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( Patient Name: _ML_Q&_DT{ZU]V Sex: M¢F JBirtndate g%é -patiention (00 12T (9

American Specialty Health Plans of C. rnia, lnc. (ASH Plan

P.O. Box 508001, San Diego, CA 92150._401 " r 1 ¥
Fax: 877/427-4777

T LTl ASHPLANS TREATMENT FORM # RECEIVED DATE
USE ONLY f

NICAL TREATMENT FORM

(Chiropractic)
For questions, please call ASH Plans at 800/972-4226
ASH PLANS CLINICAL SERVICES MANAGER

I Work Relate
Subscriber Name: Subscriber 1D#: Is This? [J Auto R;am:

Health Pian: KQI SC’R Prlrnary /g’

B econds Employer: Group #: [ { V30305
¢ ; ¢ g PATIENT MNLING ADDRESS AND PHONE NUMBER ;

5 Addrass: / /‘}7 /rI’G dﬁ ‘H—]

Treating D.C.:
Address:

City/StatelZip: ] [ . ' CityiState/Zip: tody Cq. 452 42,

Phone: (209 ) 323 ~ 240! Fax: (204 ) 3234202 . | Prone: 209y 22F~ [0R2

DATES OF SERVICES RENDERED UNDER THE TREATMENT FORM WAIVER: (Required) O No services rendered.
Examy1® OV date (mmvddlyyyy) furr- t benefit year Response to care:

Last OV date under TFW; /1

Total # of OVs rendered under TR \G
A-rays/Supports (CPT Codes):

ICDi COD S/ D&GNOSES (ﬁust be B the Eig est Ievel ofspeclﬂclty)

TREATMENTISERVICES SUBMITT[NG FOR REVIEW:

From:__. % !&' , Cle. Through:__ S — 2 /— ‘77 B # Office Visits | .# Therapies
Estimated Date of Release: (Required) E 0 - 15days C'/
Exam (performed within above dates): ﬂ lisheg 16 - 30 g
Date of Exam Findings: (mm/ddiyyyy) 'Z le’ e
Adj./Manip.: (Type) 31_ - 45days
Therapy: (Type) T r+— ' 46 - B0days
Supports/Appliances: ] :
X-ray Views (performed within above dates): ¥ TOTAL 7/ (7/
/ IMAGING STUDIES: Date taken: Views f O Taken st cutside facility
~ Findings:

Rationale for films:
CHIEF COMPLAINTS: 1 x-/e-otéﬂ/n. 2 /a—a//a Ja)% ] ugzwfjc.(g)
DATE OF ONSET: (mmicaiyyyy) o3 —?—0- o7
MECH. OF INJURY/EXACERBATION: 2 Ao~k '&”97'\.. /4,4/ Y ey
PERTINENT PAST HISTORY: 2 Q»—/ ’E

VITAL SIGNS: Height J /2% Weight_ /<3 Blood Pressure 4 ?é, ,«Z Temp

ROM: Cervical spine: []N/A [JAIWNL Flexion S 2/60 or___ % limited Exten<ion XY A37I50 or____% limited

Lat flex Left 29940 or___% limited Right _J /40 or___% limited Rotation Left _72/80 or___% limited Right G780 or____% limited
Lumbosacral spine: [JN/A [JAIWNL  Flexion ___/90or___ % limitedr  Extension ___ /30 or___ % limited

Latflex Left __ /20 or___ % limited Right ____ /20 or____% limited Rotation Left ___ /30 or___ % limited Right ___/30 or___% limited
QOther:
ORTHOIN RONASCULARIVBE [N/ | WhL {Please include location and intensity of findings.)

=2 2 #2 yg VL [£42)
Lo Ll S Lol Hnyo
CHIROPRACTIC/PALPATORY Asssssmsm‘_w -7

FUNCTIONAL ASSESSMENTAMPROVEMENT:

EXERCISE/HOME CARE:
OQUTCOME ASSESSMENTS: [_] N/A Date score obtained: [ Neck Disatility score [] Roland-Morris scars
[[] Oswestry Low Back score [] Perceived improvemant % [} Other (nare) score

ADD'L. COMMENTS:

Signature of treating D.C. (Requ;;ad/ Date: [IEETIREIININY

. M P ac ow OTF 11-2-05 00 i 02/01/2006



