
035 N. IhclTJ}lliio:r!l Lito~ 
. }in.d:a~~.b·orc, TN 3Jl2Q 

TJ 6l5.,3J9-UlG . 
Fc: 615-S-49-1116 

The following information is needed in order to better serve you. PLEASE COJYCPLETE ALL QUESTIONS. If you 
. need help please ask the receptioillst. PLEASE PRINT. Today's date · · , 

Phone ______ ~. Cell Phone. ______ _ 

Ad&ess __ ~ __ , ______________________________ Cizy_· ____ ~----~------- Stato'-----·Zip ___ · _ 

M No. of Children ----------Age, __ --'Birthdate. _________ -'. Marital Status; S w D 

PleS$e circle one payment zype: Cash Check Credit Card Email __ ~--------------

Your Employer _______________________ Occupation.._ ________ _ Work Phone -------
Employers Address ______ ___c _______ Cizy _____________ .State'----Zip ___ _ 

[nsurance Company ______________________________ ~Your 

Do, you have Medicare? Yes __ _ Medicaid? Yes __ No __ 

SpousoNamo _________________ Birthdate Employer ________ __:c...._ ___ _ 

Address_._..:. ______________ C.ity~ State __ Zip_~------

on Job. ___ O:ffice Phone _____ Spouse SS# _______ _ 

Does you spouse have insurance at work? Yes __ No_ 

Jl ll 

COJI.11'LETE TRESE D!AGR~..JJ 
Ifyou are in pain, please mark the ex~ct location of your pain on the diagram. Alsc 
Descnoe the type and frequeucy of you.r pain, as well as any activity that brmgs 
on or aggravates the pain, and what makes it feel better. For example, dull, sharp, 
constant, on & off, ·when standlng, when sitting, walking, laying dov.rn, medication 
etc. 

______ , _____ "-------,------'----

Referred to our office UJ·------...,----~-----------"~ 

How Payment will be made; (check one) Cash Check C;edit Card'-----

Type ofinsu:ance: (check one) Health__ Auto Workmen's Comp .. ___ _ 

ls your condition due to an accident? Date of the Accident_· -------------

Type ofaccident? Auto. __ _ Work/On the Job __ At Horne_ Other -----------------

Have you ever been, in an accideut? Yes __ No __ Past Year ___ Past 5 Y ears __ Over 5 

Patient'Ouardian SignEture: ________________________ Date: ____________ _ 



PLEASE PRINT 

. What's your major complaint?~~~----,------,-----------,.-----------'--

List surgical operations and years: ____________________________ __.,; __ _ 

Drugs you now take: 0 Nerve pills. 0 Pain killers 0 MusCle relaxors 0 "Pep" pills 0 Tranquilizers 0 Birth control pills 
Others: 

Age of mattress:------- 0 Comfortable 0 Uncomfortable 0 Do you use a bed 
Describe: ______________________________________ _ 

Are you wearing: 0 Heal Jjfts 0 Sole lifts 0 Imwr soles· 0 Arch supports 
Have you been in an auto accident: 0 Past year 0 past fjve years 0 Ovor five years 0 Never 

Describe: _____________________ _c_ __________ -------

Have you ovCl" had any mental or emotional disorders'/, 0 Yes 0 No When?----------------'-
Have athens in your .family had such disorders? 0 Yes 0 No When?-----------:-------

HAv'EYOUEVER; 

Been knocked uncopscious'? 

Used a cane, crutch, or ather support? 

Been treated for a spine or nerve disorder? 
Had a fractured bone? 

Been hospitalized for· anything other than surgery? 

DO YOU: 
·~ 

Now take vitamins or minerals? 

Think you may need vitamins or minerals? 

Have an allergy to. any drug? 

DATE OF LAST: Less than 6 months 

Spinal examination 0 
Physical e>::amination 0 
Blood test 0 
Chest X-ray 0 
Spinal X-ray 0 

Dental X-ray 0 
Urine t~:.st 0 

HABITS Heavy 

Alcohol 0 
Coffee 0 
Tobacco 0 
Drugs 0 
Exercise 0 
Sleep 0 
Appetite 0 

YES 
0 

0 
0 
0 

0 

0 
0 
0 

NO 
0 

0 
0 
0 

D. 

0 
0 
0 

6-18 months 

0 
0 
0 
0 
0 

0 
0 

Moderate 

0 
0 
0 

0 
0 
0 

0 

DESCRIBE BRIEFLY 

Over 18 months Never 

0 0 
0 0 

0 D 

0 0 
0 0 
0 0 

0 -. 0 

Light None 
0 0 

0 0 
0 0 

0 0 
0 0 
0 0 
0 0 

lN CASE OF E:M:ERGENCY: (Name of relative or close friend not living in your home): 

NA1m ______________ ~~~--------------------------------~----~ 

l:JJDRESS: _______ ~-----'-'---------PHONE: --------~ 



Confidential Patient Case History 
. . ' 

DMI' Patient.· Please complete this '1"Ntionn.ai1·e. Your answers will help us deiermine if chiropractic can help you. If we da 
not sincerely believe your: condiiion will respoi1d satisfactorily, we will not accept YOI£r case. THANK YOU. 

Name DATE 
Please check the appropriate box for any of the following symptoms which you now have or have had previously. We want 
all the facts about your health before we accept your case. TBJS IS A CONFIDENTIAL BE,"-LTH REPORT. 

. . ' 
O·OCCASIONAL 0 F c 0 F c 
F-FREQUENT GASTRO-INTESTINAL CARDIO-VASCULAR. 
C-CONSTANT 0 0 0 Belching or gas 0 0 0 Hardening of srtl!:ries 

D 0 0 Colitis D D D High blood pressure 
0 F c D D 0 Colon trouble D 0 0 Low blood pressure 

GENERAL 0 D 0 Constipation D 0 0 Pain over heart 
0 0 0 Alle~gy D 0 D Diarrhea D D 0 Poor circulation 
0 D D Chills 0 D 0 Difficult digestion D D 0 Rapid heart beat 
0 0 0 Convulsions 0 0 0 Distension of abdomen 0 D 0 Slow heart beat 
0 tJ D Dizziness D 0 0 ExcessiVe hunger 0 D 0 Swelling of ankles 
D D 0 Fainting 0 D 0 Gall bladder trouble RESPIRA.TQRY 
0 0 0 Fatigue D D 0 Hem01;rhoids D 0 0 Chest pain 
D 0 0 Fever 0 0 D Intestinal worms· 0 0 D Chronic cough 
D 0 D Headache 0 D 0 Jaundice 0 D 0 Difficult breathing 
D D 0 Loss of sleep D .0 0 Liver trouble 0 D 0 Spitting up blood 
0 D 0 Loss of weight 0 0 0 Nausea 0 0 0 Spitting .up phlegm 
0 0 D Nervousness/depression 0 D D Pain over stomach 0 0 0 Wheez;ing 
0 0 D Neuralgia 0 0 0 Poor appetite SKIN 
0 D 0 Numbness '·:..: .. 0 0 D Vomiting 0 0 D Boils 
D 0 0 Sweats D D D Vomiting of blood 0 0 0 Bmise easily 
0 Cl 0 Tremors EYES, EARS, 0 0 0 Dryness 

MUSCLE & JOINT "NOSE & THROAT 0 0 0 Hives or allergy 
D 0 0 Arthritis D 0 0 Asthma 0 D 0 Itching 
0 D 0 Bursitis D 0 0 Colds D 0 D Skin eruptions (rash) 
0 0 D Foot trouble 0 0 0 Crossed eyes w D 0 Varicose veins 
0 0 0 Hemia D 0 0 Deafness GENITO-URINARY 
0 0 0 Low back pain 0 0 0 Dental decay 0 0 0 Bed· wetting 
0 D D Lumbago D D 0 Earache D D 0 Blood in urine 
D 0 D Neck pain or stiffness D 0 0 Ear discharge D D n Frequent urination 
0 D D Pain between shoulders D .D 0 Ear noises D 0 0 Inability to control kidneys 

Pain or numbness in: D [J 0 Enlarged glands 0 D 0 Kidney infection or stones 
0 0 0 Shoulders 0 D D Enlarged thyroid D 0 D Painful urination 
0 0 0 Arms 0 0 0 Eye pain 0 0 0 Prostate trouble 
D D 0 Elbows 0 0 0 Failing vision 0 D 0 Pus in Urine 
D 0 0 Hands 0 0 D Far sigbtedness FOR WOMEN ONLY 
D 0 0 Hips. D 0 D Gum trouble 0 0 D. Ccngeste.d breasts 
0 0 D Legs D tJ 0 Jhy fever 0 D 0 Cramps or backache 
0 D 0 Knees D 0 D HoarseJ;~ess 0 D D Excessive ·menst.-ual flow 
D 0 0 Feet D D 0 Nasal obstruction D D 0 Hot flMhes 
0 D 0 Painful tail bone 0 0 0 Nearsightedness 0 0 0 Irregular cycle 
0 0 0 Poor posture D D D Nosebleeds 0 D D Menopausal symptoms 
0 0 D Sciatica 0 0 D Sinus infection 0 0 0 Prunfulmenstruation 
D D D Spinal Curvature D D 0 Sore throat D 0 D Vaginal discharge 
D D 0 Swollen joints D D 0 Tonsillitis DYes D No Are you pregnant? 

CHECK THE FOLLOWING CONDITIONS YOU HAVE HAD: 
0 Alcoholism 0 Cold sores 0 Goiter D Miscarriag.e D Scarlet fever 
0 Anemia 0 Diabetes 0 Gout 0 Multiple sclerosis 0 Stroke 
D Appendicitis 0 Diphtheria 0 Heart disease 0 Mumps 0 Tuberculosis 
0 Arteri osc 1 ero sis D Eczema D Influenza 0 Pleurisy D Typhoid fover 
D Arthritis 0 Emphysema D Lumbago D Pneumonia D U1cers 
0 Cancer 0 Epilepsy D Malaria D Polio 0 Venereal disease 
0 Chorea 0 Fever blisters 0 Measles 0 Rheumatic fever 0 Whooping cough 



Pati~sName~----------------~-------------------Number ___________ orue~---------------

NECK DISABILITY INDEX 

This que&tionnaire has been designed to give the doctor Information as to how your neck pain has affected your ability to manage In 
everyday life. Please answer every section and mark In each section only ONE box which appli!i$ to you. We realize you may 
con$ider that two of the statemenw in any one $eclion relate to you, but please just mark the box which MOST CLOSELY 
dlll!~:ribes your problem. 

Section 1 - Pain Intensity 

1:1 I have no pain at the moment 
1:1 The pain is very mild at the momOII'lt. 
0 The pain is moderate at the moment. 
0 The pain is fairly !!e\lere at the moment 
0 The pain Ia very severe at the moment. 
0 The pain is the worst Imaginable at the moment 

Section 2- Personal Care (Washing, Dressing, etc.) 

0 I can look after myself normally without causing extra pain. 
0 1 can look after myself normally but n causes e:dra pain. 
0 It is painful to look after myself and I am slow and careful. 
Cll n....d some help but manage most of my pemonal care. 
o I nlil!ild help -ry day In mo$1 asp!ld$ of self care. 
Cll do not get dressed, I wash wnh crlfliculty and stay In bed. 

Section 3 - Lifting 

C I Clln IHt heavy weights Without extra peln. 
[J I can lilt heavy weigh\$ but rt gives extra psin. 
0 Pain prevents me from lifting heavy weights off the floor, but 

I can manage If they are ronvenienlly positioned, for 
erample on " table. 

[] Pain prevents me from IH'Iing heavy weights, bull can 
manage light to medium weights if they are convenienlly 
positioned. 

0 I can lilt very light weight!!. 
[J I cannot lift Qr cany anything at all. 

Section 4- Reading 

[]I can.read as much as I wantto with no pain in my neck. 
C I can read as much as I want to with slight pain in my neck. 
1:11 can read as much as I went with moderate pain. 
1:1 I can' read as much as I went because of moderals pain in 

my neck. 
C I can hardly read at all becaUGe of $eWl'll pain in my ned<. 
0 I cannot r..ad at all. 

Section 5-Headaches 

C I have no headaches at all. 
[J I have sllgllt headaches which come Infrequently. 
C I have slight headaches which come frequently. 
[J I have moderate headaches which comot~ infrequenoy_ 
0 I have $1M1te headaches which come freqoenlly. 
0 I have headache!; almost all the time. 

Scalng: Questions ""' ·-Ql'l a ...-tk:alscalo ol 0-5. T olol•'"""' 
Ol1d mulllplj by 2. Divide by •umber Qf section!> ans- mulllplied by 
1 o. A scae or :22% ..-"""' iS conslden!od a slgnllloont oc!Mtieo ol ~oily 
living diSebiiiiY. 
(Sco!l> X~) I L_S«<::IOI1ll X 10) • %AOL_ 

Section 6 - Concentration 

D I can ooncentrate fully when I want to with no difficulty_ 
D I can conC8nlrate fully when I want to with slight dilliculty. 
0 I haVe a fair degree of difficulty In concentrating when 1 want to_ 
!J I have a lot of dilliculty In concentrating when I want to. 
0 I have a grm deal of dilliculty in concentrating when I want to. 
0 l cannot concentrate at all. 

Section 7-Work 

IJ I can do as much work '"' I want to. 
Cl I can only do my usual work, but no more •. 
tl I can do most of my usuel work. but no more. 
0 I cannot do my usual work_ 
o I can hardly do any work at all. 
0 I can't do any work at aiL 

Sec.tlon 8 - Driving 

1:1 I drive my car Without any neck pain. 
0 I can driVe my car as long as I want with slight pain in my neck. 
0 I can drMI my car as long as I want wifh moderate pain In my 
·~ ' 

[J I can't driVe my car as tong as I want because of mod"""" pain 
In my neck. 

[J I can hardly drive my car at all because of $l.lll8f8 ~in in my 
ned<. 

c I can't drive my car at an. 

Section 9 - Sleeping 

0 I haw no trouble sleeping. 
[J My sleep Is slightly disturbed (I""" than 1 hr. sleepless). 
C My sleep Is model'lltely distuibed (1-2 hrs. sleepless). 
[J My sleep is moderately dl$1urbed (:!-3 hrs- siE>efP11!1$s}. 
n My 9leep Is greatly disturbed (3-4 hrs. sleepless). 
IJ My sleep is oompletety distu!l:led (5-7 hl'l>. sleepless). 

Section 10 - Rllen.ation 

0 I am able to engaglil in all my recreation activities with no neck 
pain at all. 

[J I am able to engage in all.my recreation activities, with some 
~in In my neck. 

t:J I am able to engage in most, Dut not all of my usual recreation 
activities because of pain in my neck. 

0 I am able to engage ins few of my ususl·reoreatlon activities 
because of pain In my ned<. 

0 I can hardly do any recreation sotivities because of pain In my 
neck. 

n 1 can't do any recreation aotMtles at all. 

Rlif"""""' Vernon, Mit<. JMPT 111!11; 14(7); 4Q9.15 

FORMS01 



HEADACHE DISABILITY INDEX 

NAME: ___________ DATE: ___ AGE: __ SCORES TOTAL: __ ; E_: F __ . 
(100) (52) (48) . 

INSTRUCTIONs: Please CIRCLE the correct response: 

1. I have headache: 
2_ My headache Is: 

[1]1 per month [2] more than but less than 4 per month [3] more than one per week. 
[1] mild [2) moderate [3) severe 

INSTRUCTIONS: PLEASE READ CAREFULLY: The purpose of the scale Is to Identify difficulties that 
you may be experiencing because of your headache. Please check off "YES", "SOMETIMES". or 
"NO" to each Item. Answer each item as it pertains to your headache only. 

. YES SOMETIMES NO 
E1. Because of my headaches I feel handicapped. 

F2. Because of my headaches I feel restricted in performing my routine daily 
activities. 
E3. No one understands the affect my headaches have on my life. 

F4. 1 restrict my ,..cmatlonal actlvltle~~: (e.g. ~~:ports, hobbies) because of my 
headaches. 
E5. My headaches make me angry. 

E6. Sometimes I feel that I am going to lose control because of my headaches 

F7. Eleceu~~:e of my headaches I am leaa likely to ooeialize. 

ES. My spouse/significant other, or family and friends have no Idea what I am 
_ going through beg•use of my headaohes. 
E9. My headaches are so bad that I feel I am going to go insane. 

E10. My outlook on the world is affected by my headaches. 

1!11. I am afraid to go outside when I feel a headache is starting. 

E12. 1 feel de!lperate beoause of my headaohe~~. . 

F13. I am concerned that I am paying penalties at work or at horne because of 
my headaches. 
E14. My headaches place stress on my ralliltionship~J with family or friends. 

F15. I avoid being around people when I have a headache. 

F16. I believe my headaches are making It difficult for me to achieve my goals 
In life. 
F17. I am unable to think clearly because of my headaohes. 

Ff8. I get te11se (e.g. muscle tension) because of my headaches. 

F19. I do not enjoy eocial gatherings because of my headaches. 

E20. I feel irritable because of my headaches. 
. 

F21. I avoid traveling because or my headaches. 

E22. My headaches make me feel confused. 

E23. My headachee make me feel fruet .. ted. 

F24. I find it difficult to read b11cause of my headaches. 

F25. 1 find It difficult to focus my attention away from my headach11s and on 
other things. 

R"""""""' Jaooboon Gary P~, Ramadan NM, at aL, 111e Hency Ford Hospital Headache Disability lnverrtocy (HOI). Neurology 1994; 44:831-{14;! 

FORM502 



SHOULDER PAIN SCORE 

Name---~------------ Number ____ Date _____ _ 

None Light Average Severe 
Pain at rest D D 0 0 

Pain in motion D D D D 

Nightly pain D 0 0 D 

Sleeping problems caused by pain D D D. D 

Incapability of lying on the painful side D D D D 

None Till halfway the upper arm Till the elbow Past the elbow 
Degree of radiation 0 D 0 D 

Pain Scale: 

Indicate on the line below the number between 0 and 100 that best describes your 
pain. 

No pain is o ------------~-+ Unbearable pain is 100 

ReMrenea: Wintam J. C., Sobtl J. S •• Groriier K H., Aren~ J.H., Mayboom-be Jong B. A Shoulder' Pain Soore: A Compreh.::mstvc Quasuonn$b:".e,o for' 
Aso..,.na Pain o P•oenti> with Shoulder C<nnplaints. Scand J Rohob Mod 28:163-167. 1 W6 

FORM507 



Patient's Name•------------------~-- Number ______ Date. ________ _ 

LOW SACK DISABILITY QUE~TIONNAIRE (REVISED OSWESTRY) 

This questionnaire has been designed to_glve the doctor lnfarmaUon as to haw your back pain has affected your ability to manage In 
everyday life. Please answer every section and mark In each section only ONE box which applies to you. We realio:e you may 
consider that two of tha statements In any one section relate to you, but please ju"t mark tha box which MOST CLOSELY 
describes your problem •. 

Soction 1 • Pain Intensity 

[J 1 can tolerate tha pain without having to use peinklllsrs. 
!:J The pain is bad but I can manage without taking painkillers, 
IJ Painkillers glva complete I'EIIief from pain. 
!:J Painkillers give moderate relief from pain, 
[J Painkillers give very litlle relief from pain, 
1:1 Painkillers have no effect on the pain and I do not use them, 

Section 2 ~Personal Care (Washing, DrliOssing, etc.) 

0 I can look after myself normally without causing extra pain. 
[J I can look after myself nolltlaily but ~ causes extra pain. 
!:J It Is palnflll to look after myself and I em slow and careful. 
1:1 1 need some help but manage most of my pel"$onal care. 
1:1 I need help every day in most aspects of self care. 
Cl I do not get dressed, I wash with difficulty and stay in bed, 

Section 3 - Lifting 

1:11 can lift heavy weights without extra pain. 
1:1 I can lift heavy weights but it gives extra pain. 
o Pain prevents me from lifting heavy weights off the floor, but 

I can manage If they are convanlanOy positioned, for 
example on a table. 

CJ Pain preventia me from lifting heavy weights, but I can 
manage light to medium weights if they are convenienOy 
positioned. • 

D I can lift VIN'f light weights. 
Ll I cannot lift or cany anything at all. 

section 4- Walking 

0 Pain does not prevent me from walking any distance, 
IJ Pain prevents me from walking more than one mile. 
IJ Pain preveh!S rne from walking more than one-half mile. 
1:1 Pain prevents me from walking more than one-quarter mile 
0 I can only walk using a stick or crutches, 
0 I am In bed most of the Ume and have to crawl to the toilet 

Section 5 - Sitting 

0 I can sit In any chair as long as I like 
01 can only sn In my favorite chair as long as I like 
[J Pain prevents me from sitting more than one hour. 
1:1 Pain prevents me from sitting mo.., than 30 minutes, 
t:1 Pain preveli!S me from sitting more than 10 minutes. · 
Cl Pain prevents me from sitting almost all the Ume. 

Scoring: Questions al'al soared on a vertio;at eoale of 0..5. iota! .scores 
and multiply by 2. Divide by number of sooHons answered mumplla<! by 
10. A scora Of 22% cr more is considered s.lgniflc:a.nt aotMf:ies af dally 
living diS$billlY~ . 
(Score. X 2) I L_Seotiono X 1 0) ~ %AOL 

Sectlo1J 6- Standing 

1:1 I can stand as long as I want without extra pain. 
0 I can stand as long as I want but It gives extra pain. 
t:1 Pain prevents me from standing more than 1 hour. 
CJ Pain prevents me from standing more than 30 minutes. 
q Pain prevents me from standing more than 1 o minutes. 
[J Pain prevents me from st;>ndlng at ali. 

Section 7 .•• Sleeping 

Cl Pain does not prevent me from sleeping well. 
1:11 can sleep well only by using tablets, 

. D Even when I taka tablets I have lass than 8 hau"' $le.:>p. 
Cl even when I take tablets I hava leas then 4 hOUr$ sleep, 
Cl Even when I take tablets! h~ve lellll than 2 hours sleep, 
1:1 Pain prevents me ti'om sleeping at an. 

Section 8 - Social Life 

!:J My social life Is normal and gives me no extra pain. 
1:1 My social life is normal but Increases the degree of pain. 
1:1 Pain has no significant effect on my sodalllfe apart from 

llmltlng my mora energatlo interests, e.g. dancing. 
1:1 Pain has restrtcted my soclalllf!l and I do not go out as 

often, 
t:J Pain has restrtoted my aocialllfe to my home. 
CJ I have no social life because of pain. 

Seotlon 9- Traveling 

0 I can travel anywhere without extra paJn. 
1:1 I can travel anywhere but n gives me extra pain. 
Cl Pain is bad but I manage journeys over 2 ho~rs. 
Cl Pain is bad but I manage journeys less than 1 hour. 
CJ Pain res1r1cts me to •hort necessary joumeye under 20 

minutes. 
[J Pain prevents me from traveling exoept to the doctor or 

hospital, 

Section 1 0 ~ Changing Degree of Pain 

IJ My pain Is rapidly getting better, 
CJ My pain ftuotuates but overall is definitely getting better. 
1:1 My pain seems to b~ getting better but improvement Is slow 

at the present 
CJ My pain Is neither getting better nor worse. 
Cl My pain Is gradually worsening. 
CJ My pain Is rapidly worsening, 

Commen~·-------------------------------

Referanoa: Folrl>onk, Physiolllo'l'PY 1981; 66(8); 27t·3, Hud""".Cook. 
In Rolond, Jonnar (sds.), a•ek Pain Nsw Approaehos To RehobllltaUon 
& EduCiiltSon. Manch~;~ster Uni:v Pllil'ii!li, Manchester 1989; 187.-204 

FORMSOO 
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