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remove obstacles « restore function +improve perfarmance * maximize pofential Patient Re istration

If you need any assistance completing this paperwork, just ask. It is our pleasure to heip you.
We want your visit with us to be comfortable, helpful, and educational. . . .
confidential health information

— — clinic id date
last name first name m.l.
preferred to he called
street
clty state zip
home phone mobile phone
work phone e-mail
date of birth social security # —.|
ty B [ male ] female
status A . . i
[ single 1 married O partnered [1 widowed [ separated [ divorced
home phone

relationship wark phone

first name mi.
employer name
work phone date of birth sacial security #
employer name occupation
street
city state zp

—_—

Which one of our patients referred you to our clinic?

Today we will conduct a thorough history, consultation, and preliminary screening. If we believe we may be able to help
you, we may recommend other diagnostic testing necessary to evaluate your condition. If we believe that you will not
respond to our care, we will not accept your case and may refer you to another provider.

I understand and agree to the following:

= A history, consultation, examination, and x-rays are conducted for
diagnostic and informational purposes. I am requesting these services

= My case may not be accepted for treatment at this clinic

« If the doctors believe that I may respond to their care, additional
service may be recommended and I will be advised of applicable cost

patient or guardian signature

date

© 2005 Parker Share Products To reorder: Call 1-B00-950-8044 | www.parkershareproducts.com #22/002
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remove obstacles - restore function s Improve  formonce s raximize potd fiol Otient Case H isto

If you need any assistance completing this paperwork, just ask. It is our pleasure to help you.
We want your visit with us to be comfortable, helpful, and educational. confidential health information

dinic ki date

last name

Are you here because you were injured while working, in a motor vehicle collision, or in another accident? Ovyes [ no

first name m.i.

What services interest you? (mark all that apply)

[ injury prevention [ treatment for pain [0] patient education classes

[T balance and coardination training [ spinal and body alignment [ body composition counseling

[ range of motion, mobility, or flexibility therapy [ strengthening and stamina exercise [ nutritional and supplement counseling
[ other:

What is your primary complaint?

How long have you been experiencing this primary complaint?

How does the primary complaint feel?  Odullfachy [ sharp O numb [ tingling [ burning 3 cold
How often do you experience the primary complaint? [Jconstantly [J daily [ weekly [ monthly
Using the scale below, rate how your primary complaint affects your life. {(mark only one box below)

If you have missed work because of your primary complaint, what was your last day of work?
What do you believe is causing your primary complaint?

] yearly

no pain or slight 5] pain that 'l
discomfort discomfort doesnot
affect my
activity

List other health complaints (2-5) on the foliowing lines.

2 4
3 5
Do you have any other condition other than what brings you here? [ yes Orno

If YES, list it here:

Please mark the areas of all ™ '

of your complaints on the &
diagrams to the right. P
Include any descriptors or v o s
comments, concerning your h {J [ L
health complaints that were B ' il i
not mentioned above. Nt I'4 A &
\ A o i L\
M S
Y
P



patient name

FUFESTYLES & HABITS ™\

How many hours of television do you watch a day? O<1 [J1-3 135 05

Do you usually snack while watching television? O yes Ono
How many hours per day do you use a computer at work or home? [J<1 013 O35 O >5
How many hours per day do you ride in a car or other vehicle? O<1 13 O3-5 Cl>5
How often do you exercise? [ daily O 3xsweek [ 2xsiweek  [J Lx/week O 1 don't exercise

How long do your exercisc:: work outs last? EJ_>_1 hour _|_j-1 hour O30 minvtes E<_ 30 minutes _5 NA

'_V\Trié;c_éFe_yoU_r exercise activities? _(_rh-érk-él-[_th_aﬂt_éup‘p_ry)" I [ I don't exercise

1 walking [ swimming [ weight fifting

[ stretching/flexibility

[ yoga/Pilates

[ resistance bands

] running/treadmill/rowing/climbing [ group exercise classes ] other
Do you take a multi-vitamin? 3 yes Oro If YES, what brand do you take?
List any other nutritional supplements you are currently taking.
supplement reason supplement reason
1. | 3.
2. 4.
How often do you use tobacco? [ never [ daily 7 weekly O monthly O yearly
How many servings of alcohol do you drink each week? Mo O1-2 O35 O>5
How many servings of coffee do you drink each week? Oo O1-2 35 O »>5
How many servings of soda do you drink each week? o 012 O35 05
E FAMILY HISTORY R
Mark the following conditions as they pertain to your immediate family.  n=never p=previously  c=currently
diabetes mim| mother MEIE  father ol [} brother LEIE  sister
heart problems FIEIE  mother M father [@EIE  brother OEE  sister
kidney problems [e] mother oo father &E  brother MEE  sister
cancer Gk mother WEE father Mkl  brother MEIE  sister
headaches [ mother EE  father [] brother MEE  sister
back pain BEE  mother EEE  father GEE  brother [EE  sister
obesity REIE mother @@ father @EE  brother EEE sister
poor conditioning B mother e father 2] brother EIE  sister
CONDITIONS .
Mark the following conditions as they currently pertain to you. 3
alcoholism Oves Ono  epilepsy Oves One  low back pain [yes Ono polio [Tyes Cro
anemia Ovyes Ono  goiter Ovyes 3no  measles Ovyes Oro  « rheumatic fever Oves [Ono
appendicitis  D3ves One  heart disease Oyes Ono  mental disorder Ovyes Ono - tuberculosis Oves Ono
arthritis Ovyes One  HIV positive  [Cyes One  mumps Ovyes OOne | venereal infection [yes Ono
cancer Oyes Ono  influenza Ovyes Ono  pleurisy COyes Ono whiplash Ovyes [Ono
pneumonia Oves Oro  whooping cough  [Clyes Ono



List any auto collisions that you were involved in, either as the driver or passenger, below. Begin with the most recent.

type of collision type of treatment received

List any job injuries that you experienced below. Begin with the most recent.

type of job injury

1.

2.
3.

type of treatment received

date of job injury

List any sports injuries that you experienced below. Begin with the most recent.

type of sports injury
. —
2.
3.

type of treatment received

date of sports injury

date of injury

O yes Ono
Have you had knee or hip replacement surgery? O yes Ono
Do you have a pacemaker? O ves Ono
Do you have any other implantable medical devices in your body? [ yes Ono
Mark all of the following procedures as they pertain to you. rectal surgery O yes [T ro
vaccinations O yes Ono | tubesin ears O yes Ono | sinus surgery O yes [1no
tonsillectomy [ yes One | appendectomy [ ves Ono | hernia surgery O] yes Ono
gall bladder removal O yes Ore | female/male surgery [ vyes Ono | thyroid surgery O yes [ m
back surgery [ yes Ono stomach surgery O ves Ono
List any prescription or over-the-counter medications you are currently taking.
medication reason medication reason
1 T TT1 N E o
2, J o Enn i 7 Ml
Have you ever had a lapse of memory? [Jyes Ono  Were you ever knocked unconscious? — [Jyes Ono
List any broken bones or distocations that you had.
Have you ever had a spinal tap or spinal injection? O vyes Ono




patient name

‘o i
(3 system feviaw b = Eydady I -

Mark the following conditions that are currently a cause of significant concern for you.

General
O consistent fainting 1 chills (M| convulsions | depression a dizziness
43 loss of weight (W fatigue O fever O headache d loss of sleep
O weight gain | neuralgia O night sweats O wheezing O Nervousness

Gastro-Intestinal
O constipation a diarrhea ! [0 gall bladder problems | hemaorrhoids O jaundice
O liver problems O nausea O stomach pain [ poor appetite O poor digestion
N rectal bleeding il vomiting O vomiting blood

Eye/Ear/Nose/Throat
[ asthma (M| crossed eyes | deafness [ earache O ear discharge
O ear noises d enlarged thyroid O frequent colds O hay fever ) hoarseness
O nasal obstruction O nose bieeds O pain in eyes [ poor vision O sinusitis
O sore throat O tonsillitis

Respiratory
a chest pain O chronic cough N difficulty breathing O spitting blood O spitting phtegm

Muscles/Joints/Bones
N backache O foot problems (M| pain bet. shoulders O painful tailbone O stiff neck
O spinal curvature O swollen joints O tremors a twitching (| weakness

Cardio-Vascular
O ankle swelling [d high blood pressure M low blood pressure O heart trouble d pain over heart
O poor circulation O rapid heart | O slow heart | strokes

Skin or Allergies
O bruise easily O dryness O eczema O hives O itching
| sensitive skin

Women
O cramps O excessive flow O hot flashes 3l irregular cycle ] painful pericds
PREGNANCY \ WOMEN ONLY

X-rays are contra-indicated during pregnancy. This clinic does not knowingly x-ray women who are or may be pregnant regardless
of stage or trimester of pregrapcy. If there is a change'that you may be pregnant let the doctor or assistant know right now.

Are you pregnant? O yes no On what date did your last period begin?
- ; s it 0 0 B
e OFFICE USE ONLY
Do you want to take a pregnancy test now .
¥ pregnaney \D_Ves Do resuft of clinic pregnancy test:  +

Mark the following situations as they_ pertain to yeu.

tubal ligation Oyes Ono complefe or partial Ovyes Oro partner had a vasectomy Ovyes (Ino

! hysterectomy

less than 10 days since )

the start of my last period / Ovyes [Jno taking birth cagtrol pills Ovyes OOno
I understand and agree to the following:

» A history, consultation, examination, and x-rays are conducted for t¥

diagnostic and informational purposes and I am requesting these services patient or guardian signature

» It is my responsibility to complete the clinic’s forms accurately

= It is my responsibility to notify the doctor if any of my information has changed o
requires updating date

» Original x-rays are the clinic’s property and copies of the original film{s) and
report(s) will be released to me upon written request

© 2005 Parker Share Products To reorder: Calf 1-800-950-8044 | www.parkershareproducts.com #227004



Patiert Name

Piease read carefully:

tustructions: Please circle the aumber that best describes the question being asked.

Note:  1f you have more than one compisint, pleese answer each question for each individual complaint and indicate the score for each
complaint. Please indicata your pain level right now, average pain, and pain at its best and worsl.

. JRUPLE VISUAL ANALOGUE SCALE

Eaumsie
Headache Meck Low Back

No pain worst possible pain
0 1 () 3 4 () 3 7 (@) 10
1= What is your paia RIGHT NOW?

No pain worst possibie pala ‘
i} 1 2 3 4 5 6 7 B 18
2 — What Is your TYPICAL or AVERAGE pain?

Ho pain worst neasibls pale
1] i F 3 # 3 5 7 £ Fo

H

3 — Whut Is your pain level AT IT8 BEST (How close 10 “0™ does your pain gef st its best)?

No peiln warst possfble pain
L) 1 r 3 § 1 3 7 -1 ik
4 — What iz your pain kevef AT TTS WORST (How close to “18™ does your pais get at its worst)?

Fd fhiga i i warst possitls pain
L 1 2 3 4 5 & 7 B i¢

OTHER COMMENTS:

Exaniiner

Regrinted from Spive, 18, Von Korff M, Deyo RA, Cherkin D, Barlow SF, Back min in primary care: Owicomies at | yetr, 855-862, 1993, with permission from Elsevier

Scienve,

i



REVISED OSWESTRY BACK PAIN DISABILITY QUESTIONNAIRE

Name

Please read carefnlly:

Date

This guestionnaire has been designed 1o enable us to undersiand how your back pain has affected your ability lo marage everyduy
Iife. Please answer every section, and mark in each section only ONE CHOICE which applies io you. e realize th.af you may
comsider that two of the statements i any one section relaie lo you, but please just mark the one box which most elosely 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 i moderate.
The pain is moderate and docs not vary much.
The pain comes and goes and is severe.

The pain is severe and does not vary much.

HEY oW

SECTION 2 — Personal Care

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

1 do wot normally change my way of washing or dressing even
though it causes somz pain

‘Washing and dressing increases the pain, but I manage not to
change my way of doing it.

Washing and dressing increases the pain and] find it
necessary to change my way of doing it.

Because of the pain, I am unable to do some washing and
dressing withomt help

Because of the pain, ¥ am imable to do any washing or
dressing without help.

=@ 0 0 P

SECTION 3 - Lifting

1 can 1iff heavy weighls withou! exfra pam.

1 can lifi heavy weighis but it gives me extra pain.

Pain prevents me from lifting heavy weights off the oor.

Pain prevents me fom lifiag heavy weights o the foor, bl
1 can manage if they are conveniently positioned-eg, on & iable
Pain prevents me from fling beavy weights, but J can manage
light to medium weights if they are conveniently positioned.

1 can only lift very light weights, at the most.

oW

S

SECTION 4 — Walking

Pain does sot prevent me from walking any distance.

Pain prevents me from walking more than 1 mile.

Pain prevents me from walking more than ¥ mile.

Pain prevents me from walking more than % mile.

1 can only walk using a stick or crutches,

1 g in bed most of the Bime end have to craw] fo the toilet.

MEOOwE>

SECTION 5 —Sitting

1 can it o any chair as fong as 1 iike without pain.
1 can only sit in my favorite chair as long as I like.
Pain prevents me sitting more than 1 hour,

Pain prevents me sifting more than ' howr.

Pain prevents me sitting more than 30 minutes,
Pafn prevents me from sitting at all,

gOows

1

OTHER COMAENTE:

SECYION 6 ~ Standing

1 can stand as long as | want without pain.

I have some pain while standing, but it does not increase with
fime.

I cannot stand for longer than 1 hour without increasing pain.
1 cannot stand for Jonger than %% hour withont increasing pain.
I cannot stand for longer than 10 minutes without increasing
pEIR.

Pain prevenis me fiom standing at all.

A HYE T

SECTYION 7 - Sleeping

1 gei no pain in bed.

H gtl:]t pain in bed, but it does not prevent me from: sleeping
well.

Becanse of pain, my normal night’s sleep is redoeed by less
than ppe-quarter.

Because of pain, my pormal night’s sleep is reduced by less
than one-half.

Because of pain, my normal night’s sleep is reduced by less
than thres-quarters.

Pain prevents me from sleeping at all.

- e

g
5
S
w
:
5

My social life 33 normal and gives me no pein.

My social life is normoal, but increases the degree: of my pain,
Pain has a0 significant effect on my social iffe apant from
Himiting my more energetic interests, eg, dancing, eic

Pain has restricted my social life and 1 do not go out very
often,

Pain has restricted my social life to my home.

1 have hardly any social life becsuse of the pain.

mE Y 0w

SECTIONY - ~ Traveling

1 get no pam while traveling.

1 get some pain while traveling but none of my vsual forms of
travel malke it emy worse.

I get exira pain while traveling but it does not compel me to
seck altemative forms of fravel.

1 pet extra pain while faveling which compels nie o seck
alternative forms of travel,

Pain reziricts il formes of travel.

Pain prevents all forms of travel except that done Iying down.

mE T o0 W

SECTION 18 ~ Chaanging Degree of Pain

My pain is rapidly getting better.

My pain fluctnates, but overall is definitely gettng better.
My pain seems to be getting betfer, buf improvement is slow
at present.

iy pain is neither getting better sor worse.

My pain is graduaily worsening.

My pain is rapidly worsening.

HED owe

Exaininer

With Peonigsion from:Hudsoa-Cook N, Tom:2s-Nicholson K, Breen AC. A Revised Oswestry Back Disability Questiomnaire, Manchester Univ Press, 1585,




Patient Name —

Please read carefully:

NECK DISABILITY INDEX QUESTIONNAIRE

Date

This questionnaire has been designed to enable us 0 wndersiand haw your neck pain has affected your ability to manage everyday
life. Please answer every section, and mark in each section only ONE CHOICE which applies to you. We realize that you may
conzider that two-of Fi¢ Biemesis s 5y cme section refate to you, but please Just mark the one bax which most clevely describes

your problem right now.
SECTION 1 - Pain Intensity
1 have o pain =t the nomsat
Tha pain s very mild st the moment.
The pain is moderate at the moment.
The patn is fairly severe at the moment.
Thic phis is very sowers ai the mament.
The paiu is the worst fmagineble at the moment.

MU OWR

SEOTION 2 — Fermssa Cais {waskisg, drensing, se)

{ can logk sfier myself without cauging extrs pain.

1 can look after myself normally but it canses extrm pain.
hispaﬁafnlmhoka&amyselfmdlmslowamlcareﬁﬂ.
iméaemh@!ppglmmgemﬂfmypmomlm.

i need iselp every day in most aspects of self care.
Idonotgatdrused,washwiﬁadiﬁeﬂtyandsmyinbed.

mEi oW

SECTION 3 - Lifting ‘ )

[ can lift heavy weights without extre pam.

I cap tift heavy weights but it gives exira pain.

Pain prevents me from fifting heavy objects off the floor, but 1 can
manage if they we convenienity posiidoned, =g, 95 3 mbi

Pain preveals me from Hfting heavy weights but ] cati manage ight
10 medinm weights if they are conveniently positioned.

1 cannt 1t or cerry snything st all.

M D NwEE

7]

ECTION 4 — Reading
}mreadasmmhaslwmﬁthnopaininmymek.
imméum“!mn!wiﬁsﬁgmmwmymk.
Icanmdssmuchaslwmtwiﬂ:moderatepa’mhmyneck.
}mﬁmﬂum&azmmﬁmpmmmy
neck.
{mnhuﬂymaﬂataﬂmmnfmpainhmymk.

T cannot read ai all.

M DA

SECTION § — Headaches

1 have no headaches at &il.

1 have alight headaches which come infrequently.

{ have modsrate headeches which come infrequsnily.
1 have moderate headaches which come Frequently.

I have govere headaches which come frequently.

1 bave headaches sbmost all the time.

MmO w

SECTION 6~ Congentraiion
lcanconcmﬁ'ateihnywhenlwantmwﬂhm difficulty.

1 cam congentmats fully when 1 waat o with slight difficulfy.

i have 2 fuir Gegres of $ifficulty in concestrating whes I waal 15,
1 have & loi of difficulty in conoentrating when T want to.

I have 2 great deal of difficulty in concentrating when 1 want to.
| camnnt concentrate at all.

m T e

SECTION 7~ Work

. Iopndo as much work as [ want o,

1 can only do my usual work, but 50 more.

1 can do most of my usual work, but oo more.
1 cannot do my usual work.

1 can hardly do any work atall.

1 cannot do any work st all.

TmUOw s

SECTION 3 - Driving

I cag drive without any neck pain.

1 can drive as long as § want with slight pein in n1y neck.

I cam drive as long a4 | want with moderate pain in my neck.

{ canmot drive ag jong as § wamt bovenss of modETEG pain 5 =
neck.

1 can hardly drive at s}t because of severe psin in my peck.

. 1 cannet drive WY oo & il

vowmp

i [

SECTION 9 — Sleeping

[ have no trouble glesping,

My sleep is slightly distwrbed (Jess than 1 hr. slerpless}.
My sloep is wildly dishrbad {1-2 hrs. slocpless).

My sleep is moderately disturbed (2-3 hrs. sleepless).
My sleep & wreatly disturbod {3-3 bea, dlespless).

My sleep is complately disturbed (5-7 hrs. sleeplese).

HHPonpE >

SECTION 10 — Recreation

A. 1am able to engage in all my recreation activities with 1o neck
pain 8t &l

B. 1amable o engage in ail ny recrestion activities with soms pain
in my neck. . g

O Y em abla 1 angege in mout, Dut ot afl of my umial recreition
activitics beoause of pain in ty neck.

D. Iam able to engage in a fow of my ueual recreation activitios
because of pain in my neck.

E.  1ocan herdly do any recreation activities because of pain in my
neck,

F. capnot do eny recreation activities at all.

OTRER COMAMENTS:

Examiner

With Porission fam: Vernon B, Mior 5. The Neck Disshiity Index: A gudy of relobility ond volidity. J Mampulative Physiol Ther 1991:14:409-4135, Copyright

Vermon H and Hagino T, 1988,




