CONFIDENTIAL PATIENT INFORMATION DATE /| |
PLEASE PRINT —

PATIENT INFORMATION:

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

cITY STATE_____ ZIP CODE HOME PHONE ( )

ALTERNATE PHONE (CELL): ( ) EMAIL ADDRESS:

EMPLOYER'S NAME OCCUPATION

WORK ADDRESS CITY STATE ZIP

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

MARITAL STATUS: SINGLE (1 MARRIED [ WIDOWED [1 HOW DID YOU HEAR ABOUT US?

EMERGENCY CONTACT PHONE

CLAIM INFORMATION:
IS YOUR CONDITION DUE TO AN AUTO ACCIDENT [1 ~ APERSONAL INJURY [1 AWORKINJURY 0 OTHER L]

TYPE OF CLAIM: CASH [0 GROUP HEALTHINS [J  PERSONALINJURY [0 WORKER'S COMP [0  MEDICARE [

| WILL BE PAYING TODAY BY CASH[J CHECK[] WwISAQ MASTERCARD O AMEX DIscoverR[d OTHER [

INSURANCE INFORMATION:
RELATIONSHIP TO INSURED? SELF [J sPOuSE [0 OTHER [ CHiLD 1 SPOUSE:

INSURED’S EMPLOYER SAME AS ABOVE [J

INSURED’S SSN SAME AS ABOVE [1 SSN - - INSURED’S DOB SAME AS ABOVE [ / /
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 medica! 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. I understand 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:




VERIFICATION OF INSURANCE BENEFITS
IF GROUP INSURANCE: Is there coverage for Chiropractic Care? YES [1 NO [ DATE__ /I

Plan Administered by Is Doctor In Network (1 Out of Network []

Pre-Authorization Required? ? YES [J NO [J

IN NETWORK BENEFITS OUT OF NETWORK BENEFITS

Amount of Deductible:$ /Individual $ /Family Amount of Deductible:$ /Individual $ /Family
Deductible met? YES[INOLJ$__ Remaining Deductible met? YES (INO[1$__ Remaining
Deductible Calendar [ or Fiscal (] Renewal Date___/ /| Deductible Calendar[] or Fiscal (] Renewal Date__/ /
Max. YearlyBenefit?$__ Co-pay$_____ % Coverage _____ Max. Yearly Benefit?$__ Co-pay$ % Coverage __
Max. Yearly Visit Limit? Max. Yearly Visit Limit?

Orthotics Coverage (CPT Code: L3030)? YESCINO 1 $_ | Orthotics Coverage (CPT Code: L3030)? YESLINOI$___
Exclusions/Limitations: Exclusions/Limitations:

Notes:

Spoke to Whom? Mail Claims to:

Direct Telephone: Address:

IF AUTO ACCIDENT City State Zip

Who was found at fault / ticketed Patient (1 Other Driver []

Insured Auto Insurance Carrier. Address

City State ZIP Code Phone#( )

POLICY NUMBER CLAIM NUMBER

Adjuster for the Claim? Coverage Verified?

Deductible Amount? $ Spoke to Whom?

Does your auto insurance coverage have Medical Payments Coverage? YES O NoO

If yes, Auto Insurance Carrier. Address

City State ZIP Code Phone#( )

POLICY NUMBER CLAIM NUMBER

Adjuster for the Claim? Coverage Verified?

Deductible Amount? $ Spoke to Whom?

ATTORNEY’S NAME PHONE#( )

IF WORKER’S COMPENSATION:

Employer’s Name ' Employer’s #( )

Employer's Address: Is patient Currently Employed at Same?

Has the injury been reported? YES (1 NO [] Has care been authorized? ? YES [J NO [0 By whom?

Employer’s Insurance Carrier. Address

City State ZIP Code Phone#( )

POLICY NUMBER GROUP NUMBER




=HEALTH QUESTIONNAIRE <Initial —Re-Eval —
~ Patient Name____ L

Use a No. 2 pencil to mark your answers. When marking in an Other] wmo  bay vear DR# PATIENT NUMBER  |mm
bubble please explain in the space allowed. Fillinbubbles completelyas| | i ! ‘j ‘ :
indicated here: O Erase changes cleanly. Do not fold form. T o T ool na DD DI -
D® DD DD DD D DD DD -

A. PATIENT INFORMATION _ T oo doDeoDTDBDDDD-
) . . DaAP, DBDWD DD DD DD DE DD -

Marital Status:  Sex: Patient Lives With: N @@ @ D@D DB D DD @@ -
o Single oM oF < Alone <> Parents @D BB DD DB B ED DD T -

o Married < Spouse o> Roomate(s) D D@D (B EE B BB @@ BI® @ & -

o Separated  Children: < Children <> Assisted Living W RWD (DD DND DDD DD D DD -

< Divorced @D DD DD D < Other DD DD DB DB -
s o Widowed § ; B® D@D DD DD DD -

! *=B. PATIENT’S COMPLAlNTS 1. Mark Your Present Comp!amts Below o Physncai Examination with no complaints mm
f

o o o Ok -
| MNeck/Back :;f»" ef:&@ "¢ & y o 5 S <:-°" 5\53/ -
] %%Q'*‘ A4 %&} c:ff“ & »x\"’ & Qo‘“"\é“&a“ et When Did Your -
| _Neck et @PPIremeoo® BB E®DD Neci/Back ==
o Right &I ST B B B WD q\@@@ocr) omplaints Begin? ggg
| Upr lLeft ETdTeDow® B D P D DD © Date: -
Back Right ®>P®ooo® B DD DD ;o | mm
Mid lLeft P D@D B EW @ h\)@‘ A>® R -
Back Right do@moee B D ® ® BD -
Low Llefi ®mIOOD® %\75357@)@@ -
Back mght@@m@@@@@ Op@@@@i -
. Left T ® DO DD E®DDDDD _—
‘R;bs Right EPDDO®OD® BDXDT BDODDBDD -
o e S , -
_ Upper Extremities . ’\"‘&*””o"\af”' S -
M *s?' o

, & 5 when Did Your —
Shoulder @ @, T ® > ® B D E® B D o o ® @ D@D DR Upper Extremity  mm
. L Arm < o@@@@@@ ETD®DEDD DDEDO [ DBDDR Comp‘a'"ts,,afgff? -
Shoulder E Elbow ®®®mD®®D®® PDTOED DDEO® DBD® O Sggzek%aggkm -
- ' {F Forearm © ® @ DI @@ DI B D BD, @D @®D ‘®§®%©~®i 77 =m
T Wrist ocorxromee® B HEODBDD ®DEC DBD® O Different Date: =
gloow . HndFgrs e »®@oe@e®m ®me ®eoe®D OTEO DB@® | I, -
Forearm ‘ -
, "Shoulder ®ETO®® DD DA D ERIOERD ©ODBOD DOBDDI -
wri R\Arm PO DD /mvaqf ® D PE@D@  @DE D D@D ® -
AN é Elbow ®oarcooeo® & DD m,@m@ﬁ@ CDED DB D -
Hnd/Fgrs Forearm P XI@OO® DELE® BEDOBD @DED (DD DD -
- T Wist codosos® @as DD TEBRD DDEO® DHD® -
Lower HndiFgrs ceomaosooo® " OEIBDD DR DB DR =
 Extremities - - ] - When Did Your -—
i Hip B D D S W i@@(g @D ST (DDA Lower Extremity mm

Buttock i k : . Complamts Begm‘?
i | Buttock ® P TO@®®® (B ® D ;@;@;@‘@; il ateis -
»__}@ ®1/ka® TODW WDRD SD‘®‘©‘® o Sﬁg‘c&k?aa;g‘f‘s -
PPEP®ZITOED® DDD D@ W@ T =
SER®OEDRE W WD @ 5 & DB D DO W DE®, O Different Date: -
PEDDETO® @@@ ﬁ@)g)u\)"\j DDE®  [D®D® [ -
B W@WD D DD W DD DDDR — T -
S S o - L |
R Buttock ©®® ®®Q©©®§ e Proced oo Dw®md -
7 { Thigh cerrreoso® E@RS PPETED CDEO OBDDE -
G Kiee ®BPEDODD @5\ BEO BETORD DB DWDD -
HLeg/Calf cromoeoczw @ B B (S B ©DED DB DD -
e T Ankle o@moe®® @ @@ ®® 6?\7ﬂ®7 ©®®A© 6@@;15 -
e Foot SPTP®TEPTXT® MRS BREEDET DDEO DDDD -
© 2005 D 1t Plus Technologies, Inc., Atlanta, GA _~nr~ © T PLEASE MAKE NO MARKS IN THIS AREA ) T
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L B. PATIENT’S COMPLAINTS (CONTINUED ' ' ’

:2. How Did Your Complaint(s) Begin[1]? 7. What Makes Your Condition Worse?

ma > Unknown — Suddenly — Gradually <> Nothing < ;‘;“?uqh; ngy o gjmm hing o Emgsrﬁ ye!
- < Sneezing ;/ ifting Sitting Hulling
wm 3. What Happened To Cause Or Re-Aggravate — Bendir aq} Wmm“gng & Straining at Stool < Turming
m Your Complaint{s)? — Other

mm — Cause Not Known — Auto Accident

m - Work Accident/Injury > Home Accident

ma o Personal injury < Sport Injury 8. Have Any Of Your Complaint{s) Existed In The Past? o Yes o No
- If Yes, h‘nhmtp Below

mm > Other - Describe: U - Neck = Upr Back <> Mid Back < Low Back o Ribs
- < )mhm fder \f-\rm o Elbow o Forearm o Wrist <o Hndfgrs
- g‘;‘,umm o Hip o Thigh o Knee olegicalf o Ankle
- - Foot o Others:

|

=4 How Would You Rate Your Overall Pain Toda 9. Have You Had Any Recent Treatment For Your C:cmd:tmm

== Where 0 Is No Pain And 10 Is The Worst Pain{1]? ~ QUTSIDE Of This 0ffme!t 1) o

- No 01234586 7 8 910 WorstPan oYes «—No o i Yes, List Dates, Treatments, And Dootors.

] Fain <o OO O o O O Possibie

:5. When Are Your Symptoms Worse?

m o Moming o Afternoon o EBEvening o Night

mm O Always The Same

:61 What Makes Your Condition Better? e ‘ S

mm o Nothing < Stretching  — Heat 10.Since Your Symptoms Began, Have You Noticed A Change In?

mm > Rest - Exercise alce Bowel Function < Yes <> No

m o Sitting - Standing < Medications Bladder Function ,<:>jf.§a;53 4 Mo o No To All

w5 Other - Sexual Function < Yes <> No.

. HEADACHES _
If You Are Experiencing Headaches, Please Fill Out This Section Otherwise Skip To Section D.

1 Where is The Pain Associated With Your Headaches Located? 6. What Seems To Bring On Your Headaches?

Over Ternpe O

Over Frontal

Owver Frontal @ Over Termporast <> Physical Activity < Caffeine

3 Excessive Stress - Certain Foods

<
- Alcohol > Menstrual Period
QQihm -
Bose of 7. How Often Do They Occurft]?
K Times/Week: coooceorzea®

Times/Month, cococeoom®
<> Other

8. How Long Do “‘s’our Headauh% Last[1]?

Jaw Joint Jow Joint
(T \ "' (T o> Less Than 1 Hour < From 1-3 Hours
< | | < - )Lmnqc\r Than 3 Hours < All Waking Hours
- \ - - Several Hours To Days
Right Behing Eve inct Eve \ Left < )Q?hw - o L
Uﬁ‘! x”u*(‘*
2. On What Date Did Your Headaches Begin[1]7? 9. Do Your Headaches Wake You From Sleep{1}7
obater [ — Bame As Neck/Back Complaints o No o Sometimes o> Always
3. How Does The lntensity Of Your Headaches Rate“}q 10.Do Any Of The FO”OWin Cecur With Your Headaches?
No 01 23456 7 8 910WorsiPain < Nausea/NVomiting < Weakness
Fain & o O O O O O O O O Possibie < Tremor <> Vision Problems
o Dizziness o Light!Sound Sensitivity
4. What Describes Your Pain? o Other ‘

- Dull < Sharp o Aching o Stdbbmg T

—Deep o Vice-Like ©Buming < Throbbing/Pulsating 11.What Mak% Yﬂur Herad%hm Better?

— Other QNMWQ > Hest o bying Down o %w sold Pac
S e M&Emdﬂ@ o Blanding < NSAIDS (Aspirin, Tylenol, etc.

. When Do Your Headaches Usual!y Star!:'? o Other

> Constant/Anytime Awake — Wake Up With in Morning
mm O AL Midday o Buring Evening

D OTHER COMPLAINTS

Do you have any other complaints not covered on this form[1]7 o Yes o No
if Yes, Describe other complaints in defail and mark body areas on Figures, —————>

[a4

o

e

HQ3a Pg-2 © 2005 Documaent Plus Technologies, Inc., Atlants, GA  Printed In The USA
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=HEALTH QUESTIONNAIRE- HISTORY

Patient’s Name

E. REVIEW OF SYSTEMS

Are You ﬁurmrmy E«uf’f&rmg From Any Of The Symptoms
Listed Below? If This Is A Re-Examination Mark Only New
Symptoms &nmz@ Your Last Exam.

o Mo Naw xgymptomq “w:nr&
Your Last Exam

éNM’W %"}S’

- o 8kinRash

- Redm* a Of Skin

< Skin Hehing

<> Skin {3 rYNess

o Eczemal(red, inflamed skin)
o Hair Changes {unplanned)

> Nait Changes (unplanned)

< Bruise Easily

o Cough {chronic)

o Wheezing (chronic)

o General Fatigue

Lo Weakness

o Fever (continuous)
o Loss Of Sleep

- Chills {continuous)
o Weight Change (unplanned)
o Night Sweats
o Headact
o Dizzin
o Fainting

< Convulsions o bifficulty Breathing
< Nervousness < Bwollen Extremities

o Blue Extremities

o Varicosities {visible veins)
o Rapid Heart Beat

< Chest Pain

Heart Palpiiations

ssion (prolonged)

< Phobias (excessive fears)
o Memory Loss Or Impairment.
o Mood Swings (excessive) o

Left Right o Heart Murmur

Hearing Trouble < o o Decreased Appetite

Ringingin Ears o <o o increased Appetite

Pain in Ears o o  oAbdominal Pain

car Discharge o o o Hemaorrhoids
 Vision Trouble | © @ o < Excess Gas

Pain in BEves Lo o - o Vomiting {(excessive)

Eve Discharge = < o Diarrhea (excessive)

o MNose/Sinus Pain
ive Drainage
‘ @s wmig chronic)
tions (chronic)
sl Uf Srelt
o Mouth Sores
o Bleeding Gums
o Enlarged Glands
o Absence Of Taste
< Abnormal Taste Sensation
< Tonsillitis/infected Tonsils
o Difficulty With Swallowing
o Heat/Cold Intolerance
o Bugar in Urine
o Goiter {enlarged Thyroid gland)
o Tremor {shaking)

o Constipation (excessive)

< Heartburn/indigestion

 Painful Urination

< nability To Hold Urine

o Frequent Urination

o Urinary Retention

o Bed-wetting

o lrregular Menstruation

< Painful Menstruation

< Abnormal Vaginal Bleeding
- o Sterility

o Impotence

o Lumps in Breast(s)

o Redness/liching of Breast

< Dimpling of Breasi(s)

o Discharge from Breast(s)

o Breast Pain

o> Other (Please Describe)

HQ3a Pg'3 E A0S Doowment Plus Technologles, Ine., Atlanta, GA Pritad in The USA

F. HABITS/ACTIVITIES

|

What Are Your Current Habits? p, s per Day -
SMokING.. oo ,.N%er L S g 5c+> -
Glasses Per Day -

Caffeinated Drinks...... N&wer 1 12 23 34 54 -
Glasses Per Day -

Alcohol {Sacz\maun“zptic:}rm..Nec‘éer S 12 23 4 -
]

Drug/Substance Abuse.. N° Yés H Yes, Discuss With Doctor  mm
Days Per Week o

EXErCiSe. . .ovvevvrrirernnnn, Never <1 12 23 34 3 -
Kinds Of Exercise You Do: -
o Walking oJogging o Cycling o Swimming -

< Golf o Tennis < Strength Training -

< Cther:  em
. |

| G.MEDICAL HISTORY 1=
1.HEALTH CARE -
a. Have You Ever Been To A Chiropractor?. .. .. ey NO oy
b. Do You Have A Family Physician ... ........ e N0
Date Of Last Physical Exam: .-
Physician’s Name: e =m
Address: I S
e pPhoned ) mm

o, Have "‘r’mu ﬁeen Hnﬁpatahzed !n ThePast?... S N o
Date & Reason For Hospitalization: __ . mm
]

- |

d. Have You Ever Had Suwrgery? .............. J -
Date, Reason, Results Of Surgery: . -
[}

X L}

e. Mave You Ever Had A Serious Acmdentl!njury‘?Yes N
List Date & Describe Injury: -

o Auto: _ . =m
oWork-Relatea: e w=m

o Personal: _ N -
o Sports Injury: ]

o Other: e e o

f. AreYou Current!y Takmg Any Vitamins, Yes No ™R
Minerals, Or Herbs? {List Supplements) S O =m
|

. S, -

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

o Anti-inflammatory (Aspirin, tbuprofen, Motrin, etc.): -
-

o PainfAnalgesics: . =m

o Anti-Depressants: =
o Muscle Relaxants: _ .
oBlood Pressure Pills: o
o Antibiotics: e wm

o Birth Control Pills: _ .

o Corticosteroid: . -
o Other: , . wm

in The Pas;t Have You Use Any Of The FoHowmg'? -
o Birth Control Pills < Corticosteroid -

h. Are You Allergic To Any Medications? . ... .. (-
List Medications: B ]

_ R ||

||

] | | || || - I -



= G. MEDICAL HISTORY - CONTINUED

mm i, WOMEN OMLY:

2. FAMILY HMWBRV

m No
To Your Knowledge, Are You Pregnant? =3
i Pregnant in Past, Were Pregnancies Normal? o
Are You Seeing An OB-GYN Regularty? o ‘o"
Number Of Births: cooe® oOther

Date Of LastbExam______ .

Fhysician's Name:__
Address:

Phone'l )

- Mm ner
== Brothers

® BB E O BDIE

—iﬁ Conditions Or llinesses

-
-
-

Please indicate If You Now Have or Have Had In The Past |

Any Of The Following llinesses:
o No Current Or Previous Conditions/llinesses

ﬁﬁ? a’;}@
RS 2 o
g & & g
L & W
@ @ Sinus Trouble @ @ Kidney Trouble
@ @ Hay Fever @ @ Urinary Retention
a @ Allergies a @ Frequent Urination
@ @ Asthma @ @ Prostate Trouble
@ @ Emphysema a @ Arthritis
@ @ Tuberculosis @ @ Osteoporosis
@ @ History of infection @ @ Scoliosis
@ @ Fever (Continuous) @ @ Distocated Joints
@ @ Gancer/Tumor a @ Spinat Disc Disease
@ @ Habetes @ @ Bone Fracture {list/dates):
@ @ Visual Disturbances
@ @ Dirziness/Fainting
@ @ Epilepsy/Seizures - o
@ @ Thyroid Trouble @ @ MentallEmotional Difficulty
a> - @ High Blood Pressure @ @ Sex. Trans. Diseases
@ @ Low Blood Pressure @ @ HIV
a @ Heart Trouble @ @ AIDS/ARC
@ @ Facemaker @ @-Abnommal Weight Gain
@ @ Srokefdate lap @ Abnormal Weight Loss
@ @ Aorlic Aneurysm @ @ Numbness Groin/Buttocks
@ @ Anemia @ Other -
@ @ Rheumatic Fever 1
@ @ Polio
@ @ Multiple Sclerosis @ Other: T
@ @ Ulcer i o
@ @ Liver Trouble - -

D 2008 Document Flus Technologies, Ino., Attanta, GA
=HQ3a Pg-4

T T
I S CaNTRON

0 PATIONA ORMATIO
A ' \/ () DA
1. Are You Right Or Lefi Handed? o Right olef
2. Job Type N
< Retired o Unemployed < Full-Time Student

i Any Of Above Skip Rest, Sign At Patient’s Signature |
o Full Time o Part Time o Temporary
< Self-Employed o Other

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

Hours PerDay s ooceoeecmeoaoao
Days PerWeek osooosces
< Other

4. How Long Have You Been With Your Present Employer?

Vears @® @D D D D
L DDA DED
}Mcmthf:a DD DD B D E DA TD

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

6. What is Your Primary Work Position and Location?
a. Work Position: b. Work Location:
o Seated o Standing < Desk o Counter © Workbench
o Other o Other| }

7. What Movements Does Your Job Require?

< Bending o Turning o Blooping
< Twisting < Walking < Repetitive Hand Use
o Carnrying o Other|

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

9. Does Your Job Involve Lifting?
< Never <o Occasionally
o Frequently o Constantly

‘How Many Pounds? SRS N N N S .
{Choose Only One) oooooooooo@ound“

< Intermittently

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

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

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

PATIENT’S SIGNATURE

DATE:

Printed in The US4
EW-239487-2:22

617626

PLEASE MAKE NO MARKS IN THIS AREA

oooo.oo.o..o..oo.oo..o.‘o\




=HEALTH STATUS QUESTIONNAIRE

DO E@OOES -
N & & E @ @ E
T O@O@ @O -

TEREEOESE -

\,*‘ (HA

e use a No, 2 pencil to il
completely as inc
leanty, Do mw fold ¢

&, In general, would you say your health is: B. Compared to one year ago, how would you rate your
[MARK ONLY ONE ANSWER] health in general now? §M&\MM ORLY ONE ANSWER]
> Exoellent < vl ' the 3
@ Very good :
@ Good
@ Fair wow than one W ar ago

o Poor than one year

. The following items are about activities you might do during a typlcal day. r & &
. ) N . o waw P o o SN S
Does your health now limit you o these activities? If so, how much? PN o ®
[MARK ONLY ONE ANSWER ON EACH LINE] | , Fo Lo ES

1. \f’:qu OUS au M«;m such as ruy fifting ¥

2. 5, such as moving a iable, <
’ oo @
’ o oD @
- o >
_ , : DD @
\z\s’mM'm BEVE "".: cks - 7 - S D D D
. Walki D> @ @
10, Bathi aif gy D> @

D. 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?

{MAWH EYTHER YES OR NO ON EACH

Meﬁ

1. Cut down the amount of time you vwork or other aotivittes e
2 m om lished less than you would like D
(&

timited in the k i M n? work or other activiies
‘ the work or other act

s with your work or other regular
gl or anxious)?

E. During the past four weeks, have you had any of the fo Nmm '}
daily activities as aresu m%mw emotional problems {such as a‘w H‘M mwm

{MAHN EITHER YES OR NO ON EACH LINE] Yes Mo
) dmw the amount of time you spent on work or other activiies © =
mplished less than you would Hke ) @

't do work or other aclivities a @

F. During the past four weeks, to what extent has your physical health or emotional problems interfered with
yournormal soclal activities with family, friends, neighbors, or groups 7
[MARK ONLY ONE ANSWER]
> Mot at all @ Gluite a bit
@ Slightly @ Extremely
o Moderately

© 2004 Document Plus Technologies, tnc., Atlants, GA FLEASE MAKE NO MARKS IN THIS AREA
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=HEALTH STATUS QUESTIONNAIRE (CONTINUED) -

G, How much bodily pain have vou had during the past four weeks?

[MARK ONLY ONE ANSWER]
@ None @ Mild @ Seversg
@ Very mild @ Moderale @ Very severs

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

[MARK ONLY ONE ANSWER]

<o Mot at all @ M & Bxtremely
2 Adittle bit @ L

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

F & .
‘  tho 4 e et e L& g pE SsE & 88
How much of the time during the past four weeks . .. .. g8 g FF S gw W
(mm ONLY ONE ANSWER ON EACH LINE] T8 £F& FJyr L oF £
- Did you feel full of pep? o @ @ 3 @ > ®
'"* Hmo you been a ve fv rwvm "7 G S > @ & ®
) elt 80 down in the dumps that nothing could cheer you up? <@ @ B @ a <
4,1 > @ @ @ @ ® )
;\ I ) 7@3 i\wii 7(3\ ) ’42‘7 G &
b, : - @ @@ @ @ ® 0 ®
7. Did you S @ @ e @ 5 @
8. Have you been a happy person e @ @ 7 SR>
9. Did you feel tirec - @ @ > T ® ®

J. During the past four weeks how much of the time has your '}hyﬁm health or emotional problems interfered
with your social activities (like visiting with friends, relatives, etc.}?
[MARK ONLY ONE ANSWER]
- All of the time D Somes uf
< Mast of the time a A little of i

e fime @ None of the thme
e

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

& 5
f."f\” / oy S M o &
S & S Py EEE S A o &,ﬁ o
[MARK mmw ONE ANSWER ON EACH L NM FE/FE /T £F &
g " S B - @ ) @ (€D é> @
T @ @ @ @ &
4. Mfy umim is ﬂxwmf 7 - L@ @ D D ®
.. Please answar YES or NO
[MARK ONLY ONE ANSWER ON EACH LINE] . Yes No
4. m the pfmm , ha +had two weeks m“ maore during w m h‘mu fﬁﬂ wd blue, or depressed; or 4
‘ M\m iost afl z in thing iy cared aboutor enjoved? , ) -
N your HP §'u~}w‘: you felt depressed or sad most days, even ku D D
1 or sad much of the time in the past yeary @
< Additional Co s
SIGNATURE: U DATE:

- HS1 a Pg'2 B 2004 Document Plus Techinologies, Inc., Attanta, GA Frinted In The USA §C 4 y”; F\\ EW.230771-3:12 |
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-=NECK PAIN DISABILITY INDEX QUESTIONNAIRE

Please Read: This questionnaire is designed to enable us fo
understand how much your neck pain has affected your ability to

manage your everyday activities.

Piease answer each section by darkening the one bubble that most
applies to you. We reaslize that you may feel that more than one
statement may relate o you, but please, just pencil in the one

choice which closely describes your problem now.

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

1. PAIN INTENSITY

< | have no pain at the moment.

> The pain is very mild at the moment.
> The pain is moderate at the moment.

> The pain is fair}& 'sc'\;ci’eiiﬁ]ﬁé'm{)mcm .
< The pain s very severe at the moment.

<> The pain is the worst imaginable at the moment.

Patient Name:
MO DAY YEAR DR# PATIENT NUMBER

D @
D@D
D@D
D@D
@@

&
-
DN EE D EDE

6. CONCENTRATION .

< | can concentrate fully when I want to with no difficulty.

® | can concentrate fully when T want to with shght difficulty.

«© [ have a fair degree of difficulty in concentrating when | want to.
ar [ have a lot of difficulty in concentrating when I want to. W
@ | have a great deal of difficulty in concentrating when | want to.

@ [ cannot concentrate at all,

- 2. PERSONAL CARE

1 can look after myself normally without causing extra pain.
av | can look after myself normally, but it causes extra pain.
> [t is painful to look after myself and 1 am slow and careful.
<o | need some help, but manage most of my persenal care.

< | need help every day in most aspects of self care.

@ 1 do not get dressed, T wash with difficulty and stay in bed.

7. WORK

@ | can do as much work as [ want to.

a1 can only dom\ usualwmk pr't po:maxrz‘ef
> | can do most of my usual work, but no more.
a1 cannot do my usual work.

3 1 can hardly do any work at all.

> | cannot do any work at all.

< | can lift heavy weights, without extra pain.

&)

Al

& | can lift very light weights.
< | cannot lift or carry anything at all.

@ | can lift heavy weights, but it gives extra pain.
> Pain prevents me from lifting heavy weights off the floor, but 1
can if they are conveniently positioned, for example, onatable.
> Pain prevents me from lifting heavy weights, but I can manage
light to medium weights if they are conveniently positioned.

neck..

@ | cannot read at all.

4. READING

< 1 can read as much as I want to with no pain in my neck.

@ 1 can read as much as [ want to with slight pain in my neck.
> 1 can read as much as I want with moderate pain in my neck.
an [ cannot read as much as I want because of moderate pain in my

@ 1 cannot read as much as | want because of severe pawn in my neck.

%+ ] have no headaches at all.

> 1 have headaches almost all the time.

5. HEADACHES

a@> I have slight headaches which come infrequently.

< | have moderate headaches which come infrequently.
> | have moderate headaches which come frequently.
a | have severe headaches which come frequently.

After Yernon & Mion {991
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8. DRIVING

= ] can drive my car without any neck pain.

@ [ can drive my car as long as 1 want with slight pain in my neck.

o [ can drive my car as Jong as [ want with moderate pain in my neck.

> | cannot drive my car as long as I want because of moderate pain
in my neck.

<1 I can hardly drive at all because of severe pain in my neck.

< [ cannot drive my car atall. '

9. SLEEPING

o> [ have no trouble sleeping.

< My sleep s slightly disturbed (less than 1 hour sleepless).
> My sleep 1s 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 1s completely disturbed (5-7 hours sleepless).

10. RECREATION

< [ am able to engage n all of my recreational activities, with no
neck painatall.

<> 1amable to engage in all of my recreational activities, with some
pairn in my neck.

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

a1 am able to engage in a few of my usual recreational activities
because of pain in my neck.

> | ean hardly do any recreational activities because of pain in my
neck.

«r: T cannot do any recreational activities at all.




=REVISED OSWESTRY LOW BACK PAIN Patient Name: e STENTNOVEER
= B A SRR A B = MO DAY YEAR —
DISABILITY QUESTIONNAIRE o PR EER .
Please Read: This questionnaire is designed to enable us to === 0 @ 4 o oo =
understand how much your low back pain has affected your ability to e i
manage your everyday aclivities. i E@ oo Ay i g
Please answer each section by darkening the one bubble that most EaR D - -
applies to you. We realize that you may feel that more than one D@ ® D -
statement may relate to you, but please, just pencil in the one @@ T B -
choice which most closely describes your problemright now. &> B T D -
Please use a No. 2 pencil to fill in your answers. G D B B> s —
Fill in bubbles completely as indicated here! ¢ e, @D DT -
Erase changes cleanly. Do not fold this form. From: N.Hudson, K. Tome-
e : e Revised 09/11/92
1. PAIN INTENSITY STANDING *
@ The pain comes and goes and is very mild. & | can stand as long as | want without pain.
| & The pain is mild and does not vary much. ' . | have some pain while standing, but it does not increase with time.
« The pain comes and goes and Is moderate. ¢ | cannot stand for longer than one hour without increasing pain.
> The pain is moderate and does not vary much. . | cannot stand for longer than 1/2 hour without increasing pain.
<& 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 siraight away.
2. PERSONAL CARE ' . SLEEPING
@ | would not have to change my way of washing or dressing in = | get no pain in bed.
order to avoid pain. e | get pain in bed, but it does not prevent me from sleeping well.
<> 1 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-guarter.
 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-half.
o 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 heip.
<& Because of the pain, | am unable to do any washing or
dressing without help. & My social life is normat and gives me no pain.
@ My social life is normal, but increases the degree of my pain.

3. LIFTING - Pain has no significant effect on my social life apart from

a> | can lift heavy weights without extra pain. limiting my more energetic interests, e.g., dancing, etc.

@ | can lift heavy weights, but it causes extra pain. 7 <> Pain has restricted my social life and | do not go out very often.
© Pain prevents me from lifting heavy weights off the floor. ce> 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.
<& Pain prevents me from lifting heavy weights, but | can manage 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.

4. WALKING <= | 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

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

> Pain prevents me from walking more than 1/4 mile. <> Pain restricts all forms of travel.

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

@ | am in bed most of the time and have to crawi to the toilet.

> My pain is rapidly getting 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. «c- My pain seems to be getting better, but improvement is slow
© Pain prevents me from sitting more than one hour. at present.

\

> Pain prevents me from sitting more than 1/2 hour. ‘> My pain is neither getting better nor worse.
& Pain prevents me from sitting more than ten minutes. | | < My pain is gradually worsening.
= > Pain prevents me from sitting atall. < My pain is rapidly worsening.
© 2004 Document Plus Technologies, inc., Atlania, GA Printed In The USA
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=ROLAND-MORRIS ACUTE LOW BACK PAIN

DISABILITY QUESTIONNAIRE

. Please Read: When your back hurts, you may find it difficult to do

I some of the things you normally do.

. This list contains some sentences that people have used o describe
' themselves when they have back pain. When you read them you may :

- find that some stand out because they describe you today.

As you read the list, think of yourself today. Mark the bubble next to
If the sentence does not
describe you, then leave the bubble blank and go onto the nextone.

Remember, only mark the sentence if you are sure that it

any sentence that describes you today.

describes youtoday.

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.

(-_—

___Patient Name: -
MO DAY YEAR DR# _PATIENT NUMBER ™
|
DD @ OO @D @@ @@ @ -
DB DDD DDDEDDDDDD DD -
D DD OO DD DD D -
D@ DDD DOD|O@DDODD DD E I -
A B@MD DD DED DD D DD E E D E -
D@ EDE DODEEEDEBETEEDE
DDDE® D DD E B E DD -
DBEDD DDDD DD DD DD T -
DODBD DD DD DD O D -
@D DO DD @@ @D DD DD D -

@ | stay at home most of the time because of my back.

@ | change poéiﬁdn frequently to try andﬁiget my back
comfortable.

@ lwalk more slowly than usual because of my back.

@ Becaﬁse of my back | am not doing any of the jobs thétﬁ
tusually do around the house.

&> Because of my back, | use a handrail to get upstairs.

a» My back is painful aimost all the time.

@ lfind itdifficult to turn over in bed because of my back

a» My appetite is not very good because of my back.

ae | have trouble putting on my socks (or étockings)
because of the pain in my back.

@ Because of my back, | lie down'to rest more often.

ap 1 only walk short distances because of my back pain.

| sleep less well bécause of my back.

@ Because of my back, | have to hold on to something to
get out of any easy chair.

Because of my back, | tiy to get other people to do
things for me.

@ | get dressed more slowly than usual because of my
back.

a | only stand up for short penods of time because of my
| back.

a» Because of my back pain, | get dressed with help from
someone else.

@ | sit down for most of the day /because J{Qnﬁ;back

@ | avoid heavy jobs around the house because of my
back.

@ Because of my back pain, | am more irritable and bad

tempered with people than usual.

> Because of my back, | try not to bend or kneel down.

ol Beca!use of my back, | go upstairs more slowly than
usual.

ap | find it difficult to get out of a chair because of my

back.

@ Istay in bed most of the time because of my back.
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_ACCIIENT / INJURY QUESTIONNNRE

Dear Patient.

dccumentmg your condition. THANK YOU

This questionnaire will allow you to describe your automobile accident in detail. Please
complete it carefully as the information provided will assist the doctor in evaluating and DT SR i ERECPRS B SRR e S

Patient Name:
MO DAY YEAR DR# PATIENT NUMBER

T D D A

G0 D T GO

DD DD

S OB I (B

Use a No. 2 pencil to mark your answers. When marking in an Other
bubble please explain in the space allowed. Fillin bubbles completely as
indicated here: <. Erasechanges cleanly. Do notfold form.

3 DI C &

<> Date: ) Time: : am/prﬂ

< Automobile Crash Questionnaire Marked {Skip Section B)
< Workmen's Compensation Accident / injury

> Slip/Fall Accident < Pedestrian Accident

Other: < Accident O tnjury

1. What was the cause of your accident / injury?

1. Did you lose consciousness?
> Yes <> No < Don't Know

2. How did you feel?
< Confused > Dazed > Dizzy <> Nervous

> Weak > Other

3. Where did you immediately develop pain?

< Head @ @ Shoulders &> @ Buttocks
<> Neck ® © Arms ® D Hips

< Upper / Mid Back @® @ Elbows &> 1> Thighs
< Lower Back @® @ Forearms @ T Knees
< Pelvis ® @ Wrists ® @ Legs

<> Chest/ Rib Cage ® @© Hands @ @ Ankles
< Abdomen ) ® O Feet

< Other

&005 Document Plus Technologies, Inc., Atlanta, GA 4 9 3 5 4 5
12a Pg -1 Printed in The USA

A. DATE AND TIME OF ACCIDENT / INJURY e
B. DESCRIPTION OF ACCIDENT / INJURY e

C. IMMEDIATELY AFTER ACCIDENT / INJURY = Immediately < Later That Day > Next Day < Déys Later

kP @@ D@ @
4. If there were lacerations (cuts) where were they?
<> Head :

t

! RN . N W

95

&

e SR SRR V)

> @ Buttocks
a1 Hips
<> Upper / Mid Back &> < Thighs

> Lower Back

> Knees

R

<> Pelvis ® alegs
< Chest/ Rib Cage ® @ Ankles
<> Abdomen < Fest
< Other
5. Describe any other significant injury:
o
6. Emergency Care At Accident/Injury Site
a. Did you receive emergency care? Yes <No

b. What type of emergency care did you receive?
<> Bandages < Splints 7->Brace < Neck Collar
<> Other

7. Destination After Accident / Injury 7
a. Where did you go? b. By whom were you driven?

<> Hospital > Home oo Myself > Ambulance
<> Bcheol < Work > Friend <> Family Member
<> Other > Other

D HOSPITAL VISIT AFTER ACCIDENT /INJURY

[ 1. When did you go to the hospital?

> Date o Other
C Hbépifal Name: < Examined By Doctor:
Admitted: <>Yes <> No <> Date Discharged:

2. K x-rays were taken, of what body part(s)’?

-~ Head ¥ L Shoulders
<> Neck > Arms
<> Upper ! Mid Back i Elbows
< Lower Back . Forearms
> Pelvis o Wrists
<> Chest/ Rib Cage > Hands
<> Abdomen
> Other

PLEASE MAKE NO MARKS IN THIS AREA
coco HEEE - PEREER B E-
- - e - 1



N D. HOSPITAL VISIT AFTER ACCIDENT / INJURY

5. What was the diagnosis given at the hospital?

& @© Strain

& D Sprain

k. Elbows
3. if a CAT Scan was performed, of what body part(s)? ® <@ Strain ® D Spram @ @ Dislocation
O Head O Upper / Mid Back O Chest / Rib Cage @® O Fracture ® @ Lacerations ® < Contusions
< Neck O Lower Back O Abdomen @® @ Other
O Other o
I. Forearms
4, If a MRl was performed, of what body part(s)? @® @ Strain @® <D Sprain @® © Dislocation
O Head O Upper / Mid Back O Chest / Rib Cage ® @ Fracture @® © Lacerations ®> @ Contusions
O Neck O Lower Back O Abdomen ® D Other
O Gther _ e
m. Wrists

&> < Dislocation

a. Head @® @ Fracture ® @ Lacerations @® <@ Contusions
O Concussion O Skuil Fracture O Lacerations @® © Other
O LContusions O Other L
n. Hands / Fingers
b. Jaw @® @ Strain @ @ Sprain @ D Dislocation
O Strain O Sprain O Dislocation ® DO Fracture ~ ® @ Lacerations © Contusions
O Fracture < Whiplash Olacerations @ DO Other
O Contusions O Other
lo. Buttocks
c. Neck ® @ Strain ® < Sprain <’ <> Lacerations
O Strain O Sprain < Distocation & © Contusions ® © Other
O Fracture O Whiplash < Disc Injury
O Lacerations < Contusions p. Hips
O Other L @ © Strain @®  Sprain &> © Dislocation
® @ Fracture ® @ Lacerations R <> Contusions
d. Upper / Middle Back ® <D Other
O Strain < Sprain  Distocation
O Fracture < Disc Injury O lLacerations _____ g. Thighs
> Contusions O Other L @® O Strain R> (T Sprain R> O Dislocation
® © Fracture @® > Lacerations B> <@ Contusions
e. Lower Back | ® @ Other N
O Strain O Sprain O Dislocation
O Fracture O Disc Injury O Lacerations t. Knees
O Contusions O Other L @® D Strain &> > Sprain @ @ Dislocation
@® D Fracture &> D Lacerations & @ Contusions
f. Pelvis @® © Other
O Strain O Sprain O Dislocation
O Fracture O Lacerations < Contusions s. Legs
 Other ® O© Strain ®> > Sprain T Dislocation
@® @ Fracture ®> W Lacerations > @ Contusions
g. Chest/Rib Cage ® D Other B
O Strain O Sprain > Dislocation
< Fracture < Lacerations <> Contusions . Ankles
O QOther @® @ Strain < Sprain @® @ Dislocation
@® DO Fracture ® & Lacerations  __ ® @ Contusions
h. Abdomen @® @ Other _
O Strain O Lacerations O Contusions
OOther o u. Feet/ Toes
@® @ Strain ® © Sprain @ @ Dislocation
i. Shoulders @® @ Fracture ® <@ Lacerations 7 <> Contusions
@® @ Strain @ @ Sprain @® @ Dislocation @® @ Other
@® @ Fracture @ @ Lacerations @® @ Contusions
®© Other _____ e v. Other
O Strain < Sprain < Dislocation
j- Arms < Fracture O Lacerations < Contusions
® @ Strain @® @D Sprain ® @ Dislocation

® © Fracture
® @ Other

_® @ Lacerations

@® @© Contusions

Al2a Pg-2

© 2005 Document Plus Technologies, Inc., Atianta, GA

Printed In The USA

w. Describe any additional diagnosis given:

T
(-




. D. HOSPITAL VISIT AFTER ACCIDENT / INJURY

6. What treatment was administered at the hospital?

<> Oral Medication > Sutures < Splint <> Collar
> injection > lee Packs > Cast > Support
<> Topical Antiseptics <> Hot Packs <> Brace <O Surgery

<> Bandages > Other
7. Instructions Given When Discharged From Hospital
a. Were you told to see?
<> General Practitioner <O Chiropractor
<2 Orthopedist
<> Plastic Surgeon

> Neurologist
<> Physical Therapist O Internist
<> General Surgeon

> Other

b. What recommendations were made?
<> No Follow-up Instructions < Observation
< Collar <> Support

> No Further Care
> Rest lce
< Time Off Work

<> Heat
<> Other

¢. Were medications prescribed?
<> Pain 7 Anti-inflammatory < Antibiotic
> Other

E. FOLLOWING THE ACCIDENT / INJURY

1. How much later did additional symptoms develop?
> Next Morning

> Nervousness

o> Howrs
< Week

< Immediately
<> Days

> That Evening
<> Month

2. What additional symptoms developed?

a. Head
< Pain <> Stiffness > Numbness < Tingling
<2 QOther

b. Jaw
<> Pain o Stiffness ‘Z>Numbness < Tingling
o Other

¢. Neck
<> Pain o Stiffness > Numbness < Tingling
> Other

d. Upper / Middle Back
< Pain O Stiffness > Numbness < Tingling
< Cther

e. Lower Back
> Pain <> Stiffness < Numbness < Tingling
> Other

f. Pelvis
< Pain O Stiffness & Numbness < Tingling
> Other

g. Chest/ Rib Cage
< Pain o Stiffness > Numbness < Tingling
> Other

h. Abdomen ‘
< Pain <> Stiffness < Numbness < Tingling
<> Other ) o )
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i. Shoulders
® @ Pain
& © Other

j. Arms
@& @© Pain

® @ Other

k. Elbows
& @ Pain
® & Other

l. Forearms
@® O Pain

@® @ Stiffness

@@ O Stiffness

&L Stiffness

® @ Stiffness

@ Other

m. Wrists
E® @ Pain

® © Other

B A Stiffness

n. Hands / Fingers

@® O Pain
&> > Other

o. Buttocks

p. Hips
® @ Pain

_®DOther

g. Thighs

& @ Pain

@® © Stiffness

R L Sliffness

® @ Stiffness

DO Stiffness

® © Other

r. Knees
@ D Pain

® D Stiffness

_®DOther

s. Legs
@® D Pain
® <D Other

t. Ankles
® @ Pain
_ ® @ Other

@® © Stiffness

@& @@ Stiffness

u. Feet/ Toes

& @ Pain

® > Other

v. Other

<> Blurred Vision
<> Double Vision
< Reduced Vision
< Impaired Hearing
< Ringing In Ears

® L Stiffness

< Pailpitations
< Constipation
< Diarrhea

3. Since your accident / injury have you suffered from?
<> Chest Pain

-
> <> Numbness  «r> 1 Tingling wm
|

-

-

@ @ Numbness = <L Tingling mm
B -
-

|

&> Numbness &0 Tingling =
-

-

|

@® O Numbness @< Tingling =
-

-

|

a0 > Numbness & v Tingling  w
-

]

-

® <> Numbness k> > Tingling ==
- -—

-

-

® T Numbness e o Tingling =
|

-

-

a0 > Numbness &0 5. Tingling e
— e B -
-

|

@®> > Numbness  <&o v Tingling . s
-

-

-

> @ Numbness  ®> L Tingling =
|

-

-

® <z Numbness & Tingling mm
-

-

-

o > Numbness &L Tingling =
B -

|

-

Reoi-Numbness o= o Tingling wem
|

|

-

[

-

27 Nausea -

< Difficulty Breathing — 2 Vomiting -
<= Frequent Urination -

2 Inability To Hold Urine =

<_> Painful Urination -

-

L] 1 |



N F. FOLLOWING THE ACCIDENT/INJURY (Continued f. General Surgeon < Name: T

4. Additionally have you experienced any of the following? <> Diagnosis And Treatment Recommendation:
< Anxiety < Convulsions < Restlessness
> Depression < Dizziness <> Insomnia T S o -
< Mood Swings > Headaches > Light Sensitivity SEELSEIEL T  SR L TR LRI
<> Nervousness < Fainting < Reduced Appetite -
< Poor Memory < Loss Of Balance < Weakness ' .
<> Tension < Fatigue < Weight Gain g. Plastic Surgeon < Name:
<> Other . o>WeightLoss <> Diagnosis And Treatment Recommendation:

5. Are you restricted in any of the following areas as a
result of this accident/injury?
< Daily Living < Occupational/Work > Recreational Activities I

< Other
h. Psychologist —Name: -
6. Have you missed work due to this accident / injury? <> Diagnosis And Treatment Recommendation:
< Missed No Work < Limited Work Activity
< Missed Work From: To: o T - -
< Other - e e R T

7. Did you self treat your symptoms?
lce > Heat & BedRest < Over-The-Counter Medication i. Other < Name: o Type:
< Other e

O Diagndéis And Treatment Recommendation:

8. Did you seek medical care elsewhere?
a. General Practitioner— Name: '

> Diagnosis And Treatment Recommendation:

I : 9. Have you had any of the following tests?

< CT Scan O MRI O Electrodiagnostic Studies
] ] - < QOther ~
b. Internist <> Name:
< Diagnosis And Treatment Recommendation: o 10. What is the reason for seeking today's consultation?
< Persisting Complaints <> Worsening Of Symptoms
<oOother -
o §F. INSURANCE / ATTORNEY INFORMATION
7 S 1. Have you contacted an insurance adjuster Yes No
¢. Chiropractor < Name: or representative regarding this claim? > @
< Diagnosis And Treatment Recommendation: Company:
e , Adjuster:
e Claim #:

2. Have you engaged services of an attorney? 7 ® 7

‘d. Neurologist < Name: S ' Attorney: ‘\
< Diagnosis And Treatment Recommendation: ' - - “

t

|

Address: .
o o City:  State:  Zip: R
_ _ |
Phone: . ]
B ] 3. Have you filed an accident/ injury report? o @
e. Orthopedist < Name: - -
< Diagnosis And Treatment Recommendation: ' 4. Have you filed for insurance benefits? @ @
§Taa 10N EW-227667-3:6
n Patient's Or Guardian Signature: Date:
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