Mountain View Family Practice, PC
570 Baldwinville Road, Baldwinville, MA 1436
Telephone: {978) 939-2133 Fax: (833) 906-2588

Gretchen L. Kelley, MD

Kelly M. Clow, FNP-BC Sarah Gile, PA Alison Hietala, FNP-BC

| PCP:

Patient’s Last name: Race/Ethnicity: Marital Status (circle one)

-Non-Hispanic or Latino Singie / Mar / Div / Sep / Wid
First name: N X

- Hispanic or Latino
Middle name: “Asian

- African American

Other -Decline
1s this your legal name? if not, what is your legal name? (Former name): Birth date: Age: Sex:
OYes O No oM

/ / OF
Mailing Address: Social Security No.: Home Phone #:
( )
City: State: Zip: Cell Phone #:
( )
Email Address:
Mother’s Name or Legal Guardian ﬁbme phone #: | Cell phone #:
(.2 )
Mother’s Address if different from the child:
Father’s Name or Legal Guardian Relationship to patient: | Home phone # | Cell phone #:
) )

Father’s Address if different from the child:

| INSURANCE INFORMATION

(Please give your insurance card to the receptmms’s)

Person Responsible for bill: Birth Date: Address (if different): Home phone #:
/ /
Cell phone #;

Name of Primary Insurance:
Subscriber’s name: Birth date: | Group no.: Policy #:

/ /
Patient’s relationship to subscriber: F [] Self | O Spouse [ [} Child ] [ Other
Name of secondary insurance (if applicable):
Subscriber’s name: Birth date: | Group no.: Policy no.:

/ /
Patient’s relationship to subscriber: O Self O Spouse O Child O Other

_ INCASE OF EMERGENCY

. Name of local friend or relative (not hvmg at the same Relationship to patient:
address):

Home phone #:

The above information is true to the best of my knowledge.

Patient/Guardian signature Date

Registration form page 1.docx
Revised 6/10/2025




ACKNOWLEDGEMENT OF PATIENT
BILLING RESPONSIBILITIES
All professional services rendered are the responsibility of the patient. Necessary forms will be completed to help
expedite insurance carrier payments. However, the patient is responsible for all fees, regardless of insurance
coverage. If it is necessary to turn this service over to collection for non-payment after 90 days, the patient is then
responsible for the bill, interest and collection and attorney fees.

AUTHORIZATION TO PAY BENEFITS TO PROVIDER:
I hereby authorize payment directly to Mountain View Family Practice for my charges.
AUTHORIZATION TO RELEASE INFORMATION:

I hereby authorize Mountain View Family Practice to release any information which may include SUD acquired in
the course of my examination or treatment to my insurance company in any form which may include but is not
limited to electronically, fax or mail.

MEDICARE STATEMENT (if applicable):

» This claim will be submitted to Medicare for you by our office.

» Medicare may not cover some services which the patient will be responsible to pay. Such identified services
include yearly physicals. In addition, you will be responsible for your yearly Medicare deductible &
coinsurance if you do not subscribe to a supplemental policy that covers the deductible or coinsurance. We do
not accept Medicare assignments.

Initial: 0 Self O Other (relationship)
| ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE

I have been presented with a copy of the Notice of Privacy Practices which includes February 15, 2026,
addendum detailing how my PHI and SUD records may be used and disclosed as permitted under federal and
state law and outlining my rights regarding my health information.

Date: Signature: Relationship to Patient:

ACKNOWLEGEMENT OF RECEIPT OF PAYMENT POLICY

I have been presented with the Mountain View Family Practice, PC Payment Policy outlining their billing
practices and my responsibilities for any non-covered balances.

Initial: O Self [0 Other (relationship)
Date: Signature: Relationship to Patient;
Registration form page 2.docx
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Mountain View Family Practice, PC
Payment Policy

Thank you for choosing us as your healthcare provider(s). We are committed to providing you with quality
and affordable health care. Because some of our patients have had questions regarding patient and
insurance responsibility for services rendered, we have been advised to develop this payment policy. Please
read it and ask us any questions you may have.

1. Insurance. We participate in most insurance plans, including Medicare and Medicaid. If you are not
insured by a plan we do business with, payment in full is expected at each visit. If you are insured by a plan
we do business with but you do not have an up-to-date insurance card, payment in full for each visit is
required until we can verify your coverage. Knowing your insurance benefits is your responsibility. Please
contact your insurance company with any questions you may have regarding your coverage.

2. Co-payments, coinsurance, and deductibles. Co-payments, coinsurance and deductibles must_be
paid_at_the time _of service by the patient or the person accompanying the patient. A co-payment,
coinsurance, and/or deductible are part of your contract with your insurance company. It is your insurance
carrier, not Mountain View Family Practice, PC that assigns a co-payment, coinsurance, and or deductible
as a patient responsibility. You will be billed if your insurance carrier notifies us at a later date that they
have assigned a co-payment, coinsurance, and/or deductible for a service. Please note that Mountain View
Family Practice, PC bills an additional charge for services provided on Federal holidays in accordance with
correct coding guidelines. Failure on our part to collect co-payments, coinsurance, and deductibles from
patients can be considered fraud. Please help us uphold the law by paying your co-payment, coinsurance,
and/or deductible at each visit. Mountain View Family Practice, PC accepts payments in the form of cash,
check, or major credit card.

3. Non-covered services. Please be aware that some — and perhaps all — of the services you receive may
be non-covered or not considered reasonable or necessary by Medicare or other insurers. You must pay for
these services in full at the time of the visit or if billed at a later date. Your physician is required by your
insurance carrier to document the services provided. Please do not ask us to alter documentation for
insurance coverage Or Insurance payment purposes.

4. Uninsured (self-pay) visits. Payment for all services not covered by insurance is required at the time
of service. Mountain View Family Practice offers a 25% discount for payments received at time of service.
If you live in Massachusetts, then you can apply for insurance online at www.MAhealthconnector.org or
over the phone by calling 1(877) 623-6765. Heywood Hospital’s Patient Financial Services department
may also assist you in finding insurance. They can be reached at 978-630-6562 or 978-630-6550.

5. Proof of insurance. All patients must complete our Patient Registration form before seeing the
provider. We must obtain a copy of a current valid insurance card to provide proof of insurance. If you fail
to provide us with the correct insurance information in a timely manner, you may be responsible for the
balance of a claim.

6. Claims sabmission. We will submit your claims and assist you in any way we reasonably can to help
get your claims paid. Your insurance company may need you to supply certain information directly. It is
your responsibility to comply with their request. Please be aware that the balance on your claim is your
responsibility whether or not your insurance company pays your claim. Your insurance benefit is a contract
between you and your insurance company; we are not party to that contract.




7. Coverage changes. If your insurance changes, please notify us before your next visit so we can make
the appropriate changes to help you receive your maximum benefits. If your insurance company does not
pay your claim in 45 days, the balance will be automatically billed to you.

8. Non-payment. If your account is over 30 days past due, then we will begin our collection processes.
Our collection processes consists of a phone call to you if your balance is over $50 and/or a series of the
three letters. Please be aware that if a balance remains unpaid, then you and your immediate family
members may be discharged from this practice. If this occurs, you will be notified by regular and certified
mail that you have 30 days to find alternative medical care. During that 30-day period, our providers will
only be able to treat you on an emergency basis.

9. Bounced checks. There will be a $30.00 service charge added to your statement for any checks that
are returned to us from the bank due to insufficient funds. You will be notified in writing and will be
expected for provide payment in full.

Our practice is committed to providing the best treatment to our patients. Our fees are representative of the
usual and customary charges for our area. Thank you for understanding our payment policy. Please let us
know if you bave any questions or concerns. You may speak with the office manager at the practice.

Payment Policy.doc
Revised 09/24/2019



HIPAA Notice of Privacy Practices

Effeotive as of March/1/2022 [}

Mountain View Family Practice, PC
570 Baldwinville Rd
Baldwinville, MA 01436
978-939-2133

Your Information. Your Rights. Our Responsibilities.

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.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry |

the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to [§
the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the |
business activities of your physician’s practice. These activities include, but are not limited to, quality assessment, |
employee review, training of medical students, licensing, and conducting or arranging for other business activities. For
example, we may disclose your protected health information to medical school students that see patients at our office. In
addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your
physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or [
disclose your protected health information, as necessary, to contact you to remind you of your appointment, and inform [
you about treatment alternatives or other health-related benefits and services that may be of interest to you.

We may use or disclose your protected health information in the following situations, except SUD records as explained on [§
Feb 15, 2026 addendum, without your authorization. These situations include as required by law, public health issues as
required by law, communicable diseases, health oversight, abuse or neglect, food and drug administration requirements,
legal proceedings, law enforcement, coroners, funeral directors, organ donation, research, criminal activity, military
activity and national security, workers’ compensation, inmates, and other required uses and disclosures. Under the law,
we must make disclosures to you upon your request. Under the law, we must also disclose your protected health 1
information when required by the Secretary of the Department of Health and Human Services to investigate or determine
our compliance with the requirements under Section 164.500. i

Provided By HCS




Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or
opportunity to object unless required by law. You may revoke the authorization, at any time, in writing, except to the
extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in

the authorization.

YOUR RIGHTS
The following are statements of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information (fees may apply) — Under federal law,
however, you may not inspect or copy the following records: Psychotherapy notes, information compiled in reasonable
anticipation of, or used in, a civil, criminal, or administrative action or proceeding, protected health information restricted
by law, information that is related to medical research in which you have agreed to participate, information whose
disclosure may result in harm or injury to you or to another person, or information that was obtained under a promise of

confidentiality.

You have the right to request a restriction of your protected health information — This means you may ask us not to

use or dlsclose any part of your protected health mformatlon and by law we must comply when the protected health
- : i : has been paid out

You have the right to request an amendment to your protected health information — If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your
statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosares — You have the right to receive an accounting of all
disclosures except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare operations;
required by law, that occurred prior to April 14, 2003, or six years prior to the date of this request.

You have the right to obtain a paper copy of this notice from us even if you have agreed to receive the notice
electronically. We reserve the right to change the terms of this notice and we will notify you of such changes on the
following appointment. We will also make available copies of our new notice if you wish to obtain one.

| You have the right to Choose someone to act for you: - If you have given someone medical power of attorney or if
someone is your legal guardian, that person can exercise your rights and make choices about your health information.
»  We will make sure the person has this authority and can act for you before we take any action.

| COMPLAINTS
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been

| violated by us. You may file a complaint with us by notifying our Compliance Officer of your complaint. We will not
| retaliate against you for filing a complaint.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. We are also required to abide by the terms of the
notice currently in effect. If you have any questions about this form, please ask to speak with our HIPAA
Compliance Officer in person or by phone at our main phone number. Provided By HCSI




Required Addendum to our NPP (Notice of Privacy Practices)

Effective as of February15,2026 |

Mountain View Family Practice, PC
570 Baldwinville Rd
Baldwinville, MA 01436
978-939-2133

Special Privacy Protections for Certain Health Information

We are not primarily a substance use disorder (SUD) treatment program. We may receive and maintain
SUD-related information incidentally (e.g., referrals, history, meds, labs) and that information we maintain
may be subject to additional federal privacy protections, including records related to the diagnosis, treatment, or
referral for treatment of a substance use disorder. These records are protected by federal law (42 C.F.R. Part 2),
which, in some cases, is more restrictive than HIPAA. When these stricter rules apply, we follow them.

How We May Use and Disclose Health Information
We may use and disclose your health information for treatment, payment, and health care operations. When

information includes substance use ¢ isorder records, additional legal requirements may apply, including your
written consent before using or disclosing that informatio :

disorder records cannot be
proceedings without written conse

Authorization and Consent

Certain uses and disclosures requ

request, except where already relied upon. If your health information includes substance use disorder records,
your authorization may allow us to use and disclose that information for treatment, payment, and health care

operations, as permitted by law.

Your Rights Regarding Your Health Information
You have rights to inspect, access, amend, request restrictions, request confidential communications, and receive

an accounting of disclosures, as permitted by law.

Redisclosure Notice

If your health information is disclosed to another party, that party may be permitted to redisclose the
information, and it may no longer be protected by HIPAA. However, substance use disorder records may
continue to be protected by federal law even after disclosure, depending on the circumstances.

Public Health and De-Identified Information
We may disclose de-identified health information for public health, research, or health care operations purposes
as permitted by law. De-identified information does not identify you and cannot reasonably be used to identify you.

Fundraising Communications
We may contact you for fundraising purposes. You have the right to opt out of receiving fundraising
communications at any time. Your decision to opt out will not affect your access to care.

Complaints and Enforcement
If you believe your privacy rights have been violated, you may file a complaint with us or with the U.S.
Department of Health and Human Services. You will not be retaliated against for filing a complaint.

Changes to This Notice
We reserve the right to change this Notice of Privacy Practices at any time. Any changes will apply to all health
information we maintain. The current version of this Notice will be available upon request and on our website.

Provided By HCSI




MJuntain View Family Practice, P.C.

570 Baldwinville Road
Baldwinville, MA 01436
Telephone: (978) 939-2133
Fax: (833) 906-2588

Gretchen L. Kelley, MD  Kelly M. Clow, FNP-BC Sarah Gile, PA Alison Hietala, FNP-BC

AUTHORIZATION FOR DISCLOSURE OF PERSONAL HEALTH INFORMATION (PHD

PATIENT NAME:
PATIENT DOB:
ADDRESS:
PHONE:

Information to be Used or Disclosed:

The information covered by this authorization includes:

O ALLRECORDS O *HIV/AIDS

0 PROGRESS NOTES [0 *MENTAL HEALTH/PSYCHIATRIC
[l X-RAY REPORTS O *ALCOHOL/DRUG INFORMATION
0 LABREPORTS O *ABORTION

O IMMUNIZATIONS O *SEXUAL ASSAULT

O OTHER(PLEASE SPECIFY) O *OTHER(PLEASE SPECIFY)

*INDICATES PHI THAT INITIALS ARE REQUIRED IN ORDER TO RELEASE THIS INFORMATION

Purpose of the Disclosure:

TRANSFER TO NEW PHYSICIAN
PERSONAL USE

MEDICAL TREATMENT

OTHER (PLEASE SPECIFY}

aoogn

Persons Authorized to Disclose the Above Information:

(Name of person or organization)

Persons to Whom Information May Be Disclosed:

(Name of person or organization)



I understand that if the person (s) and/or organization listed above are not healthcare organizations, health plans or
healthcare clearing houses (that must follow the federal privacy stands), the health information disclosed as a result of this
anthorization may no longer be protected by the federal privacy act and my health information may be redisclosed without
obtaining my authorization.

Expiration Date of Authorization:
This authorization is effective through (check one) [1 / / or B NO Expiration, remains in effect
until revoked by the patient in writing.

Right to Terminate or Revoke Authorization
You may revoke or terminate this authorization by submitting a written revocation to our office. You should submit your

written revocation to the HIPAA Compliance Officer.

Rights/Potential for Re-disclosure

T understand I have the right to inspect or copy my health information that I authorized to be disclosed with this form. I
can expect to have my health information available to me by calling Mountain View Family Practice, PC and arranging a
time to do so. I understand that there may be a fee to copy my information and that it could take up to 30 days to do so. I
understand that if I agree to sign this form, which I am not required to do, I have a right to receive a copy of this form. I
understand that I am under no obligation to sign this authorization and that the person (s) and or organization listed on this
form will not condition treatment, payment, enroflment or eligibility for benefits on whether I sign this authorization.

1 understand that information that is disclosed under this authorization may be re-disclosed by the person or organization
to which it is sent. The privacy of this information may not be protected under the Federal Privacy Rule depending on
whom the information is disclosed to.

I have completed, reviewed and understand the information contained in this form. I agree to the release of this
information.

Signature of Patient/Parent/Legal Guardian:
Date

Relationship of Patient (if signature other than patient, i.e. Parent/Legal Guardian)

Witness: Date

AFDOPHI.DOCX
Revised: 02/15/2026



MOUNTAIN VIEW FAMILY PRACTICE, PC
570 BALDWINVILLE RD i
BALDWINVILLE, MA 01436

NEVW pATIENT PHONE: 978-939-2133
MEDICAL HISTORY FORM FAX: 978-939-8580

Full Name: ) Date:

Birth Date: Age:

MEDICATIONS

“MEDICATION
“{Please list ALL)

Ifyou need more room to list medications, please write them on a blank sheet of paper with the required information

HEALTH MAINTENANCE SCREENING TEST HISTORY

CHOLESTEROL Facility/Provider: Abnormal Resuit?

‘COLONOSCOPY/SIGMOID . | "Date: | Facility/provider:

MAMMOGRAM Facility/Provider:

“PAP.SMEAR.

BONE DENSITY Date: Abnormal Result?

VACCINATICN HISTORY

" Last Tetanus BQéSi;er orTdaP:

Last Flu Vaccine: Last Prevnar:

LastZosterVVaccif_‘\e (Shiqg{g#)'; - e




PERSONAL MEDICAL HISTORY

MOUNTAIN VIEW FAMILY PRACTICE PC
570 BALDWINVILLE RD

BALDWINVILLE, MA 01435

PHONE: 978-939.2133

FAX: 978-939-8580

AIcohohsm/Drug Abuse

T

Asthma

Cancer (type:

';"5:?-,Depresslon/Anx;ety/B;polar/SutcndaI

-:-f'Emphysema (COPD)

Diabetes (type )

Heart Disease

High Blood Pressure (hypertension).

High Cholestero!

.-"HYPOthyro:d:sm/Thyro:d Dlsease

Renal (kidney) Disease

WOMEN’S HEALTH HISTORY

Date of Last Menstrual Cycle:

Age of First Menstruation:

Age of Menopause:

TotalNumberof Pregnancaes NumberofLiveBlrths S

Pregnancy Complications:

Patient Name:

DOB:




MOUNTAIN VIEW FAMILY PRACTICE, PC .
570 BALDWINVILLE RD

BALDWINVILLE, MA 01436

PHONE: 978-939-2133

FAX: 978-939-8580

FAMILY MEDICAL HISTORY 0 NO SIGNIFICANT FAMILY HISTORY IS KNOWN

—| -
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SOCIAL HISTORY

Occupation {or prior occupation): 1 Retired O Unemployed OLwoA O Dlsabied

:':'-f';ZYears of Educatmn or Haghest Degree

“'Employer

If empioyed do you work the nlght shlft7 Y N N/A

"-'-Marrtal Status (checkone) E.Tl Smg[e E! Partner D Mamed DDrvorced.'CI'WI ,owed l30ther- i

Doyou have children? Y N if yes, how many?

OTHER HEALTH ISSUES

Smoke Cigarettes? Y N (Ifyou never smoked, please move to Alcohol /Drug Use)

Current; Packs/day # of Years Past: Quit Date: Packs/day #of Years

Other Tobacco (check one): O Prpe a ngar 0 Snuff 0 Chew

"‘-E'ALCOHOLIDRUG USE -

72'.D0 you dnnk aicohol? Y N Hon Beer C!W‘ne E] quuor #of Dnnks/week.
. :_"N

Do you use mar uana of recreatronal dru957 Y N Have you ever used needies to lnject drugs'? '

Have you ever taken someone elses drugs" Y N

Patient Name: DOR:




MOUNTAIN VIEW FAMILY PRACTICE, PC
570 BALDWINVILLE RD

BALDWINVILLE, MA 01436

PHONE: 978-939-2133

FAX: 978-939-8580

OTHER HEALTH ISSUES continued...

Sexually involved currently? Y N (ifno sexual history, please continue to Exercise)

SEXUALACTIVITY

Sexual partner(s) is/are/have been: [ Male I Female

Blrth contro[ method 0 None [ Condorm O Pﬂl/ng/Patch/inJ/iUD DVasectomy

Do you exerase regulariy7 Y ‘N {!f you anSWered no, p!ease move o Sieep)

Duratmn. How Iong (mm} o ‘:'-Hov'(r'dften:

How many hours, on average, do you sleep at night (ordunng the day, if working mght sh:ft)?

B How would you mte your d;et" Ct Good CI Fair: CI Poor Would yuu hke ad\nce on your dlet7 ¥ N

Z% SAFETY Doyouusea bike helmet? ¥ N Do you use seat belts consnstently? Y N
Working smoke detector inhome? Y N If you have guns at home, are they locked up? Y N
. Have you completed an Advance Directive for Health Care {ADHC),
is violence at home a concern foryou? Y N Living Will, or Physical Orders far Life Sustaining Therapy (POLST)? Y N

OTHER PROVIDERS/SPECIALISTS

Cardiology

Gastroenterologist (G)

OB/GYN

Neurology .

Pulmonary

_-ﬁ,(Jlthgr:__'j -

Other:

ADDITIONAL INFORMATION

Have you traveled outside of the country in the last 30 days’ Y N if yes, where?

if yes, how Iong and what branch'? i

Have you served in the mmt;‘ry? Y N

Were you deployed? Y N If yes, where?

DOB:

Patient Name:




REVIEW OF SYSTEMS  CHECK ALL THAT APPLY

MOUNTAIN VIEW FAMILY PRACTICE, PC
570 BALDWINVILLE RD

BALDWINVILLE, MA 01436

PHONE: 978-939-2133

FAX: 978-939-8580

“CONSTITUTION

Activity change

Chest paln

Color change

‘|- “Appetite change -+ ¢

“Legswelling t ot

-Pallor

Chilis

Palpitations

Rash

"~ Diaphoresis

‘Gastrointestifal .

o Wound

Fatigue

Abdominal dlstentwn

ALLERGY/IMMUNO

Fever . :

'Abdominal pain -

£nvuronmenta! allergles

Unexpected we;ght change

Anal bleeding

| --Food allerg:es B

" HEAD, EAR, NOSE & THROAT -+ -

T Bloodinstoal

immunocomprom[sed

Congestion

Constipation

NEUROLOGICAL - =7 7

Dental proplem .00 il

Diarrhea ~ 0

Dizziness

Drooling

Nausea

L --;‘}Eacfa| asymmetry O

“Eardischarge -

| Racia) pain

Headaches

Ear pain

Vomiting

Light-headedness

“Facial swelfing .* ;-

Numbness

Hearing loss

Cold |ntoferance

"% +: Seizures -.

Mouth Sores 1 DL e -

" Heat intolerance < 711 F

Speech dlfﬁculty

Nosebleeds

Polydipsia

Syncope

“-Postnasal drip. Y

* Polyphagia -

Tremors

Rhinorrhea

Polyuria

Sinus pressure =L

Genitourinary:

Sneezing

Difficulty unnatl ng

Adenopathy

S LiSerethroat v i T s

17 Dysuria.

“Byiilses/bleeds easily "

Tinnitus

Enuresis

“PSYCHIATRIC

= Trouble swallowing 7.

“Flank pain .

Agitation

Frequency

| :"Behavior problem

Voice change

“Genjtal sore

Confusion

Eye discharge

Hematuria

+ Decreased concentration

Eyeitching™ "o

<" Penile discharge -

Eye pain

Penile pain

Dysphoric mood

~Hallucinations.;

Eye redness T E LT

Penile swalling

Hyperact:ve

Photophobia

Scrotal swelling

" :Nervous/anxious -

| visualdisturbance (10T

Testlclllar Péiri A T

Self-i mjury

Urgency

| “Sleep disturbance

Apnea

“"Urine decreased - T T

Suicidal ideas

" Chest tightness ..~ i o0

Choeking

Arthralgias

“f " ‘Back pain 1 ¢

Gait problems

Stndor

Shor[ness of breath

“ointswelling

Wheezing

Myalgias

“Neckpain > -

MNeck stiffness

Patient Name:

DOB:




