Welcome To Chiropractic FIRST
Please Print Clearly and Fill in Completely
CONFIDENTIAL PATIENT HEALTH RECORD

Date: _______________

PERSONAL HISTORY
Name: ________________________________________

Birth Date: ________________ Age: _______________

Address: ______________________________________

Sex: Male

City: ______________ State: _____ Zip: ___________

Home Phone: ____________________________________

Social Security #: ______________________________

Cell Phone: _____________________________________

Driver’s License #: _____________________________

E-mail Address: __________________________________

Business Employer: _____________________________

Fax #: __________________________________________

Occupation: ___________________________________

Business Phone: _________________________________

Name of Spouse: _______________________________

Spouse’s Employer: ______________________________

Type of Work: _________________________________

Names & Ages of Children: ________________________

Referred To This Office By: ______________________

_______________________________________________

/

Female

Name & Number of Emergency Contact & Relationship: ________________________________________________
Current Primary Physician Contact Information _______________________________________________________
Who is responsible for your bill? You and Spouse Worker’s Comp Auto Insurance Medicare Medicaid
Personal Health Insurance Carrier: ________________

Health Card ID #: ________________________________

Insured Person’s Name: _________________________

Group #: _______________________________________

Insured Person’s Date of Birth: ___________________

Have you had previous chiropractic care?  Yes  No

Insured Person’s Social Security #: ________________

Name of Previous Chiropractor: ____________________

CURRENT HEALTH CONDITION
SYMPTOMS: When this problem is at its worst, please explain in your words how exactly it feels? ____________
________________________________________________________________________________________________
When did this condition begin? _____________________________________________________________________
MECHANISM OF ONSET: Before you began to suffer with this problem, was there an earlier accident, injury, or
condition that may or may have been directly related to this problem? (Example: fall, auto injury, sports
trauma, repetitive motion on the job) _______________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
VERTEBRAL SUBLUXATIONS IRRITATE DIFFERENT FIBERS IN NERVES; WHICH BEST DESRCRIBES YOUR
CONDITION:
 Burning
 Radiating

 Diffuse

 Dull / Aching

 Localized

 Sharp

 Shooting

 Stabbing

 Tingling

 Other: ___________________________________________________________________________

VERTEBRAL SUBLUXATIONS CAN PUT PRESSURE ON THE SPINAL CORD THAT FEELS CONSTANT OR
OCCASIONAL. WHEN AND WHICH DO YOU FEEL?
 Worse AM

 Worse PM

 Worse with activity

 Intermittent

 Constant

 Worse at night

How often do you find yourself suffering from this problem? ____________________________________________
How long does the problem last? (Provide all details on timing) _________________________________________
Is condition: Auto related Work related Other No injury
Explain: __________________________________________________________________________________
Date/Time of Accident: _________________________________________

DAILY ACTIVITIES
Carrying Groceries

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Sit to Stand

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Climbing Stairs

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Pet Care

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Driving

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Extended Computer Use  No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Household Chores

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Lifting Children

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Reading/Concentration  No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Bathing

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Dressing

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Shaving

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Sexual Activities

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Sleep

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Static Sitting

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Static Standing

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Yardwork

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

Walking

 No Effect

 Painful (can do)

 Painful (limits)

 Unable to Perform

SOCIAL HISTORY QUESTIONAIRRE
OCCUPATION
Job Title:

Work Hours Per Day:

Max Lifting Requirement:  Min (<5 lbs)  Light (5-20 lbs)  Med (20-50lbs)  Hvy (>50 lbs)
Lifting Frequency:  Constant (66-100%of day)  Frequent (33-66% of day)  Occasional (0-33% of day)
Lifting Postures:  Knee  Torso  Arm  Shoulder  Off Posture
Alcohol: # Drinks per week_________________________
Tobacco # Packs per week_________________________
Family
History of Heart Disease? Paternal
Maternal
History of Cancer?
Paternal
Maternal
Other? ________________________________________________________________________

MEDICATIONS: What medications are you currently taking and for what condition? _________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
Has there been any other injury to your spine you feel the Doctor should know about? ______________________
____________________________________________________________________________________________
____________________________________________________________________________________________

Oswestry Low Back Pain Scale
Please rate the severity of your pain by circling a number below:
No pain

0

1

2

3

4

Name

5

6

7

8

9

10

Unbearable pain

Date

Instructions: Please circle the ONE NUMBER in each section which most closely describes your problem.
Section 1 – Pain Intensity
0. The pain comes and goes and is very mild.
1. The pain is mild and does not vary much.
2. The pain comes and goes and is moderate.
3. The pain is moderate and does not vary much.
4. The pain comes and goes and is severe.
5. The pain is severe and does not vary much.

Section 6 – Standing
0. I can stand as long as I want without pain.
1. I have some pain on standing but it does not increase with time.
2. I cannot stand for longer than 1 hour without increasing pain.
3. I cannot stand for longer than ½ hour without increasing pain.
4. I cannot stand for longer than 10 minutes without increasing pain.
5. I avoid standing because it increases the pain immediately.

Section 2 – Personal Care (Washing, Dressing, etc.)
0. I would not have to change my way of washing or
dressing in order to avoid pain.
1. I do not normally change my way of washing or
dressing even though it causes some pain.
2. Washing and dressing increase the pain but I
manage not to change my way of doing it.
3. Washing and dressing increase the pain and I find it
necessary to change my way of doing it.
4. Because of the pain I am unable to do some washing
and dressing without help.
5. Because of the pain I am unable to do any washing
and dressing without help.

Section 7 – Sleeping
0. I get no pain in bed.
1. I get pain in bed but it does not prevent me from sleeping well.
2. Because of pain my normal nights sleep is reduced by less than
one-quarter.
3. Because of pain my normal nights sleep is reduced by less than
one-half.
4. Because of pain my normal nights sleep is reduced by less than
three-quarters.
5. Pain prevents me from sleeping at all.

Section 3 – Lifting
0. I can lift heavy weights without extra pain.
1. I can lift heavy weights but it gives extra pain.
2. Pain prevents me lifting heavy weights off the floor.
3. Pain prevents me lifting heavy weights off the floor, but I can
manage if they are conveniently positioned, e.g., on a table.
4. Pain prevents me lifting heavy weights but I can manage light
to medium weights if they are conveniently positioned.
5. I can only lift very light weights at most.

Section 8 – Social Life
0. My social life is normal and gives me no pain.
1. My social life is normal but it increases the degree of pain.
2. Pain has no significant effect on my social life apart from limiting
my more energetic interests, e.g., dancing, etc.
3. Pain has restricted my social life and I do not go out very often.
4. Pain has restricted my social life to my home.
5. I have hardly any social life because of the pain.

Section 4 – Walking
0. I have no pain on walking.
1. I have some pain on walking but it does not increase
with distance.
2. I cannot walk more than 1 mile without increasing pain.
3. I cannot walk more than ½ mile without increasing pain.
4. I cannot walk more than ¼ mile without increasing pain.
5. I cannot walk at all without increasing pain.

Section 9 – Traveling
0. I get no pain when traveling.
1. I get some pain when traveling but none of my usual forms of
travel make it any worse.
2. I get extra pain while traveling but it does not compel me to seek
alternate forms of travel.
3. I get extra pain while traveling which compels to seek alternative
forms of travel.
4. Pain restricts me to short necessary journeys under ½ hour.
5. Pain restricts all forms of travel.

Section 5 – Sitting
0. I can sit in any chair as long as I like.
1. I can sit only in my favorite chair as long as I like.
2. Pain prevents me from sitting more than 1 hour.
3. Pain prevents me from sitting more than ½ hour.
4. Pain prevents me from sitting more than 10 minutes.
5. I avoid sitting because it increases pain immediately.

Section 10 – Changing Degree of Pain
0. My pain is rapidly getting better.
1. My pain fluctuates but is definitely getting better.
2. My pain seems to be getting better but improvement is slow.
3. My pain is neither getting better or worse.
4. My pain is gradually worsening.
5. My pain is rapidly worsening.

TOTAL

NECK DISABILITY INDEX
THIS QUESTIONNAIRE IS DESIGNED TO HELP US BETTER UNDERSTAND HOW YOUR NECK PAIN AFFECTS YOUR ABILITY TO
MANAGE EVERYDAY -LIFE ACTIVITIES. PLEASE MARK IN EACH SECTION THE ONE BOX THAT APPLIES TO YOU.
ALTHOUGH YOU MAY CONSIDER THAT TWO OF THE STATEMENTS IN ANY ONE SECTION RELATE TO YOU,
PLEASE MARK THE BOX THAT MOST CLOSELY DESCRIBES YOUR PRESENT -DAY SITUATION.
SECTION 1 - PAIN INTENSITY
"
"
"
"
"
"

I have no pain at the moment.
The pain is very mild at the moment.
The pain is moderate at the moment.
The pain is fairly severe at the moment.
The pain is very severe at the moment.
The pain is the worst imaginable at the moment.

SECTION 2 - PERSONAL CARE
" I can look after myself normally without causing
extra pain.
" I can look after myself normally, but it causes
extra pain.
" It is painful to look after myself, and I am slow
and careful.
" I need some help but manage most of my personal care.
" I need help every day in most aspects of self -care.
" I do not get dressed. I wash with difficulty and
stay in bed.

SECTION 6 – CONCENTRATION
"
"
"
"
"
"

I
I
I
I
I
I

can concentrate fully without difficulty.
can concentrate fully with slight difficulty.
have a fair degree of difficulty concentrating.
have a lot of difficulty concentrating.
have a great deal of difficulty concentrating.
can't concentrate at all.

SECTION 7 – SLEEPING
"
"
"
"
"
"

I have no trouble sleeping.
My sleep is slightly disturbed for less than 1 hour.
My sleep is mildly disturbed for up to 1-2 hours.
My sleep is moderately disturbed for up to 2-3 hours.
My sleep is greatly disturbed for up to 3-5 hours.
My sleep is completely disturbed for up to 5-7 hours.

SECTION 3 – LIFTING

SECTION 8 – DRIVING

" I can lift heavy weights without causing extra pain.
" I can lift heavy weights, but it gives me extra pain.
" Pain prevents me from lifting heavy weights off
the floor but I can manage if items are conveniently
positioned, ie. on a table.
" Pain prevents me from lifting heavy weights, but I
can manage light weights if they are conveniently
positioned.
" I can lift only very light weights.
" I cannot lift or carry anything at all.

I can drive my car without neck pain.
I can drive as long as I want with slight neck pain.
I can drive as long as I want with moderate neck pain.
I can't drive as long as I want because of moderate
neck pain.
" I can hardly drive at all because of severe neck pain.
" I can't drive my care at all because of neck pain.

SECTION 4 – WORK
"
"
"
"
"
"

I
I
I
I
I
I

can do as much work as I want.
can only do my usual work, but no more.
can do most of my usual work, but no more.
can't do my usual work.
can hardly do any work at all.
can't do any work at all.

SECTION 5 – HEADACHES
"
"
"
"
"
"

I
I
I
I
I
I

have
have
have
have
have
have

no headaches at all.
slight headaches that come infrequently.
moderate headaches that come infrequently.
moderate headaches that come frequently.
severe headaches that come frequently.
headaches almost all the time.

"
"
"
"

SECTION 9 – READING
I can read as much as I want with no neck pain.
I can read as much as I want with slight neck pain.
I can read as much as I want with moderate neck pain.
I can't read as much as I want because of moderate
neck pain.
" I can't read as much as I want because of severe
neck pain.
" I can't read at all.
"
"
"
"

SECTION 10 – RECREATION
"
"
"
"
"
"

PATIENT NAME _______________________________________
SCORE

__________ [50]

I
I
I
I
I
I

have no neck pain during all recreational activities.
have some neck pain with all recreational activities.
have some neck pain with a few recreational activities.
have neck pain with most recreational activities.
can hardly do recreational activities due to neck pain.
can't do any recreational activities due to neck pain.

DATE _____________
BENCHMARK

-5 = __________

Copyright: Vernon H. and Hagino C., 1987. Vernon H, Mior S. The Neck Disability Index: A study of reliability and validity.
Journal of Manipulative and Physiological Therapeutics 1991; 14:409-415. Copied with permission of the authors.

