


Name:
DOB:
Chart:
Age:
Date:

REVIEW OF CURRENT PROBLEMS OF

NEUROLOGICAL SYSTEM:
NONE
HEADACHES
MEMORY LOSS
CONFUSION
LOSS OF SMELL
NIGHT SWEATS
FAINTING f SYNCOPE
VERTIGO / DIZZINESS
RECENT FEVER /CHILLS

LOEE OF HEARING / TINNITUS
LOSS OF TASTE

PERSONALITY CHANGES
SPEECH PROBLEMS
HOARSENESS fVOICE CHANGES
WALKING / GAIT DIFFICULTY
SEIZURES / EPILEPSY

VISION CHANGES /HEARING DISORDERS

NONE

RECENT BLEEDING PROBLEMS
CHRONIC €ORE THROAT
CHRONIC COUGH f ASTHMA
SHORTNESS OF BREATH
CHRONIC FATIGUE/TIREDNESS
STOMACH/INTESTINAL PROBLEMS
DEPRESSION

DIABETES

INFECTION

GENERAL REVIEW OF CURRENT PROBLEMS:

CHANGE IN APPETITE
WEICGHT LOSE
BLADDER/MRINARY SYMPTOMS
CHRONIC SKIN PROBLEMS
JOINT PROBLEMS

CHANGE IN BOWEL HABITS

HIGH BLOOD PRESSURE /
CHEST PAIN/
IRREGULAR HEART BEAT

LOSS OF SENSATION

DO YOU FEEL THAT YOU ARE TENSE OR HIGH

STRUNG PERSON? YES / NO

DO YOU FEEL THAT HOME OR WORK IS
UNPLEASANT?

YES/ NO
DO YOU HAVE DIFFICULTY MAKING UP YOUR
MIND? YES/ NO
DO YOU HAVE PERIODS OF DEPRESSION OR
MELANCHOLY? W Wi
DO YOU HAVE PERSISTANT FEARS? YES/ NO
ARE YOU INCLINED TO WORRY EXCESSIVELY?  YES/ NO
ARE YOU EASILY IRRITATED OR UPSET? YES/ NO
ARE YOUR FEELINGS EASILY HURT? YES/ NO
ARE EMOTIONAL PROBLEMS IMPORTANT IN
YOUR PRESENT ILLNESS? R NG
HAVE YOU HAD THE PNEUMONIA VACCINE? YES / NO

UROLOGIC PROBLEMS

HEIGHT: WEIGHT:

ARE YOU A SMOKER YES/NO
IF YES, HOW OFTEN AND APPROXIMATE YEAR YOU STARTED

DO YOU LSE ALCOHOL?  YES / NO
HOW OFTEN?

O UNKNOWN
FATHER MOTHER

FAMILY HISTORY:

SIBLING NONE

HEART DISEASE

CANCER

DIABETES
BLEEDING

B

HYPERTENSION

STROKE

SEIZURE/
EPILEPSY

MIGRAINE

KIDNEY DISEASE

You and any one attending the appointment with you are not permitted to audio or video record any portion of your visit to Southern Brain

& Spine ("SBS") without the expressed written consent of SBS.

Please silence all electronics before entering the exam room.

PATIENT or GUARANTOR SIGNATURE

Patient Signature / Date

DATE

The above is true and correct to the best of my knowledge.

PHYSICIAN SIGNATURE

DATE

| have reviewed the history with the patient.







Name:
DOB:
Chart:
Age:
Date:

NOTICE FOR THE USE AND DISCLOSURE OF HEALTH INFORMATION FOR
TREATMENT, PAYMENT, OR HEALTHCARE OPERATIONS

PRIVACY NOTICE
Effective April 14, 2003

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.

Uses and Disclosures: Southern Brain & Spine ("Clinic") is permitted by law to disclose the minimum necessary personal health
information of each patient to carry out treatment, payment and health care operations of Clinic. Personal health information may be
disclosed to the government or other third party payers for the purpose of obtaining payment for services provided. Clinic may also use
personal health information to carry out Clinic day to day operations such as scheduling, quality review and appointment reminders.
You agree that Southern Brian & Spine may request and use your prescription drug history from other healthcare providers and third
party pharmacy benefit payors for treatment purposes. A list of other examples of disclosures can be obtained from the Privacy Officer
upon request.

Required Authorization: Clinic will not disclose any patient's personal health information for any purpose aside from payment,
treatment and health care operations, without patient's authorized consent to such disclosure. Upon request for such authorization,
patient shall have the right to refuse and/or revoke any disclosure of patient's personal health information.

Privacy Compliance: In accordance with the privacy regulations promulgated under the Health Insurance Portability and
Accountability Act, 45CFR Parts 160 and 164 (the "Privacy Regulations"), Clinic has adopted privacy policies regarding usage of
patient's personal health information. Clinic is committed to compliance with the Privacy Regulations and all other laws and regulations
regarding patient's right to privacy.

Additional Information: For additional information regarding Clinic's privacy policy for a copy of this notice, please contact our
Privacy Officer. Clinic reserves the right to change this Notice and to make the revised and changed notice effective for medical
information that Clinic already has about you, as well as any information Clinic receives in the future. We will post a copy of the current
notice in Clinic. The notice will contain the effective date.










