


Please check all of the following that apply to you:

Prostate Problems

Menstrual Problems

Urinary Problems

Currently Pregnant, # weeks______

Marked Morning Pain/Stiffness

Pain Unrelieved by Position or Rest

Pain at Night

Visual Disturbances

Surgeries

Tobacco Use  Y  N  Type/Frequency___________________

Family History: cancer Diabetes High Blood Pressure

Heart Problems/Stroke Rheumatoid Arthritis

Do your parents have similar issues?   Yes/No

Does your spouse or significant otherhave similar or other spinal conditions? Yes/No

Please tell us about it: ________________________________________________________________________

Do you have children that experience the same type of issues or other issues? Yes/No

Please tell us about it: ________________________________________________________________________

____________________________________________________________________________________________

Have you recently been in a car accident? Yes/No

Did you receive treatment for it? Yes/No

Have you ever been injured at work? Yes/No

Did you receive treatment for it? Yes/No

Are there any other areas or concerns that you may have that would help us in helping you?

Signature of Parent or Guardian (if a minor) ______________________________ Date: ______________

Name:___________________________

Date:____________________________

____________________________________________________________________________________________

I certify to the best of my knowledge, the above information is complete and accurate. If the health plan information is not accurate, or 

if I am not eligible to receive a health care benefit through this provider, I understand that I am liable for all charges for services 

rendered and I agree to notify this doctor immediately whenever I have changes in my health condition or health plan coverage in the 

future. 

Patient Signature:____________________________________      Date:______________________

Please list any medications you are currently taking:____________________________________________

Please describe:________________________________________________________________________
____________________________________________________________________________________________

We will use our hands or a mechanical instrument upon your body in such a way as to move your joints.  This procedure is referred to 

as "Spinal Adjustment".   As the joints in your spine are moved, you may experience a "pop" as part of the process… There are certain 

complications that can occure as a result of a spinal adjustment.  These compilations include, but are not limited to: muscle strain, 

cervical myelopathy, disc and vertebral injury, fractures, and strains.  costovertebral strains and separation.  Rare complications 

include, but are not limited to stroke.  The most common compication or compaint following an adjustment is a ache or stiffness at the 

site of adjustment.  I am aware of these complications, and inorder to minimize their occurrence I will take precautions.  These 

precautions include, but are not limited to my taking a detailed clinical history of you and examining you for any defect which woul 

cause a complication.  This examination may include the use of x-rays.  The use of x-rays may pose a risk if you are pregnant.  If you 

are pregnant, you should tell us.

Other Health Problems

Epilepsy/Seizures

Osteoporosis

Cancer/Tumor

Alcohol/Drug Dependence

High Blood Pressure

Stroke (date_____________)

Taking Birth Control Pills

Dizziness/Fainting

Corticosteroid Use (Cortisone, Prednisone, etc)

May we contact your Primary Care Physician about 

your treatment here?  Yes/ No 

Diabetes

Recent Fever

Numbness in Groin/Buttocks

Abnormal Weight Gain or Loss?



Patient Acknowledgement and Receipt of 

Notice of Privacy Practices Pursuant to HIPAA and Consent 

for Use of Health Information 
 

 

Name_________________________________  Date_______________ 

  Print Patient’s Name 

 

 

 

The undersigned does hereby acknowledge that he or she has received a copy of this 

office’s Notice of Privacy Practices Pursuant To HIPAA and has been advised that a full 

copy of this office’s HIPAA Compliance Manual is available upon request. 

 

The undersign does hereby consent to the use of his or her health information in a manner 

consistent with the Notice of Privacy Practices Pursuant to HIPAA, the HIPAA 

Compliance Manual, State law and Federal Law. 

 

 

Dated this _______ day of _______________________, 20___ 

 

 

By____________________________________ 

 Patient’s Signature 

 

 

 

If patient is a minor or under a guardianship order as defined by State law: 

 

By_____________________________________ 

 Signature of Parent/Guardian  (circle one) 



NECK DISABILITY INDEX QUESTIONNAIRE 
 
Patient Name ________________________________________________                                 Date_________________________________ 
 
Please read carefully: 

This questionnaire has been designed to enable us to understand how 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 
consider that two of the statements in any one section relate to you, but please just mark the one box which most closely describes 
your problem right now.

SECTION 1 – Pain Intensity 
A. I 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 (washing, dressing, etc.) 
A. I can look after myself 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 I am slow and careful. 
D. I need some help but manage most of my personal care. 
E. I need help every day in most aspects of self care. 
F. I do not get dressed, wash with difficulty and stay in bed.  
 
SECTION 3 – Lifting 
A. I can lift heavy weights without extra pain. 
B. I can lift heavy weights but it gives extra pain. 
C. Pain prevents me from lifting heavy objects off the floor, but I can 

manage if they are conveniently positioned, e.g. on a table. 
D. Pain prevents me from lifting heavy weights but I can manage light 

to medium weights if they are conveniently positioned.  
E. I can lift very light weights.  
F. I cannot lift or carry anything at all. 
 
SECTION 4 – Reading 
A. I can read as much as I want with no pain in my neck. 
B. I can read as much as I want with slight pain in my neck. 
C. I can read as much as I want with moderate pain in my neck. 
D. I cannot read as much as I want because of moderate pain in my 

neck. 
E. I can hardly read at all because of severe pain in my neck. 
F. I cannot read at all. 
 
SECTION 5 – Headaches 
A. I have no headaches at all. 
B. I have slight headaches which come infrequently. 
C. I have moderate headaches which come infrequently. 
D. I have moderate headaches which come frequently. 
E. I have severe headaches which come frequently. 
F. I have headaches almost all the time. 
 
SECTION 6 – Concentration 
A. I can concentrate fully when I want to with no difficulty. 
B. I can concentrate fully when I want to with slight difficulty. 
C. I have a fair degree of difficulty in concentrating when I want to. 
D. I have a lot of difficulty in concentrating when I want to. 
E. I have a great deal of difficulty in concentrating when I want to. 
F. I cannot concentrate at all. 
 
 

 
SECTION 7 – Work  
A. I can do as much work as I want to. 
B. I can only do my usual work, but no more. 
C. I can do most of my usual work, but no more. 
D. I cannot do my usual work. 
E. I can hardly do any work at all. 
F. I cannot do any work at all. 
 
SECTION 8 – Driving 
A. I can drive without any neck pain. 
B. I can drive as long as I want with slight pain in my neck. 
C. I can drive as long as I want with moderate pain in my neck. 
D. I cannot drive as long as I want because of moderate pain in my 

neck. 
E. I can hardly drive at all because of severe pain in my neck. 
F. I cannot drive my car at all. 
 
SECTION 9 – Sleeping 
A. I have no trouble sleeping.  
B. My sleep is slightly disturbed (less than 1 hr. sleepless). 
C. My sleep is mildly disturbed (1-2 hrs. sleepless). 
D. My sleep is moderately disturbed (2-3 hrs. sleepless). 
E. My sleep is greatly disturbed (3-5 hrs. sleepless). 
F. My sleep is completely disturbed (5-7 hrs. sleepless). 
 
SECTION 10 – Recreation 
A. I am able to engage in all my recreation activities with no neck 

pain at all. 
B. I am able to engage in all my recreation activities with some pain 

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

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

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

neck. 
F. I cannot do any recreation activities at all. 
 
OTHER COMMENTS: 
 
__________________________________________________________ 
 
__________________________________________________________ 
 
__________________________________________________________ 
 
 
 
_____________________________________ 
Examiner 
 
 

With Permission from: Vernon H, Mior S. The Neck Disability Index: A study of reliability and validity. J Manipulative Physiol Ther 1991;14:409-415, Copyright 
Vernon H and Hagino C, 1990. 

 



REVISED OSWESTRY BACK PAIN DISABILITY QUESTIONNAIRE 
 
Name ___________________________________________________________  Date _____________________________ 
 
Please read carefully: 

This questionnaire has been designed to enable us to understand how your back 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 
consider that two of the statements in any one section relate to you, but please just mark the one box 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. I would not have to change my way of washing or dressing in 

order to avoid pain. 
B. I do not normally change my way of washing or dressing even 

though it causes some pain. 
C. Washing and dressing increases the pain, but I manage not to 

change my way of doing it. 
D. Washing and dressing increases the pain and I find it 

necessary to change my way of doing it. 
E. Because of the pain, I am unable to do some washing and 

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

dressing without help. 
 
SECTION 3 – Lifting  
A. I can lift heavy weights without extra pain. 
B. I can lift heavy weights but it gives me 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 

I can manage if they are conveniently positioned-eg, on a table 
E. Pain prevents me from lifting heavy weights, but I can manage 

light to medium weights if they are conveniently positioned. 
F. I can only lift very light weights, at the most. 
 
SECTION 4 – Walking 
A. Pain does not prevent me from walking any distance. 
B. Pain prevents me from walking more than 1 mile. 
C. Pain prevents me from walking more than ½ mile. 
D. Pain prevents me from walking more than ¼ mile. 
E. I can only walk using a stick or crutches. 
F. I am in bed most of the time and have to crawl to the toilet. 
 
SECTION 5 – Sitting 
A. I can sit in any chair as long as I like without pain. 
B. I can only sit in my favorite chair as long as I like. 
C. Pain prevents me sitting more than 1 hour. 
D. Pain prevents me sitting more than ½ hour. 
E. Pain prevents me sitting more than 10 minutes. 
F. Pain prevents me from sitting at all. 
 
OTHER COMMENTS: 
______________________________________________________ 
 
______________________________________________________ 
 
 

SECTION 6 – Standing 
A. I can stand as long as I want without pain. 
B. I have some pain while standing, but it does not increase with 

time. 
C. I cannot stand for longer than 1 hour without increasing pain. 
D. I cannot stand for longer than ½ hour without increasing pain.  
E. I cannot stand for longer than 10 minutes without increasing 

pain. 
F. Pain prevents me from standing at all.  

  
SECTION 7 – Sleeping  
A     I get no pain in bed. 
B. I get pain in bed, but it does not prevent me from sleeping 

well. 
C. Because of pain, my normal night’s sleep is reduced by less 

than one-quarter. 
D. Because of pain, my normal night’s sleep is reduced by less 

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

than three-quarters. 
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. 
C. Pain has no significant effect on my social life apart from 

limiting my more energetic interests, eg, dancing, etc. 
D. Pain has restricted my social life and I  do not go out very 

often. 
E. Pain has restricted my social life to my home. 
F. I have hardly any social life because of the pain. 
 
SECTION 9 – Traveling 
A. I get no pain while traveling. 
B. I get some pain while traveling but none of my usual forms of 

travel make it any worse. 
C. I get extra pain while traveling but it does not compel me to 

seek alternative forms of travel. 
D. I 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. 
 
SECTION 10 – Changing Degree of Pain 
A. My pain is rapidly getting better.   
B. My pain fluctuates, but overall is definitely getting better. 
C. 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. 
  ______________________________________ 

Examiner 
With Permission from:Hudson-Cook N, Tomes-Nicholson K, Breen AC. A Revised  Oswestry Back Disability Questionnaire. Manchester Univ Press, 1989. 




