Patient Basic Information

Personal Information:

Last Name: First Name: Mid. Init.
Address: City, State, Zip:

Home Phone: Work Phone: y Social Security No.:

Date of Birth: Date of Injury/Onset:

Dominant Hand: Q Right 0 Left Q Both

Insurance Information:

Policy Holder (if different than patient): Policy No.:

Special Note: If your injury involved a motor vehicle, skip to page 2. Otherwise, use the
spaces below to fully describe your accident, injury or onset, slip and fall, etc.

1. = Description of Accident/Injury/Onset

Enter a full description of the accident, injury or onset in the space below.

2, Your condition during and immediately after injury/onset
Enter the details of your condition during and immediately after your injury/onset.

Patient Sign & Date: Date:
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Automobile Accident Description

Please answer the questions below. If you do not know the answer to any of the questions, do not answer that question.

1. Your vehicle type 2. Your position in vehicle

3. What was your vehicle doing at the time of the accident?

Quwmid O Moderate
0O Totaled

You hit...(object)

O car Q Station Wagon Oopriver QFrontPassenger | Stopped atintersection Ostopped intraffic [ Stopped at light
Qvan O Pickup Truck Q Left Rear Passenger Q making a right turn 0O Making aleft turn O Parking
OLarge Truck  OBus C Right Rear Passenger OProceeding along Q slowingdown  QAccelerating
Other. Other, Other

4. Time/Speed/Damage 5. Details of Accident 6. Road conditions

Time of accident, Visibility at time of accident Road conditions at time of accident

Your vehicle's QpPoor QOFair O Good Qiey Owet O sandy QDark U Cleananddry
speed: mph

Their vehicle's Who hit who/what? Point of impact

speed: mph | O You hit other vehicle O Head-On ClLeft Front O3 Right Front
Damage to your vehicle Q) Other vehicle hit you U Rear-End O Left Rear QO Right Rear

7. Body Position, etc.

Did you see the accident coming: YesQO No
Were you braced for the impact? YesQO No
Did you have a seat belt on? Yes No
Did you have a shoulder hamess on? ' YesOO No

What was the position of your headrest at the time of the impact?
0 Even with top of head (O Even with bottom of head 1 Middle of neck
What was the direction of your head at the time of the impact?

Q Facing straight forward 0 Turned to the right O Turned to the left

Does your vehicle have headrests? YesOO No

Did driver side air bags deploy? YesQO No Did passenger side airbags deploy? YesLdL No Did side airbags deploy? YesUQ No

8. Additional accident information

In the case of a motor vehicle accident, enter any additional information here that is not covered by the above check offs.

9. During the accident:

10. After the accident:

Did your body strike the inside of your vehicle? YesQ 0 No
If yes, describe:

Check off your symptoms right after and a few days following:

Did you lose consciousness during the injury? YesO1Ol No
If yes, for how long?

Your vehicle's estimated damage?

Damage to their vehicle: [ Mild [ Moderate [ Totaled
Did police show up at the scene? YesOUl No
Was an accident report filled out? YesUQ No

0 Headache [ Dizziness [ Mid back pain [ Cold hands
O Neck pain O Nausea Q Lowbackpain 0 Cold feet
ONeck stiffness O Confusion ) Nervousness [ Diarrhea
QO Fainting 0 Fatigue O Loss oftaste [l Depression
Q Ringing in ears [ Tension Q Toe numbness 0 Anxious

O Loss ofsmell  Qlirritability Q Constipation O Chest Pain

0 Pain behind eyes 0 Shortness of breath [ Sleeping problems
Others:

11. Emergency Room?

12. Treatment History:

Where did you go after the accident?

O Home Owork O HospitalER ([ Private Doctor
How did you get there?

QO Drove self Osomebodyelse DAmbulance [ Police

Were X-rays done? Yes1Ol No Was lab work done? YesCdU No

Fill in any other doctor(s) seen prior to your first visit to this ofﬁce|

1. Dr. First visit date: / /
Specialty: X-rays done? YesOO No
Types of treatments received.

How many treatments received? Currently treating? Yes(30 No

Body parts X-rayed?, Did treatments benefityou? YesUQ No
What lab work? Lastvisitdate: ___ [/ [

"] The X-rays revealed: 2. Dr. Firstvisitdate: __/__ /
Treatments: O Cervical Collar [ Ice Other: Types of treatments received:
Medications: How many treatments received? ___ Currently treating: YesQQ No
Follow-up instructions: Did treatments benefityou? YesLU No

Last visit date: [ S A
Patient Sign & Date: Date:
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Description of Symptoms

(Describe your symptoms in the sections below, in the order of severity, if possible.)

I. First Current Symptom: (Please check off the boxes below to describe your first symptom. Describe only ONE symptom per Section §.

1. Check only one body location below 2. Types of pain Other types of pain:
CIHeadad\esD Ld RO BQ | gpu Qsharp  QAching O Cutting
Dme of Head OThrobbing O Burning O Numbing O Tingling O Cramping
Dgoxt)*f{s:gd Qspasm O stinging QO Sheoting [ Pounding UConstricting
OEye .0 rO 80O [Bupto1/acfawaketime Q1/4 to 1/2 of time Brings On Aggravates Relieves
DNk D RO 50O |912 to34 of awake time O Mostallthe time| H Inthe AM. g Q Q
DupperBack L0 RO - g0 |4 Pain Intensity (How It affects your daily O inthe PM. Q Q Q
OmidBack L O RO 80 |actvites) Qeensegoned 8 8 H
Olowback LO RO B0 |ODoesntaflect O Somewhat affects QOBendingback Q O O
Ochest L0 RO 80 [|OsSeriouslyafiects [ Preventsactivities E Bending left g g Qg
OAbdomen L O rRO B8 O | 5.Does this pain radiate into other body parts? a .?:?:t::g :-gtm 8 8 g
o e S35 58 [gwe B H T |Quemien O 3 0
Oshoulder LQ rRQ 8 0 | ONeck Q a a DCoughmg QO O 0O
Qupperam L@ RrRQ 80 | QShoulder Q a a Sneezing
OFoream L rRO gQ Am a Q g BStramgng 8 8 8
QOHand L@ RO 80 [QHand Q Q Q Ds?"!‘d'"g O o o
OHip t@ RrRO 80 [QHip Q g Q in'g;ng Q a o
Oteg L@ RrRO 80 [OtLe Q Q Q P
OF oot L O RO g0 | OFoot a a Q Other Actions: 0 0 o
Other locations: Other locations of radiation: O 0O 0
Il. Second Current Symptom: (Piease check off the boxes below to describe your next symptom).
1. Check only one body location below 2. Types of pain Other types of pain:
DlHeadaches _ L Q rO 8O |gpw Qshap OAching O Cutting
Dme of Head OThrobbing O Buming O Numbing QTingling O Cramping
DTop of Head Qspasm O stinging O Shooting & Pounding ClConstricting
o Back onlHead o o 3. Pain Frequency 6. Actions affecting this pain
DJaw L ] R 0 8 0 QUp to 1/4 of awake time (11/4 to 1/2 of time Brings On  Aggravates Relieves
DEVe L 0 R 0 B 0 Q1/2 to 3/4 of awake time O Most all the time | O Inthe AM. Q QO Q
DNe°k L a R a B O |4 Pain Intensity (How it affects your daily Q Inthe PM. O Qo Q
DU?Pe’ Back L Q R Q B Q activites) OBendingfowad O O QO
EIMid Back L 0 R 0 B 0 0 Doesn't affect 0 somewhat affects 0 Bending back O a a
DE%W Back t 0 2 0 g 0 O Seriously affects O Prevents activities Q Bending left a a a
e:tmen L O r O 80 5. Does this pain radiate into other body parts?| & Bending right Q Qg Q
DDAbdRibs L 0 RO g0 Left Right Both 0 Twisting left a Q a
DBtk L0 RO 80 0O Head a a (m] O Twisting right a a aQ
Qshoutd L0 RO g0 |3Nexk = d a 0 Coughing 2 g9 4
Qv ou ::m [0 rO 80 0 shoulder Q Q Q Q sneezing a a a
OFaeamn LO RO 80 |DA™ 2 o 3 0 Straining 2 3 3
OHand L RrQ 80 |ZHand d o o 0 Standing 2 9 3
Qi (O rOQ 80 |SHP = d o o Siting g o 9
OlLeg (O rQ sQ |8l g 2 2 Ql Lifing 0 o Qo
CIFogt .O rO 80 QFoot ] Q Q Other Actions:
Otherlocations: Other locations of radiation: 8 8 g
Iil. Third Current Symptom: Please check off the boxes below to describe your 3rd symptom).
El Check only one body location below 2. Types of pain Other types of pain:
HeadacheElF Lt I:f'H dR Q 80 [gpw Qsharp  OAching Q Cutting
Clen foH e: QOthrobbing QBurning O Numbing QO Tingling O Cramping
I:IBOF;;() ff'a 4 Qspasm Q stinging O Shooting O Pounding _ClConstricting
Qu a L 0El ea Q 0 3. Pain Frequency 6. Actions affecting this pain
EIan ‘o R 0 B O |BUpto 174 of awake time Q1/4 to 1/2 of time Brings On  Aggravates Relieves
DNY‘;( L0 R 0 B Q Q172 _to 3/4 of awake time O Most afl the time | L Inthe AM. g a o
Elue Back L O R o B O [ Pain intensity (How it affects your dafly Q Inthe PM. Q Q Q
DMPEg o to 2 0 B 0 activites) OBendingfoward O O QO
OldBack L = a B8 O |ODoesntafiet O Somewnat affects U Bending back g o g
Q Chv;st =] 2 Q g Q 0 Seriously affects [ Prevents activities O Bending left g g Q
QAbdomen L0 rO 80 5. Does this pain radiate into other body parts?| 3 Bending right g Qg aQ
QRibs L@ RrQ 80 teR R B ) Twisting lef 2 8 8
DlButocks ‘O RO 80O O Head Q ] O Twisting right Q Q Q
Oshoulder LQ RO 80 [oNe Q Q g 5 Soughing 2 8B 8
Dora  ©'Q RO 80 |Osheuder O a a O Sneezing Q g 0o
OFoeam . L O RO 80 |9A™ a o g 3 Sraining 9 3 8
QHand L0 rO 80 |JHend 2 d Q 5 Standing 3 3 8
QHip LQ RO s0O |3He o o Q 0 Siting 2 2 d
OlLeg ‘O RO =0 O Leg 0 Q Q O Lifting O QO aQ
QFoot LG RrQO g0 |QFo o 9 Q Other Actions: 0
Other locations: Other locations of radiation: 0 g a
Patient Sign & Date: Date:
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Description of Symptoms

V. Fourth Symptom:
1. Check only one body location below

Describe your symptoms in the sections below, in the order of severity, if possible.)

Please check off the boxes below to describe your 4th symptom. Describe only ONE symptom per Section )I

2, Types of pain Other types of pain:

ClHeadacheEIFrolr.‘t cra-f'HeadR O =0 B.Il?ull ~ Qshap 8Aching BCuttipg a ‘
OTop of Head hrobbing O Bt:lm[ng Numb;ng Tlnglm_g Cramplng
OBack of Head Ospasm Q stinging O Shooting 0 Pounding L Constricting
QJaw LQ rO g O |3. Pain Frequency 6. Actions affecting this pain
Q a O 80 |Qupto1/aofawaketime L11/4 to 172 of time Brings On Aggravates Relieves
Eye L R . .
ONeck L0 RO 80O |O12to3/4ofawaketime L Mostallthetime Qinthe AM. g a a
QupperBack LQ RO 8O - ) ———| Uinthe PM. g a g
OMid Back LO RO B0 |4 Painintensity (Howitaffects your daily activites U Bending forward g g a
Doesn't affect Somewhat affects nding bac|
Quweack LQ rO 80 |H = QBendingback O O O
QChest LO RO B0 |Oseriouslyaffects O Preventsactivities 8 Bending left 8 g Q
Bg?::men t 8 2 E'I g g 8. Does this pain radiate into other body ;::rts? O '?:Ts(:::g :;%ht O 0 g
QButocks L QO RO BO | QHead n Rt "y Qmwistngrigt Q3O O
Oshouder LOQ RO BO | 0Nk a a 0 U Coughing g g Q
Qupperarm  LQ RO BO |Oshower QO O a O Sneezing a g d
Gon 18 RO e |G 8 B g (8% 3§ 3
Hand L R B O Hand Q Q Q o
QHip (@ R3O 80 |QHp S| & 0 O sitting Q Q9 @
OlLeg L@ RO 80 |OLeg Q a ] Q Lifting Q 0o Q
OFoot L0 RO BO |OFoot o O o Other Actions:
| Otherlocations: Other locations of radiation: DD DD DD
V. Fifth Current Symptom: (Please check off the boxes below to describe your 5th symptom).
1c.l Check only one bEldy Iocatian belowc. 2, Types of pain Other types of pain:
Headaches L R 8 Qoul O sharpp QO Aching O Cutting
O ront of Head QOThrobbing O Buming O Numbing QO Tingling [ Cramping
OTop of Head
DBZ%:af :aea d QSpasm O stinging O Shooting 0 Pounding Constricting
3. Pain Frequency 6. Actions affecting this pain
gf‘” t 8 : 2 g g 8 Qupto 1/4 of awake time T11/4 to 1/2 of time Brings On_ Aggravates Refieves
Ok 'O RO o0 |O12to34cfawaketime O Mostallthe time Bln the AM. 8 g 8
Inthe PM.
8&%’;" Bcﬁck :: 8 2 8 g 8 4. Pain Intensity (How it affects your daily activites) OsBendingfoward QO Q a
OLow Baa ok L0 rO 80 Q Doesn't affect 0 somewhat affects Q Bending back Qg Qa Q
Olchest (O RrO 80 QO seriously affects [ Prevents activities a Bending left Qa a Q
QAbdomen LQ RO B O | 5. Does this pain radiate into other body parts? Q Bending right g o g
ORibs L@ RO 80 Lok  Right  Both O Twisting left g g d
Qbuods (O RO BO Qs O O O  |Qlsmnge 3 5 8
Qshould LO RrO 80 |QONeck a a a & Coughing g g 4d
BUp?):r::m L B R 8 B 8 gsﬁgulder g 8 g Bg{';ﬁ:rgg g g g
Forearm L R B Am 0 Standi a Q O
OHand L RrO B8O |[OHand Q a Q Osi naing g o o
OHip Lt rO B0 |[QHp a a a Oomng 8 g B
Oeg L0 RO 80 |[OLeg a Q Q Othe ';','\9 o
OFoot L0 RO 80 |QFoot a 0 a rActions:
Otherlocations: Other locations of radiation: DQ DQ DD
VL. Sixth Current Symptom: (Please check off the boxes below to describe your 6th symptom).
1. Check only one body location below 2. Types of pain Other types of pain:
EIHeadacheIs:lF rol|-1t Eleea dR Q sQ goull 8 Sharp gAching gCutﬁng a
 Throbbing Burning Numbing Tingling Cramping
8;:&?2:&2: d Ospasm Q stinging O shooting O Pounding EXConstricting
3. Pain Frequency 6. Acti ffecting this pai
g‘é@:’ t 8 E 8 g 8 Qupto 1/4 of awake time 11/4 to 1/2 of time ctions @ z,i,,g:%,, :g,g:,:s Refieves
ONeck L0 rO 80 [U12to3/40ofawaketime O Mostalithetime | O IntheAM. g o o
QupperBack L Q RO 803 - ] . — 1 QinthePM. Q Q Q
OMid Back LQ RO g O |4 Painintensity (How it affects your daily activites} O Bendingforward O QO 0O
OlowBack LO RO 80O |HDoesntaffect Q Somewhat affects Q Bending back QO O Q0
OChest L0 rQO B0 [DSeriouslyaffects U Preventsactivities 0 Bending left O a QO
OAbdomen LO RO BO |s.Does this pain radiate into other body parts? | = Bending right a Q Q
QRibs L rO 80 Left Right Both O Twisting left a a a
OButocks L3O RO 80 |QHead Q a a Q Twisting right g g Q
Oshouder L O RO B0 |ONeck a a Q 8 Coughing Q 0 ag
gupperAtm L B R g B EII gShoulder Q a Q gg:eezing Ell g 8
Foreamm L R B A a a Q raining
OHand (O RO 5O |QHand o o o O Standing O O Q
QOHip L@ RO 80 |QHip 0 0 0 O sitting a a a
Qieg L@ RO BO |OtLeg Q Q o O Lifting Q QO aQ
QFoot Lt RO 80 |[OFoot a a Q OtherActions:
Otherlocations: Other locations of radiation: Q 0O Qg
I T N - |
Patient Sign & Date: Date:

(c) 2014 Report Master, Inc. All rights reserved.




Description of Symptoms

(Describe your symptoms in the sections below, in the order of severity, if Essible.]

Vil. Seventh Symptom:
1. Check only one body location below

(Please check off the boxes below to describe your 7th symptom. Describe only ONE symptom per Section )

2. Types of pain

Other types of pain:

OHeadaches L O RQ 80 . .
OFront of Head BD"'" . g Shamp 8 Aching ggun:pg Oc .
Qop of Head  Throbbing Bgmi_ng Numb}ng 0 ingling ramping
OBack of Head | Ospasm Ol stinging Ol Shooting Ll Pounding UConstricting
QJaw L Q RO B O | 3. Pain Frequency 6. Actions affecting this pain
a a ] O |Qupto1/4ofawaketime 01174 to 1/2of time Brings On Aggravates Relieves
Eye L R B _ _
aNeck L B R g B 8 Q1/2 to 3/4 of awake time [ Most all the time EI. :: tttt::/;.:nn. 8 8 g
DUpperBack L o R Q B 0 | 4.Painintensity (How it affects your daily activites] L Bending forward Q g a
Mid Back L R B .
OLow Back L0 RO 80 |BDoesntaffect 0 Somewhat affects Q) Bending back Q Q g
OlChest L0 RO B0 |Qseriouslyaffects [ Preventsactivities ggngmg I{aﬁh 8 8 8
DDAbdRib :men ll: 8 g 8 g 8 5. Does this pain radiate into other body parts? Qa Tw?st;:g :';gﬂ t Q Q 0
OButtocks Lt RO 80 | QHead Lea Ri&ht BOD“I 0 Twisting right Q g g
Qshouder L B@ RO BO |QONeck o a O 82009*‘?"9 8 g EII
ggpperArm t g 2 EII g 8 gsmulder 8 8 EI| Ds:ae?;:?g g a o
orearm Amm i
QHand L@ RO BO |OHand a 0 & U Standing g Q Qg
QHi L@ rQ 80 : O sitting g a g
b fo g oea(3% 0§ 9 9 |G, O 90
Foot L R B QFoot a Q Q :
Other locations: Other locations of radiation: 8 DD DD
VIil. Eighth Current Symptom: (Please check off the boxes below to describe your 8th symptom).
1. Check only one body location helow 2. Types of pain Other types of pain:
D“ea"a“heEF L Ele dR Q 80 |gpw QD shap OAching O Cutting
DTrontfoH e: OThrobbing QBuming O Numbing QO Tingling T Cramping
CIBOE‘.: fﬁa g Ospasm QO stinging O sheoting O Pounding ClConstricting
QJaw aL ?:' ca RO g 0 3. Pain Frequency 6. Actions affecting this pain
Qupto 1/4 of awake time (1174 to 1/2 of time Brings On Aggravates Relieves
OEye L rO 80
DN);ok L O r O 8 0 Q172 to 3/4 of awake time [ Most ali the time gln theA M. 8 8 B
In the PM.
ga‘i’gg‘ﬁ‘* - g R 8 B g 4. Pain Intensity (How it affects your daily activies] QlBendingfoward @ QO
Oliow Back LQ rO 80 0O Doesn't affect O somewhat affects 0 Bending back Q QO Q
Ochest L0 rO 80O Q seriously affects O Prevents activities gBending left 8 g 8
BAR?::men :: B 2 8 g B 5. Does this pain ::fdtlate ln:;:i :;I:er bod;oz:tts? o .?:r:t::g :;gﬁht Q a o
Ellsuuocks L 8 R g B 8 gHead B 8 8 8;:5:;?: ;‘9'“ 8 8 8
Shoulder L R B Neck Qs . 0 Q a
Qupperam L Q RO B0 |Qshouder QO a Q O strame
g Q Q Q
Qroeem L2 RO BB |Bem B 8@ g |Qmss QO 3 Q
s’ 1@ "0 =OiE% 2 @ 2 |oEw 4 a0
Leg L R B Leg Other Actions:
QFoot L@ RrO 80 |QFoot a Q a erActions:
Other locations: Other locations of radiation: DD 8 DD
IX. Ninth Current Symptom: (Please check off the boxes below to describe your Sth symptom).
‘ll__.' ﬁ:::: cc;:lsy oni bEIdy loc;tian belng 2. Types of pain Other types of pain:
gl;ront foISHegd g'lt‘:::'gbbing 8 gtt:‘ran?;\g gr{mg?ng Ell%:g::?g Q Cramping
DB‘;F::I?of:Za d Ospasm Q stinging O Shooting O Pounding ClConstricting
3. Pain Frequency 6. Acti ffecting this pai
Eg‘;“e“ t 8 Eg g 8 Qupto 1/4 of awake time T11/4 to 1/2 of time cllons @ eai,,g:%n :g::,,';s Relieves
ONeck L0 rO 80 01/2 to 3/4 of awake time (] Most all the time g,mheAM g g 8
QupperBack LQ RO 80 - ’ — Inthe PM.
EIM?:;;; L Q RO g0 |4 Pain Intensity (How it affects your daily activites) O Bendingfoward O QO Q
DLOW Back L D R D B D D Doesn't affect D Somewhat affects D Bendjng back D D D
QcChest LQa rO s 0 0 Seriously affects [ Prevents activities Q Bending left Q O Q
OAbdomen LO RO 80O |5 Does this pain radiate into other body parts? 0 Bending right Q O Q
ORibs .0 rO 80 Left Right Both 0 Twisting left Q Q Q
QButtocks L RrRO 80 gHead 8 8 g BTwisting right B EII g
Oshoulder L rO 80 Neck Coughing
Oupperam L QO rRO g Q | Oshoulder a a Q Sneezing a aQ aQ
OForearm L rRO 80O |OAm a Q a Q Straining Qa g a
OHand LO rO 80 |QHand a a a 0 standing Q Q Q
QHip L rO 80 {OHip a a Q O sitting g a Qa
OlLeg L RO 8BO |Oteg Q a a Q Lifting  a Q
QFoot L RrO 80 |BFoot Q Q Q OtherActions:
Other locations: Other locations of radiation: g Q Q
; I R
Patient Sign & Date: Date:
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Activities of Daily Living Assessment

Rate your current difficulties, resulting from your accident/iliness, with regard to the various activities listed below. Use the following 1 to 5 scale and
WRITE IN THE APPROPRIATE NUMBER that most closely describes your current degree of difficulty: 4 = "I can do it without any difficulty”
2 =*| can do it without much difficulty, despite some pain”, 3 = “| manage to do it by myselff, despite marked pain”, 4 = "l manage to do it,
despite the pain, but only if | have help”, 5 = "I cannot do it at all, because of the pain". NOTE: Only fill in areas that are affected.

Difficulties with Self Care and Personal Hygiene Activities

Bathing ........... ___ Dryinghair ............ __ Brushingteeth..... __ Puttingonshoes ....___ Preparingmeals ... _ Taking outtrash ..
Showering........ ___ Combing hair ........ ___ Makingbed ......... ___ Tyingshoes............. __ Eating.....coomienne ____ Doinglaundry ..... ___
Wiashing hair .. ___ Washingface......... ___ Puttingonshirt.... __ Puttingonpants ...... ___ Cleaningdishes......__ Goingtotoilet ..... _
Difficulties with Physical Activities
Standing ......... __ Walking.......oeeuneee- ___ Kneeling .............. ___ Bendingback .......... _ Twistingleft ............ __ Leaningback ...... —
Sitting ......c.ce... ___ Stooping .... ___ Reaching............. ___ Bendingleft ... ___ Twistingright.......... ___ Leaningleft......... _
Reclining.......... ___ Squatting .. . ___ Bendingforward.. __ Bendingright........... ___ Leaningforward...... __ Leaningright....... _
Standing for long periods ........c.c.coeiinen ___ Sitting for long periods.......___ Walking for long periods........ ___ Kneeling for long periods ..... __
Difficulties with Functional Activities
Carrying small objects ___ Lifting weights offfloor ........... ___ Pushingthingswhile seated ..... ___ Exercising upperbody........ —
Carrying large objects ___ Lifting weights off table ......... ___ Pushingthings while standing .. __ Exercising lower body ........ _
Carrying briefcase.............. ___ Climbingstairs..........cccoooerne-s ___ Pulling things while seated .......___ Exercising ams ................. _
Carrying large purse .......... ___ Climbinginclines ................. ___ Pulling things while standing ... _ Exercising legs .................. —
Difficulties with Social and Recreational Activities
Bowling ........... ___ Jogging __ Swimming ........... ___ lceSkating .............. ___ Competitive Sports . __ Dating................. .
Goffing ............ ___ Dancing __ Skiing ...ccoeniennen _ Roller Skating __ Hobbies.................. . Diningout ........... _
Difficulties with Travelling
Driving a motorvehicle ...........coeeeveeneeene ___ Riding as a passenger in a motor vehicle ...... ___ Riding as apassengeronatrain ................. —
| Driving for long periods oftime................ __ Riding as a passengeronan airplane ............ ___ Riding as a passenger for long periods......... -

Use the following 1 to 5 scale to describe the difficulties below:
1 ="This area is not affected by my condition”, 2 = "This area is slightly affected by my condition”, 3 ="My condition moderately restricts my ability
in this area”, 4 =" My condition seriously limits my ability in this area", § ="My condition prevents me from using this ability"

Difficulties with Different Forms of Communication

Concentrating.... Hearing.... Listening.... Speaking.... Reading.... Writing.... Using a keyboard....
Difficulties with the Senses
Seeing......... Hearing......... Sense of touch......... Sense oftaste......... Sense of smell.........

Difficulties with Hand Functions
.| Grasping......... Holding......... Pinching......... Percussive movements......... Sensory discrimination.........

Difficulties with Sleep and Sexual Function
Being able to have normal, restful nights sleep......... Being able to participate in desired sexual activity.........

Write in below any additional information regarding your Activities of Daily Living (that wasn't covered above):

Prior Symptom History

Prior Similar Symptoms Has your History Contributed to your Current Symptoms?
O 1 have NOT had prior symptoms similar to my current complaints. O My history HAS contributed to my current symptoms.

3 My current complaints DID exist before, but have not been bothering me. O My history HAS NOT contributed to my current symptoms.

0 My current complaints ALREADY existed and were worsened. O 1'm NOT SURE if my history has contributed to my current symptoms,

My most recent prior similar symptoms (if applicable) occured......... | O monthsago / Qyearsago Oron Date: / /

Write in below any other Prior Symptom History, not covered above:

Patient Sign & Date: Date:
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Cole Family Chiropractic
68 North High Street, Ste. E-106 New Albany, OH 43054
(614) 855-5454 (p) ~ (614) 283-5400 (f)

Date:

Patient Name:

Terms of Acceptance

The goal of our office is to enable patients to gain control of their health. To attain this we believe communication is the key. There are
often topics that are hard to understand and we hope this document will clarify those issues for you.

Please read the below and if you have any questions please feel free to ask one of our staff members.

Informed Consent:

A patient, in coming to the chiropractic doctor, gives the doctor permission and authority to care for the patient in accordance with the
chiropractic tests, diagnosis, and analysis. The chiropractic adjustment or other clinical procedures are usually beneficial and seldom cause
any problems. In rare cases, underlying physical defects, deformities or pathologies may render the patient susceptible to injury. The
doctor, of course, will not give any treatment or care if he/she is aware that such care may be contra-indicated. Again, it is the
responsibility of the patient to make it known, or to learn through healthcare procedures what he/she is suffering from: latent pathological
defects, illnesses or deformities which would otherwise not come to the attention of the chiropractic physician. The chiropractic doctor
provides a specialized, non-duplicating health care service. Your doctor of chiropractic is licensed in a special practice and is available to
work with other types of providers in your health care regimen. I understand that if [ am accepted as a patient by a physician at Cole
Family Chiropractic, I am authorizing them to proceed with any treatment that they deem necessary. Furthermore, any risk involved,

regarding chiropractic treatment, will be explained to me upon my request.

Women Only:

To the best of my knowledge 1 am / am NOT pregnant and (give my permission / don’t give permission) to x-ray me for diagnostic interpretation.
(Circle one above) (Circle one above)

Missed Appointments:

There is a possible fee charged for all appointments that are not canceled prior to scheduled visit.

Consent to Evaluate and Treat a Minor:

I being the parent or legal guardian of , have read and fully

understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care.

Communications:

In the event that we would need to communicate your healthcare information, to whom may we do so?

Spouse:

Children:

Others:

No one:

May we leave messages regarding your personal healthcare information on any answering device,
i.e. home answering machines or voicemails? Yes [] No[]

Acknowledgement

[ have read and fully understand the above statements. I have reviewed the notice of privacy practices (HIPAA) and have been provided an
opportunity to discuss my right to privacy. Upon request I will be given a copy.

Print Name:

Date:

Signature:




Functional Ratin% Index

For use with Neck and/or Back Problems only.

In order to properly assess your condition, we must understand how much your neck and/or back problems have affected your ability to manage everyday activities.
For each item below, please circle the number which most closely describes your condition right now.

1. Pain Intensity 6. Recreation
lo i 1 |l 2 i 3 Jl 4 IO { 1 I 2 l 3 | 4
|
No Mild Moderate Severe Worst Cando Can do Can do Can do Cannot
pain pain pain pain possible all most some a few do any
pain activities activities activities activities activities
2. Sleeping .
I I 7. Frequency of pain
0 1 | 2 L3 | 4 | |
e
Perfect Mildly Moderately Greatly Totally No Occasional Intermittent Frequent Constant
sleep disturbed disturbed disturbed disturbed pain pain; pain; pain; pain;
sleep sleep sleep sleep 25% 50% 5% 100%
3. Personal Care (washing, dressing, etc.) . of the day of the day of the day of the day
lo 11 2 [ 3 | 4 8. Lifting
| | ! ' I 3 5 » |
N? Ml_ld M})demte ]V!oderale S?vere No Increased Increased Increased Increased
pain; pain; pain; need pain; need pain; need pain with pain with pain with pain with pain with
no no to go slowly some 100% heavy heavy moderate light any
restrictions restrictions assistance assistance weight weight weight weight weight
4. Travel (driving, etc.) 9. Walking
lo [ |2 |3 |4 lo |1 |2 |3 | 4
r | I ' ! [ ] ] J |
No Mild Moderate Moderate Severe No pain; Increased Increased Increasced Increased
pain on pain on pain on pain on pain on any pain after pain after pain after pain with
long trips long trips long trips short trips short trips distance 1 mile 1/2 mile 1/4 mile all
walking
5. Work 10. Standing
IFO i L : 2 = 3 I 4 lo I |2 |3 | 4
1 1 | |
Can do Can do Cando Can do Cannot No pain Increased Increased lncrtlaased Increased
usual work usual work; 50% of 25% of work after pain pain pain pain with
plus unlimited no extra usual usual several after several after after any
extra work work work work hours hours 1 hour 1/2 hour standing
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