


HIPAA 

PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

AND CONSENT/LIMITED AUTHORIZATION & RELEASE FORM 
You may refuse to sign this acknowledgement & authorization. In refusing we may not be allowed to process your insurance claims. 

Date: 
--------

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this 
healthcare facility. A copy of this signed, dated document shall be as effective as the original. MY SIGNATURE 

WIU ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD I REQUEST TREATMENT OR RADIOGRAPHS BE SENT 
TO OTHER ATTENDING DOCTOR/FACILITIES IN THE FUTURE. 

Please print name of Patient Please sign for Patient/Guardian of Patient 

Legal Representative/Guardian Relationship of Legal Representative/Guardian 

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM RECEPTION AREA: 

D First Name Only D Other ________ _ 

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION: 
(This includes step parents, grandparents, and any care takers who can have access to this patient's records): 

Name: ___________ _ Relationship: ___________ _ 

Name: ___________ _ Relationship: ___________ _ 

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS. TREATMENT & BILLING 

INFORMATION VIA: 

D Cell Phone Confirmation 

D Home Phone Confirmation 

D Work Phone Confirmation 

D Text Message to my Cell Phone 

D Email Confirmation 

D Any of the Above 

I AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA: 

D Cell Phone Confirmation 

D Home Phone Confirmation 

D Work Phone Confirmation 

D Text Message to my Cell Phone 

D Email Confirmation 

D Any of the Above 

















11. Please rate your pain by circling one number that best describes
0 2 3 4 5 6 7 8 9 10 

No Moderate Worst 

your pain RIGHT NOW.
pain pain possible 

pain 

12. Please rate your pain by circling one number that best describes

your pain at its LEAST in the past 24 hours.
0 2 3 4 5 6 7 8 9 10 

No Moderate Worst 
pain pain possible 

pain 

13. Please rate your pain by circling one number that best describes

your pain at its WORST in the past 24 hours. 0 2 3 4 5 6 7 8 9 10 

No Moderate Worst 
pain pain possible 

pain 

14. Circle the number that describes how, during the past 24 hours PAIN HAS INTERFERED with your:

A. General Activity: E. Standing Ability:

0 2 3 4 5 6 7 8 9 10 0 2 3 4 5 6 7 8 9 10 
No Moderate Worst 

No Moderate Worst 
pain pain possible pain pain possible 

pain pain 

B. Sleep: F. Sitting Ability:

0 2 3 4 5 6 7 8 9 10 0 2 3 4 5 6 7 8 9 10 

No Moderate Worst No Moderate Worst 
pain pain possible pain pain possible 

pain pain 

C. Walking Ability: G. Normal Work:

0 2 3 4 5 6 7 8 9 10 
0 2 3 4 5 6 7 8 9 10 

No Moderate Worst 
pain pain possible No Moderate Worst 

pain 
pain pain possible 

pain 

D. Lifting Ability:

0 2 3 4 5 6 7 8 9 10 

No Moderate Worst 
pain pain possible 

pain 

15. What treatments are you currently receiving for your condition?

16. Do you have a history of Osteoporosis? Yes No 

17. Have you experienced 1 or more fall(s) in the last 12 months?_ Yes No 

If yes:

a. How many?

b. Where did the falls(s) occur? Indoor Outdoor 

C. What caused the fall(s)?

d. Did you experience any feeling of dizziness before or after the fall? Yes No 

e. Did you experience a "blackout" sensation? Yes No 
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