


             Exam Room: ______ 
Patient Health History 
   (Please use blue or black ink only) 
 

    
   Name:________________________________________Date:______________DOB:_________Age:_____ 
Age:______   

Sex:   M    F Height:________ Weight:_________ Handedness:    R     L 
  
   Primary Care Physician: __________________________ Referring Physician:_______________________ 
 
 
What problem brought you to our office today? 

           __________________________________________________ 
 
How long have you had this problem? 

          __________________________________________________ 
 

How often does it occur? 
______________________________________ 
 
Is your problem related to work or an auto accident?  If so, when? 
_____________________________________________  
 
Can you describe your symptoms? (aching, etc.) 

           __________________________________________________ 
 
           __________________________________________________ 

 
What makes your symptoms worse? 

           __________________________________________________ 
 

What makes your symptoms better? 
           __________________________________________________    Circle the area above that is painful 

     Shade areas of numbness or tingling 

 
Circle the number that best describes your NECK or BACK pain. 

 
no pain   0  1  2  3  4  5  6  7  8  9  10   worst pain   N/A 

 
Circle the number that best describes your SHOULDER/ARM/HAND or BUTTOCK/LEG/FOOT pain. 

 
no pain     0  1  2  3  4  5  6  7  8  9  10   worst pain   N/A 

 
Diagnostic Studies: What tests have been completed? (list dates) 
 
MRI___________  CT Scan___________   Spine X-rays____________   Myelogram___________   EMG____________ 

What treatments have you already attempted? 
     Effective Somewhat Not effective Worse When? Provider? 

Physical therapy □ □ □ □   		

Chiropractor □ □ □ □   		

Pain clinic □ □ □ □   		

Rehab physician □ □ □ □   		

Medications □ □ □ □   		

Heat/Ice □ □ □ □   		

Traction □ □ □ □   		

Rest □ □ □ □   		

 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Your pharmacy: ______________________________________________________________________ 
 

 
 
 
 
 
 
 
 
 

Family history: 
       Father: □ living □ deceased 

      □diabetes □ high blood pressure □ heart disease □ stroke □ cancer: type ___________ □ Other: ___________ 

Mother: □ living □ deceased 
      □diabetes □ high blood pressure □ heart disease □ stroke □ cancer: type ___________ □ Other: ___________ 

Sibling(s): # of brothers _____ # of sisters _____ 
      □diabetes □ high blood pressure □ heart disease □ stroke □ cancer: type ___________ □ Other: ___________ 

Daughter(s): # of daughter(s) _____ 
       □diabetes □ high blood pressure □ heart disease □ stroke □ cancer: type ___________ □ Other: ___________ 

Son(s): # of son(s) _____ 
       □diabetes □ high blood pressure □ heart disease □ stroke □ cancer: type ___________ □ Other: ___________ 

 
 
Social History: 

Name reaction

Latex YES / NO
Iodine YES / NO
Contrast dye YES / NO

Medication allergies: List any medication allergy you have experienced.
Have you experienced a reaction to the following:

Reaction:_________________
Reaction:_________________
Reaction:_________________

Medications: Please list ANY and ALL medications and the dose that you take. 
 Be sure to include over the counter and herbal medications. 
 Name dosage how often 

 
Name dosage how often 

      
 

      
      

 
      

      
 

      
      

 
      

      
 

      
      

 
      

      
 

      
I have reported all medications, including controlled substances,  that I am taking. (please initial) ___________ 

 

Medical History: Please mark any medical problem that you have now or have had in the past.  
□ high blood pressure □ diabetes □ emphysema/COPD □ asthma □ stroke 
□ TIA □ heart disease □ angina □ high cholesterol □ stomach ulcer 
□ thyroid disease □ osteoporosis □ seizure disorder □ currently pregnant □ bleeding disorder 
□ restless leg syndrome □ fibromyalgia □ TMJ □ irritable bowel syndrome □ depression 
□ chronic fatigue syndrome □ PTSD □ anxiety or panic attacks □ migraine or tension headaches 	
□ chronic neck pain or whiplash injury □ chemical sensitivities or allergies (greater than 4) 	
□ Other psychiatric illness (type): _______________________________________________  
□ Cancer (type): ___________________________________________________________  
□ Other medical illness (describe): ______________________________________________  

    
 

   
 

    Past surgical history: Please list ANY and ALL surgeries you have had in the past with the approximate date. 
Surgery Date (month/year) 

 
Surgery Date (month/year) 

		 		
	

		 		
		 		

	
		 		

		 		
	

		 		
		 		

	
		 		



Marital status: 
□ single □ married □ widowed □ divorced 
Current work status: 
Occupation: _______________________________________________________________________ 
Last date worked: __________________ 
□ Unable to work □ retired □ full time □ part time □ limited duty □ unemployed 
□ disabled as of (date): ______________ 
Tobacco use: 
□ current smoker How many packs a day? _______ How many years? _______ 
□ former smoker Year quit? __________ 
□ never smoker 
□ use other forms of tobacco Type: ____________ 
Alcohol use: 
□ occasional □ socially □ never  □ regularly _______drinks/day 
Have you ever had a problem with alcohol in the past? □ NO □ YES If yes: when?_____________ 
Drugs: 
Have you ever used illegal drugs? □ NO □ YES  If yes: when?_____________ 
Have you ever been addicted to narcotic pain medication? □ NO □ YES If yes: when?_____________ 
 
 
Review of systems for the last 6 months: Circle "yes" or "no" for each sign/symptom. 

 Eyes: 
  

Head/ears/nose/throat: Musculoskeletal: 
 YES/NO blurred vision 

 
YES/NO hearing loss 

 
YES/NO swelling 

 YES/NO double vision 
 

YES/NO headache 
 

YES/NO bruising 
 YES/NO loss of vision 

 
YES/NO nasal drainage 

 
YES/NO muscle loss 

 Cardiovascular/respiratory: Allergy: 
  

YES/NO painful joints 
 YES/NO chest pain (angina) YES/NO tape 

 
YES/NO leg cramps 

 YES/NO palpitations 
 

YES/NO food 
 

Gastrointestinal: 
 YES/NO heart arrhythmia YES/NO seasonal 

 
YES/NO bowel incontinence 

YES/NO shortness of breath Constitutional: 
 

YES/NO abdominal pain 
Psychiatric: 

 
YES/NO sexual dysfunction YES/NO blood in stool 

 YES/NO depression 
 

YES/NO chills 
 

YES/NO constipation 
 YES/NO mania 

 
YES/NO fever 

 
YES/NO diarrhea 

 Skin: 
  

YES/NO weight gain 
 

Urinary: 
  YES/NO rash 

 
YES/NO weight loss 

 
YES/NO difficulty urinating 

YES/NO ulceration 
 

Neurological: 
 

YES/NO urinary incontinence 
YES/NO cancer 

 
YES/NO confusion 

 
YES/NO urgency 

 
   

YES/NO memory loss 
    

   
YES/NO seizure 

    I hereby certify that the above information is correct to the best of my knowledge.  I will not hold my 
physician or any of his staff responsible for any errors or omissions I have made in completing this form. 
 
Signature:_______________________________________________________  Date:________________ 
 

 
 
Office Use Only: 
 
Reviewed by: ____________________________________________________ Date: ________________ 
 
 

Office Use Only: 		 		 		
Temperature:______________   Weight:______________  Height: ____________Initials:______________          



 
 

3299 North Wellness Dr. 
Building C 
Suite 240 
Holland, MI 49424 
 
Phone 616.738.4420 
Fax 616.738.4432 

 
 

 
        Prescription Policy 
        David W. Lowry, MD, PC 
        Shelley Freimark, MD, PLC 
 
Prescription pain medications have the ability to become addictive. Because we are 
concerned about our patient’s health, we have developed the following policy 
concerning prescription medications. 

  
 

 

 
1. If pain medications are prescribed by our physicians, you agree that our office will SOLELY manage those pain 

medications; in other words, you agree NOT to take pain medications prescribed by other physicians. 
 

2. Patient’s experiencing pain may be referred to a pain management clinic at the physician’s discretion. After you 
have been referred to a pain clinic or other specialty, or have been released back to your primary care physician, 
our office will no longer prescribe pain medications. 

 
3. Prescription pain medications will not be ordered in dosages that exceed the recommended levels listed in the 

Physician’s Desk Reference. I agree to take the medication only as prescribed and I will not alter my dose without 
discussing this with my physician. A prescription will not be filled early for any reason. 
 

4. Pain medications and prescriptions should be kept in a safe place. NO medication that is lost or stolen will be 
replaced. 

 
5. You agree NOT to drive motor vehicles or operate heavy machinery while taking narcotic pain medication. 
 
6. You agree NOT to use alcohol or recreational drugs while taking any prescription pain medication. 

 
For Neurosurgery patients only: 
 

7. Medication is not ordered for patients seeking second surgical opinions. 

8. Medication is not ordered for patients when surgery is not indicated. 

9. If medication is ordered for pre or postoperative patients, the dosage will be tapered under the physician’s 
direction. 

 
Prescription Refill Policy  
 

• 3 full business days must be allowed for prescription requests to be processed.  Please monitor 
your prescription quantities closely to avoid any lapses in administration.  All medication refills 
will be electronically prescribed directly to the pharmacy.   
 

• No prescriptions or refills are issued during evenings, weekends or holidays. 
________________________________________________________________________________________________ 

 
I have thoroughly read and understand the above policy and agree to its contents. I understand that failure to 
comply may result in my discharge from the Brain & Spine Center. 
 
Signature:____________________________________________Date:__________________________ 

 





3299 North Wellness Drive • Building C Suite 240 • Holland Michigan 49424 • Phone 616.738.4420 • Fax 616.738.4432 

 
FINANCIAL POLICY 

 
The Brain + Spine Center is dedicated to providing our patients with the best possible care and customer service.  We 
ask for your help by understanding and cooperating with our financial policy.  We must emphasize that as physicians, 
our relationship is with you, NOT your insurance company.  While the filing of insurance claims is a courtesy that we 
extend to our patients, all charges are strictly your responsibility.    
 
NO SHOW POLICY: 
Our physicians and staff respect the time that you take to come to your appointment as well as the arrangements that 
may be necessary in order for you to be here.  We do our best to run as close to your scheduled appointment time as 
possible.  Please be sure to arrive at your scheduled appointment time.  We have reserved this time especially for you. 
 
We understand that unexpected things may come up that could prevent you from keeping your appointment with us.  
However, every time a patient does not notify us that they will be unable to keep an appointment, it prohibits another 
patient from being able to see one of our providers.  Therefore, we want to let you know what our policy is with regards 
to patient “no shows”.   
 
We request that you let us know at least two hours prior to your appointment time that you will be unable to keep your 
scheduled appointment.  If you do not do this, you may be assessed with a “no show”.  Two “no shows” within a 
rolling 12 month period may result in your being discharged from our practice in which case no further appointments 
will be scheduled for you. 
 
Thank you in advance for your consideration and thoughtfulness in this matter.  It is very important to us that we are 
serving all of our patients as effectively and efficiently as possible. 
 
LATE POLICY: 
New patients should arrive 15 minutes before their scheduled appointment time in order to ensure that all required 
paperwork is completed.  If you arrive more than 7 minutes after your scheduled appointment time, your 
appointment may be rescheduled for another day.  Further, if you do not have your paperwork completed upon 
arrival, this could cause your appointment to be rescheduled, due to the additional time that it will take to complete this 
important information.  Please understand that the practice of medicine does involve people so emergencies and 
unanticipated delays do sometimes occur.  So if we are able to accommodate your late arrival without delaying 
subsequent patients, we will make efforts to do so.  We pledge to keep you informed of any delays that may occur on 
our end.   
 
 
 
 
 

                                         
 

  

David W. Lowry, MD, PC 
Neurosurgery 
Shelley Freimark, MD, PLC 
Physical Medicine and Rehabilitation 
www.brain-and-spine.com 
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INSURANCES: 
We participate in many insurance plans, including Medicare.  Individual physician participation within our office 
may vary.  It is your responsibility to check with your insurance plan to see if a specific physician participates with 
your insurance plan.  If you are insured by a plan we do business with, but don’t have an up-to-date insurance card, 
payment in full for each visit is required until we can verify your coverage. 
 
If you are not insured by a plan we do business with, payment is expected at each visit.  All insurance carriers have a 
schedule of fees from which they will pay; however, the doctor’s fees may be more than what the insurance company 
will pay.  Any balance not covered by your insurance company will become your responsibility.   
 
WORKERS COMPENSATION: 
We will bill any Workers’ Compensation insurance carrier or employer providing prior authorization.  If a Workers’ 
Compensation carrier denies further authorization for patients already undergoing treatment, it will then be the patient’s 
responsibility to contact their health insurance carrier and receive approval for any further treatment in writing.  Any 
services disputed or denied by your employer will be considered your responsibility. 
 
AUTO ACCIDENT INJURIES: 
As a courtesy to our patients we will bill the Third Party Carrier, but the patient is ultimately responsible for their 
services.  All claim information must be provided at the time of service, including the carrier name, address, claim 
number, with contact name and phone number.  It is the patient’s responsibility to see that their balance is paid 
promptly, regardless of any pending litigation. 
 
CO-PAYS AND OUTSTANDING BALANCES: 
Due to current federal and insurance regulations, all co-pay, co-insurance and deductibles are collected at time of 
check- in.  If your co-payment is not paid at the time of service, a $10.00 billing charge will be added to your account 
for each instance, unless other arrangements were made with the billing office staff.  All outstanding balances on 
accounts are due at the time of service.  We accept cash or checks, and for your convenience, Visa, MasterCard or 
Discover.  
 
DISABILITY INSURANCE FORM COMPLETION: 
Our office will complete your disability insurance forms.  The fee for each form is $20 and must be paid in advance 
prior to completion of your form.  PLEASE ALLOW 10 BUSINESS DAYS FOR COMPLETION OF YOUR 
DISABILITY FORMS. 
 
CHECKS RETURNED FOR INSUFFICIENT FUNDS: 
If we receive a returned check for insufficient funds, we will immediately reverse the payment on your account and will 
also charge a $40.00 fee to your account. 
 
COLLECTION ACCOUNTS: 
Our office will make every effort to communicate with you about your account and will present reasonable options for 
payment. If you have a balance on your account, we will send you a monthly statement.  If your account is over 90 days 
past due without contacting our billing department to discuss payment options, the account will be turned over to 
collections.  If your account is sent to our collection agency, a collection charge of 30% of the amount due will be 
added to the balance of your account. If legal action is necessary to collect your obligation to us, you agree to pay all 
reasonable attorneys fees and costs incurred in collecting your obligation. 
 
SELF-PAY POLICY: 
Payment is expected at the time of service. Prompt pay discounts may be available, please check with practice staff for 
details. 
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FEE SCHEDULE/AUTHORIZATION OF TREATMENT.  Our fee schedule is available on request and we 
encourage you to review it and retain a copy.  By authorizing treatment, you agree that all fees for the treatment are 
reasonable and fair and that all components of the treatment plan are necessary for your care, recovery, and 
rehabilitation. 
 
SURGERY: 
We may require a pre-surgical deposit, the amount of which depends on your coverage and deductible amount.  A cost 
estimate which shows your financial responsibility, based on the benefit levels and coverage of your insurance plan, 
will be explained to you. 
 
MINORS: 
All minors (17 years and younger) must be accompanied by a parent or guardian. The accompanying adult is 
responsible for payment of the account, according to the policy outlined above.  
 
REFUNDS: 
If a refund is due to you, we will process and issue the refund on or about the 15th of the following month. 
 
I HAVE READ AND FULLY UNDERSTAND THE FINANCIAL POLICY SET FORTH BY THE BRAIN + 
SPINE CENTER AND THE BONE & JOINT CENTER AND I AGREE TO THE TERMS OF THIS 
FINANCIAL POLICY.  I ALSO UNDERSTAND AND AGREE THAT THE TERMS OF THE FINANCIAL 
POLICY MAYBE AMENDED BY THE PRACTICE AT ANY TIME WITHOUT PRIOR NOTIFICATION TO 
THE PATIENT. 
 
_____________________________________   _______________ 
Signature of Patient/Guardian      Date 
 

Should you have any questions or concerns, please contact Lisa 

Pearson, Executive Director at lisa.pearson@brain-and-

spine.com Thank you for trusting us with your care. 



INSURANCES: 
We participate in many insurance plans, including Medicare.  Individual physician participation within our office 
may vary.  It is your responsibility to check with your insurance plan to see if a specific physician participates with 
your insurance plan.  If you are insured by a plan we do business with, but don’t have an up-to-date insurance card, 
payment in full for each visit is required until we can verify your coverage. 

If you are not insured by a plan we do business with, payment is expected at each visit.  All insurance carriers have a 
schedule of fees from which they will pay; however, the doctor’s fees may be more than what the insurance company 
will pay.  Any balance not covered by your insurance company will become your responsibility.   

WORKERS COMPENSATION: 
We will bill any Workers’ Compensation insurance carrier or employer providing prior authorization.  If a Workers’ 
Compensation carrier denies further authorization for patients already undergoing treatment, it will then be the patient’s 
responsibility to contact their health insurance carrier and receive approval for any further treatment in writing.  Any 
services disputed or denied by your employer will be considered your responsibility. 

AUTO ACCIDENT INJURIES: 
As a courtesy to our patients we will bill the Third Party Carrier, but the patient is ultimately responsible for their 
services.  All claim information must be provided at the time of service, including the carrier name, address, claim 
number, with contact name and phone number.  It is the patient’s responsibility to see that their balance is paid 
promptly, regardless of any pending litigation. 

CO-PAYS AND OUTSTANDING BALANCES: 
Due to current federal and insurance regulations, all co-pay, co-insurance and deductibles are collected at time of 
check- in.  If your co-payment is not paid at the time of service, a $10.00 billing charge will be added to your account 
for each instance, unless other arrangements were made with the billing office staff.  All outstanding balances on 
accounts are due at the time of service.  We accept cash or checks, and for your convenience, Visa, MasterCard or 
Discover.  

DISABILITY INSURANCE FORM COMPLETION: 
Our office will complete your disability insurance forms.  The fee for each form is $20 and must be paid in advance 
prior to completion of your form.  PLEASE ALLOW 10 BUSINESS DAYS FOR COMPLETION OF YOUR 
DISABILITY FORMS. 

CHECKS RETURNED FOR INSUFFICIENT FUNDS: 
If we receive a returned check for insufficient funds, we will immediately reverse the payment on your account and will 
also charge a $40.00 fee to your account. 

COLLECTION ACCOUNTS: 
Our office will make every effort to communicate with you about your account and will present reasonable options for 
payment. If you have a balance on your account, we will send you a monthly statement.  If your account is over 90 days 
past due without contacting our billing department to discuss payment options, the account will be turned over to 
collections.  If your account is sent to our collection agency, a collection charge of 30% of the amount due will be 
added to the balance of your account. If legal action is necessary to collect your obligation to us, you agree to pay all 
reasonable attorneys fees and costs incurred in collecting your obligation. 
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SELF-PAY POLICY: 
Payment is expected at the time of service. Prompt pay discounts may be available, please check with practice staff for 
details. 

FEE SCHEDULE/AUTHORIZATION OF TREATMENT.  Our fee schedule is available on request and we 
encourage you to review it and retain a copy.  By authorizing treatment, you agree that all fees for the treatment are 
reasonable and fair and that all components of the treatment plan are necessary for your care, recovery, and 
rehabilitation. 

SURGERY: 
We may require a pre-surgical deposit, the amount of which depends on your coverage and deductible amount.  A cost 
estimate which shows your financial responsibility, based on the benefit levels and coverage of your insurance plan, 
will be explained to you. 

MINORS: 
All minors (17 years and younger) must be accompanied by a parent or guardian. The accompanying adult is 
responsible for payment of the account, according to the policy outlined above.  

REFUNDS: 
If a refund is due to you, we will process and issue the refund on or about the 15th of the following month. 

I HAVE READ AND FULLY UNDERSTAND THE FINANCIAL POLICY SET FORTH BY THE BRAIN + 
SPINE CENTER AND THE BONE & JOINT CENTER AND I AGREE TO THE TERMS OF THIS 
FINANCIAL POLICY.  I ALSO UNDERSTAND AND AGREE THAT THE TERMS OF THE FINANCIAL 
POLICY MAYBE AMENDED BY THE PRACTICE AT ANY TIME WITHOUT PRIOR NOTIFICATION TO 
THE PATIENT. 

_____________________________________   _______________ 
Signature of Patient/Guardian      Date 

Should you have any questions or concerns, please contact Lisa Pearson, Executive 
Director at lisa.pearson@brain-and-spine.com Thank you for trusting us with your 

care.
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David W. Lowry, MD, PC 
Neurosurgery 
Shelley Freimark, MD, PLC 
Physical Medicine and Rehabilitation 
 

Workers Compensation/Auto 
Appointment Pre Authorization 

Information 

 

 
Patient:_______________________________________________________ DOB:____________________________ 
 
Reason for Referral:______________________________________________________________________________ 
 
Referring Doctor:________________________________________________________________________________ 
 
Workers Compensation / Auto Company:_____________________________________________________________ 
 
Contact Person:_________________________________________ Contact Phone#:___________________________ 
 
Claim#:_________________________________________________ Date of Injury:__________________________ 
 
Claims Mailing Address:___________________________________________________________________________ 
 
_______________________________________________________________________________________________ 
 
_______________________________________________________________________________________________ 
 
_______________________________________________________________________________________________ 
 
Visit was: _________Authorized by:______________________________________________________________ 
 
  _________Not Authorized by:__________________________________________________________ 
 



           3299 North Wellness Drive  
        Building C Suite 240 
From the south: 

Take U.S. 31 north to Riley St. 
Turn right onto Riley St. Go 0.3 miles. 
Turn left onto Wellness Dr. 
Go to Bldg. C the second building 
on your left. 
 
 
From the north: 

Take U.S. 31 south, past Riley St. and  
complete a U-turn onto U.S. 31 north. 
Turn right onto Riley St. Go 0.3 miles. 
Turn left onto Wellness Dr. 
Go to Bldg. C the second building 
on your left 
 
 
From the east: 

Take I-196 west to Exit 55 toward 
Holland/Zeeland. Merge onto Business 
I-196 and go to U.S. 31 north toward 
Muskegon. Go to Riley St. Turn right 
and go 0.3 miles.Turn left onto 
Wellness Dr. Go to Bldg. C 
the second building on your left. 
 
 
 

Once you enter the building: 
Go left down the hallway until it ends, 
then turn right to the elevators that will 
take you to the second floor, Suite 240. 
Please call us if you need help 
phone 616.738.4420 

 

                                         
 

  

David W. Lowry, MD, PC 
Neurosurgery 
Shelley Freimark, MD, PLC 
Physical Medicine and 
Rehabilitation 
www.brain-and-spine.com 

Map and Directions  



	 	

	

Visit	our	website	for	information	on	your	
condition,	your	surgery	and	to	learn	more	
about	our	physicians,	as	well	as	to	view	
patient	testimonials.		www.brain-and-

spine.com.	
	

	
	Facebook.com/The	Brain.	Spine.	Center	
Patient	comments:	

Dr.	Lowry,	

I	just	want	to	say	thank	you	for	what	you	did	for	me	last	week.	I	know	you	could	have	gone	about	your	day,	instead	
you	decided	 to	help	me.	And	 I	 know	you	help	people	every	day,	but	 for	 that	one	decision	you	have	my	eternal	
gratitude	and	admiration.	On	behalf	of	my	entire	family	and	myself,	thank	you!		
JH	
	

It	wasn’t	 until	 I	 came	 to	 Dr.	 Freimark	 that	 I	 started	 seeing	 results	 in	my	 health	 improving.	 She’s	 great.	 I	 had	 a	
herniated	 disc	 and	 had	 been	 to	 several	 doctors	 and	months	 of	 guessing.	 Dr.	 Freimark	 was	 very	 objective;	 she	
orchestrated	 a	 process	 and	 solution	 of	 different	 treatments	 and	 physical	 therapists	 that	 put	 me	 on	 a	 path	 to	
recovery.	JG	

	






