PARKER CASE STUDY/TYPE FORM

Student Name: __________________________________________________
Course_________________________________

Patient Name: ___________________________________________________
Date of Onset: __________________________

Age: ___
Sex: (M  (F
Patient Category:
 FORMCHECKBOX 
Pvt.Pay  (Medicare  (Auto Injury  (Work Comp  (Stdnt Clinic   FORMCHECKBOX 
other_________
Chief Complaint_____________________________________________________________________________________________ 

History of Chief Complaint ___________________________________________________________________

__________________________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​​__________________________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​​__________________________________________________________________________________________

Provisional /Working Diagnosis _______________________________________________________________

__________________________________________________________________________________________

Past History/ Trauma History/Family History _____________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Social History/Drug History___________________________________________________________________

__________________________________________________________________________________________

Updated Provisional Diagnosis _______________________________________________________________

Classically Significant Findings: (Chiropractic , Ortho, Neuro & Physical) ______________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Clinically Significant Findings: (Ortho, Neuro Physical) ___________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Diagnostic Imaging: _________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Laboratory Testing:__________________________________________________________________________

__________________________________________________________________________________________

Definitive Diagnosis: ________________________________________________________________________

__________________________________________________________________________________________

Report of Finding:
(
Yes________/date______________
(
No__________

(Phase 1 Acute/Inflammatory
(Phase 2 Subacute/Repair Regeneration
(Phase 3 Remodeling/Rehabilitation
(Supportive Care


ICD-9
Description
ICD-9
Description

#1 DX
__________
____________________________________
#3 DX
_________
________________________________

#2 DX
__________
____________________________________
#4 DX
_________
________________________________

Adjusting Technique:
Goal





Plan: Freq/ Duration
 FORMCHECKBOX 

_______________
____________________________________________________________

_____________________
 FORMCHECKBOX 

_______________
____________________________________________________________

_____________________
11-18-05
Outcome Assessment Instrument
Score
Outcome Assessment/ADL Treatment Goal


1. Quadruple Visual Analog
____  
______________________________________________________________________

Treatment Description
CPT Code
active
passive
Plan: Freq / Duration

_________________________________
___________
 FORMCHECKBOX 

 FORMCHECKBOX 

______________________________________________

2. ________________________ 
____  
______________________________________________________________________

Treatment Description
CPT Code
active
passive
Plan: Freq / Duration

_________________________________
___________
 FORMCHECKBOX 

 FORMCHECKBOX 

______________________________________________

3. ________________________ 
____  
______________________________________________________________________

Treatment Description
CPT Code
active
passive
Plan: Freq / Duration

_________________________________
___________
 FORMCHECKBOX 

 FORMCHECKBOX 

______________________________________________

4. ________________________ 
____  
______________________________________________________________________

Treatment Description
CPT Code
active
passive
Plan: Freq / Duration

_________________________________
___________
 FORMCHECKBOX 

 FORMCHECKBOX 

______________________________________________

    Physiotherapy                 CPT Code
Goal:                                                                          active passive
Plan: Freq/ Duration

1. ___________________
____________
 ___________________________________________
 FORMCHECKBOX 

 FORMCHECKBOX 

__________________

2. ___________________
____________
 ___________________________________________
 FORMCHECKBOX 

 FORMCHECKBOX 

__________________

3. ___________________
____________
 ___________________________________________
 FORMCHECKBOX 

 FORMCHECKBOX 

__________________

4. ___________________
____________
 ___________________________________________
 FORMCHECKBOX 

 FORMCHECKBOX 

__________________

Support Services:
Doctor Recommended:
1.
Nutrition:
______________________________________________________
_______/________/_______
2.
Supports:
______________________________________________________
_______/________/_______

3.
Laboratory:
______________________________________________________
_______/________/_______
4.
Home/Work Instructions: ____________________________________________
_______/________/_______
5.
Other_____________________________________________________________
_______/________/_______
Referral To: ___________________________________________
Reason: ________________________
( Update Received
Est. Date of Re-eval
______/______/______
Prognosis: _________________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​​_________________________________
______________
_____________
________________

Student Signature
Student ID#
Clinic Intern ID#
Date Submitted

Student must sign below if Case Presentation is failed.
Grade:
Pass
Fail
_______________________________________
__________________

            
Faculty Signature
Date
​​​​​​​​​​​​​​​​​​​​​

_______________________________________
__________________

Student Signature
Date
11-18-05







