIVEN WRITTEN
NOTICE. | UNDERSTAND THAT | REFUSE TO CONSENT TO THE RELEASE OF INFORMATION, | WILL BE HELD PERSONALLY RESPONSIBLE FOR
PAYMENT OF ALL CHARGES FOR SERVICES RENDERED.

| GIVE PERMISSION TO NWI SPINE INSTITUTE AND ALL CLINICAL PROVIDERS WHO HAVE PROVIDED CARE FOR ME, ALONG WITH ANY BILLING
SERVICES, COLLECTION AGENCIES, ATTORNEY OR OTHER AGENTS WHO MAY WORK ON THEIR BEHALF, TO CONTACT ME USING AUTOMATIC
DIALING SYSTEMS OR OTHER COMPUTER ASSISTED TECHNOLOGY.

AUTHORIZATION FOR ASSIGNMENT OF BENEFITS/FINANCIAL OBLIGATION: IN CONSIDERATION OF MEDICAL SERVICES PROVIDED, | HEREBY
ASSIGN AND TRANSFER TO THE PHYSICIAN ALL OF MY RIGHTS AND INTEREST TO MEDICAL REIMBURSEMENT. NOT LIMITED TO THE RIGHT TO
DESIGNATE A BENEFICIARY, ADD DEPENDENT ELIGIBILITY, TO HAVE AN INDIVIDUAL POLICY CONTINUED OR ISSUED IN ACCORDANCE WITH THE
TERMS AND BENEFITS UNDER ANY INSURANCE POLICY, SUBSCRIPTION CERTIFICATE OR OTHER HEALTH BENEFIT INDEMNIFICATION
AGREEMENT OTHERWISE PAYABLE TO ME FOR THOSE SERVICES RENDERED BY MY PHYSICIAN, INCLUDING MEDICARE PART B. | UNDERSTAND
THAT | WILL BE FULLY RESPONSIBLE FOR PAYMENT OF ANY AND ALL CHARGES NOT COVERED BY MEDICAL INSURANCE. | UNDERSTAND THAT IF
1 DO NOT PAY THE BALANCE IN FULL, MY ACCOUNT WILL BE PLACED FOR COLLECTION AND | WILL BE RESPONSIBLE FOR ALL COLLECTION
EXPENSES INCLUDING REASONABLE ATTORNEY FEES AND COURT COSTS. IT IS OUR POLICY TO CHARGE A FEE FOR ANY CHECK THAT IS
RETURNED DUE TO INSUFFICIENT FUNDS.

CO-PAYMENTS: | UNDERSTAND THAT IF MY MEDICAL INSURANCE REQUIRES A CO-PAY, THE PAYMENT IS DUE AT THE TIME OF SERVICE.

NO SHOW POLICY: EACH TIME AN APPOINTMENT IS MISSED WITHOUT PROVIDING PROPER NOTICE, ANOTHER PATIENT IS PREVENTED FROM
RECEIVING CARE. WE RESERVE THE RIGHT TO CHARGE FOR THESE OCCURANCES. DUE TO HIGH PATIENT DEMAND AND LIMITED AVAILABILITY
OF APPOINTMENTS, WE HAVE INSTITUTED A $35 NO SHOW FEE. YOU MUST GIVE 24 HOUR NOTICE TO CANCEL APPOINTMENTS. FAILURE TO

DO SO WILL RESULT IN A $35 FEE CHARGED TO YOUR ACCOUNT.

PRECERTIFICATION: IF MY INSURANCE REQUIRES A REFERRAL OR PRECERTIFICATION, IT IS MY RESPONSIBILITY TO ENSURE IT IS OBTAINED. |
WILL BE FINANCIALLY RESPONSIBLE IF A REFERRAL OR PRECERTIFICATION IS REQUIRED AND NOT OBTAINED.

H.H.S. PURSUANT TO HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996. | ACKNOWLEDGE THAT | HAVE RECEIVED A COPY OF
THE PRIVACY PRACTICES.

ADVANCED DIRECTIVES:

DO YOU HAVE A POWER OF ATTORNEY? o YES o NO DO YOU HAVE A LIVING WILL? o YES o NO

| GIVE CONSENT FOR THE OFFICE TO RELEASE INFORMATION REGARDING MY MEDICAL CARE TO:

NAME RELATIONSHIP

NAME RELATIONSHIP

PATIENT SIGNATURE DATE




DR ZESHAN HYDER 11055 Broadway, Crown Point, IN 46307

Phone: 219-797-7463 Fax: 219-310-8951

New Patient Evaluation Today’s Date

Patient Name

Date of Birth

Age Sex Height Weight
Chief Complaint

Date of Injury/Pain

Goals

Referral

Name of Primary Physician

Pain Location

Mark the image where you experience:
Numbness: 0

Burning: x

Ache: A

Pins & Needles: *

Stabbing: /

RIGHT LEFT LEFT RIGHT

FRONT BACK



HOW Bad is Your Pain? (Place an “X" on each line below to indicate pain level)

0 1 2 3 4 5 6 7 8 9 10
LOW BACK PAIN No Pain Worst Possible
LEG PAIN No Pain Worst Possible
MIDDLE BACK No Pain Worst Possible
NECK PAIN No Pain Worst Possible
ARM PAIN No Pain Worst Possible

Please check how each of the following affects your pain.

Is your pain worse at night? [ Yes [ No

Do your legs tire when you walk? 1 Yes [ No
If yes: How far can you walk?

Is there relief when resting your legs? ] Yes [ No

Is there relief when bending forward? O Yes [ No

Any tingling or numbness? [ Yes [ No
If yes: hands, arms, legs, feet, etc?

Any weakness or falling/dropping items? 1 Yes [ No

If yes: hands, arms, legs, feet etc? [J Yes [] No

IMAGING: HAVE YOU HAD ANY XRAY, MRI, CT, ER TESTS IN THE PAST 6 MONTHS? [ Yes [J No

Gellel‘al HiStOI'y Please check all of the conditions that apply to you.

[] Menstrual Problems
[ cancer:

] Gout
] Anxiety

[] Heart Attack Colon Problems

[] Heart Murmur Diabetes

[] Angina Hepatitis ] Depression

] High Blood Pressure Cirrhosis [] Emphysema [] Osteoporosis

[ stroke

[] Varicose Veins

[] Duodenal Problems
[ Anemia

OooooooOod

Kidney Stones
Kidney Infection
Degenerative Arthritis

Asthma

[J Tuberculosis
[] Chronic Bronchitis
O Frequent Pneumonia

[] Enlarged Prostate

[] stomach Ulcer
[] sexual Difficulty
] Bleeding Tendency

Please list any surgeries you have had.

Have you ever had any sugeries on your NECK or BACK before? If yes: date and surgeon

Date Surgeon
Date Surgeon

Date Surgeon



Please check any TREATMENTS you have already had.

] Chiropractic L] Physical Therapy

] Injections

If yes, did treatment make your condition better or worse?

How long ago were these treatments? Who performed each one?

Family History
MOTHER
Age Deceased Cause

Check all that apply.
[] Stroke [] Heart Problems

] Lung Disease [] cancer

Medication

Please list ALLERGIES you may have to medications.

PHARMACY NAME & LOCATION

FATHER

Age Deceased
] Kyphosis [] Diabetes
[] Back Problems L] Arthritis

Please list any MEDICATIONS you take, including herbal, over the counter, and prescription.

MEDICATION

Social History

MARITAL STATUS

[] Married ] Full-Time
] Separated [] Part-Time
[] Divorced [] Retired
[ single ] other

[] Widow/Widower

REASON

CURRENT WORK SITUATION

HOW OFTEN

ALCOHOL USE FREQUENCY

[] Never

] Psychological Exam

[] Other

Cause

O High Blood Pressure

[] Other

DOCTOR

TOBACCO USE: [ | Yes [] No

CURRENT SMOKER: [] Yes [] No

O Rarely
[ socially
] Daily

Packs/Day for Years

FORMER SMOKER: [] Yes [] No

Packs/Day for Years



Review of Systems for the Patient

Please check all that apply.

[J Recent weight loss of more than 10 pounds

[] Recent weight gain of more than 10 pounds

[ Fever
] chills
[] Night Sweats

Have you seen your Primary Care Physician in the past year?

CARDIAC

[] Chest Pain
[] Shortness of Breath

GASTROINTESTINAL

[] Abdominal Pain
[] Nausea

] Vomiting

[] Diarrhea

[] Liver Problems

MENTAL HEALTH

] Sleep Disturbances

[] Feeling of Hopelessness

SKIN

] Open Sores
] New Moles
[ Poor Healing
[] Skin Infection

BONES & JOINTS

] shoulder Pain

] Wrist/Hand Pain
[ Hip Pain

[] Knee Pain

O Lupus

[ Muscle Weakness
] Fibromyalgia

ENDOCRINE

[] Thyroid Problems

[J Yes [ No

RESPIRATORY

] Wheezing
[J Pneumonia

] Chronic Cough

HEMATOLOGY/ONCOLOGY

] Easy Bruising
[] Blood Thinning Meds
[] Blood Transfusions

[J organ Transplant

GENITOURINARY

[ Abnormal Kidney Function
[] Pain With Urination

] Frequent Urinary Infections

NERVOUS SYSTEM

[] Headaches

L] Tremors

[J Speech Problems
[] Changes in Vision
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