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Chiropractic Patient Information Form

[PATIENT NAME HOME FHONE WORK PHONE
%smsenuna&ss ’ cIrY STATE &P

5’5{4‘&&. e : !cg:,z, PHONE vauo.uw’ﬁ:—: You RE!FERHED?
EBTH%“ET‘E AGE SOGIAL SECURITY # DRVERS LICENSE % HEIGHT WEIGHT
:occupﬁxon EMPLOYER EWPLOYER'S ADDRESS

:spauss's NAME y SPOUSE'S BIRTADATE j ’ =
’SPOUSE'S CCCUPATION SPOUSE'S EMFLOYER

is:iliness or injury related to: Do you have other insurance that might | If yes, please list other insurance company name
OWork OAuto OOther cover this injuryjiliness? OiYes CINo

Using 2 scale in which “0" is none (no
pain or symptoms) and “10” is severe .

Please list your reason(s) for | Date you | Pain or symptom(s), sircle the number Please check the box below that best
this visit or your condition(s) in | first that best reflects your condition: represents how much of the time you fee!
order of importance: noticed: | v none......%o...... severe ¥ | pain or your symptom(s) for the listed reasor:
i 3 s 01 2345 687 8 9 10 ]0025% 025-50% 0O51-75% O76-100%
2 012345 678 g 10 |025% 026-50% 0I51-75% DO176-1 00°%
3 > 01 2345 67 8 ¢ 10 | Qo25% 026-50% Q51-75% D78-100°-
4 01 28345 678 8 10 Q0-25% 026-50% W51-75% TI78-100°.
For eaeh of the reasens or conditions listed above, piease mark how it happened:
1. ODeveloped overtime Dliiness Ginjury OAuto accident 3Other Q don't know
2. CDeveloped over time  Qlliness Oinjury TJAuto accident OOther 1 donm’t know
3. GDeveloped overtime Dillness Ginjury TAuto aceident O0ther Q 1 don't know
4. QDevoloped overtime Cllilness Qinjury CAuto zccident  TO0ther Q 1 don't know
For caeh reason listed above, piease eheek if it is belier or worse with any of the foliowing:

HEAT CoLD BREST ACTIVITY OTHER (please deseribe on line below)

beter worse beMer worse betfter worse befter worse bster worse

Reasen 1 a G a g8 a . Q a a a [}
Reason 2 a Q g a & a O G o a
Reason 3 2 a a a g Q G 2 (m]
Reason 4 a a a [ Q Q g Q L Q

Please mark the areas of discomfiort
or pain on the figures

Please check the box that best deseribes whether
your pain or sympltom(s) limit normat activities:

5 ’ = .. Somewhat  Severely
fo the right using Activity e fmited hvias

the symbol that Lifting a Q o
best deseribes gte';‘d;"g a = =
Bioeqe anding a Q 4
the feeling: Walking 2 3 K
Sitting m ] il | o
i Climbing stairs 2 . -
+++ Sharp or stabbing 'y Running = 2 o
oco Pins and needles lResting in bed g g -
L ntercourse Q |
vwv  Dulf or aching Computer workftyping o 5 J
/11 Numbness Normal work Q < -
Household actwvities fas | o ]
Recreational activities = < -
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Chiropractic Patient Information Form CHIROPRACT]|C
Please coniinue ...

a. During what time of the day do vou feel worse?
b. Doyousiespwell? RQVYes ONo What are your normal sleeping hours? to

c. Are you currently under ihe care of 2 medical doctor or other typs of health care provider for any condition?
8 No C Yes< Forwhat condition?

Name aof doctor/provider Phone number

d. Have you ever had an overnight siay in a hospital or 2 surgical procedure of any kind?
O No QVYes Iivyes, please describe each event below:

Event . Year
Evant Yesar

e. Doyousxercise? QYes O No Iiyss, please describe activity
How many days aweek? _____ Wow many minutes per session?

The following lists 2 variely of aonditions that patients may experisnce. Please read
through the list and eheek the box next 1o each condition that applies to you.-

Pain in sedy
. = Neck pain with difficulty swallowing . & Recent progressive muscle weakness or 3 Szvere degenerative arthritis
2 Bxtreme nesk stifness with painor  © shaking &2 History of compression fracture

- electric shoeks in amms or legs when T Recent or current fever over 102°F
mioving neck

Q2 Leg pain that worsens with exercise
but is relieved by resting

O History of heart attack
12 History of stroke or aneurysm
& Past history of cancer or currently

Q3 Loss of bowel or bladder conirol
U Blurred or doubie vision, dizziness,

JL : nausea or faintness when neck is in diagnosed with cancer
] of feeling in i i in nasii
o ‘eeh?g m,mner Liidhs = certain positions {3 Diabetes with cold, burning or numb feet
£3 Back pain with yrinary problems . &3 Reeent major acoident such as a fall 3 Gout
Tyses of pais fram height, whiplash or blow to the head =, L ’
O Severspaininterupts sleep 0} Memory ioss after injury E A‘:Z:; O
2 Gonstant pain that doesn't imprové by  Previously disgnesed conditiony 3 s Sing spe {’ iR i
changing positions or lying down medieat histery - ln;munisuppressxon sluc : a's Trom

s A e sotherapy, orgs i ete.

Surrent conditions < Congenital bone or joint disorder A SRRy org=n. AL etc'
1 =

3 Unable to balance when walking O Rheumatoid anthritis 3 or more months use of steroid medicaticns

= or intravenous drugs (past or recent)
= Recent unexplained weight loss

ERREI SR g T

C Autoimmure dgisorders 3 Cancer O Heart disease O Mental iliness
3 Arthritis 3 Dizbetes I Kidney disease O Seizure disorder

{ certify that the above information is true and correct to the best of my knowiedge and | hereby consent to the
rafease of my confidential metical and palien? informetion in ihe possession of the practitioner named above o
other heslth professionals o whom | am referred angl to the insuransce company or other entity responsible for
payment, uiillization and/or quality review $or il or 2 porticn of msy care, ‘

Signature : ‘ _ Today's date: / £

if patient required assistance ic compiete, sigr name snd state relationship (i.e., parent, transiator) below:

Mame - ' Relationship

Please list medications if any:

O
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REVISED NECK DISABILITY INDEX QUESTIONNAIRE
PLEASE READ: This questionnaire is designed to enable us to understand how much your neck pain has
affected you ability to manage your everyday activities. Please answer each section by circling the ONE CHOICE
that most applies to you. We realize that you may feel 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 Intensity

A | have no pain at the moment

B The pain is very mild at the moment

C The pain is moderate at the moment

D The pain is fairly severe at the moment

E The pain is very severe at the moment

F The pain is the worst imaginable at the moment

Section 2—Personal Care

A | can look after myself normally without causing extra
pain

B I can look after myself normally, but it causes extra
pain

C It is painful to look after myself and | am slow and
careful

D I need some help, but manage most of my personal
care

E | need help every day in most aspects of self care

F | do not get dressed, | was with difficulty and stay in
bed

Section 6—Concentration

A |can concentrate fully when | want to with no difficulty

B I can concentrate fully when | want to with slight difficulty

C I have a fair degree of difficulty in concentrating when |
want to

D I have a lot of difficulty in concentrating when | want to

E | have a great deal of difficulty in concentrating when
| want to ‘

F | cannot concentrate at all

Section 7—Work

A 1 can work as much work as | want to

B | can only do my usual work, but no more

C | can do most of my usual work, but no more
D I cannot do my usual work

E | can hardly do any work at all

F | cannot do any work at all

Section 3—Lifting

A I can lift heavy weights, without extra pain

B | can lift heavy weights, but it gives extra pain

C Pain prevents me from lifting heavy weights off the
floor, but | can manage if they are conveniently
positioned (ex: on a table)

D Pain prevents me from lifting heavy weight, but | can
manage light to medium weights if they are
conveniently positioned

E | can lift very light weights

F | cannot lift or carry anything at all

Section 8—Driving

A | can drive my car without any neck pain

B | can drive my car as long as | want with slight pian in my
neck

C | can drive my car as long as | want with moderate pain in
my neck

D | cannot drive my car as long as | want because of
moderate pain in my neck

E I can hardly drive at all because of severe pain in my neck

F | cannot drive my car at all

Section 4—Reading

A I can read as much as | want to with no pain in my
neck

B 1 can read as much as | want to with slight pain in my
neck

C I can read as much as | want with moderate pain in my
neck

D | cannot read as much as | want because of moderate
pain in my neck

E | cannot read as much as | want because of severe
pain in my neck

F I cannot read at all

Section 9—Sleeping

A | have no trouble sleeping

B My sleep is slightly disturbed (less than 1 hour sleepless)
C My sleep is mildly disturbed (1-2 hours sleepless)

D My sleep is moderately disturbed (2-3 hours sleepless)
E My sleep is greatly disturbed (3-5 hours sleepless)

F My sleep is completely disturbed (5-7 hours sleepless)

Section 5—Headaches

A 1 have no headaches at all

B I have slight headaches which come infrequently

C | have moderate headaches which come infrequently
D | have moderate headaches which come frequently

E | have severe headaches which come frequently

F 1 have headaches almost all the time

Section 10—Recreation

A 1 am able to engage in all of my recreational activities, with
no neck pain at all

B 1am able to engage in all of my recreational activities, with
some pain in my neck

C lam able to engage in most, but not all of my usual
recreational activities because of pain in my neck

D | am able to engage in a few of my usual recreational
activities because of pain in my neck

E I can hardly do any recreational activities because of pain
in my neck

F | cannot do any recreational activities at all

Comments:

Patient Signature:

Date:




REVISED OSWESTRY CHRONIC LOW BACK PAIN DISABILITY QUESTIONNAIRE

PLEASE READ: This questionnaire is designed to enable us to understand how much your low back pain has
affected you ability to manage your everyday activities. Please answer each section by circling the ONE CHOICE
that most applies to you. We realize that you may feel 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 Intensity

A The pain comes and goes and is very mild

B The pain is mild and does not vary much

C The pain comes and goes and is moderate

D The pain is moderate and does not vary much
E The pain comes and goes and is severe

F The pain is severe and does not vary much

Section 2—Personal Care

A 1 would not have to change my way of washing or
dressing in order to avoid pain

B | 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

D Washing and dressing increases the pain and | find it
necessary to change my way of doing it

E Because of the pain, | am unable to do some washing
and dressing without help

F Because of the pain, | am unable to do any washing
or dressing without help

Section 6—>Standing

A | canstand as long as | want without pain

B 1 have some pain while standing, but it does not increase
with time

C I cannot stand for longer than one hour without increasing
pain

D | cannot stand for longer than % hour without increasing
pain :

E I cannot stand for longer than 10 minutes without
increasing pain

F I avoid standing, because it increases the pain

Section 3—Lifting

A | can lift heavy weights without extra pain

B | can lift heavy waights, but it causes extra pain

C Pain prevents me from lifting heavy weights off the
floor

D Pain prevents me from lifting heavy weights off the
floor, but | can manage if they are conveniently
positioned (e.g. on a table)

E Pain prevents me from lifting heavy weights, but | can
manage light to medium weights if they are
conveniently positioned

F [ can only lift very light weights, at the most

Section 7—Sleeping

A lget no pain in bed

B I get pain in bed, but it does not prevent me from sleeping
weli

C Because of pain, my normal night’s sleep is reduced by less
than %

D Because of pain, my normal night’s sleep is reduced by less
than %

E Because of pain, my normal night’s sleep is reduced by less
than %

F Pain prevents me from sleeping at all

Section 8—Social Life

A My social life is normal and gives me no pain

B My social life is normal, but increases the degree of my

pain

€ Pain has no significant effect on my social life apart from
limiting my more energetic interests (e.g. dancing etc) -

D Pain has restricted my social life and | do not go out very
often

E Pain has restricted my social life to my home

Section 4—Walking

A Pain does not prevent me from walking any distance

B Pain prevents me from walking more than 1 mile

€ Pain prevents me from walking more than % mile

D Pain prevents me from walking more than % mile

E | can only walk while using a cane or on crutches

F lam in bed most of the time and have to crawl to the
toilet

Section 5—Sitting

A lcan sit in any chair as long as | like without pain

B Ican only sit in my favorite chair as long as | like

C Pain prevents me from sitting more than 1 hour

D Pain prevents me from sitting more than % hour

E Pain prevents me from sitting more than 10 minutes
F Pain prevents me from sitting at all

Section 8—Traveling

A | get no pain while traveling

B | get some pain while traveling, but rione of my usual forms
of travel make it any worse

€ 1get extra pain while traveling, but it does not compel me
to seek alternative forms of travel

D [ get extra pain while traveling which compels me to seek
alternative forms of travel

E Pain restricts all forms of travel

F Pain prevents all forms of travel except that done lying
down

Patient Signature:

Comments:

Section 10—Changing Degree of Pain

A My pain is rapidly getting better

B My pain fluctuates, but overall is definitely getting better

€ My pain seems to be getting better, but improvement is
slow at present

D My pain is neither getting better nor worse

E My pain is gradually worsening

F My pain is rapidly worsening

Date:




