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Welcome,

We would like to take this opportunity to welcome you to NewportChiropractic Center and to
thank you for choosing our practice to participate in your healthcare. We look forward to

providing you with personalized, comprehensive chiropractic care focusing on acute pain relief,
wellness, and prevention, As continuity and coordination of patient care is essentlal in meeting
your healthcare needs, our office staff work closely in a “team spproach” to support your care.

Our office is open Monday 7am-6pm, Tuesday gam-12pm, Wednesday Jam-6pim, Thursday-
12pm-5pm, and Friday 7am-12pm. Every effort is made to see our patients during our varied
hours. Please note that our schedulers do their best to accommodate you. Booking an
appointment is essential to ensuring all patients recelve the time they require for guality care.

As your chiropractic care provider, we work collaboratively with specialists to coordinate all
aspects of our patient care including X-Rays, MRI's and speclalty consultation care as needed,

Before your visit, please notify your health insurance companyif yeur using your insurance to.
cover the charges and see what your insurance covers for chiropracticcare. We also reguest
that you bring a copyof your prior X-Rays, MRY's, CT scans andor radiology reports you have

available.

Please flil out the enclosed forms and bring them with you to your ap pointment. During your
Initial visit we will be reviewing your health status and these formscontain information
hecessary to complete this prosses. please bring your health Insurance identification card as
well as a photo ID. Please bring 2 complete list of all your medlcations, We will take your
temperature and ask that youwear a mask due to covid restricions.

Once again, we would like to thank you for choosing us and welook forward to working with

you.

Sincerely, Dr. Saulter and Staff



Newport Chiropragtic
Michael S. Saulter, D.C.
PO Box 367
Newport, ME 04953
Ph: (207)368-4318 Fax: 368-5224

Disclosure & Consent to Chiiropractic Adjustments and Care
To the Patient: Please read cornplete!y priorto meeting with Dr.l Saulter,

You have-a nght as a patient to be informed abouit your condition andthe recommended chu‘onaCt‘c
adjustments and other chlropracuc procedures to be used so that yeumay make the deciston whether
to undergo the procedure after knowing the poten nitial risks and hazirds involved. This dlsclosure isnof- .
meant to scare or alarm you; it issimply an effort 1o make you better lnformed S0 you may glve or
- withhald your consent to the precedure .
| hereby request and consent to the performance of ChlI‘OpraCtIC adjustments and other ch:ropractlc
procedures, including various modes of physical therapy and diagnostic X-rays, on me {or the patient
nanied helow, for whom [ am 1ega|ly respoiisible) by Dr. Saulter or fhose workmg at the chnlc or office
who now orin the future treatnie while eniployed by, workmg for orassouated W|th or servmg asa
' backup for the Doctor of Chlropractlc named below.
| have had the opportumtvto discuss with the Dottor of Chnropractlc ramed below, my dmgnosus, the -
nature-and purpose of chlropractrc adjustments and other proc:eduresand alternatwes L
| understand and 1dm informed that, in the practice of chlropractn: ihere are sorhe nsks to exam and
treatment mcludmg, but no ltmltEd to, fractures, disc in Hurigs, strokes,dlslocatlons, sprams and =~
incréased symptems and pain orno improvement of symptoms or pain.| do not expect the doctor to be
able to anticipate and explam allrisks and comphcataons, and [ wishtorely onthe doctor to exetcise
judgment during the procedure which the doctorfeels at the time, tased on the facts then known, Isin
my best interast, 1 further acknowledge that nb'guara ntees or asstirnces have heén made to me
concerning the results intended from the treatment. . :
thave read, or have had read to me, the above consent. | have also lad an opportunlty to ask questions,
and all my questions have been answered fully and satisfactorily, Bysigning below, | consent to the -
treatment plan. | intend this consent form to caver the entire courst of treatment for my present

conditfon and for any future conchtion(s) for which | seek treatment

To e Shgned by the,pat&w’c/tgg Bl guar_dmw

Patient’s Name: . .. DOB: Gender: M F ID#

X | ' _ Date;
Patient’s or Guardian’s Signature. ‘

Legal Guardian’s Name (Print): —_Relationship:

OFFICE USE ONLY: To be initialed by the Doctor.

X Date:
Michael S. Saulter, D.C. (MSS)




Newport Chiropractic
Michael S, saulter, D.C.
PO Box 367

. Newport, ME 04953
{207) 368-4318 Fax: 368-5224

AUTHORIZATION AND ASSIGNMENT TO PAY CLAIMSDIRECTLY TO DOCTOR

To: {Attorney, Insurer, Employer, Other):
in consideration of the undertaking, by Michael S. Saulter D. C (Newport Chirepractic)

I, [ pe 1 o NOT understand and agree that health and accident insurance poltcies are an arrangement between
an insurance carrier.and myself. Furthermore, | understand that the doctor’s office will prepare any necessary reports -
and forms to assist me in making collection from the i insurance company and thatany amount authorized to be paid
directly to the doctor's office will be credrted to my account on receipt. Hovever, | clearly understand and agree that all
services rendered are charged drrectly to me and that | am personally responsrbie for payment { also understand that if |
suspend of terminate my care, any fees for profess:onal servrces rendered to that point, will be immediately due and
payable,

A In consrderatron of the chlropractro servrces rendered and to be rendered by Mrchae! S. Saulter. D C. (Newport
Chrropract:c) l authorize the direct payment of benefits to Newport Chirapractic., in the amount of any sum |
now or hereafter owe- by my attorney or but of the proceeds from any settleiment of any liabiity case or by any
insurance compaiy: obllgated to make payment to me or Newport Chiropractic based in whole orln part on the

charges accrued for said services. o
B. Ifa 11abi||ty claim exists.and my attorney or msurance carrier refuses ass;gnment | acknowledge my personal

financial responsubrlrty for payrent in full of. my outstanding balanc,
C. Ifurther agree that this Autharization and Assignment is irrevocableuntil afl momes owed to Mrchael S Saulter,

D.C. (Newport Chiropractic) has been paid in fuill.

' PATIENT ACKNOWLEDGEMENT OF HIPPA NOTICEOF PRIVACY ACT

L oo I:l DO NOT acknowledge the receipt {at my reguest) or opportunity to review the

Notice of Privacy Practices Act (HIPPA)
For (Newport chtropractlc ), regarding my personal health care information.lam or have been informed and clearly
understand the manner in which my health information shall be maintained, utilized and disclosed by the clinic and the
respective rights contained within. | also-understand that the Notice of Privacy Act that is avallable upon my request is
subject to change at any time. | am aware that | may obtain a current copy ofthis Notice atany time by contacting or

making a written request to:
Lisa Robinson — compliance Officer

My signature herein below const-rtutes full acknowledgement that | have been furnished the opportunrty to Teview or
obtain a copy of the Notice of Privacy Practices for: ~ Michael S. Saulter, D.C, {Newport Chiropractic). -

| have reviewed the medical information provided and | believe It to be trueand accutate to the best of my knowledge.

Patient’s Name: DOB: Genders M F1D#._

X ) Data:




Newport Chiropractic Center
Michae! Saulter, DC PO Box 367 Newport, ME 04953-0367 PH (207) 368-4318 Fax (207) 368-5224

NEW PATIENT - History of Chief Complaint
Patlent Name: ‘ : DOB: Gender:

e e

What is your PRIMARY complaint/symptom? (ana!foﬁ and Description);

How did the symptom(s) start? (Please circle): Lifting Falling Work Accidenl Gradual Other:

ﬂhen_djmuxmpto_m[g)_bggmi {Most recent eplsode); days;‘weeks/momh/yrs. ago
Have you had this congition In this past? No Yes [fYes; 1-2 3-4 §¢ times beforeor a reoccurrence
How often do you experlance these symptoms? (What percentage of the day are yitl aware of the symptoms?)

Occasionalty {0-25%)  Intermittently {26-50%) Freguenily {51-78%) Constanily {76-100%}

Describe the aualily and character of your symptomfs),  (Please circle all that applyd:

Sharp Dull Aching Burning Throbhing Numbness/Tingling Stabhing Poundnyg Shooting Otheri_____
Rate the severity of vour symptom{(s)/pain level 0 to 10: (0 being no pain and 10 being excruclallng paln).
. At the Best:

- Painlevelk  Right now: On average: Al tha Worst:

_Whal aggravates your condition? (Please cirele all that apply): Bending Lifting Sitting Warking

Sleeping Driving Walking Coughing Sneezing Stress Housework Exerise Morning Evening

What makes your condition better? (Please circle alt that apply): [ce Heat Siretching Movement

Rest Prescription Medication  Over the Counter Medication  Other:

{0.you have radiating symptoms? No Yes If yes where to:
How is your condition changing? s 1t getting balter? Belter Worse Net changing

Have you seen any other provider(s) or hadany other treatment for your condition? No  Yes

1If yes: List provider, treatment, and resulk:

Do you ha soclated s mis): No Yes

If yes, Ust other symptom(s):

What do yowdo for wark? S

What activities outside of work or recreational activities do you da;
How is the quallty of your sleep?  Good ~ OK  Poor On average | steep hrs./night

What position do_you sleep in? Back Side( Left Right orboth } Shimach
How many pitlows do you sleep with? ~ One  Two Several
H d [syour bed? _ Yearsold Typeoibed? [sit: Firm Soft Comberlatle Uncomiortable

What_are vour goals of lreatment here?
Date;

Patlant signature:




Newport Chiropractic Center
Michael Saulter, DC PO Box367 Newport, ME 04953-0367 PH(20T) 368-4318 Fax (207) 368-5224 .
amcispeanstanuanuel et s N i ot sty Ce e

Past History:
Do you have: Hypertension || Diabetes [ | High Cholesterd ]

List of Medications you are currently taking: __ None

orstelist [ |
Allergies:__None ‘ orseelist [ ]
Surgeries: __None orseelist [ |

Hospitalizations: __ None

Major tHinesses: __ None

Pertinent family history (Cancer, cardiovascular disease, diabetes etc) -

Relationship “THistory | Degeased? Cause of Death

Océupation: . orcircle:  Student - Unempoyed Retired
How long have you bieen at your current job? ____years :

Marital Status: Single Married Divorced Widowed

With whom da you currently live? Alone  Spouse Spouse/Chlldren Slgnficant Other  Other
Smoking Status: Current  Former  Never

Alcohol Intake: None Casual Mocderate  Heavy

Caffelne Intake: None <3/day 3te6aday >Baday

Recreational Drugs: None  Recreational User Addict

Exercise Frequency: Never Daly (3-7x/week) Weekly Type of Exercise?

Who 1s your Primary Care Physiclan?_ Office:__
Female patients only: To the best of your knowledge, are you preghant? Yes or No

Who may we thank for referring you toour office?

Date;

Patlent Signature:___ e



Newport Chiropraetic Center - Michael S, Saulter, D.C.
PO Box 367Newport, ME 04953-0367

THE REVISED OSWESTRY LOW BACK PAIN QUESTIONNAIRE

PATIENT NAME:
Please read: This questionnaire is dosigned to erable us 1o understand how much your low back pain has affected your abilily to

manage your everyday activities, Please answer each section by circling the ONE CHOL

DOB: Todays Date:

CE that most applies to you. We realize that

you may foel that more than one statement may relate to you, but PLEASE, JUST CIRCLE THE ONE CHOICE WHICH MOST
CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW.

SECTION {1 - Pain [atensity

P B —

The pain comes and goes and is very mild.
The pain is mild and does not vary rauch.

The pain comes and goes and fs moderate.
The pain is noderate and does not vary much.
The pain comes and goes and is severe,

The pain is severe and does not vary much.

P

SECTION 6 - Standing

I can stand aslong as 1want without pain.

[ have some psin on stading but it does not increase withtime,

{ cannot stand for fonger than one hour without increasing pain.

| cannct stand for longer than 1/2 heur without increasing pain.

I cannol stand for longer than 10 minutes without increasing pain.
{ avoid standing because it increases the pain immeédiately.

A P e b —

SECTION 2 - Personal Care

0

44

I do not have to change my way of washing or dressing in order to
avold pair,

[ do not normally change my way of washing or dressing even
though it causes some pain.

Washing and dressing increases the pain but | manage not to
change my way of doing it,

Washing and dressing increases the pain and {find it necessary to
change my way of doing it,

Becanse of the pain [ am wnable 1o do some washing and dressing
without help,

Because of the pain 1 am unable 10 do any washing and dressing
without hetp.

SECTION 7 - Skeping

0 | getnopainin bed.

[ get pain inbed but it does not prevent me from sleeping well.

2 Because of pan my norma’ night's sleep is reduced by less than
1/4.

3 BRecause of pain my normal pight's sleep is reduced by less than
1£2.

4 Becanse of pen, my nermal night®s sleep is reduced by less than
/4.

S Pain preventsme from sleeping at all.

SECTIONJ - Lifting

0
[
2
3
4

5

| can lift heavy weighls without extra pain.

i can lift heavy weighis but it causes exira pain,

Pain prevents me from lifling heavy weights off the floor.

Pain prevents me from fifling heevy weights off the floor, but 1 can
manage if they are convenisntly positioned, 6.8, 0na table.

Pain provents me from iifting heavy weights, but I can manage
light 1o medium weights if they ate conveniently positioned.

! can oaly 1ift very light weights at the most.

SECTION § - Swzial Life

My social e is normal and gives me no pain.

My social }ife is normal but ingreases the degree of my paia.

2 Pain has no significani effect oo my social life apart from limiting
my more enggetic interests, &2, dancing, #o.

Pain has resiricted miy social life, and I do net go out very aften.
Pain has resideted my social life to my home,

5 1 have hardlyany sociat life because of the pain.

3

S O]

SECTIONS - Walking

LA A LR e D

1 have po pain on walking.
1 have some pain on walking but it does not inctease with distance,
[ cannot walk more than one mile without increasing pain.
[ cannot walk mose than 1/2 mile without increasing pain.
[ cannot walk more than 1/4 mite without increasing pain,
§ cannot walk at all without increasing pain

SECTION 9 - Travel

0 I get o painwhile traveling.

|1 get some pain whife raveling, bui nors of my usual forms of
{ravel make itany worse.

2 1 get extra pain while raveling, butit does not compel me 1o seek
alternative foms of travel,

3 1get extra pain whil¢ lraveling, which compels me to seek
atternative fornis of iravel.

4 Pain restricisall forms of travel,

5 Pain prevents all forms of travel except that done lying down.

SECTION 5 - Sitting

L By = (D

4
]

Fean sit in any chair as long as | like.

i can sit only in my favorite chair as long as | like,
Pain prevents me from sitting more than one hour.
Pain prevents me from silting more than 172 howr.
Pain prevents me from sitiing mote (ha 1O minutes.

[ avoid sitting because i1 increases pein slraight away,

SECTION 10 -Changing dsgree of pain

0 My pain is tapidly gelling better.

My pain flucvates bul overali is definilely getting better,

2 My pain sesns lo be getting better but improvement s slow af
present,

My pain is mither gelling better nor worse.

My pain is gracduatl y worsening.

5 My pain is rpidly worsening.

S L2

SIGNATURE: e

Disability Score: % /100



. Newport Chitopractic Center
) PO Box 367
Nwport, Maine 04953-0367
Ph207-368-4318

Modified Oswestry Neck Disability Quesﬂonnafre

Patient Name: Date of Bith: _________Toctay's Date:

This quastionnaire has been designed to give us information s tohow you néck problem Is affecting your ablity
to manags in everyday life. Plecse answer by checking one box In eachsection for the stadement which best
applies to you. We redlize that youmay consider that two or more staterents in any one sechion apply bul
please just choose the one that most clearly describes your problem. )

Section 1: Pein Intensity : Section : Concentration
G |have no pain af the moment 0 i can cocentrate fuly and with no difficully
1 Thepain is very mild af the mament 1 {ean cocentrate fuly bul with sight dilficulty
2 Thepdin Is moderate of the moment 9 Jean cocentrate iuly but only for short periods of
3 The poin s fakly severe at the moment " fime
4 Thepdin ls very severe at the memeni 3 |have alai degree of difficully concenirating
5 Thapainis the worst imaginable af the moment 4 |have abtof difficully concenirating
: 5 lecannelconcentate af all

Sechon 2 Personal Cate {washing, dressing, efc.) _
0 | can ook atter myselfl normaty without causing extra - Section 74 Sleeping

oan 0 My sleepis never disturbed by pain
1 1canlook dfter myself but'f causes exdra pain 1 My stedpb occasionaly diturbed by paln
2 Wtispanfulto lock after mysettf | om slow and careful 2 Becauseofpainhave fess ihan & hours of sleep
3 |need some help but can manage most of my 3 Becouseofpaln |have fess than 4 hours of sieep
penonct care 4 Becaussofpain | have tess than 2 hours of sieep
4 | nead help every doy In most aspects of self-care 5 lcan'tskep ot ol because of the pain
5 | donot get dressad, wash with difficulty and stay in
bed .
Section 8: Work
0 tcan deasmuchwork cis | want o
Section ¥ Lilting 1 lcan ony do my usual work but no more
0 | con it heavy welghts without exira pain 2 lcon domost of my usual work but with difficully
1 1 ean lift heavy welghts but 1t glves me extral pain 3 lcanholdo my usual work
2 Pain prevents me fom liffing heavy welghts off the 4 | can hadly work
fioor bus | can manage f they are conveniently 5 [cannotwork at alt
placed
3 P prevenls me from lifling heavy weights but [ can
manage light to medium welghts if they are seclion 9: Sociallie
convenlently placed 0 My socllite b norenal and gives ms no extra pal
4 fecanonly lift vary light weights i My socidlife s normal bul Increases my paln
5 1 cannol it or cary anything 2 Pan limli only my more energetic Interests, .9, sport
3 Pain hasestricted my soclal e and 1 do hot go out as
olten
seclion 4; Reading 4 Pain hasesticted my soclal Ife fo my home
0 bcanread asmuch as | want o with no neck pain 5 Ihave msoecial lfe because of pain
1 1canread as much as | want to with only a stight
fncrecse In neck pain
2 1 cantead as much as | want fo with d modercte Secilon 10: Travehg
increase Inneck pain 0 !can rosicnywhers withou! paln

Pain prevents me from reading as much as | want to 1 teon traelanywhere but it gives me exira pain

1 con hardly fead of al because of neck pain 2 Pa[n Ts bacd but | monage Irps longer than 2 hours
| cannot read ot all because of my neck pain 2‘ Painresicl me fo trips of less than oné hour
N

LN ¥

Pain resiicts me o trips of less than 30 minutes
: Pain prerents me from fraveling excep! lo receive
Section 5 Headaches freatrmen
0 lhave no headaches at all
| have mild headaches that come Infrequently
| have moderate but infrequent headaches
| have moderate and frequent headaches
f have severe and frequent headachies Scorei %
1 have a headache almest allihe fime

[F RN

Patient Signature:




