Medicare Initial Visit Form

Medicare Initial Visit Compliance Guidelines
P.A.RT. Pain'tenderness Asymmetry/misalignment  Range of Motion abnormality Tissue/tone changes
e e —

Patient Name Patient [D# Date of Initial Visit:

History/Description of Present lllness: Now: * indicases additional information Ls avatlable on reverse of form or in patiend file.

. m
1. Patient Symptoms fandor indicate on diagram):
. Family History {if relevani). |
. Related Past Health History/Surgery/Medications:
————e

2

3

4. Mechanism of Trauma:

5. Quality/Character of Symptoms: Sharp Dull Aching Shooting Numbness Other:

6. Onset: Duration:

Rate Intensity of Pain/Symptoms: NoPain 1 23 4 56 7 8 9 10 Worst Pain Ever

Frequency: Location/Symptomatic Radiations: Refer 1o #1 above
7. Aggravating Factors: Relieving Factors:

8. Prior Care: Secondary Complaints:

1 —

Physical Examination: Note: ¥ odicaies additional information is available on neverse of form or in patient U,
Significant Exam Findings:

Date of X-Ray

Diagnosis: Subluxation Level(s): C T L 5 Other:

Treatment Plan; _ Spinal Manipulative Therapy (specific adjustments) _ Soft Tissue Therapy and‘or stretching
Home Core Recommendstions: e Heal _ Ret _ Avosd Aggrovating Factors _ Other:
_ Syppons Cervieal
_ Lumbor Other
 Exoiss- Specify Supplements - Sprcif:
_ Ancillary Modalities - Sheeifye Additional notesTorms in file: Yes No
Frequency of Visits: Expected Duration:
Treatment Goals: _ SymplomaticPain Roduction __ Impeoved Rangs of Motion. _ Reduced Myofascial Imvobvement
_ Oxcher Goal(s) - Specify:
Objective Measures (o cvahuie treatment effectiveness), _ Diagnostic Imaging _ Examination Findings _~ ROM.
__ ProgressBvahmtions _ Falpation _ Instromentation _ Oxher-Specifir
Initial Treatment Date: , 20 Diata ahove is provided 1o comply with Medicare requirements
Signature: Printed Name:
Address: City

State: Zipeode: Clinic:




