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Patient Information Form
As you read through and fill out these questions please understand that this is an application to Dr.
Thalhamer's Spmal Disc Relief Program. This is NOT a guarantee of acceptance. Dr. T hathamer
will be. assessing your case and analyzing it for 4 criteria which he will review with you. This
Program is only for patients with severe/chronic back pain, herniated discs, bulging discs, spinal
stenosis, and sciatica. Dr. Thathamer QNLY works with patients who are tlred of, or who don't
want to take medications, those who want an alternative to dangerous injections, invasive surgeries,
or have had failed back surgeries. If you are not serious about finding a solution to your problem
please be respectful of his time and he will do the same for you.

Today's Date

Name Ape Birthday Sex M F
Address

City State ' Zip

Home Phone Work Phone Cell Phone

Best Place To Reach You (circle one) Home / Work / Cell Emai] Address:

Employer Occupation__ Length of Employ
Marital Siatus S M W D Spouses Name 854

1 (signature) consent to ullew Dr, Thathamer w speak with e and perform an examination (if
necessary) in order 1o determine if 1 am a good candidate for non-surgical spinal decompression and also to determine if he is willing
lo accept my case. it is also my understanding that the consultation is a1 no charge.

How Did You Hear About 5" Strect Spine?
How Serious Do You Think Your Problem 1s?
In Reference To The Severity How Would You Rate it On A Scale Of 0-10

What Is Your Reason For Prompting Your Request For A Consultation With The Doctor?

How Do You View Your Problem (circle one).... MINIMAL (Annoying but causing NO [imitations)
SLIGHT (Tolerable but causing a little limitation)
MODERATE (Semetimes Lolerable but definitely causing fimitations)
SEVERE (Causing Sigmificant limitations)
EXTREML (Causing near constant (>80% of the time) limitations)

1. In spite of the fact that you are not a back specialist, you are in fact the person who knows more about your back
than anyone else. In your own words and in your own opiniun what do you think the real problem is?

2. What are you hoping happens today as a resnit of the doctor spending time with you today?

3. Since your back pain became this severe what (hree things has it caused you to miss the most?




4. How lang have you beea like this?

5. What changes/modifications have you had to make and how has your lifestyle change since your back problem?

6. What actions or activities do you have troubles with or are have limitations in?

7. What kinds of treatments have you received?

Stirgeries: How Many Approx Date

Injections: How Long Approx Date , How Long
Drugs/Pharmaceuticals; Approx Date How Long
Physical Therapy: Approx Date How Long
Other ‘

8. When did you receive these treatments and for how long?

9. Did any of these treatments seem to work in helping ‘your pain? If se which one(s)? For bow long?

1. What actions can you vake that iemporarily decrease thie pain?

11, What activities/movements are guaranteed to incrense your pain and worsen your condition?

12. What does the pain feel like (Sharp, Dull, achy, toothache, shooting, stabbing, numb, tingling, etc...) and where?

13. What does it feel lile when you wake up compared to the rest of the day? 1s it worse in the morning or the
evening?




14. What do you thinlc will happen lo you it you cannot find # solution to your pain/problem?

15. What are you hoping Dr. Thalhamer tells you today?

16. Please express what you hope or imagine his state of the art program and knowledge might be able to accomplish
for you?

17. Describe what will be different in your life if you can get better,

18. Please deseribe in detail the VERY FIRST time you recall having this problem and what it felt Like?

List In Order Of Importance all OTHER Heatth Problems/Concerns NOT including Your Main Problem Above,

1. How Long?
2 How Long?
3. How Long?
4, How Long?

What percentage of time are you aware of your main problem? (cirele onc)
Occasionally (25% of the time)

Intermittently (50% of the time)

Frequently (75% of the time) .

Constant (90-100% of the time) .

Due To Your Main Problem......

Have You Lost Any Time From Work? Yes No

How Much Time and What Have You been unable to perform?

Have You Lost Any Time From Your Obligations At Home? Yes No
How Much Time and What Tasks Have Been Limited?
Have You Lost Any Time From Your Family? Yes No
How Much Time and What Tasks Have Been Limited?
Have You Lost Any Time From Enjoying Your Leisure Activities? (Hobbies, Travel, Sports, etc...}

How Much Time and What Tasks Have Been Limited? _
Considering the amount of pain/discomfort you've had THIS week, how long has-your problem been this severe?

On a Scale of 0-10 (10 being unbearable, 0 beiag No Pais or Discomfort) Please rate the following...
The HIGHEST your pain gets WITHOUT medication
The LOWEST your pain gets WITHOUT medication
The HIGHEST your pain gets WITEH medication
The LOWEST your pain gets WITH medication
List ANY surgeries that you have had and the corresponding dates.




HEALTH HISTORY

Name; Date:

__Abnormal Pap Smear
__Bleeding between periods
__Breast Lumps

_Extreme Menstrual Pain
__Hol Flashes

__Mipples Discharge
__Painful Intercourse
__Vaginal Discharge
__Other

__Date of Last Period

_Date of Last Pap
Smear

...Have you had a
mammaogram?__
_Are you Pregnant?

__MNumber of Children

_Arms
__Hips
__Back
lees

" _-Feet

__Neck
__Hands
__Shoutders

MEN ONLY
__Breast Lumps
__Erection Difiiculties
__Lump in Testicles
__Penis Discharge
Sare on Penis
_Dther

PSYCHIATRIC
Hyperventilation
_Insecurity
_—_Depression
_..Trouble Sleeping
_lrritable
__Anxioushess
_Indecisiveness
__TJimid
. Hallucinations
__Loss of Memory
__Alcohalism
__Drug Addiction
—_Drug Dependency
—Extreme Worry
__Sexual Prablems
__Suicidal Thoughts

—Appetite Poor
__Bloating

__Bowel Changes
__Diarrhea
__Excessive Hunger
a-Excessive Thirst
__Gas
__Hemorrhoids
Indigestion
__Nautea

__Rectal Bleeding
__Stomach Pain
__Yomiting no biood
__Yomiting bleeding

ENDOCRINE
-Weight Gain
—Weight Lass
__Hoarseness
_Heal Intolerance
__Cold Intolerance
__Breast Changes
_.Hair C Changes
__Extreme Thirst

Age: Birthday: Date of last physical examination:
What is your reason for this visit?
SYMPTOMS Check symptoms you currently have or have had in the past year,
GENERAL EYES NEUROLOGICAL CONDITIONS
—Sweats _Blurred VYision _Seizures _AlDS
__Nervousness . Vision- Halos Vertigo __Alcohaolism
—_Loss of Weight __Vision- Flashes __Dizziness ~_Anemia
_Lloss of Sleep __Double Vision —_Hand Trembling __Anorexia
. Headache __Crossed Eyes _Loss of Sensations __Appendicitis
_Forgetfulness __Loss of Facial Expression _Asthma
__Fever . __Weak Grip .__Bleeding Oisorders
__Fainting  RESPIRATDRY __Paralysis __Breast Lumps
_ Dizziness —Distress _Sputum __Difficulty of Speech __Bronchitis
__Depression ~Cough  __Cangestion __Tingling __Breath Shoriness
__Chills __Shortness of Breath —_Loss of Memory __Bulimia
__Numbness __LCancer
__Un-caordination _ Cataracts
EAR/NOSE/THROAT INTEGUMENTARY _E:iegll;\;%aégspendency
_Persistent Cough Scars _—Diabetes
Difficuity Swallowing ..Rash CARDIOVASCULAR ~Emphysema
__Hoarseness __Sores —Varicose Veins E iipe ys
__Bleeding Gums _Ulcers __Swelling of ankles _—G?a uF Y a
__Nose Bleeds _Unusual Swelling —Rapid Heart Beat —-Gom;? "
__Sinus Problem _ttching _Poor dirculation o eth
_.Hay Fever ._Sores that won't heal —Low Blood Pressure 4 m: 8
__Loss of Hearing __Changes in Males __Ircegular Heart Beat ng:rt Disease
Ringing in Ears _Hives __High Blood Pressure —”Hepatitis
__Ear Discharge __Bruise Easy __Chest Pain —Hemia
_Earache —_Herpes
__High Cholesterol
- HiV Positive
WOMEN ONLY MUSCLE/JOINT/BONE GASTROINTESTIMAL

—Kidney Disease
__Liver Disease
_Measles
__Migraine Headaches
__Miscarriage
__Mononucleosis
__Muttiple Sclerosis
_Mumgps
__Pngumania
_Polio

__Prostate Problem
__Psychiatric Care
_Rheumatic Fever
_Scarlet Fever
__Stroke

_..Suiride Attempt
__Thyraid Fever
\Ulcers

. Vaginal Infections
__Venerezl Disease
__Other,

GENITO-URINARY
__Painful Urination
__Lack of Bladder Control
. Frequent Urinatica
__Blood in Urine

MEDICATi.ON'S (Hist any medications you are taking, and dosages)

ALLERGIES to medications or substances

PATIENT SIGNATURE(or guardian)




You have the right to inspect and/or we will notify you in writing as soon as

copy your health information for seven possible following the changes. Any

years from the date that the record was change in our privacy notice will apply

created or as long as the information for all of your health information in our

remains in our files. In addition you have files.

the right to request an amendment to _

your health information. Requests to Information that we use or disclose

inspect, copy or amend your heaith based on this privacy notice may be

related information should be provided subject to re-disclosure by the person to

to us in writing. whom we provide the information and
may no longer be protected by the

We are required by state and federal federal privacy rules,

law to maintain the privacy of your

patient file and the health protected If you have a complaint regarding our

health information therein, We are also privacy natice, our privacy practices or

required to provide you with this notice any aspect of our privacy activities you

of our privacy practices with respect to should direct your complaint to:

your health information,
Dr. Brian J. Thalhamer, D.C:

We are further required by law to abide 707-575-8988

by the terms of this notice while it is in

effect. We reserve the right to alter or If you would like further information
amend the terms of this privacy notice. If about our privacy policies and practices
changes are made to our privacy notice please e-mail Kelley Thalhamer at

L@ RElONESthiA T . 19F0

This notice is effective as of _ . This notice, and any alterations or
amendments made hereto will expire seven years after the date upon which the record was
created. My signature acknowledges that { have received a copy of this notice.

Name (Printed please) Signature _ Date

If you are a minor, or if you are being represented by another party

Personal Representative Printed Personal Representative Signature Date

Description of the authority to act on behalf of the patient.



THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

In the course of your care as a palient at
5™ Street Spine we may use or disclose
personal and health related information
about you in the following ways:

*Your personal health information,
including copies of your clinical
records, may be disclosed to another
health care provider or hospital if it is
necessary to refer you for further
diagnosis, assessment or treatment.
*Your health care records as well as
your billing records may be disclosed
to another party, such as an
insurance carrier, an HMO, a PPOQ,
or your employer, if they are or may
be responsible for the payment of
your services.

*Your name, address, phone
number, and your health care
records may be used to contact you
regarding appointment reminders,
information about alternatives to your
present care, or other health related
information that may be of interest to
you.

If you are not at home to receive an
appointment reminder, a message may
be left on your answering machine.
Further, you have the right to inspect or
obtain a copy of the information we will
use for these purposes, You also have
the right to refuse to provide
authorization for this office to contact
you regarding these matters. If you do
not provide us with this authorization it
will not affect the care provided to you or
the relmbursement avenues associated
with your care.

Under federal law, we are also permitted
or required to use or disclose your
health information without your consent
or authorization in these following
circumstances:

*if we are providing health care
services to you based on the orders
of another heaith care provider.

*If we provide health care services to
you in an emergency.

*If we are required by law to provide
care to you and we are unable to
obtain your consent after attempting
to do so.

*If there are substantial barriers to
communicating with you, but in our
professional judgement we believe
that you intend for us to provide
care.

*If we are ordered by the courts or
another appropriate agency

Any use or disclosure of your protected
health information, other than as
outlined above, will only be made upon _
your written authorization.

We normally provide information about
your health to you in person at the time
you receive care from us. We may also
mail information to you regarding your
heaith care or about the status of your
account. If you would like to receive this
information at an address other than
your home or, if you would like the
information in a different form please
advise us in writing as to your
preferences.




