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Dste symptoms appeared o sccident happaned

Have you ever had the sama or a similsr condstion? xYss zNo ¥ yos, whan and describe:

Days lost from work, .
Data of iast physical axamination : What surgeries have you had? (nchde dates)

Ssrious ifnesses (include dates)

mmmmmmm&mwamﬁmmmmw % Yos = No
¥ yas, dascribe: ' '

What medications or drugs are you taking?

Pmmwmmm‘mmmbamﬁmbmmﬂm
x Major Madicst ® Worker's Compensation = Madicaid =z Medicars  » Auio Acsiders  x Other
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N

Patient Health Questionnaire - PHQ |

i, « - 1
ACHN Graup, inc. - Form PHQ-202 AGN Group, ine, Use Oty fwy FHGRE

-»

Patient Nama : Date

1. Describe your sympwms

» & When dig your symptoms start?

b. How did your symptoms begin?

2. How often do you éxperience your symptoms? Indicate where yau have pain or other symptoms
@ Constantly (76-100% of the day)

2 Frequently (51-75% of the day)-
* ® Occasionally (26-50% of the day)
@ Intermittently (0-25% of the day)

3. What describes the nature of your symptoms ?

@ Sharp @ Shooting
. @ Dull ache ® Burning
@ Numb ® Tingling

4. How are your symptoms changing?
@ Gefting Better
@ Not Changing b
- @ Getting Worse A

Ty
5. During the past 4 weeks: None Unbearable
&a. Indicale the average intensily of your symptoms @ ® @ ® & & e ©® & ® 0

b. How rouch has pain interfered with vour niormal work {inchuling both work oltside the home, and housework)
@ Not at ail @ Alittle bit @ Moderately & Quite a hit B Extremely

6. During the past 4 weeks how much of the time has your condition interferad with your social activities?
(like visiting with friends, relatives, otc)

@ All of the time @ Most of the time @ Some of the time @ Alittle of the time & None of the time

7. In general wauld you say your overall health right now is...

@ Excellant @ Very Good @ Good @ Fair ® Poor
8. Who have you seen for your symptoms? @ No One @ Medical Doctor ® Other

2 Chiropractor Physical Therapist

&. What treatment did you receive and when?

b. What tests have you had for your symptoms D Xrays gste: @ CT Secan

data;
and when were they performed?

DMRI date: . @ Other datar -
9 Have you had similar symptoms in the past? T Yes @ No

8. if you have received ireatment in the past for @ This Office

e @ Medical Doctor ® Other
the sarne or similer symptoms, who did vou see?

@ Chiropractor @ Physical Therapist
10, What is your occupation? @ Professional/Executive @ Laborer @ Retired
@ White Collar/Secretarial  ® Homemaker @ Other
@ Tradesparson ® FT Student
a. If you are not retired, a homemaker, or a @ Full-time @ Self-employed & Off work
student, what is your current work status? @ Part-time @ Unemployed & Other

Patient Signature _ Data




Fadent neaitn Wuestionnaire - page 2
“ ChimCare of Minnesata, Inc, ‘ ‘

Patient Name

. Dai‘e
What t]}pe of regular exercise do you perform? ®None . @Light
What is your height and welght? ‘ | Height
* A \ Feel  Inches

For each of the conditions listed below, place a che
If you presently have a condition listed below,

Past Presenl Past Present

" Headaches ' © O High Blood Préssure
<D Neck Pain O O Heart Attack .
o O Upper Back Pain. ' O O Chest Pains
0 .+ Mid Back Fain . O Siroke
£ * Low Back Pain OO Angiha
¢+ Shouider Pain O O Kidney Stones
< O Elbow/Upper Am Pain © O Kidney Disorders
L O Wrist Pain & O Bladder Infection
2 O Hand Pain O O Painful Urination
O O Loss of Bladder Control
o ) Hip/Upper Leg Pain ,
i i Knee!tgwer Leg Pain © O Prostate Probleins

O Ankle/Foot Pain ' O Abnomal Weight Galn/Loss

_ _ . & O Loss of Appetite

= W Jaw Pain | O O Abdominal Pain

O Joint Swelling/Stiffness O Ulger

O v Arthritis : O ) Hepatitis ,

& Rheumatoid Arthritis O © Liver/Gall Bladder Disorder
O O General Fatigue < OCancer

O O Muscular Incoordination O Tumor

O 2 Visual Disturbances © O Asthma

W O Dizziness 0 O Chronic Sinusitis

Indicate If an immediate family member has had any of the following:

O Rheumatoid Arthritis O Heart Problems O Diabstes O Cancer

ChiraCare Use Only rev 1/20/08

@& Moderate @ Strenucus

Weight ‘ Ibs.

¢k in the Past column If you have had the condition in the past.
place a check in the Prasent column.

Past Present .
o () Diabetes |
O O Exeessive Thirst
O & Frequent Urination
O O Smoking/Use Tobacco Produc
O - 2 Drug/Alcohol Dependence
Q O Allergies
8] © Depression
© O Systemic Lupus -
(o O Epilepsy
O O Dermatitis’/Eczema/Rash
Q O HIVIAIDS
Females Only .
O O Birth Control Pilis
© O Hormonal Replacement
Q- O Pregnancy
o Q
Other Health Problems/issues
O O
o O
O O
O Lupus O

Ligt all prescription and over-the-counter medications, and nutritional/herbal subplaménts you are taking:

List all the surgical procedures you have had and times you have been hospitalizad:

*Patient Signature
[ Doctor’s Additional Comments|

Doctors Signature




Neck Index

ACN Group, inc.  Form M-100

Patlent Name

ALN Group, o U Qply rav 32F/E00E

Date _ ... .. .

This questionnaire will give your pravider information about how your neck condition affects your everyday life,
Please answer every section by marking the one statement that applies to you. If two or more siatements in one
section apply, please mark the one staternent that most closely describes your problem.

Fain Intensity

@ | have no pain at the momant.

D The pain is very mild at the moment.

@ The pain comes and goes and is madasate,

@ The pain iz faidy severe at the moment.

@ The pain is very severs at the moment.

@ The pain is the worst imaginabla at the moment.

Sleeping

@ | have ne trouble sieeping.

@ My sieep is slighily disturbed fiess than 1 hour sleapless).
@ My sleep is miidly disturbed (1-2 hours sleapless).

& My sleep is moderately disturbed {2-3 hours sleapless),
@ My sleep is greatly disturbed (3-5 hours sleepless).

& My sleep is completely disturbied (57 hours sleeplass).

Reading

@ |can read as much as | want with no mack pain.
@ ican read as rmuch as | want with slight neck pain,
& [can read as much as | want with moderate nack pain,

@ {cannot read ag much as Fwant because of moderate neck pain.

@ i can hardy read at ail because of saveye neck pain.
® | cannot read at 3il because of neck pain.

Concentration

@ 1 can concentrate fully whan | want with ho oifficutty.

D Fcan concentrate fully when | want with sfight dificutty.

@ | have & fair degres of difficulty concentraling when | want.
@ | have alct of difficufly concentrating wher | want.

@ ['have 3 great deal of difficutty concentrating when | want.
& |cannot concentrate at alf,

Work
o §esn do as much work as | want,
@ can only da sy usual work but no more.

@ 1can only do miost of my Ysua) work but na more,
@ | cannot da my usus! work,

@ 1 can hardly do any work &t all
& {cannat do any work at all.

—

Personal Care

@ | cag:_ﬁlq;:_k' after mysalf normally without causing extra pain,
(0 | can look after myself notally but it causes extra pain.
@ 1t is painful to look after myself and | am slow and careful.
& | nend some help but | managa most of my personal care.
@ | need help avary day In most aspects of seif care,

(B } do not get drosead, | wash with difficulty and stay in bad.

Lifting

@ | can fift heavy weights withou! extra pain.

@ 1 can Jift hoavy welghts but it causes exira pain. .

@ Pain prevants ma from lifing heavy waights off the floor, but  can manage
if thay ara convenlently positioned {e.g., on & table),

& Pain prevents me from Iifting heavy weights off the floor, bul | can manage
ligtht o medium weights if they are conveniently positionad,

@ | can anly fitt vary iight weights.

® | cannat i ar carry anything at all.

Driving

@ j can drive my car without any neck pain.

@ { can drive my car as ldng as | wanf with slight neck pain. ‘

@ {can drive my car as long as § want with moderate reck pain.

@ i cannot drive my car as jong as | wani because of modesate feck pain.
@ | can hardly drive at all bacause of sevara nack pain,

@ | cannot drive my car &t sl because of neck pain.

Recreation

@ | am able tc engage in ail my recieation acfiviies withaut nack pain,

@ iam ableto engage in all my usual recreation activifies with some neck pain.

@ { am able ta engage in most but not 28 my wsusl recreation activities bacause of neck pain.
@ T amonly able 1o engage in 2 few of my usual recraation activities becavss of reck pain.
@ | can hardiy do any recreation activitles becausa of nack pain,

@ 1 cannot da any recreation activities at all

Hoeadaches

@ i have no headachas at af.

@ | have slight headuches which come fnfreauently.

@ | have moderale headaches which come infraquently.
@ | have moderate headaches which come fraquantly.
@ | have severs headachas which come frequeritfy.

@ { have headaches almost all the time.
Neck

Index

| Index Score = fSum of al! statements sele

cted / (# of sections with a statement selected x §)] x 100 | Score |




Back Index

ChiroCare Forn BI-10g

Fafient Nama

ChimCam Lisw Oaiy sne 3/27/2002

Date

This questionnaire will give your provider information about how your back condition affects your everyda){ life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pajn Intensity

@ The pain comes and goes and is vary mild.

@ The pain is mild arid does not vary mach.

@ The pain comes and goes and is moderste,

@ The pain Is moderate and does not vary much,
@ The pain comas snd ghes and is very savera,
& The pain is very severs and does not vary much.

Sleeping

@ 1aet no pain in beg. ‘ :

@ | get pain in bed but it does not prevant me from sieaping well. -
@ Because of pain my normal sleep is raduced by fess than 25%.
@ Betause of pain my nomnal sleep is reduced by less than 50%.
@ Bacause of pain my normat sleep is reduced by less than 75%.
® Pain prevents me from sleaping at ail

Sitting .

© 1car sitin any ehalr as long as | like.

@ &ean only sitin my favorite chair as long as 1 fike.

@ Psin praverta me fran itting more thean 1 howr,

@ Pain prevants me from sitting mora than 4/2 hour,

@ Pain prevents me from sitting more than 10 minutes.
& 1avoid sitting decause it increases pain immediataly,

Standing

@ 1can stand as ong as | want without paim, ‘
@ | have some pain while standing but it does not increase with tme.
@ [ carinot stand for ionger than 1 hour without increasing pain,

@ ! cannat stand for longer than 1/2 hour withaut increasing pain.

@ | cannot stand for longer than 10 minutes without increasing pain.

- ® 1avoid standing because it increases pain immediately,

Walking
@ | have na pain while walking. .

D 1 have some pain while walking but 7t doesnt increzsa with distance,

@ 1 cannot walk more than 1 mie without increasing pain,

@ | cannot walk more than 1/2 tnile without icreasmg pain.
@ | eannct walk more than 144 mile withaut incregsing pain. -
@ 1 cannot walk at all without increasing i,

Personal Care :

@ 1 do not have to change my way of washing or dressing in trder to avoid pain. ‘

GD 1do not normally chenge my way of washing or dressing even though it causes some pain.
@ Washing and dressing increases the pain but | manage not to changa my way of doing it
@ Washing and dressing increases the paln and | find it necessary fo change my way of doing

* @ Becausa of the pain | am unable to do some washing and dressing withoit help.,
@ Becausa of the pain | am unabla to do any washing and drassing withaut help.

Lifting

@ 1ean it heavy weights without extra pain.

D | can iitt heavy weights bit it cauzeg exira pain.

@ Pain prevants me from lifting heavy waights off the fioor,

@ Pain prevents me from iiting heavy weights off the fioor, but | cap manage |
¥ they are conveniently positioned (2.0., on & table). .

@ Pain prevents me from liftng heavy weights off the fioor, but | can manage
light 1o medium weights4f they are convaniently positioned.

@ 1 can only ift very gt weights.

Traveling

@ 1gét no pain while traveiing, ' :

(D | get soms pain while traveling but none of my usal forms of travel make it worse, -

D | get exra pein whila travefing but it does not canse me to seek aliemate forms of traved.
@ | getextra pain while traveling which causes me fo seek alternate forms of travel.

@ Pain restricts all forms of travel except that done while lying down,

® Pairi restricts all forms of travel, -

Social Lifa

@ My socia) fife is nomal and gives me no exira pain,

@ My social fe is normat but increases the degre of pain.

‘@ Pdin has no significant affect on my social life apart from limiting my more
. energelic interests (g.g., dancing, etc). .

@ Pain has restricted my social lifs and { do not go out very often.

@ Paln has restricted my social e O my home.

@ 1have hardly any sociat life becausa of tha pain.

Changing degree of pain

@ My paln Is rapidly geting betier ‘

@ My pain fluctuates but everal is definitely gatting better.

@ My pain seams to be getting better but improvement is slow.

3 My pain is neither getfing better or worse.

@ My pain is gradually worsening.

& My pain is rapidly worsening. ;
Yy pair is rapidly worsening. Back

Index

SCOrS

ik




PERSONAL INJURY/WOQRKERS' COMPENSATION QUESTIONNAJRE

ey

N .
NAME, | = -
Where did accigent hoppen?
Describze the accident In your own words:

b Date of Accigent: Tirme

What was your pasition incar? Ll oriver [ Passenger f possenger, ware vou sitiing in© [ Font O Right Reer £ Lt Rear
Did your vehicle strike other vehicle?  [Clves  CInNo Was your cor struck by other vericle?  [lYes [ No
Was the impact frior: L the front? L} frorn the right side? © [ from the left sida? O frorm the rear? -
At the fime of impact were you: L looking straight ahaad? L iooking right? O looking left?

Were poth hands on steerng wheet? Ulves CIne wasyourfoot onbrake? [lves TN Were you braced forimpact? [ ves [ No

Whera in the car were vou after the accident?

Wete vou wacriing seat belts? [ves Do Did you strike anything In vehicls at time of impact?  ves LMo
Fyes spechy: [ Steering Whesi 0 Dashbeard [ wincishlelcy Usiceboor  * ClampRests . Dl sicte Window
Please state part of body: O chest L chin [ knee O shoulcer U Mand [ Head

Immediately followlng the accident how did you faal?

were you urconscious?  (dves  [no nodaze? [ves Ono Did you go to hospital?  [dYss  CINo
If you went to hospital, when? At time of cccldenl | [ ves H neo MNext cay [ ves O ne
How dlid vous get 1o hospitol? Armbulance O ves O e - Private Tansportation O ves T e

Di¢ the ermbulancs ottendants place you in: NeckCollar Kves Do sotints CKves  [no  Brace: Dves e
Narng of Hospital -
Attandad by Dr. — Were you x-raved af hospitel? [lves [l Ne

If 80, whot was the diagnosis?

Were you gamitted to the hospital? Chves [l Na How long did you stay? —
Whiat tfreatrnent was rendered?

What recomrencaticns were mode? See own doctor? 0 vos N See orthopedic doctor? U ves e

Physical Theray - [ ves o
Heave you seen any other dactor <is ¢ result of this acgident? L] ves O Ne
Doctor's name
Is your paln constard? L Yes [ No sthepaincnandof? [dves [OMo sharp? Hves ONe cul? Oves [Cne

Crther

Is your pain woms when anisng fomachor? Dlves OMo sitmode wose by staining? Clves [N gycoughing? Clves [nNo
By sneszing? Oves o By straining whsn moving your bowels? ' Bves Ono

D you have any numbness or fingling invourarms? yves Tlro Inyour hands? Tlves O Mo myourfingers? ves [me
Ihyourlegs? [ves ONg Imyourfeetr Cves [ONo Invourtoes?  Llves Mo

What is your most comfortable position?  Siting Ll ves CINo Lying on yourright side [ ves ClNoe  Lying on yourlefrdde O ves [ No
Lyingonyourback  ves [hNo Onvourstornoch  Oves Mo stancing Clves ONo
Other Is It difficult for you to move around inbed?  [ves Do
Does strefehing and twisting worssn the paln? L vas ne ‘

Do any of the following relieve your palt? D Meating Pod 3 11est path 1 shower L ice Pack

Does a brace (if yvou have fried one) help relleve s pain? [ ves O ne
Does a1 change in heel height worsen the pain? Llves CNo Do you el better moving around? Clves TNe O resting? Ll ves [l Ne
Do you have a fitrm matiess? [dves Tl No Dovyourknessachaorhut? yves e Do you have crampsinyourlag? U ves Tng

In arm? O ves O e Have you had any change in vour bowel habits? [ vas Line
Have you kst cny time from won becouse of this accident?  vyes e
If yas, give dates of firne lost, From o

Totally disabled from to Partially disabled from to

@ 1992 CliniC.omp FO118576



REFORE YOUR ACCIDENT, estirmate your Tofc.ﬂ liiting efiort atility:

1. How miuch weight? ‘ [ Madmurm O average
2. How far could you cory thils wealght? For how fongg o petiod of firms?
3. Wigs this lifting done ot work? Oves One Or at horme or elsewhans? [ves (e
4, How often did vou camy this amount of welght?

AFTER YOUR ACCIDENT. descrite your total ifing ability: .
7. How much weight can you now I withourt experiencing pain, c:‘isccrn%c:»r‘r, or reskichon of moticn? i
2. Did you experience this pain, discomtornt or restiction of motion before your accident? Hyes  UnNo
3. How far can vou ooy this waight now? _And for how long a perod of irme?
4. How offen con you carry this weaight? N
3. Are you now lirmited IR your iTthing atsility in some body position that vou were previcusty not? £ vas L g

If 50, spacify position J—

A, Whiat symptoms does liffing produce?
7. How long co these symptomns iosi?

Ara you presently atbls 10:
LFT veryHeow ks dHeow s {5 Light fos, Cettmg s
worK OveryHeow _ Ibs OHeawy s L Lt e 15 Ositting ks

Wit osiions can you work it with g MIMIMUM DEMAND of physical effor?
With Minirmurn Dernand of physical sffor, what pesitions can you work in PART-TIME and for how long?

™ standing Owakng [ sitting
With Minimum Demand of physical effort, can you worlk in g SITING POSMION with some degres of walking or standing activity?
{J ves Ul ne '
D yiou fael that you cannet peforn any physical work activity? Ldvas Ll e
Do you feal that you cannct perfiorm any mantal work? - [ves Ere
Realarte: your BEFORE Infury capacity (mark "B and your AFTER injury eapacity (mark A7) foy performing activitiss:
1. Wilking MNerrpal Lrmnited Difficult Piin
2 SrQrfing Mormal iimifed Dificult Pain
3. Sitfing Motrmal Lirmitecd Cifficult Fain
4 Banding Megrmedl .. Limited Difficult Fain
&, Stooping Mormol Limited Cifficure Pain
& Lithing Mormnal Limitay Difficult Fatn
7. Pushing Mormal Umitedd Difficuly Petin
& Pufling Mormal Lirmited Difficult Faln
£ CHmbing MNermal Lirnitac Drifficsult Pain
1 Reacrohing Mormel Limiteedd Difffoutt Faln
1. Cripping Norrmal _ Umited _ Difficut Pailn
12 Kneefing Morrnal United Ditficult . Pain
13. Balanos Morpngt L Umbest Difficult Fain
4. Fetigue MNormal . Lmited Qiffiout Paim
Gonerally speaking, 15 your inchility o perferm these fncions due o Birgin [dweokress U Stuctura limitations 1 Narves?
(20 you hgve nomna sexual funciion? ves Do

A you abls do ke care of your pemsonat sslf, such as dressing, bathing etc? Dves UlMo Or do vou mcuiee assistonce? [ ves [ v
Do vou fesl your present condHion is termporan? Cves Do Or parmanent? Clyves e

Fatient’s Signature - Deytes:






