CONFIDENTIAL PATIENT INFORMATION

DATE ________________________

Name _________________________________________ Phone # __________________________ Cell # ________________________
Address _________________________________________________ City ________________________ Zip _____________________
Age _________ Date of Birth ___________________________ Marital Status: M

S

W

D How Many Children? ____________

Social Security # _____________________________TDL # ______________________ Email Address __________________________
Occupation _________________________ Employer _________________________________ Work Phone ______________________
Address __________________________________________________ City ________________________ Zip ____________________
Name of Spouse ___________________________________________ Occupation __________________________________________
Employer ___________________________________________________________________Work Phone _______________________
Patient’s Nearest Relative ______________________________________________________ Phone # __________________________
Address _________________________________________________ City ________________________ Zip _____________________
Referred By: __________________________________________________________________________________________________
Have you ever suffered from:
1. Dizziness: __________
2. Backaches: __________
3. Cancer:
__________
4. Diabetes:
__________
5. Hernia:
__________

6. Arthritis:
7. Headaches :
8. Numbness:
9. Neuritis:
10. Asthma:

__________
__________
__________
__________
__________

11. Digestive Disorders:
12. Heart Trouble:
13. Sinus Trouble:
14. Anemia:
15. Rheumatic Fever:

__________
__________
__________
__________
__________

Purpose of this appointment: ____________________________________________________________________________________
Other doctors seen for this condition: _______________________________________________________________________________
Current Medications: ____________________________________________________________________________________________
Have you been treated by a physician in the last year? YES

NO

Describe ______________________________________________

Is this condition due to injury or illness arising out of employment? YES

NO If yes, Please fill out the back of this form.

Is this condition due to injury or illness arising out of an auto accident ? YES

NO

If yes, Please fill out the back of this form.

Date of Injury: ________________________________ Date symptoms first appeared: ________________________________
Number of days lost from Work: _________________ Have you ever had same or similar symptoms?

YES

NO

PAYMENT IS EXPECTED AT THE TIME OF VISIT
Name of person responsible for payment: ____________________________________________________________________________
Are you insured? YES

NO

Name of Insurance Company: _________________________________________________________

Address ________________________________________ City _________________________ ST ________ Zip __________________
Phone #: __________________________________ Group #: _____________________________ Policy #: _______________________
Relationship to Insured:

SELF

SPOUSE

CHILD

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, I understand that Jones Rd. Chiropractic 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 Jones Rd. Chiropractic will be credited to my account on
receipt. However, I clearly understand and agree that any services rendered me are charged directly to me and that I am personally
responsible for payment. I also understand that if I suspend or terminate my care and treatment, any fees for professional services
rendered me will be immediately due and payable.

Patient’s Signature: _______________________________________________________ Date: ________________________________
Guardian’s Signature: _____________________________________________________ Date: ________________________________

NECK PAIN QUESTIONNAIRE
Please Read: This questionnaire is designed to enable us to understand how much your neck pain has affected your
ability to manage everyday activities. Please answer each Section by circling the ONE CHOICE that most applies to you.
We realize that you may feel that more than one statement may relate to you, but Please just circle the one choice
which closely describes your problem right now.
SECTION 1--Pain Intensity
A. I have no pain at the moment
B. The pain is mild at the moment.
C. The pain comes and goes and is moderate.
D. The pain is moderate and does not vary much.
E. The pain is severe but comes and goes.
F. The pain is severe and does not vary much.
SECTION 2--Personal Care (Washing, Dressing etc.)
A. I can look after myself without causing extra pain.
B. I can look after myself normally but it causes extra pain.
C. It is painful to look after myself and I am slow and careful.
D. I need some help, but manage most of my personal care.
E. I need help every day in most aspects of self-care.
F. I do not get dressed, I wash with difficulty and stay in bed.
SECTION 3--Lifting
A. I can lift heavy weights without extra pain.
B. I can lift heavy weights, but it causes extra pain.
C. Pain prevents me from lifting heavy weights off the floor but
I can if they are conveniently positioned, for example on a
table.
D. Pain prevents me from lifting heavy weights, but I can
manage light to medium weights if they are conveniently
positioned.
E. I can lift very light weights.
F. I cannot lift or carry anything at all.
SECTION 4 --Reading
A. I can read as much as I want to with no pain in my neck.
B. I can read as much as I want with slight pain in my neck.
C. I can read as much as I want with moderate pain in my neck.
D. I cannot read as much as I want because of moderate pain in
my neck.
E. I cannot read as much as I want because of severe pain in my
neck.
F. I cannot read at all.
SECTION 5--Headache
A. I have no headaches at all.
B. I have slight headaches which come infrequently.
C. I have moderate headaches which come in-frequently.
D. I have moderate headaches which come frequently.
E. I have severe headaches which come frequently.
F. I have headaches almost all the time.

SIGNATURE:

DISABILITY INDEX SCORE:

DATE:

%

SECTION 6 -- Concentration
A. I can concentrate fully when I want to with no difficulty.
B. I can concentrate fully when I want to with slight difficulty.
C. I have a fair degree of difficulty in concentrating when I want
to.
D. I have a lot of difficulty in concentrating when I want to.
E. I have a great deal of difficulty in concentrating when I want
to.
F. I cannot concentrate at all.
SECTION 7--Work
A. I can do as much work as I want to.
B. I can only do my usual work, but no more.
C. I can do most of my usual work, but no more.
D. I cannot do my usual work.
E. I can hardly do any work at all.
F. I cannot do any work at all.
SECTION 8--Driving
A. I can drive my car without neck pain.
B. I can drive my car as long as I want with slight pain in my
neck.
C. I can drive my car as long as I want with moderate pain in my
neck.
D. I cannot drive my car as long as I want because of moderate
pain in my neck.
E. I can hardly drive my car at all because of severe pain in my
neck.
F. I cannot drive my car at all.
SECTION 9--Sleeping
A. I have no trouble sleeping
B. My sleep is slightly disturbed (less than 1 hour sleepless).
C. My sleep is mildly disturbed (1-2 hours sleepless).
D. My sleep is moderately disturbed (2-3 hours sleepless).
E. My sleep is greatly disturbed (3-5 hours sleepless).
F. My sleep is completely disturbed (5-7 hours sleepless).
SECTION 10--Recreation
A. I am able engage in all recreational activities with no pain in
my neck at all.
B. I am able engage in all recreational activities with some pain
in my neck.
C. I am able engage in most, but not all recreational activities
because of pain in my neck.
D. I am able engage in a few of my usual recreational activities
because of pain in my neck.
E. I can hardly do any recreational activities because of pain in
my neck.
F. I cannot do any recreational activities at all.
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Low Back Pain Questionnaire
Please Read: This questionnaire is designed to enable us to understand how much your low back has affected your ability
to manage everyday activities. Please answer each Section by circling the ONE CHOICE that most applies to you. We
realize that you may feel that more than one statement may relate to you, but please just circle the one choice which
closely describes your problem right now.
SECTION 1--Pain Intensity
A. The pain comes and goes and is very mild.
B. The pain is mild and does not vary much.
C. The pain comes and goes and is moderate.
D. The pain is moderate and does not vary much.
E. The pain is severe but comes and goes.
F. The pain is severe and does not vary much.
SECTION 2--Personal Care
A. I would not have to change my way of washing or dressing in
order to avoid pain.
B. I do not normally change my way of washing or dressing even
though it causes some pain.
C. Washing and dressing increase the pain, but I manage not to
change my way of doing it.
D. Washing and dressing increase the pain and I it necessary to
change my way of doing it.
E. Because of the pain, I am unable to do any washing and
dressing without help.
F. Because of the pain, I am unable to do any washing or dressing
without help.
SECTION 3--Lifting
A. I can lift heavy weights without extra pain.
B. I can lift heavy weights, but it causes extra pain.
C. Pain prevents me from lifting heavy weights off the floor.
D. Pain prevents me from lifting heavy weights off the floor, but I
can manage if they are conveniently positioned, e.g. on the
table.
E. Pain prevents me from lifting heavy weights , but I can manage
light to medium weights if they are conveniently positioned.
F. I can only lift very light weights, at the most.
SECTION 4 --Walking
A. Pain does not prevent me from walking any distance.
B. Pain prevents me from walking more than one mile.
C. Pain prevents me from walking more than one mile.
D. Pain prevents me from walking more than 1/2 mile.
E. I can only walk while using a cane or on crutches.
F. I am in bed most of the time and have to crawl to the toilet.
SECTION 5--Sitting
A. I can sit in any chair as long as I like without pain.
B. I can only sit in my favorite chair as long as I like.
C. Pain prevents me from sitting more than one hour.
D. Pain prevents me from sitting more than 1/2 hour.
E. Pain prevents me from sitting more than ten minutes.
F. Pain prevents me from sitting at all.

DISABILITY INDEX SCORE: %

SECTION 6 -- Standing
A. I can stand as long as I want without pain
B. I have some pain while standing, but it does not increase with
time.
C. I cannot stand for longer than one hour without increasing
pain.
D. I cannot stand for longer than ½ hour without increasing pain.
E. I can’t stand for more than 10 minutes without increasing pain.
F. I avoid standing because it increases pain right away.
SECTION 7--Sleeping
A. I get no pain in bed.
B. I get pain in bed, but it does not prevent me from sleeping.
C. Because of pain , my normal night’s sleep is reduced by less
than one-quarter.
D. Because of pain, my normal night’s sleep is reduced by less
than one-half.
E. Because of pain, my normal night’s sleep is reduced by less
than three-quarters.
F. Pain prevents me from sleeping at all.
SECTION 8--Social Life
A. My social life is normal and gives me no pain.
B. My social life is normal, but increases the degree of my pain.
C. Pain has no significant effect on my social life apart from
limiting my more energetic interests, e.g., dancing, etc.
D. Pain has restricted my social life and I do not go out very
often.
E. Pain has restricted my social life to my home.
F. Pain prevents me from sleeping at all.
SECTION 9--Traveling
A. I get no pain while traveling.
B. I get some pain while traveling, but none of my usual forms of
travel make it any worse.
C. I get extra pain while traveling, but it does not compel me to
seek alternative forms of travel.
D. I get extra pain while traveling which compels me to seek
alternative forms of travel.
E. Pain restricts all forms off travel.
F. Pain prevents all forms of travel except that done lying down.
SECTION 10--Changing Degree of Pain
A. My pain is rapidly getting better.
B. My pain fluctuates, but overall is definitely getting better.
C. My pain seems to be getting better, but improvement is slow at
present.
D. My pain is neither getting better nor worse.
E. My pain is gradually worsening.
F. My pain is rapidly worsening.

Name:

Date: _________________
On the diagram below, shade or circle where you are experiencing pain.
Also describe the pain. Example: Ache, Sharp, Pins/Needles, Burning, Numbness.
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L

R

Circle one:
Is your neck pain:
Constant
Comes and Goes
If Constant: What numbers is it at its least and worst
If Comes and Goes: What number at its maximum
No pain

Worst possible
pain

Is your upper-back pain:
Constant
Comes and Goes
If Constant: What numbers is it at its least and worst
If Comes and Goes: What number at its maximum
No pain

Worst possible
pain

Is your lower back pain:
Constant
Comes and Goes
If Constant: What numbers is it at its least and worst
If Comes and Goes: What number at its maximum
No pain

Worst possible
pain

