Today’s Date: / / File #:

*| When did condition begin? i /

Have you been treated by a Medical Physician for this condition? U Yes  No

Patient Name:
LAST FIRST M
What You Prefer To Be Called: Q Male A Female
Birthdate: / /L. Age: SS#:
Mailing Address:
cITY : STATE ZIP
Home Phone #:
ko g e INSURANCE. INFO
Other Phone #s: :
E-Mail Address: - | Co. Name:
Referred By: Address:
Employer: Howlong? CITY STATE ZIP
Employer’'s Address: Phone #: i
Insured’s ID#:
CITY STATE ZIP
Occupation: Group # (Plan, Local, or Policy #):
Status: O Minor Q Single O Married Q Divorced 0 Separated 0 Widowed | Insured’s Name:
Spouse’s Name: Relation:_ Date of Birth: / /
Do you have children? 0 Yes 0 No How many? Insured’s Employer:
g 2 . = Please inform front desk of 2nd. Insurance source.

Y
LS

REASON FOR VISIT

The reason for this visit is a result of (Please circle): work, sports, auto, trauma or chronic.

(Explain what happened ):

Please describe the pain & its location:

Is this condition getting worse? U Yes L No U Constant 1 Comes and goes
Is this condition interfering with your (Please Circle ): work, sleep, or daily routine.

If so, please explain:

Have you had this or similar conditions in the past? Yes U No

If so, please explain:

If so, where?
Have you ever been treated by a Chiropractor before? QYes QNo

If so, whom? Phone#:

PLEASE CONINUE_ ON BACK




Are you taking any of the following medications?

L T

N CVENT OF EMERGENCY

ur Medical Doctor?

J_IE_L_TLI u|:>T0|2Y

[ Nerve pills [ Pain killers (including aspirin) [ Muscle relaxers [ Stimulants
[d Blood Thinners [ Tranquilizers O Insulin [ Other(s)
Do you have or ever had any of the following diseases or conditions?
Y N Heart Attack / Stroke Y N Heart Surg./Pacemaker Y N Heart Murmur
Y N Congenital Heart Defect Y N Mitral Valve Prolapse Y N Artificial Valves
| Y N Alcohol / Drug Abuse Y N Venereal Disease Y N Hepatitis
Y N HIV+/ Aids Y N Shingles Y N Cancer
Y N Frequent Neck Pain Y N Emphysema / Glaucoma Y N Anemia
Y N High/Low Blood Pressure Y N Psychiatric Problems Y N Rheumatic Fever
Y N Severe/Frequent Headaches Y N Kidney Problems Y N Ulcers / Colitis
Y N Fainting/Seizures/Epilepsy Y N Sinus Problems Y N Asthma
Y N Diabetes / Tuberculosis Y N Difficulty Breathing Y N Chemotherapy
Y N Lower Back Problems Y N Artificial Bones / Joints Y N Arthritis
Please list any other serious medical condition(s) you have or ever had:
L. | Person ultimately responsible for account |

Please list anything that you may be allergic to: Name:

Relation:
List previous surgeries/treatments with dates: Billing Address:

CITY STATE ZIP
List any past serious accidents with dates: SSN:

D.L.#:
Family Health History: | Work Phonet:

| Payment method: [ CASH (1 Check
Do you: Take Supplements or Vitamins? dYes (d No / Exercise? dYes 1 No |+ i
Are you on a Specia] diet: d Yes d No / Since: / / [J Credit Card - Enter card # above (if accepted)
Do you smoke? 0 No O Yes / How Much? How Long? | hereby authorize assignment of
. . s Initial i i i

Are you wearing: 0 Heel Lifts 0 Sole lifts O Inner soles 1 Arch supports B 0 i Wl o i 4

directly to the provider for services ren-
What is the age of your mattress? Is it comfortable? Q1 Yes O No difled% | fully lé”?efSta”d t' anrjdsglely respon-

= - . n Sible Tor any balance not pal y my insur-
For women: Are you taking Birth Control? 1 Yes O No ance company (if offered ‘at this office).
Are you Pregnant? [ No [ Yes/How long?____ Nursing? d Yes [ No :
. ‘ =

s

&

L\

2

B We invite you to discuss with us any questions regarding our services. The best health services are based on a friendly, mutual

understanding between provider and patient.

B Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with
the business manager. If account is not paid within 90 days of the date of service and no financial arrangements have been
made, you will be responsible for legal fees, collection agency fees, and any other expenses incurred in collecting your account.

B | authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize the provider
and or managed care organization, to release any information required to process insurance claims.

B | understand the above information and guarantee this form was completed correctly to the best of my knowledge and

understand it is my responsibility to inform this officscéany changes to the information | have provided.

Signature

Date il 3

QO Adult Patient O Parent or Guardian O Spouse

m RECYCLE 50 THAT WE MAY PRESERVE THE HEALTH OF 0LR PLANET.
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Today’s Date: / /

Name:

- | after your accident?

WORK. RELATED ACCIDENT

Date & Time of Accident: Qam. dp.m.
Was your accident directly related to your work?

dYes No
Briefly describe the events that occurred just before and

during your accident:

Give the address where accident occurred: (if other than

employer’s address)

Was anyone else present during your accident?

dYes L No
Did you report your accident to your employer?

dYes dNo
What recommendations did your employer make just

Has this type of accident happened to you before?
dYes QdNo
To the best of your knowledge, has this accident occurred

in your workplace before? ............. dYes dNo
In general:
Is your job physically stressful? ........ QdYes QNo |
Is your job mentally stressful?.......... dYes dNo
Is your workplace noisy? .............. dYes dNo

Have you changed jobs in the last year? 1 Yes 1 No

Date & Time of Accident: dam. dp.m.
Were you the: [ Driver dFront Passenger [dRear Passenger
If a traffic violation was issued, to whom was it issued?

Number of people in accident vehicle?

Did the police come to the accident site? . ..dYes 1 No
Was a police report filed? . ............. U Yes QdNo
Were there any witnesses? . ............ dYes HdNo
Were you wearing your seat belt? ....... dYes No
Was this vehicle equipped with airbags? ..dYes [ No
If yes, did it/they inflate? ... ............ dYes dNo
In relation to the base of your skull, where was the

headrest? ... .... (d Above [ Below [ At base of skull

What did your vehicle impact? d Another vehicle 1 Other

If other, explain:
Did any part of your body strike anything in the vehicle?d Yes (1 No

If yes, please describe:

Make & model of the vehicle you were occupying?

Name of the location/street on which you were traveling?

In which direction were you headed? N 1S OE QW

What was the approx. speed of your vehicle?
Did the impact to your vehicle come from the:

0 Front O Rear O Right Side O Left Side [ Other
During impact, were you facing: dRight dLeft dForward
Were you O aware or [ surprised by the impact?

If accident vehicle made impact with another vehicle...

Make and model of that other vehicle?

Direction other vehicle was headed? N 1S OE QW

Speed of the other vehicle?

In your words, please describe the accident:

.....

PLEASE CONTINUE ON BACK




;;;ér‘:: - Pul“ng

AFTER. INJURY

| Did accident render you unconscious? . . . .. Yes dNo

If yes, for how long?
Please describe how you felt immediately after the accident:

Have you gone to a Hospital or seen any other Doctor? 1 Yes (d No
When did you go? [ Just after accident 1 The next day [ 2 days plus
How did you get there? (1 Ambulance or (1 Private transportation

Name of Hospital and/or Attending doctor:

Was he/she a: A D.C. QM.D. OD.O. aD.D.S.

Describe any treatment you received:

Were X-raystaken? .......................... dYes dNo
Was medication prescribed? .. ........... 1 Yes dNo
Have you been able to work since this injury?d Yes [d No
Are your work activities restricted as a result of this injury?
[ Yes dNo
Indicate ™ the symptoms that are a result of this accident:

[Dizziness [ Difficulty sleeping (dJaw problems [INausea
[dIMemory loss [ Irritability (dArms/Shoulder pain  [1Back pain
[dHeadache(s) [dFatigue [INumb Hands/Fingers [JLower back pain
[Blurred vision [dTension (I Chest pain [Back stiffness
[dBuzzing in ear [Neck pain [dShortness of breath  [lLeg pain
[(dEarsringing  [INeck stiff [ Stomach upset (dNumb Feet/Toes
(J0ther

Is your condition getting worse?

dYes [ No [ ConstantdComes & goes
Indicate your degree of comfort while performing the
following activities:

Comfortable Uncorerafeonq%glyesomeﬁnglgful

Lyingonback ......... I R el [ . a
Lyingonside ......... ] e . Yol s S 4
Lying on stomach ... ... B 1 a
SHtnG) . e e St e s R a
RStanding . . . o I | S | e e e 0
Streteching . .. ... ... Bl . e oo ) e 0
Lovemaking .......... 5 [P e [ [y a
WVATKING . o worties s o 1 N [ [ a
BUNRING easgizsin o st oo (B s s [y e 0
SPOMS & oo v e s B . o e a
Working® - . ... oo o ElfSee 1= Qa
Eiftingis s S 0 [ B ]
BlEmefiffc - | e [ e i a
Kneeling™ & v vae o L e s i s P a
.............. B o DT I (e |
Reaching™. ... ... L1 sy Ehbiile a

Have you retained an attorney: 1 Yes [ No
If yes, whom:
His/Her Phone #:

on your recovery please complete the following:
How many hours are in your normal work day?

Please indicate &'your daily job duties and any activities
which you are occasionally asked to perform.

(1 Standing [ Driving (1 Operating equipment

1 Sitting (J Twisting [ Work with arms above head
(1 Walking (1 Crawling (1 Typing

(1 Lifting (1 Bending (1 Stooping

(1 Other

What positions can you work in with minimum physical

effort and for how long? L N/A
Prior to the injury were you capable of working on an
equal basis with others your age?. . dYes ONo LN/A
Do you work with others who can help you with any
dYes dNo LN/A
While in recovery, is there any light duty work you could
request? ........... .. ..., dYes dNo QN/A

-~ Insured’s Employer:

e

€

ADDITIONAL INSURANCE.

2nd Insurance Source or Auto Insurance

Type of Insurance:
Co. Name:
Address:

Phone #:

Insured’s Name:

Policy #: Claim #:

Insured’s SS #:

D.O.B. [/

Agent’'s Name:

If any of your medical or account information has changed,
please inform our front desk personnel.

Please remember you are ultimately responsible for your
account.

SIGNATURE DATE
OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY

|

First Impression Forms, Inc 1-800-99FORMS FORM # 2CAWA2 copyright © 1996 }
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To eVaIuate the effect that continuing work will have

PLEASE RECYCLE 50 TUAT WE MAY PRESERVE TUE LEALTH OFOLR PLANET Q




ABOUT You

Name: File #:

What is your current weight: Ibs., and height, Ft. In..
Please describe your condition:

Signature: Date: / /

SlowW Uus WHERE IT HURTS

Please mark area(s) of injury or discomfort as shown in the example below. Mark all areas with the appropriate
symbols and indicate the degree of pain using a scale from 1 (discomfort) to 10 (extreme pain).
Description > Numbness Pins & Needles Burning Aching Stabbing

Symbol ——>  NNNN PPPP BBBB AAAA SSSS
(O Circle any area of pain not represented by a symbol.

Example

right - left left right

Right Front Back Left

PLEASC RECYCLE 50 THAT WE MAY PRESERVE THE HEALTH OF oUR PLANET ol

First Impression Forms, Inc. 1-800-99FORMS FORM # 2CHIRO.3 © 2003
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REVISED OSWESTRY DISABILITY

Name

Date / / File #

(Please Print)

This questionnaire helps us to understand how much your low back pain has affected your ability to perform
everyday activities. Please check the one box in each section that most clearly describes your problem right now.

SECTION 1 - Pain Intensity
-

The pain comes and goes and is very mild.
The pain is mild and does not vary much.

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

The pain is severe and does not vary much.

SECTION 2 - Personal Care (Washing, Dressing, etc.)

L...l I would not have to change my way of washing or dressing
in order to avoid pain.

L | do not normally change my way of washing or dressing

even though it causes some pain.

Washing and dressing increase the pain, but | manage not

to change my way of doing it.

Washing and dressing increase the pain and | find it

necessary to change my way of doing it.

D Because of the pain, | am unable to do some washing and

- dressing without help.

J Because of the pain, | am unable to do any washing
and dressing without help.

L

ey
I

SECTION 6 - Standing

8 I can stand as long as | want without pain.
I have some pain on standing, but it does not,

- increase with time.

{_] I cannot stand for longer than one hour without

— increasing pain.

LJ I cannot stand for longer than 1/2 hour without
increasing pain.

D I cannot stand for longer than 10 minutes without

— increasing pain.

L_' | avoid standing, because it increases the pain
immediatiey.

SECTION 7 - Sleeping

FD I get no pain in bed.

a I get pain in bed but it does not prevent me from sleepince
Because of pain, my normal night’s sleep is red

by less than 1/4.

Because of pain, my normal night’s sleep is reduced

by less than 1/2.

Because of pain, my normal nights sleep is reduced

by less than 3/4.

Pain prevents me from sleeping at all.

000

TSECTYION 3 - Liffing
-

I can lift heavy weights without extra pain.

I can lift heavy weights but it gives extra pain.

Pain prevents me from lifting heavy weights off the floor.

Pain prevents me from lifting heavy weights off the floor, but |

can manage if they are conveniently positioned, e.g., on a table

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

D I can only lift very light weights at the most.

- e

TISOY. © ~

My social life is normal and gives me no pain.

My social life is normal, but increases the degree of pain.
Pain has no significant effect on my social life apart from
limiting my more energetic interests, e.g., dancing, etc.
Pain has restricted my social life and | do not go out very
often.

Pain has restricted my social life to my home.

I have hardly any social life because of the pain.

OO0 oo

SECTION 4- Walking

B I have no pain on walking.
I have some pain on walking but it does not increase
with distance.
I cannot waik more than one mile without increasing pain.
i cannot walk more than 1/2 mile without increasing pain.
I cannot walk more than 1/4 mile without increasing pain.
| cannot walk at all without increasing pain.

ECTION 9 - Traveling

| get no pain while traveling.

| get some pain while traveling, but none of my usual
forms of travel make it any worse.

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

I get extra pain while traveling which compels me to seek

alternative forms of travel.
Paln restricts all Torms of ravel.
Pain prevents all forms of travei except that done lying down.

000 LR

SECTION 5 - Sitting
| can sit in any chair as long as | like without pain.
| can sit only in my favorite chair as long as i like.
Pain prevents me from sitting more than 1 hour.
Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting for more than 10 minutes.
i avoid sitting because it increases pain immediately.

cco

Form by N. Hudson- Cook, K. Tomes-Nicholson A
) Manchester Uiy

Breen

ECTION 10 - Changing Degree of Pain

‘ My pain is rapidly getting better. )

My pain fluctuates, but overall is definitely getting better.
My pain seems to be getting better, but improvement is

SIOW.

My pain is neither getting better nor getling worse.
My pain is gradually worsening

My pain is rapidly worsening.

In Rolan

MO. § Fod wi Pain



NECK DISABILITY INDEX

Name

Date I / File #

(Please Print)

This questionnaire helps us to understand how much your neck

pain has affected your ability to perform everyday

activities. Please check the one box in each section that most clearly describes your problem right now.

SECTION 1 - Pain Intensity

I have no pain at the moment.

wd The pain is very mild at the moment.

x The pain is moderate at the moment.
The pain is fairly severe at the moment.

The pain is very severe at the moment.
The pain is the worst imaginable at the moment.

SECTION 2 - Personal Care { Washing, Dressing etc.)

| can look after myself normally without causing extra pain.
I can look after myself normally but it causes extra pain.
Itis painful to look after myself and | am slow and careful.

I need some help but manage most of my personal care.

I need help every day in most aspects of self care.

I do not get dressed, | wash with difficulty and stay in bed.

SECTION 6 - Concentration
-

I can concentrate fully when | want to with no difficulty.

| can concentrate fully when | want to with slight difficulty.

I have a fair degree of difficulty in concentrating when

I want to.

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

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

D I cannot concentrate at all.

SECTION 3 - Lifting

Pain prevents me from lifting heavy weights off the

floor, but | can manage if they are conveniently positioned,
for example on a table.

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

I can lift very light weights.

| can lift heavy weights without extra pain
I can lift heavy weights but it gives extra pain.
8 | cannot lift or carry anything at all.

SECTION 7- Work

i can do as much work as | want to.

I can only do my usual work, but no more.

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

I can hardly do any work at all.

| cannot do any work at all.

|

SECTION 8 - Driving

8 I can drive my car without any neck pain.
| can drive my car as long as | want with slight

pain in my neck.

D | can drive my car as long as | want with moderate

= pain in my neck.

L..I I can’t drive my car as long as | want because of moderate
pain in my neck.

8 I can hardly drive at all because of severe pain in my neck.
| can’t drive my car at all.

SECTION 4 - Reading

I can read as much as | want to with slight pain in my neck.

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

I can’t read as much as | want because of moderate
pain in my neck.
I can hardly read at all because of severe pain in my neck.

§ | can read as much as | want to with no pain in my neck
8 I cannot read at all.

SECTION 9 - Sleeping

I have no trouble sleeping.
My sleep is slightly disturbed (less than 1 hr.sleepless).
My sleep is mildly disturbed (1-2 hrs.sleepless.).
My sleep is moderately disturbed (2-3 hrs.sleepless).
My sleep is greatly disturbed (3-5 hrs.sleepless).

D My sleep is completely disturbed (5-7 hrs.sleepless).

SECTION 5 - Headaches

I have no headaches at ail.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.
I have moderate headaches which come frequently.

I have severe headaches which come frequently.
| have headaches almost all the time.

From Vernon H, Mior S. IMPT 1991: 14(7): 409-415

SECTION 10 - Recreation

D I am able to engage in all my recreation activities with
no neck pain at all.

I am able to engage in all my recreation activities, with
some pain in my neck.

I am able to engage in most, but not all of my usual
recreation activities because of pain in my neck.

I'am able to engage in a few of my usual recreation
activities because of pain in my neck.

I can hardly do any recreation activities because of pain in
my neck.

D I can’t do any recreation activities at all.

L OO

L




	Scan10006
	Scan10007
	Scan10008
	Scan10009
	Scan10010
	Scan10019
	Scan10020

