Chiropractic
& Wellness

Chiropractors are doctors of the nervous system and our purpose is to remove any dysfunction by correcting the
misalignments in your spine with an adjustment. When this dysfunction is removed it decreases pain and allows your
body to function at 100%.

Don 't wait until you are m pain to seek care, get your nervous system back on the road to maximum potential toda !

Name: Preferred.name:

Address: City: State: Zip:

Home #: Cell #: Work #:

Email: Preferred method of contact: o Call cell o Home o Work o Email
Birth Date: Age: Sex:oM oF o Single oMarried o Widowed o Divorced o Separated

Whom may we thank for referring you?

Occupation: Employer:
Spouse/Guardian’s Name: Spouse/Guardian’s Employer:
How many children? Names & ages of Children:

Emergency contact and phone number:

How do you plan to pay for care? 0 Personal Insurance o Third-Party Insurance o Self-pay
Primary Insurance Company: Secondary Insurance Company:

Who is the primary insurance subscriber? Relationship to patient?
Primary subscriber birth date? Primary subscriber phone number?

Condition due to auto-accident? o Yes o No Date of accident: Claim #:
Insurance contact name: Phone number:

Attorney name: Phone number:

Have you ever had Chiropractic Care? 0 Y oN  When? How was your experience?

Please describe what brings you in today?

How long have you been experiencing this? Is it constant?

Does the pain seem to be getting better, getting worse, or staying the same since it began?

Please rate the pain on a scale from 1-10, where 1 is least severe and 10 is the most severe:




Does the pain radiate or travel anywhere, if so, where?

What makes this problem better?

What makes it worse?

Have you had this problem before and/or any previous imaging for this condition?
Have you been involved in an auto accident in the last 12 months?

Please list any surgeries you have had and approximate dates:

Medications you take now: 0 Pain killer o Anti-depressant clnsulin o Birth Control o Blood pressure o Cholesterol

0 Other (please list):

MARK (P) for something you’ve had in the Past:
MARK (C) for a Current condition:
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Acid reflux
Acne
AIDS/HIV
Allergies
Anemia
Appendicitis
Arthritis
Arm pain
Asthma

Bed wetting
Bladder problems
Bronchitis
Bursitis
Cancer

Cold feet
Congestion/cough
Constipation
Convulsions
Depression
Diabetes
Diarrhea

Difficulty breathing

Dizziness/Vertigo
Ear ache
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Eczema

Elbow pain
Emphysema
Epilepsy

Eye problems
Fatigue

Fever

Fractures

Foot pain

Gall bladder condition
Gastritis
Glaucoma

Gout

Headaches
Head colds
Hearing loss
Heart condition
Hepatitis
Hernia
Herniated disc
Hemorrhoids
High blood pressure
High cholesterol
Hip pain
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Indigestion
Infertility

Influenza

Insomnia

Jaundice

Knee pain

Kidney problems
Leg cramps

Liver problems
Low back pain
Low blood pressure
Low energy
Menopause
Mid/upper back pain
Migraine
Miscarriage
Multiple Sclerosis
Neck pain

Nervous breakdown
Numbness/tingling
Osteoporosis
Pacemaker
Parkinson’s disease
Pinched nerved
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Pneumonia

Poor circulation
Prostate problems
Rheumatoid arthritis
Ringing ears
Sciatica

Shortness of breath
Shoulder pain
Sinus problems
Sore throat
Sprain/strain
Stomach issues
Stroke

Swollen ankles
Thyroid condition
Tonsillitis
Tuberculosis
Tremors

Tumor

Ulcers

Urinary problems
Varicose veins
Weak immune system
Weak arms/legs

Please list any other health concerns that you have had in the past, or you are having today that may or may not be related to

the problem:

Who is your Primary Care Physician (PCP):
When was your last visit with your PCP:




SOCIAL HISTORY:

Do you drink alcoholic beverages? ~ If so, how much per week?

Do you use any tobacco products? Do you smoke?  If'so, packs per day:

Do you exercise? If yes, what is the frequency and type of exercise?

What are your hobbies?

FAMILY HISTORY:

Do you have any family members who suffer from the same condition you do? If so, please

list:

Do any of your family members suffer from? (Indicate whether family member is Father, Mother, Sister, Brother):
Tuberculosis Cancer Mentallllness_  Diabetes  Asthma  Heart Disease
Stroke _ Kidney Disease  Lung Disease Arthritis ~ Liver Disease  Other

Patient Consent to X-ray

I, authorize the performance of diagnostic x-ray examination of myself which
the doctor may consider necessary or advisable in the course of my examination and treatment.

1, authorize the performance of diagnostic x-ray examination of my child
which the doctor may consider necessary or advisable in the course of my examination and treatment. The patient is a
minor, years of age. My relationship to the minor is

Signature: Date:

For all female patients: This is to certify that to the best of my knowledge I am NOT pregnant and the doctor has my
permission to perform an x-ray evaluation. I am aware that x-ray can be hazardous to an unborn child.

Date of the first day of your last menstrual cycle:

o Hysterectomy date:

AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or chiropractic
office. I authorize the doctor to release all information necessary to communicate with personal physicians and other
healthcare providers and payors and to secure the payment of benefits. I understand that [ am responsible for all costs of
chiropractic care, regardless of insurance coverage. I also understand that if I suspend or terminate my schedule of care as
determined by my treating doctor, any fees for professional services will be immediately due and payable.

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for the purpose of
treatment, payment, healthcare operations, and coordination of care. We want you to know how your Patient Health
Information is going to be used in this office and your rights concerning those records. By signing below you verify you
have received a copy of the HIPAA Privacy Policy. If there is anyone you do not want to receive your medical records,
please inform our office.

Signature: Print Name:

Minor’'s Name: Date:




Neck Index

ACN Group, Inc. Form Ni-100

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one

section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ 1have no pain at the moment.

@ The pain is very mild at the moment.

@ The pain comes and goes and is moderate.

@ 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.

Sleeping

@ | have no trouble sleeping.

@ Wy sleep is slightly disturbed (less than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless).

@ My sleep is moderately disturbed {2-3 hours sleepless).
@ My sleep is greatly disturbed (3-5 hours sleepless).

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

Reading

@ | can read as much as | want with no neck pain.
@ 1 can read as much as | want with slight neck pain.
@ | can read as much as | want with moderate neck pain.

@ I cannot read as much as | want because of moderate neck pain.

@ | can hardly read at all because of severe neck pain.
® Icannot read at all because of neck pain.

Concentration
@ | can concentrate fully when | want with no difficulty.

Personal Care

@ | can look after myseif normally without causing extra pain.
@ 1 can look after myself normally but it causes exira pain.
@ ltis painful to look after myself and | am slow and careful.
@ | need some help but | manage most of my personal care.
@ | need help every day in most aspects of self care.

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

Lifting

@ | can lift heavy weights without extra pain.

@ Ican lift heavy weights but it causes extra pain.

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

@ Pain prevents me from lifling heavy weights off the fioor, but | can manage
light to medium weights if they are conveniently positioned.

I can only lift very light weights.
® | cannot lift or carry anything at all.

Driving

© 1 can drive my car without any neck pain.

@ | can drive my car as long as | want with slight neck pain.

@ | can drive my car as long as | want with moderate neck pain.

® | cannot drive my car as long as | want because of moderate neck pain.
@ | can hardly drive at all because of severe neck pain.

® | cannot drive my car at all because of neck pain.

Recreation
@ | am able to engage in all my recreation activities without neck pain.

@ | am able to engage in all my usual recreation activities with some neck pain.

@ | am able to engage in most but not all my usual recreation activities because of neck pain.
@ | am only able to engage in a few of my usual recreation activities because of neck pain.
@ | can hardly do any recreation activities because of neck pain.

® | cannot do any recreation activities at all.

@ | can concentrate fully when | want with sfight difficulty.

@ !have a fair degres of difficulty concentrating when | want.
@ |have a lot of difficulty concentrating when | want.

I have a greaf deal of difficulty concentrating when | want.
® | cannot concentrate at all.

Work

© | can do as much work as | want.

@ | can only do my usual wori but no more.

@ | can only do most of my usual work but no more.
(3@ | cannot do my usual work.

@ | can hardiy do any work at all.

® | cannot do any work at all.

Headaches

@ 1 have no headaches at all.

@ 1 have slight headaches which come infrequently.

@ | have moderate headaches which come infraquently.
@ | have moderate headaches which come frequently.
@ | have severe headaches which come frequently.

® | have headaches almost all the time.
Neck

Index
Score




Oswestry Low Back Pain Scale

Please rate the severity of your pain by circling a number below:

No pain 0 1

234 B -6 4 8 9 -0

Unbearable pain

Name

Date

Instructions: Please circle the ONE NUMBER in each section which most closely describes your problem.

Section 1 = Pain Intensity

0. The pain comes and goes and is very mild.

1. The pain is mild and does not vary much.

2. The pain comes and goes and is moderate.

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

5. The pain is severe and does not vary much.

Section 2 — Personal Care (Washing, Dressing, etc.)

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

1. I do not normally change my way of washing or
dressing even though it causes some pain.

2. Washing and dressing increase the pain but |
manage not to change my way of doing it.

3. Washing and dressing increase the pain and | find it
necessary to change my way of doing it.

4. Because of the pain | am unable to do some washing
and dressing without help.

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

Section 3 ~ Lifting

0. | can lift heavy weights without extra pain.

1. I can lift heavy weights but it gives extra pain.

2. Pain prevents me lifting heavy weights off the floor.

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

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

5. | can only lift very light weights at most.

Section 4 — Walking

. | have no pain on walking.

. | have some pain on walking but it does not increase
with distance.

- | cannot walk more than 1 mile without increasing pain.

. | cannot walk more than % mile without increasing pain.

. | cannot walk more than ¥ mile without increasing pain.

. I cannot walk at all without increasing pain.
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Section 5 — Sitting

0. | can sit in any chair as long as | like.

1. | can sit only in my favorite chair as long as | like.

2. Pain prevents me from sitting more than 1 hour.

3. Pain prevents me from sitting more than ¥z hour.

4. Pain prevents me from sitting more than 10 minutes.
5. | avoid sitting because it increases pain immediately.

Section 6 - Standing

0.
1.
2,

3.

4.

5.

| 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 1 hour without increasing pain.

I cannot stand for longer than % hour without increasing pain.

| cannot stand for longer than 10 minutes without increasing pain.
I avoid standing because it increases the pain immediately.

Section 7 - Sleeping
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. 1 get no pain in bed.
. I get pain in bed but it does not prevent me from sleeping well.
. Because of pain my normal nights sleep is reduced by less than

one-quarter.

. Because of pain my normal nights sleep is reduced by less than

one-half.

. Because of pain my normal nights sleep is reduced by less than

three-quarters.

. Pain prevents me from sleeping at all.

Section 8 — Social Life

0.
i1
2.

3.
4.
5.

My social life is normal and gives me no pain.

My social life is normal but it 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.

Section 9 — Traveling
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3
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I get no pain when traveling.

| get some pain when 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
alternate forms of travel.

| get extra pain while traveling which compels to seek alternative
forms of travel.

Pain restricts me to short necessary journeys under % hour.
Pain restricts all forms of travel.

Section 10 — Changing Degree of Pain

0.
1.
2
3.
4.
5.

My pain is rapidly getting better.

My pain fluctuates but is definitely getting better.

My pain seems to be getting better but improvement is slow.
My pain is neither getting better or worse.

My pain is gradually worsening.

My pain is rapidly worsening.

TOTAL




