Quinlan

CHIROPRACTIC CLINIC

Today’s Date / / Signature of Patient

Patient Title: (checkone) Q Mr. QO Mrs. O Ms. O Miss Q Dr. Q Prof. O Rev.

First Name Nick Name

Last Name Middie Name Suffix
Address 1

Address 2

City State Zip Code

Primary Phone Secondary Phone

Mobile Phone

Home email Work Email

By providing my email address, | authorize my doctor to contact me via the email address(es) provided.

Which email address would you like us to use to communicate with you? (checkone) O Home O Work
Contact Method (check one)
Q Primary Phone QO Secondary Phone O Mobile Phone 0 Home Email Q Work Email

Date of Birth 7 / Age Gender (checkone) 0 Male O Female 0O Unspecified

Marital Status (checkone) O Single 0O Married 0O Other SSN

Employment Status (check one)
OEmployed QOFT Student QO PT Student 0O Other QO Retired QO Self Employed

Race (check one)

0 White O Black/African American Q Hispanic 0 American Indian/Alaskan Native

Q Asian 0 Asian Indian QO Chinese Q Filipino

O Japanese 0 Korean O Vietnamese [ Native Hawaiian or other Pacific Island
OSamoan Q0 Guamanian or Chamorro ~ QOther, Q | choose not to specify

Multi-Racial (checkone) OYes ONo O Unknown

Ethnicity (checkone) O Hispanic or Latino O Not Hispanic or Latino Q | choose not to specify

Preferred Language (check one)
0O English QO Spanish 0O American Sign Language O Chinese Q French QO German
0 Tagalog Q Vietnamese O Italian O Korean 0O Russian Q Polish
0O Arabic  Q Portuguese 0O Japanese 0 French Creole 0O Greek Q Hindi
Q Persian 0 Urdu 0O Guijarati QO Armenian O | choose not to specify
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Verification Question (choose only one question by circling the question, then give the answer to that question)

O What is the name of your favorite pet? O In what city were you born? 0 What high school did you attend?
0O What is your favorite movie? 0 What is your mother's maiden name? 0 On what street did you grow up?
O What was the make of your first car? 0 When is your anniversary?

Verification Answer to the Chosen question:

Answers must be at least 6 characters.

Habits:
Do you currently smoke tobacco of any kind? O Yes 0 Formersmoker Q Never been a smoker
If yes, how often do you smoke: [ Current every day smoker [ Current sometimes smoker
If yes, what is your level of interest in quitting smoking?
ao QO1 02 QO3 04 Qs Qe Q7 Qs Qs Q10

No interest Very Interested
Do you currently consume alcohol? OYes QONo
Iif yes, how much & how often do you drink: (amount) Q weekly Q monthly
Do you currently consume caffeine? QYes QONo
If yes, how much & how often: (amount) Q daily O weekly Q monthly

Current medications, INCLUDING FREQUENCY AND DOSAGE IF KNOWN. If there are no current
medications, check here: O

Start Dosage How Start Dosage How
Date Often Date Often
1) 5)
2) 6)
3) 7)
4) 8)

List any known allergies you have had to any medications.
If no allergies are known, check here: Q

1) 3)

2) 4)

Reason for your Visit to Quinlan Chiropractic Clinic:

When did your symptoms appear?

Is this condition getting progressively worse? O Yes O No O Unknown

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)
Type of Pain: 0 Sharp O Dull QO Throbbing 0O Numbness O Aching O Shooting U Buming

Q Tingling Q Cramps Q Stifiness QO Swelling Q Other.

How often do you have this pain? Is it constant or does it come and go?
Does the pain interfere with your O Work O Sleep Q Daily Routine 1 Recreation
Activities or movements that are painful to perform: Q Sitting Q Standing QO Walking O Bending Q Lying Down

L
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Medical History:

What teatmant have you aiready received for your condiion? ) Medications. [ Surgery [ Phrysioal Therspy
[ Ofirapractic Services [} None: - 7] Other .

‘Name and atdress of aiher docior(s) who hive treated Yol for your condion.
Diste of Last: Physical Exam Sping} X-Ray__ : e~ OO Tonk
Place a mark on “Yes” or “No" 1o indicate I you have had any.of 16 olowing:
Cives CiNa  Chicken Pox M¥es (1Mo e Disease
[IVes [JNo Oisbates D16 CING  Measies
Cies [INo. Emphysems  [I¥es CINo. Mgmine Heedaches
Cives [INo  Eptlapey Dves DNo. Mscamings
CI¥es [INo Fraciures 1 Yes. CINo

Goiter

Gonormes

Gout

Heart Diseuse

Mepatiia

Hemia

i

Cves TiNo - CI¥es TINa  Mum
Astiona Ovwes 0o G e Ot
Blaeding Disorders C1Yes [INo. - I'Yes, CINo:
Beestiumg  [lves [/No e bises
Bronchi Oves, Citlo
[lYes: [INo  Hemiated Disk
DiYes TiNo - :

T

Dependency  [1Yes TINo

Briefly list your main health problems:
Has any doctor diagnosed you with Hypertension presently? O Yes O No If yes, describe:

Has any doctor diagnosed you with Diabetes presently? O Yes O No If yes, what kind? O Typel QTypell
If yes to Diabetes, was your blood lab-work test for hemoglobin A1c > 9.0%? O Yes U No Q Not Sure

If yes, other comments regarding Diabetes:
Have you had an X-ray or CT scan or MRI of your low back spine in the past 28 days? 0 Yes Q No

®
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Insurance Information

Who is responsible for this account?

Name: Relationship: D.O.B:
Insurance Company Name: Phone #:
Identification / Member #: Group #:

Claims Address:

Is patient covered by any additional insurance? 0 Yes Q No

I yes.....

Subscriber's Name: DOB: SSN:
Relationship to patient: Insurance Co Name:

Telephone #: 1.D. #: Group #:

Patient Acknowledgement and Receipt of
Notice of Privacy Practices Pursuant to HIPAA and Consent for Use of Health Information

The undersigned does hereby acknowledge that he or she has received a copy of this office’s Notice of Privacy
Practices Pursuant To HIPAA and has been advised that a full copy of this office’s HIPAA Compliance Manual is
available upon request.

The undersign does hereby consent to the use of his or her health information in a manner consistent with the
Notice of Privacy Practices Pursuant to HIPAA, the HIPAA Compliance Manual, State law and Federal Law.

Signature of Acknowledgement Printed Name

Relationship to Patient Date
Assignment and Release

| certify that |, and/or my dependent(s) have insurance coverage with and
assign directly to Dr. Quinlan all insurance benefits, if any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges whether or not paid by insurance. | authorize the
use of my signature on all insurance submissions.

Dr. Quinlan may use my health care information and may disclose such information to the above named
insurance company(ies) and their agents for the purpose of obtaining payment for services and determining
insurance benefits or the benefits payable for related services. This consent will end when my current
treatment pan is completed or one year from the date signed below.

Signature of Acknowledgement Printed Name
Relationship to Patient Date
To be performed by clinic staff: Height: __inches Weight: __LB BP: /
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Patient Name

FUNCTIONAL RATING INDEX
For use with Neck and/or Back Problems only.

Date

In order to properly assess your condition, we must understand how much your neck and/or back problems have
affected your ability to manage everyday activities. For each item below, please circle the number which most

closely describes your condition right now.

1. Pain Intensity

0 1 2 3 4

No pain Mild pain Moderate pain Severe pain Worst possible pain
2. Sleeping

0 1 . 3 4

Perfect sleep Mildly disturbed sleep Moderately disturbed sleep Greatly disturbed sleep Totally disturbed sleep
3. Personal Care (washing, dressing, etc.)

0 1 2 3 4

No pain; Mild pain; Moderate pain; Moderate pain; Severe pain

no restrictions no restrictions need to go slowly need some assistance need 100% assistance
4. Travel (driving, etc.)

0 1 2 3 4

No pain on Mild pain on Moderate pain on Moderate pain on Severe pain on
5. Work

0 1 2 3 4

Can do usual work plus Can do usual work; Can do 50% Can do 25% Can not

unlimited extra work no extra work of usual work of usual work work
6. Recreation

0 1 2 3 4

Can do Can do Can do Can do Can not do

all activities most activities some activities a few activities any activities
7. Frequency of Pain

0 1 2 3 B

No Occasional pain; Intermittent pain; pain; Constant pain

pain 25% of the day 50% of the day 75% of the day 100% of the day
8. Lifting

0 1 2 3 4

No pain with Increased pain with Increased pain with Increased pain with Increased pain

heavy weight heavy weight moderate weight light weight with any weight
9. Walking

0 1 2 3 4

No pain; Increased pain Increased pain Increased pain Increased pain

any distance after | mile after 1/2 mile after 1/4 mile with all walking
10. Standing

0 1 2 3 4

No pain after Increased pain Increased pain Increased pain Increased pain

several hours after several hours after | hour after 1/2 hour with any standing

Examiner

With Permission from: Institute of Evidence-Based Chiropractic
© 1999 Institute of Evidence-Based Chiropractic, www.chiroevidence.com
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HEADACHE DISABILITY INDEX

Patient Name Date

INSTRUCTIONS: Please CIRCLE the correct

response:
1. I have headache: (1) 1 per month (2) more than 1 but less than 4 per month (3) more than one per week
2. My headache is: (1) mild (2) moderate (3) severe

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 question as it pertains to your headache only.

YES SOMETIMES NO
El. 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 effect my headaches have on my life.

F4. [ restrict my recreational activities (eg, sports, hobbies) because of my headaches.

ES5. My headaches make me angry.

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

F7. Because of my headaches I am less likely to socialize.

ES8. My spouse (significant other), or family and friends have no idea what | am going through
because of my headaches.

ES. My headaches are so bad that I feel that I am going to go insane.

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

E1l.  Iam afraid to go outside when I feel that a headaches is starting.

El2. I feel desperate because of my headaches.

F13. I am concerned that I am paying penalties at work or at home because of my headaches.

El4. My headaches place stress on my relationships 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 headaches.

F18. I get tense (eg, muscle tension) because of my headaches.

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

E20. 1 feel irritable because of my headaches.

F21. 1 avoid traveling because of my headaches.

E22. My headaches make me feel confused.

E23. My headaches make me feel frustrated.

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

F25. I find it difficult to focus my attention away from my headaches and on other things.

OTHER COMMENTS:

Examiner

With permission from: Jacobson GP, Ramadan NM, et al. The Henry Ford Hospital headache disability inventory (HDI). Neurology 1994;44:837-842.
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NECK DISABILITY INDEX QUESTIONNAIRE

Patient Name

Please read carefully:

This questionnaire has been designed to enable us to understand how your neck pain has affected your ability to manage everyday
life. Please answer every section, and mark in each section only ONE CHOICE which applies to you. We realize that you may
consider that two of the statements in any one section relate to you, but please just mark the one box which most closely describes

your problem right now.

SECTION 1 — Pain Intensity

A. I have no pain at the moment.

B. The pain is very mild at the moment.

C. The pain is moderate at the moment.

D. The pain is fairly severe at the moment.

E. The pain is very severe at the moment.

F. The pain is the worst imaginable at the moment.

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, 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 gives extra pain.

C. Pain prevents me from lifting heavy objects off the floor, but I can
manage if they are conveniently positioned, €.g. on a table.

D. Pain prevents me from lifting heavy we ights 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. 1 can read as much as | want with no pain in my neck.

B. I can read as much as | 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 | want because of moderate pain in my
neck.

E. I can hardly read at all because of severe pain in my neck.

F. I cannot read at all.

SECTION 5 — Headaches

A. I have no headaches at all.

B. I have slight headaches which come infrequently.

C. I have moderate headaches which come infrequently.
D. I have moderate headaches which come frequently.
E. I have severe headaches which come frequently.

F. I have headaches almost all the time.

Examiner

SECTION 6 — Concentration

A. I can concentrate fully when I want to with no difficulty.

B. I can concentrate fully when [ 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 [ want to.

E. I have a great deal of difficulty in concentrating when [ want to.
F. I cannot concentrate at all.

SECTION 7 - Work

A. T can do as much work as [ 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. 1 can drive without any neck pain.

B. I can drive as long as I want with slight pain in my neck.

C. I can drive as long as I want with moderate pain in my neck.

D. I cannot drive as long as I want because of moderate pain in my
neck.

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

F. I cannot drive my car at all.

SECTION 9 — Sleeping

A. 1 have no trouble sleeping.

B. My sleep is slightly disturbed (less than 1 hr. sleepless).
C. My sleep is mildly disturbed (1-2 hrs. sleepless).

D. My sleep is moderately disturbed (2-3 hrs. sleepless).
E. My sleep is greatly disturbed (3-5 hrs. sleepless).

F. My sleep is completely disturbed (5-7 hrs. sleepless).

SECTION 10 - Recreation

A. 1 am able to engage in all my recreation activities with no neck
pain at all.

B. [ am able to engage in all my recreation activities with some pain
in my neck.

C. I am able to engage in most, but not all of my usual recreation
activities because of pain in my neck.

D. I am able to engage in a few of my usual recreation activities
because of pain in my neck.

E. I can hardly do any recreation activities because of pain in my
neck.

F. I cannot do any recreation activities at all.

OTHER COMMENTS:

With Permission from: Vemon H, Mior S. The Neck Disability Index: A study of reliability and validity. ] Manipulative Physiol Ther 1991;14:409-415, Copyright

Vemon H and Hagino C, 1990.
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REVISED OSWESTRY BACK PAIN DISABILITY QUESTIONNAIRE

Name

Dats

Please read carefully:

This questionnaire has been designed to enable us to understand how your back pain has affected your ability to manage everyday
life. Please answer every section, and mark in each section only ONE CHOICE which applies to you. We realize that you may
consider that two of the statements in any one section relate to you, but please just mark the one box which most 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 comes and goes and is severe.

F. The pain is severe and does not vary much.

SECTION 2 - Personal Care
A. T 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 increases the pain, but I manage not to
change my way of doing it.
D. Washing and dressing increases the pain and I find it
necessary to change my way of doing it.
E. Because of the pain, [ am unable to do some 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. 1 can lift heavy weights without extra pain.

B. I can lift heavy weights but it gives me 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-eg, on a 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 1 mile.

C. Pain prevents me from walking more than %2 mile.

D. Pain prevents me from walking more than Y mile.

E. I can only walk using a stick or crutches.

F. I am in bed most of the time and have to crawl to the toilet.

SECTION 5 - Sitting

A. 1 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 sitting more than 1 hour.

D. Pain prevents me sitting more than %z hour.

E. Pain prevents me sitting more than 10 minutes.

F. Pain prevents me from sitting at all.

OTHER COMMENTS:

SECTION 6 - Standing

A. I can stand as long as [ want without pain.

B. I have some pain while standing, but it does not increase with
time.

C. 1 cannot stand for longer than 1 hour without increasing pain.

D. I cannot stand for longer than %2 hour without increasing pain.

E. I cannot stand for longer than 10 minutes without increasing

pain.
F. Pain prevents me from standing at all.

SECTION 7 — Sleeping

A. I get no pain in bed.

B.lgetpa‘indifbed,bmildoesmtprevemmeﬁomsleepmg

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, eg, 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. I have hardly any social life because of the pain.

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 of 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.

Examiner

With Permission from:Hudson-Cook N, Tomes-Nicholson K, Breen AC. A Revised Oswestry Back Disability Questionnaire. Manchester Univ Press, 1989
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