CONFIDENTIAL PATIENT INFORMATION DATE /| |
PLEASE PRINT -

PATIENT INFORMATION:

FULL NAME DATEOFBIRTH__/__/  AGE___ Male[d Female[]
ADDRESS APT# SSN - -

CITY STATE_____ ZIPCODE HOME PHONE ( )

ALTERNATE PHONE (CELL): ( ) EMAIL ADDRESS:

EMPLOYER'S NAME OCCUPATION

WORK ADDRESS CITY STATE ZIP

WORK PH. # ( ) EXT. DATE SYMPTOMSBEGAN: __ /[

MARITAL STATUS: SINGLE [J MARRIED [J WIDOWED [J HOW DID YOU HEAR ABOUT US?

EMERGENCY CONTACT PHONE

CLAIM INFORMATION:
IS YOUR CONDITION DUE TO AN AUTO ACCIDENT [J ~ APERSONAL INJURY [0 AWORKINJURY [0 OTHER L]

TYPE OF CLAIM: CASH [0 GROUP HEALTHINS ]  PERSONAL INJURY O  WORKER'S COMP [J  MEDICARE OJ

| WILL BE PAYING TODAYBY CASH[J CHECK wvISAO MASTERCARDO AMEXO DISCOVER[] OTHER[O

INSURANCE INFORMATION:
RELATIONSHIP TO INSURED? SELF O SPOUSE [J OTHERLI CHILD[O SPOUSE:

INSURED’'S EMPLOYER SAME AS ABOVE [

INSURED’S SSN SAME AS ABOVE [1 SSN - - INSURED'S DOB  SAME AS ABOVE [] I
PRIMARY INSURANCE CO. ADDRESS

cITY STATE ZIP CODE PHONE#( )

POLICY NUMBER GROUP NUMBER

SECONDARY INSURANCE CO. ADDRESS

CITY STATE ZIP CODE PHONE#( )

POLICY NUMBER GROUP NUMBER

AUTHORIZATIONS:

A. | hereby authorize release of any medical information necessary to process this claim and request payment of insurance benefits either to myself or to
the party who accepts assignment.

B. | authorize payment of any medical benefit from third-parties for benefits submitted for my claim to be paid directly to this office. | authorize the direct
payment to this office of any sum | now or hereafter owe this office by my attorney, out of proceeds of any settlement of my case and by any insurance
company contractually obligated to make payment to me or you based upon the charges submitted for products and services rendered.

C. lunderstand and agree that health and accident policies are an arrangement between an insurance carrier and myself. Furthermore, | understand that
this office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be
paid directly to this office will be credited to my account upon receipt. However, | clearly understand and agree that all services rendered to me are charged
directly to me and that | am personally responsible for payment. | also understand that if | suspend or terminate my care and treatment, any fees for
products or professional services rendered will be immediately due and payable.

Patient’s Signature: Date:

Guardian Signature: Date:




=HEALTH QUESTIONNAIRE <Initial —Re-Eval ‘ -
Patient Name:____ L]

Use a No. 2 pencil 1o mark your answers. When marking in an Other|{ wmo bpar YEAR DR# PATIENT NUMBER ™=
bubble please explain in the space allowed. Fillinbubbles completelyas| ; o ! ‘l ﬁ j :
indicated here: < Erase changes cleanly. Do notfold form. Do @ @ ‘®®®‘®®®®@§©@©‘®1_
DD DMDD DD DD DD DD D DD -

A. PATIENT INFORMATION T D@D, DDDD DD DD @D DT -
~ . . . DD DWD DD DD DD D DD DD -
Marital Status:  Sex: Patient Lives With: B D@D DD DBLD BB DD, DD D O -
o Single oM oF < Alone <> Parents @ DD BB ®DE®EE B -

o Married - Spouse < Roomate(s) D DB B D DD BB B EN® I (@ -

o Separated  Children: < Children < Assisted Living DOWDT D DDTND DD DD DD DD -
o Divorced @ D D B> D ED < Other D@D, B DD BB BB E B E -
= O Widowed - ‘ WD DD B D@D @ -

o F NN TSN RS S0] [ WNINBES 1. Mark Your Present Complaints Below

<> Physical Examination with no complaints mm

I - /&’/& [ ]
___Neck / Back & ;@@ ,yog,& LSS —
R Q'a‘ﬁ‘é\o IS \“?Qt“ SFef  When Did Your -
Left ®®®<$@®<W) BDDEDREDD ODOEED DD NeckiBack -
Right ® ®®D®DDO®W BOEERD OORO DO®mD® Complhints Begin? gy
et TmIEIIO® BOCEOHBDD DD E O -
Right > PO®D®DD® BEDOBD ©DDE -
Left B DD S W@ ETOORDT DDED -
Right dp@®oeeoo® BPEO®OBDD  ©DOD -
lefft DD DOO® BEE®EDD @D DO -
Right ®®>® T ®® ©&® B D ODBDD ‘ -
Left PRI E®O® @@@ D @D -
‘R:ght®®®®®6\©® POEE®D -
_ Upper Extremities e ST N ef}i‘i"' e gles o ¥ ‘o?ze 5 -
L By %t 5‘ “" ~x\ wﬁs“'@" & ¢ T Q& g \@Q&‘”Q“ ¥ When Did Your -
Shoulder o®D® TEE® MBI BEEREO®DD OB CD T DI Upper Extremity , -
. L |Arm @@)@@@@5%9 B BTIDDERD ODED DBDE Complaints Begin?
shouder E Elbow oo W @ D BPOIRDD DDOET DBD® O Sgg‘&%?&“ -
' F|Forearm & @@ DO O® BODEERDT DO | Ceoe =
T Wrist DIPEmDODEW BO®HEDD @DEBO© DBDDD O Different Date:  mmm
_ [HndFgrs @ ®oreccw BPECEOED DB [DBDD® ;o -
]
Shoulder Q@Du@ @ OOE®O DD ]
R\Arm v@Q@@C&@@@ DB DD D -
! Etbow PERTIDD® B E @ D@ -
Hnd/Fgrs Forearm © ® ®D® @@ crro |lDowo® -
T ‘W@W @y WD B S W @ CDPPO DPBB® L]
Lower iHnd/Fgrs oo oo ® ODOERE  O®DDE -
Extremities; o _ When Did Your -
Hip Q(ﬁ > @ E W O DB DI DR Lower Extremity -
Buttock - - Compilainis Begin?
Buttock ®®orcocw @@ T DBDDD -
; Thigh ocoooooreow @BD® ODET DBOER O 33;“&,%3;‘?;5 -
Knee DE®DED D@ ODDD©  DBDD D T mm
'Ff Leg/Calf comrooo® DO DO®BO®, O Different Date: . ==
Ankle @D DOO® PDBE® [DB®D®, [y -
Foot WD D © ® W TR TR — - -
,,,,,, o, EEDE - -
Hip B DD S E W EOEEERD OB DB DR -
R Buttock ®®®1®®®©~@ PEEOBD DO DB D -
| Thigh oemrsso® POOEBED @DED® DODDE -
G Knee  ©®® Do " ‘ DR ® D®®® -
H LeglCalf sroo oo w DDTET  D®DD R -
Foot T Ankle ocrmoee 3@ ODEE@ D@D -
Foot © B B D DS DB DB DD -
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B. PATIENT’S COMPLAINTS (CONTINUED ' ]
2. How Did Your Complaint(s) Begin[1]? 7. What Makes Your Condition Worse?
o> Unknown o Suddenly  «— Gradually > Nothing < Coughing o Reaching SN
- F:«newsrxq <> Lifting <> Sitting < Pulling
3. What Happened To Cause Or Re-Aggravate o Bending — Walking o Straining at Stool > Turning
Your Complaint{s)? = Other
o Cause Not Known > Auto Accident ) T T
o> Work Accident/Injury <> Home Accident
o Personal Injury — Sport Injury 8. Have Any Of Your Complaint({s) Existed In The Past? < Yes oMo
H’ Yes, mmgm Below
> Other - Describe: e ~ Neck > Upr Back > Mid Back o Low Back o Ribs
<:> Shoulder >Arm o Elbow o Forearm o Wr&% o Hndifgrs
<> Buttock - Hip o Thi gh o Knee o Leg/ealf os‘«\mkm
N i} - Foot < aDﬁ W@
4

. How Would You Rate Your Overall Pain Toda){ﬂ? 8. Have You Had Any Recent Treatment For ‘mur C’;cmdstsmw

QUTSIDE Of This Office
Wﬁf‘*’%ﬂfs §03Pim5l\gd7108l591‘?0eXgr??rgitmpa: —Yes o No i Yes, L;w[t gwdm Treatments, And Doctors.

Pain ('\ OO T Co O o o Possible
. When Are Your Symptoms Worse?
—Moming o Afternoon o Evening < Night
O Always The ‘Same

n

6. What Makes Your Condition Better? S S o }
— Nothing - Stretching  —Heat 10.5ince Your Symptoms Began, Have You Noticed A Change in?
> Rest — Exercise oice Bowel Function =~ <©Yes < No .
> Sitting -~ Standing — Medications Bladder Function < Yes oNo o No To All
o Other - Sexual Function < Yes < No

C. HEADACHES
if You Are Experiencing Headaches, Please Fill Out This Section Otherwise Skip To Section .

1 Where is The Pain Associated With Your Headaches Located? 6. What Seems To Bring On Your Headaches?
Over Tampoml — - Physical Activity < Caffeine

Over Frontal Oves Frontal & Over fempor MGG
: - > Excessive Stress <o Certain Foopds,
- »Ak ohol > Menstrual Period
> Other 7
. How Often Do They Ocourf1]}?
Times/Weekk cooomseoceo

Times/Month, ocoocoeceoo@m®
> Other

8. Hmw Long Do Your Headath% Last[“ﬁ}’?

Jaw Joint Jow Joint
(ThA) fomag Less Than 1 Hour o From 1-3 Hours
- | < )§ onger Than 3 Hours o Al Wakérsg Hours
- - Several Hours To Days
Behindg Eye > ! Behind Eve » Left - >O*hex
Over Sinuses - o
2. ()n What Date Did Your Headaches Begin[1]? 9. Do Your Headaches Wake You From Sleep{1}7
o bate: [} - Same As Neck/Back Complaints o No o Sometimes o Always
3. How Does The Intensity Of Your Headaches Rate[1]? 10.00 Any OFf The Following Occur With Your Headaches?
Mo 0 1 2 3456 7 8 9 10 Worst Pain (] Nﬁu“@"ﬁ“\f@rﬂmﬂ@ -] \N@ﬂm‘\ﬁéﬁfﬁ
Pain < O O O O O O O O O Passible < Tremor o> Vision Problems
. = Dizziness ol :qht!nu und Sensitivity
4. What Describes Your Pain? & Other

< Pull o Sharp < Aching o> Stabbing
o Deep T Vice-Like o Burning oThmbbmg!Puiaatmg 11. What Makes Your Headaches Hmtw"”

< Other ) Nothmq - Rest —Lying Down o leefCold Packs
N o Massage o Standing < NSAIDS (Aspirin, Tylenol, ete.)
5. When Do Your Headaches Usually Start? < Other
o ConstantAnylime Awake  — Wake Up With In Morning - - ——

o At Midday < During Evening

D. OTHER COMPLAINTS

Do you have any other complaints not covered on this form[1]? ©VYes <« NMNo
if Yes, Describe other complaints in detail and mark body areas on Figures, —————>

Y

HQ3a Pg'2 © 2005 Document Plus Technologies, Inc., Atlanta, GA Printed in The USA
-



=HEALTH QUESTIONNAIRE- HISTORY

Patient’s Name

E. REVIEW OF SYSTEMS

Are You Currently Suffering From Any Of The Sympioms
Listed Below? I This Is A Re-Examination Mark Only New
Symploms ﬁmw ’mm LastExam,.

7:"?\30%'&?0‘%‘ The & o No New Symptoms Lxmcw

Your Last B xam

& Skin Rash
o Redness OF Skin
o Skin Hehing
o> Bkin Dryness
o Eczema(red, inflarmed skin)
< Hair Changes {unplanned)
<> Mail Changes (unplanned)
< Bruise Easily

" Cough (chronic)

o Wheezing {chronic)

< Bifficutty Breathing

< Swollen Extremities

<> Blue Extremities

o Varicosities (visible veins)

< Rapid Heart Beat

< Chest Pain

o> Heart Palpitations

o General Fatigue
' o> Weakness
o Fever (continuous)
< Loss Of Sleep
< Chills {continuous)
< Weight Change (unplanned)
i o Night Bweats
mi %E 1es

o Nw VOLISNESS
o Anxiety

. o Depression {prolonged)

l o Phobias {excessive fears)
= Memory Loss Or Impairment.
o Mood Swings (excessive)

Left ﬂxqm > Heart Murmur <
Hearing Trouble o o > Decreased Appetite
Ringing i ﬁm;‘m o o olncreased Appetite
| Fain in Ears o o o Abdominal Pain

_EarDischarge o o <o Hemorrhoids

Vision Trouble 1 - o - o Ebxcess Gas

Pain in &:yeﬂm P o L o o Vomiting {(excessive)

&.ye} Discharg o o o Diarrhea (excessive)

inus M) in

ive Drainage

: {chronic)

- Nmm infections {chronic)

o Absence OF Smell

o Mouth Bores

o Bleeding Gums

o Enlarged Glands

o Absence Of Taste

K= Abnormal Taste Sensation
< Tonsiliitis/infected Tonsils

o Difficulty With Swallowing

< Constipation {excessive)
< Heartburn/indigestion

‘o Painful Urination

o inabitity To Hold Urine

< Freguent Urination

< Urinary Retention

o Bed-wetting

L o frregular Menstruation

' o Painful Menstruation

< Abnormal Vaginal Bleeding
o Sterility |
o impotence

< Lumps in Breast(s)

o Redness/itching of Breast'
o Dimpling of Breast(s)

< Discharge from Breast(s)

< Breast Pain

o Heat/Cold Intolerance
O Sug

M 3 n Urine
Thyroid gland)

o Other (Please Describe)

F. HABITS/ACTIVITIES

HQ3a Pg-3 Printed n The USA
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What Are Your Current Habits? o, 04 per Day -
Smoking. ..o .Nger s 1223 ?5‘ 2 -
Glasses Per Day -

Caffeinated Drinks..... N&er 1 12 23 34 54 -
Glagses Per Day -

Alcohol Consumption, N&er &1 12 23 34 5 -
]

Drug/Substance Abuse.. hég Ee)s if Yes, Discuss With Doctor  mm
ans Per Week -

EXErciSe.....ocoooevoviven.. Never <1 23 M4 -
Kinds Of Exercise You Do: -
oWalking oJdogging o Cyeling o Swimming " -
o Golf o Tennis < Strength Training . -

o Other: B o
(G. MEDICALHISTORY =
1.HEALTH CARE -
a. Have You Ever Been To A Chiropractor?. .. .. Tes % -
b. Do You Have A Family Physician . .......... res NG
Date Of Last Physical Exam: o
Physician's Name: __ | —
Address: -
e _Phone ) -

¢. Have You Been Hospitalized In The Past? ... /5 N o
Date & Reason For Hospitalization: L
— oy

— S . . _ |

d. Have You Ever Had Surgery” .............. Y -
Date, Reason, Resuits Of Surgery: o . -
e e |
S ||

e, Have Yau Ever Had A Serious Acmdentﬂnjury'?\%s N0 mm
List Date & Describe Injury: -
o Autor I -
o Work-Related: _ | —

o Personal ;-
oSportsinjury: -
< Other: -

f. Are You Currently T“akmg Any Vitamins, Yes No ™
Minerals, Or Herbs? (List Supplements) S O mm
— |

R ]

g. Are You Currently Taking Any Medications? S N
For What Condition{s) Are You Taking Medication? -

o Anti-inflammatory (Aspirin, buprofen, Motrin, etc.): -
e [ |

o Pam/Anaiq%m% e . . m

o Anti-Depressants: S | -
o Muscle Relaxants: _ =m
o Blood Pressure Pilts: . B =
o Antibiotics: -

o Birth Control Pills: ___ -
o Corticosteroid: -
o Other: o -

in The P’as;t Have Yr:m Use Any Of The Fo!fowmg’? -
< Birth Control Pilis o Corticosieroid -

h. Are You Allergic To Any Medications? .. .. .. B N
List Medications: -
e ||

|

i

b



B G. MEDICAL HISTORY - CONTINUED I

mmfi. WOMEN ONLY:

m  To Your Knowledge, Are You Pregnant? gy o

ma f Pregnant In Past, Were Pregnancies Normal? o o

m  Are You Seeing An OB-GYN Regularty? =) ?54

m  Number Of Births: ocoeoes® o0Other

mm Date OfLastbExam: N B}

mm  Physician's Name:

mm  Address: B o

- Phone: () .

|

m 2. FAMILY HISTORY — ey

- T ! B

- ﬁxg ~ 3 & SEF

-— o S . Ly FEAES

s a}? LSS E s 8
- L SR W-'/ oy N T
A TR s S S A

— G EE G e VL A A TR TR IR S I

mm Father ©®®®®®® D B EDO@OD@D

== Viother ©®m® B © BIB|BD ®é®®©§©®®©©©®§

-WMx©®®®®®®®®@®®®®®©©©

- isters @ @ @ b B B DI D D S B
iﬁ©®®©©®®®®@®@®®®@i©©

= 3.Conditions Or llinesses
Please Indicale ¥ You Now Have or Have Had in The Past
Any OFf The Following llinesses:
o No Current Or Previous Conditions/linesses
g &
N2 & #
& &%
@ Sinus Trouble @ @ Kidney Trouble
@ Hay Fever a - @ Urinary Retention
@ Allergies @ @ Freguent Urination
@ Asthma @ @ Prostate Trouble
@ Emphysema @ @ Arthritis
@ Tuberculosis @ @ Usteoporosis ﬁ
@ History of infection @ @ Scoliosis
@ Feaver {Continuous) a - @ Dislocatad Joints "
@ Cancer/Tumor @ @ Spinal Disc Disease
@ Diabetes @ @ Bone Fracture (listdates);

@ Visual Disturbances

@ Dizziness/Fainting
@ Epilepsy/Selzures

@ Thyroid Trouble

@ Mental/Emotional Difficulty

@ High Blood Pressure @ Sex. Trans. Diseases
@ Low Blood Pressure @ HiV
@ Heart Trouble @ AIDS/ARC

@ Abnormal Weight Gain

@ Abnormal Weight Loss

@ Numbness Camm, Buttocks
Other: o

@ Facemaker
@ Siroke [dal
@ Aortic Aneurysm
@ Anemia

@ Rheumatic Fever
@ Polic

@ Muttiple Sclerosis
@ Ulcer
@ Liver

@@@@@@@@

@ Other

@@@@@@@@@@@@@@@@@@@@@@@@@@@%

Ymu&\ie

2008 Document Plus Techoologies, inc., Atlanta, GA
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H. OCCUPATIONAL INFORMATION - |
ACTIVITIES OF DAILY LIVING

1. Are You Right Or Left Handed? o Right oleft
2. Job Type —
o Retired o Unemployved o Full-Time Student

i
i Any Of Above Skip Rest, Sign At Patient’s Bignature “
o Full Time o Part Time o Temporary
o Seif-Emploved o Other 1

3. During Your Work Week, You Work How Many:

HW‘”,@_,@@;
Days F’er Week  apoooees

o Other, r i )
4. How Long Have You Been With Your Present Employer?
Years ©® @&® @ @ D
DD DDD®
Months coccomreomd

5. Do Your Present Complaints Affect The Number
Of Hours You Work Per Day? o Yes o No

6. What Is Your Primary Work Posltion and Location?
a. Work Position: b. Work Location:
< Seated o Slanding < Desk o Counter o Workbench
o Other| . © Other! 3

7. What Movements Does Your Job Require?
o Bending o Turning < Stooping
< Twisting o Walking o Repetitive Hand Use
o Carrying < Other

8. Does Your Work Inciude Any Of The Following Use?
o Prolonged Computer o Continuous Phone

9. Does Your Job Involve Lifting?
< Never o Qecasionally
o Frequently o Constantly
How Many Pounds?s o o 0 @ @ © @ £ .5
(Choose Only One) oo oopm nds

< Intermittently

v
5

10.What Best Describes Your Stress Level At Work?
< None < Minimal o Minimal To Moderate
o Moderate o Moderate To Extreme o Extreme

1. How Do You Rate Your Physical Activity At Work?
< Seated more than 50% of workday -
Manual Labor: o Light < Light To Moderate

- o Moderate © Moderate To Heavy o Heavy -

12.Do Work Activities Aggravate Your Present Complaints?
o Yes o No i Yes, Explain:

PATIENT’S SIGNATURE

617626

Printed in The USA
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=HEALTH STATUS QUESTIONNAIRE .

Fatient Name,
MO DAY YEAR Oy

Pleas M@m
“ﬂ"n:n mmm \

i anFertortentatertertantantany |
O @ OO@@
oo @@m
E@&E®E®E E -
festertesiaslertenrtasr) |
DO ®ES@Omm

D@ O EEOE O

se use s No. 2 pencil o il in your ansy
Fill i bubbles completely as indi
Erase changes cleanly. Do not fold ¢

rear ago, how would you rate your

A, s general, would you say yvour health is Z
al now? §MAMN ONLY ONE ANSWER)

[MARK ONLY ONE ANSWER]
a bExcellernt

At ONe Year ago
30 ONEe vear ago

@ Fair

= Poor

",

-, The following tems are about activities you might do during a typl

Does your health now firmit you in these activities? U so, how much?
IMARK ONLY ONE ANSWER ON EACH L WM

1. \Mmmm activities, such as running, Hiftin
2. Moder: i mtem, sueh as moving a
Lifting or carrying groceries
Climbing ""‘i ﬂga,}m f

. q Mw r} or stooy
king more i"&r ;:m a mile

&> > «pl

0. During the past four weeks, have you had any of the following problems with your work or other regular
daily activities as a result of your physical heaith?

{MA W& EITHER YES OR NO ON EACH LINE]
nount of time you spent on work or other activities
han you would like

ited in the kind of work or other activities
0 "f oty ; erforming the work or other activit

5 (for example, it took exira

E. During the past four weeks, have you had any of the followin

‘ problems with your work or other regular
daily activities as a result of any emotional problems {such as fee

ing depressed or anxious)?

§‘MM%H EITHER YES OR NO ON EACH LINE] Yes Mo
1. Cut down the amount of time you sp send on work or other @ @
mplished less than you would like 7 . o @

"Vt do work or other activities as carefully as | D .

F. During the past four weeks, to whatl extent has your physical health or emotional problems interfered with
your normal social activities with family, friends, neighbors, orgroups?
{"MARN OMLY ONE AM&E«WFM
oo Mot at all 2l
oo SHghtly
> Moderately

e

© 2004 Document Plus Technologies, Ing., Atlanta, GA PLEASE MAKE MO MARKS IN THIS AREA

HS1an-1 Printed tn The USA 226500 CDOQAOO..CD-..O.C) --OO0.0@-



=HEALTH STATUS QUESTIONNAIRE (CONTINUED) -

G, How much bodily pain have you had during the past four weeks?
[MARK ONLY ONE ANSWER]

a None @ Mild ® 5%9\« Bre
> Very mild a Moderate

H. During the past four weeks how much did pain interfere with your normal work {including
both work outside the home and housework?)

IMARK ONLY ONE ANSWER]
o Mot at alt o Muog
2 A litde bit @ G

wm §‘y & Extremely

§. These questions are aboul how you feel and how things have been with you during the past four weeks. For
each question, please give the one answer that comes closest to the way you have been feeling.

g . ﬁw ,,.fkg* o o bW S @
How much of the time during the past four weeks .. . .. & j‘f 5 }:‘5‘ ﬁ’g & wfg gﬂ § gj“ &
(MMM mmw ONE ANSWER ON EACH LINE] T8 Ff L F& oFf £
feal full h &) <5 3 5 5 )
@ 7> > @ s @
fup? @ P ) =3 &
@ @ @ @ ) ®
D @ Q3 A i \T, ) &
@ ) 7 @V 3D @& & ) &
@D Q;ZD <3 (€3] 3 7@
8. Have you be @ @ @ @ > ®
9. Did you feel tired? > @ @ s & @

J. During the past four weeks how much of the time has your physical health or emotional problems interfered
with your social activities (like visiting with friends, relatives, etc.)?
{MAHM ONLY ONE ANSWER]
o Al of the time 3 B0 *w of the h me @& None of the time
Most of the time oo Adittle of the time

K. How TRUE or FALSE is each of the following statements for you?

o i

& 2 W&

Fo /5 s F Pe Fo

[MARK ONLY ONE ANSWER ON %: JWH HNH ey S FE Oy G
1 tseemio g ‘ | " tha L @ @ @ <> ®
tam as h - L @ @ ® ®
S tmy o - i @D @ > e &
4. My health is ﬂxmﬂm @D @ @ =y )

L. Please answer YES or NO
[MARK ONLY ONE ANSWER ON EACH Mmm - w:«; No

4 inthe past r, hav mmh d tw $ OF more during w D D
when you lost all inte 3 : . h
o Have you had > D
fell olkay sometir i i
3. Have you felt depress A @D
< Addional Commaeants:
SICGNATURE: . S B DATE:

e
mmHS1a Pg-2 & 2004 Document Plus Technoiogies, Inc., Atianta, GA  Printed In The USA 71 k0N EW-230771-3:12 -



=NECK PAIN DISABILITY INDEX QUESTIONNAIRE

Please Read: This guestionnaire is designed 1o enable us to
understand how much your neck pain has affected your ability {o

manage your everyday activities.

Please answer each section by darkening the one bubble that most
We realize that you may feel that more than one
statement may relate to you, but please, just pencil in the one

applies to you.

choice which closely describes your problem now.

Please use a No. 2 pencil to fill in your answer.
Fill in bubbles completely as indicated here:
Erase changes cleanly. Do not fold this form.

1. PAIN IN TENSITY CONCENTRATION

< | have no pd]ﬂ at the moment.
> The pain is very mild at the moment.
« The pain is moderate at the moment.
av The pain is fairly severe at the moment.
- The pain is very severe at the moment.
<> The pain 1s the worst imaginable at the moment.

i

Patient Name:
MO

DAY YEAR PATIENT NUMBER

NC

6600

A

3 | can concentrate fully when T want to with no difficulty.
I can concentrate fully w hen 1 want to with slight difficulty.
> Thave a fair degree of difficulty m concentrating when  want to.

B>

a> I have a lot of difficulty in concentrating when I want to.
1 have a great deal of difficulty in concentrating when [ want to.

l‘[\‘
v}

> | cannot concentrate at all.

o T ean look after myself normally without causing extra pain.
av I can look after myself normally, but it causes extra pain.
It 1s painful to look after myself and 1 am slow and careful.
> I need some help, but manage most of my personal care.
> I need help every daw in most aspects of self care.
> 1 do not get dressed, | wash with difficulty and stay in bed.

2. PERSONAL CARE

< 1 can do as much work as [ want to.
a1 can only do my usga}mwmk but no more.
o 1 can do most of my usual work, but no more.
> | cannot do my usual work.
-1 can hardly do any work at all.

a> | cannot do any work at all.

< [ 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, but I
can if they are conveniently positioned, forexample, onatable.

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

< 1 can lift very light weights.

a> | cannot lift or carry anything at all.

3. LIFTING

o 1 can read as much as [ want to with no pain in my neck.
<& | can read as much as I want to with slight pain in my neck.
> I can read as much as I want with moderate pain i my neck.
ar 1 cannot read as much as | want because of moderate pain in my
neck.
@ 1 cannot read as much as | want because of severe pain in my neck,
> I cannot read at all. '

4. READING

= [ have no headaches at all.

@ | have slight headaches which come infrequently.

= | have moderate headaches which come infrequently.
@ | have moderate headaches which come frequently.
> [ have severe headaches which come frequently.

<> | have headaches almost all the time.

A

oo

5. HEADACHES '

After Vernon & Mior 1997
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8. DRIVING

< [ can drive my car without any neck pain.

> | can drive my car as long as | want with slight pain in my neck.
> | can drive my car as long as | want with moderate pain in my neck.
@ I cannot drive my car as long as I want because of moderate pain
~ inmyneck. N 7 -
7o 1 can hardly drive at all because of severe pain in my neck.
a~ | cannot drive my car at all. o

9. SLEEPING

<o I'have no trouble sleeping.

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

> My sleep is moderately dastuxbcd (’ 3 hours sleaplebs)
o My sleep is greatly disturbed (3-5 hours &iecplws)

> My sleep is completely disturbed (5-7 hours sleeples

10. RECREATION

<> | am able to engage in all of my recreational activities, with no
neck painat all.

< [amable to engage in all of my recreational activities, with some
paininmy neck.

> | am able to engage in most. but not all of my usual recreational
activities because of pain in my neck.

@ tam able to engage in a few of my usual recreational activities
because of pain inmy neck.

i 1ean hardly do any recreational activities because of pain in my
neck.

a= | cannot do any recreational activities at all.

i



=REVISED OSWESTRY LOW BACK PAIN Patient Name: e T P ENTNOVEER
N B sMIN A IDE MO DAY YEAR -
DISABILITY QUESTIONNAIRE s TR -
Please Read: This questionnaire is designed to enable us to ‘;f\ e @fi S ¢ g
understand how much your low back pain has affected your ability to g @ -
manage your everyday activities. [ < -
Please answer each section by darkening the one bubble that most & D - -
applies to you. We realize that you may feel that more than one T D -
statement may relate to you, but please, just pencil in the one -
choice which most closely describes your problemright now. -
Please use a No. 2 pencil to fill in your answers. £ -
— Fill in bubbles completely as indicaled here: . 0 . : L1 e
Erase changes cieaniy Do nmL fold this form From: N.Hudson, K. Tome-Nicholson, A Breen; 1989
- - : - Revised 09/11/92
- 1. PAIN INTENSITY 6. STANDING ’
| | @ The pain comes and goes and is very mild. & | can stand as long as | want without pain.
| ® The pam is mitd and does not vary much. ' ' <& | have some pain while standing, but it does not increase with time.
B « The pain comes and goes and is moderate. < | cannot stand for longer than one hour without increasing pain.
1 > The pain is moderate and does not vary much. 5. 1 cannot stand for longer than 1/2 hour without increasing pain.
i < The pain comes and goes and is severe. <& | cannot stand for longer than ten minutes without increasing pain.
| @ The pain is severe and does not vary much. @ | avoid standing, because it increases the pain straight away.
2. PERSONAL CARE ' 7. SLEEPING
@ | would not have to change my way of washing or dressing in = | get no pain in bed.
order to avoid pain. & | get pain in bed, but it does not prevent me from sleeping well.
5> | do not normally change my way of washing or dressing even < Because of pain, my normal night's sleep is reduced by less
though it causes some pain. than one-quarter.
< Washing and dressing increases the pain, but | manage not > Because of pain, my normal night's sleep is reduced by less
to change my way of doing it. than one-haif.
> Washing and dressing increases the pain and | find it &> Because of pain, my normal night's sleep is reduced by less
necessary to change my way of doing it. than three-quarters.
= Because of the pain, | am unable to do some washing and <> Pain prevents me from sleeping at all.

dressing without help.
&> Because of the pain, | am unable to do any washing or
dressing without help. & My social life is normal and gives me no pain.
@ My social life is normal, but increases the degree of my pain.
<&~ Pain has no significant effect on my social life apart from

a0 | can fift heavy welgh{s without extra pain. limiting my more energetic interests, e.g., dancing, etc.

& | can lift heavy weights, but it causes exira pain. <> Pain has restricted my social life and | do not go out very often.
Pam prevents me from lifting heavy weights off the floor. < Pain has restricted my social life to my home.
@ Pain prevents me from lifting heavy weights off the floor, but | > | have hardly any social life because of the pain.

can manage if they are conveniently positioned, e. g., onatable.

«g: Pain prevents me from lifting heavy weights, but | can manage 9. TRAVELING
light to medium weights if they are conveniently positioned. > | get no pain while traveling.

< | can only lift very light weights, at the most. &> | 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

& Pain does not prevent me from walking any distance. seek alternative forms of travel.

@ Pain prevents me from walking more than one mile. @ | get extra pain while traveling which compels me to seek

| <o Pain prevents me from walking more than 1/2 mile. alternative forms of travel.

e Pam | prevents me from wa!kmg ‘more than 1/4 mile. <& Pain restricts all forms of travel.

< | can only walk while using a cane ar on crutches. <& Pain prevents all forms of travel except that done lying down.

& tam in bed most of the time and have to crawi to the tollet.

, 10. CHANGING DEGREE OF PAIN ‘
5. SITTING @ My pain is rapidly getiing better.

| can sit in any chair as long as | like without pain & My pain fluctuates, but overall is definitely getting better,
@ | can only sit in my favorite chair as long as | like. < My pain seems to be getting better, but improvement is slow
<o Pain prevents me from sitting more than one hour. | at present,
@ Pain prevents me from s;ttmg more than 1/2 hour. o My pam is neither getting better nor worse.
é Pain prevenis me from sitting rmore than ter mmutes ' & My pain is gradually worsening.
- Pain prevents me from sitting at all. - < My pain is rapidly worsening.
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=ROLAND-MORRIS ACUTE LOW BACK PAIN o tN o -
DISABILITY QUESTIONNAIRE Mo~ Dar veat  DRE | PATIENT NUMBER ™=

s B : ’ DD D & OO D DD DT -
Please Read. When your back hurts, you may find it difficuit to do BB DD DD DD D B D D D BT
some of the things you normailly do. e e

This list contains some sentences that people have used to describe -
. . @O D GO [ EPREIEED] EPREP PR EP PR K} 52> .
themselves when they have back pain. When you read them you may o BB DD

find that some stand out because they describe you today. @ DD @D @I @ D @ D D D (L -
As you read the list, think of yourself today. Mark the bubble next to @ R DD DD ED D DD E D -
any sentence that describes you today. If the sentence does not DDOEDE DOOEEEEEEE®E DO -
describe you, thenleave the bubble blank and go on to the nextone. EDBAD D DD DD I T T T 775 ¢ 70 mm

: Remember, only mark the sentence if you are sure that it DDA B B BN B B B D @ BB B T
describes you today. ‘
Please use a No. 2 pencil to fill in your answers,

Fill in bubbles completely as indicated here:
Erase changes cleanly. Do not fold this form.

@@ [CPIEIEN] CPIEPIEPIERICPCICIERICIIE] |

@ | stay at home most of the time because of my back. @ My back is painful aimost all the time.

éﬁﬁzhange position freq{{enﬂy fo try and gét my back @ find it difficult to turn over in bed because of my back.
comfortable.

@ lwalk more slowly than usual because of my back. a» My appetite is not very good because of my back.

@ Because of my back I am not doing any of the jobs that a® | have trouble puttiﬁg on' hiy socks (orstoék{ngs)

{usually do around the house. ~ because of the pain in my back.
& Because of my back, | use a handrail to get upstairs. ar lonly walk short distances because of my back pain.
@ 'éé'causé of my back, | lie down to rest more often. @ Isleep less well because of iny back.
@ Because of my back, | have to hold on to something to a» Because of my back pain, | get dressed with help from
get out of any easy chair. someone else,
Because of my back, | try to get other peoplerto' do | | = Isitdown for mostofthe day because of my back.
| things forme. ]
@ | get dressed more siowly than usual because of my @ | avoid heavy jobs around the house because of my
back. back.
™ '!'on!y stand up for shori periods of time because of hy @ Because of my back pain, | am more irritable and bad
back. ) tempered with people thanusual.
@ Because of my back, | try not to bend or kneel down. @» Because of my back, | go upstairs more slowly than
usual.

a» i}fm{(ﬁ it difficult to get out of a chair because of my @ Istay in bed mostofthe time becauseof;‘n; back.
ack.
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Appendix 1. Disability Questionnaire from "A Study of the Natural History of a Reliable and Sensitive Measure of Disahility in L.ow Back Pain.” Spine 1983 8(2). 141-4
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