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PLEASE PRINT CLEARLY i
Name: . L . o
1 Address: A BT O

City:__ . Stater - Zip:

Home phone: Birth date: - Age

|Sex: Male Female o o

Social Security # " Drivers license #_

Business Employer: | Occupation: .

Bugsiness phone:___ ‘ | ‘¢an you be contacted there?__

Name of Spouse: - Social Security #, ’

Spouse’s Employer: “Oceupationt_. ¥ e -
Spouse’s Business phone:_ | . ' A »
Names and ages of children:_ " g |

Referred to this office by: _ ’ | -

Narne of emergency contact: ' SR Phone # SR B
Relationship:_ L

Who is responsible for your bilk You_’ Spouse Workers' Comp _Auto Ins. R
Medicare___ Parent | | o

Health card #__

Personal Health Insurance Name: L

es are an arrangement between an insurance

I uﬁdcrsta.nd and agree that health and ar:c:ide:ﬁt insurance polici
Office will prepare any necessary reports and

carrier and myself. Furthermore, I understarid that the Doctor’s
forms to assist me in making collection from the insurance company and that any amount authorized to be paid

directly to the Doctor’s Office will be credited to my aceount on receipt. However, I clearly understand and

agree that all services rendered to me are charged directly to me and that I am personally responsible for
ayment, [ also understand that if I suspend or terminate treatment, a0y fees for professional services rendered

me will be immediately due and payable.

I hereby authorize the Doctor to treat my condition as he or she deems appropriate through use of manipulation
throughout my spine. Itis understood and agreed the amount paid the Doctor, is for examination and x-rays
only. The X-ray negatives will remain the property of this office, being on file where they may be seen at any
time while a patient of this office, The patient also agrees that he/she is responsible for all bills incurred at this
office. The Doctor will not be held responsible for any prevexisting medically diagnosed conditions, not for any

medical diagnosis.

Patients Signature: Date:

Guardian or spouse’s |
Signature authorizing care Date:
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CASE NO.
NAME SPOUSE . % OF CHILDREN
8S# DR LIC # e BIRTHDATE . AGE e SEXOM QF
ADDRESS - PHONE {(WORK)
CITY __ar___ .. EMPLOYER -
OCCUPRATION REFERRED &Y
What is your mejor complaint’?
Othar complaints:
How jang have you had this condition? Have you had this or similar conditions in the past?
() Werk injury? (3 Auto Accidant? [ Slip/Fali? 8 Unknown? [ lilness? fJ Othar? £ When?
I8 this condition getting progreasively worse? [Yes D Ne [ Constant  [1 Comes and aons
CIRCLE ACTIVITIES WHICH AGGRAVATE YOUR CONDITION:
Alwalking  B)Standing  C) Sitting Dylying  E)Bending  FiLiting  G)Twisting  H)Other
In what position do you sleap? A)Rt.Side B LiSide C)Back Dy Stomach  E) Hands Above Haad
Do you read orwatch TV.? A)in Bad  B) On Couch C) Lying on Floor D) Sitting ln Chalr '
PLEASE CHECK YOUR CURRENT COMPLAINTS
Fieage mark your areas of pain on the figurea below.
—— Humbness — Low Back Protdems — Vislon Problams
R — Loss of Faaling — Pain Batween Shoulders . Ear Pain
c ‘ —— Paralysis — Nack Protiems — Ear Noises
— Diezinsas — Arm Problems - Blood Pressure Problems
— Falnting —— Lef Problama — Fatigue
—— Headaches - Swollan Joints — | ritabsle
e MBI Jorking —.. Painful Jolnta — Loss of Appetite
— Convubsions —— Stiff Joints e 1083 0 Sl
H ? — Forgetfulness o SOTE MUBCIHS — Jaw Pain
— Confunion — Weak Muscles —— Nausea
— Dupressicon — Walking Problems — Diarrhaa
— Eye Strain — Ruptures — Conatipation
— Eyoinflammation ... Broken Bones — Other —

This is a new/oid iliness, 1t was not/was treated before. If treated before,
whal was done?

Have vou had any other personal injury or auto accident? Describe:

Madicatians you now take;

Have you ever had surgery or been hospitalized? O No O Yes Have you avef been X-rayed beforé? O Mo O Yas
Dascribe: ___ What parts?
Date of iast chiropractic traatment: Reason;

CLF —

(FOR DOCTORS USE ONLY) CLF
PHYSICAL FINDINGS:
[0 aie]
ATLAS
AXEE
ac
4C
8C
[1=]
10
20
an
40
ag
R
¥-RAY PATHOLOGY: 40
160
no
120
1L
gL
: L
REMARK; Fy
&L
fL
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Chapman Chiropractic Center
Karen A. Proescholdt, D.C.
1025 E. Chapman Ave,
Orange, CA 92866
714-639-4655

AT TIMES IT IS NECESSARY TO SEND X-RAY FILMS OUT FOR A SECOND
OPINION. THERE WILL BE A $40.00 FEE PER AREA OF THE BODY THAT IS X-
RAYED. (For example, if we took 2 views of your neck, it would be $40.00 for those 2
views t0 be analyzed). .

[ UNDERSTAND AND AGREE TO THIS POLICY

(Patient Name)

Patient Signatyre Dare
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CHAPMAN CHIRGPRACTIC CENIER
KirendProeschald, B.C.
1025 E-Chapmandvene
Orange, C4- 92666~~~
714-630:4655

) hﬂpmanﬂhlmpramm Center, -

e ' purpose of these agreements is to allow us to-more.completely serve youand to.g Wtﬁ -y
. following agreements get the best results, | .

en you arive to our office, please sign in. You-will be called and assipnadia;

oo inhe order you signed in for your doctor. Other patients treated by anet

. called befare you begayse their doctor is available, niot hecanse they,

+ You g0 o the assigned ieatment rooum, place the folder in the door tray
hg .mﬁ-ewﬂiﬁbe*in:iaﬁ:smnw'a‘ss possible. S

TSt;ggs:,a":‘i&i‘f‘Wéﬂﬁe&é‘}Wdrkshopéf-v

Itis mnuglatory that alt patients attend our extended Health Consultstion Workshos, Twis .~
rodueed,, Family and friends are always welcome. There is no charge for the consnltation,

ot able to attend, extra time will be set aside on one of your visits and thsge will bean
onal personal-charge. . . ndhese will e

‘ '»5‘;5‘-5"."?“?@"!1;&??‘andllcatures on different aspects of health care are often scheduled and mﬁﬁ’ be .

tiended af no-cost. Please bring family and friends. Look for announcements IEgamﬁﬁng these

grams., The extended consultation is, in part, & workshop and we ask you to bring.a partaer to
in-the procedures we will teach, b g4 pataer o

YMENT OF RILLS

¥vices are to be paid for on the date they are rendered. We will expect you to omaetigr
1ancial agreements you make with our office. If'you find that you cannot fulfill the agreement
e:made with us, advise our staff immediately so new arrangements can be made, We do

* patients. If we are forced to bill you, you will receive a service charge. Our policyls
2-patient not have a cash personal balance owing, .
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1
 Insurance companies will be biljed, Any checks sent to your home by the insurance company o
- showld be browght or et to our office withindhses (3)days. Please aloo send the attached st -
to indicate hich services were paid. Failuré of thi patient to make payment of an werdue REE
account or to otherwise communicate ‘will tesalt in upRecessary upset.

=MISSWG-ORCHANG‘]NG APPOINTMENTS

We have set up & spec:f}c course of treatment for.you. ‘A certain number of treatmﬁm in .26 t RS

amount of time is required for us to get the results we both desire. - Thus, if you needto -
ehange the time of your appointment, plan to come another time the same day. ‘If the same
is not possible, be sure to make up the missed appointment. within one week, Tfyou miselehing

an appointment without a two (2) hour notice, there will bea persenal 20.00 service Ehargg

E Durmg your-treatment series, progress evaluations and check-ups may take place. The fee _fpr
- these services should be pa1d for according fo the payment agreement made with. aur ofh

- ‘nm'rs AND FOOD SUﬂLEMENTg

Di ets shouid b follewed 4nd food supplements taken if racummended Any pmblem am

have-with these recommendations should be communicated. Wedo notprescribe; bug-
recommendatmns t6 help speed your recovery. You are expested-to pay for food. Suppiamm

| the time of purchase

UPSETS
- We are here to serve you. Please speak with your doctor about. any upse’rtmg ma.tter We 5
" your COmMERts as hbipmg usto help you and athers, ‘ | o

| 'HOURS- |
“ - Your doctor has specific office hours. The receptionist will schedule your appmntmems B
_'accordmgly o T

I have'read the above and T understand and accept these policies.

Patient's Signature Date
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" AGN @raup, Ine. Form 100

#1467 F.OOT7/003

ACN Broup, Inc.Li6e Only fev 3272008

Date

Patient Name

- This.questiannaire will give your provider information about how your back con dition affects your a-veryda-y_ life.
Ploase answer every section by marking the one statement that applies to you. If two or more statsments in.onie
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ e pain:comes and goas.and is very mild,

(D) Tha palnls mild:and:doss.not vary much,

@ Tha pain:comes and'goes and is maderate.

- Thia-painls modarate:and doas not vary mueh.
@ The pain cames anid-gdes andis very severe.

" @ Thio:pain i very severe and does not very much.

 Steeping
@ lgavropaininbed. .

@ 48t pain In bed-but Itdoes not prevent me from sleeping well

D Bacause of paln my romal sieep Is raduoad by less than 25%,

(D Bacausa of paln my normal sleep-ls reducad by less than 50%.

@ Becaus of pain my hotial sleep s reduced by loss than 75%.

- @ Paln prevents me from sleaping at all.

Sitting

- @ | cansitinany chialrasiong.as [ike. e
-, lcanonly sitin my favortte chalr as long-es.l ke, ~
@ Pain pravents me from shting mare than  hour.
@ Paln-prévents me from'siting more.than /2 hour,

@ Pain firsvants me: o siting more than 10 minutes.

- ® evoldsiting:bacause: incraases pain Immediately.

 Standing
@ |can stand a5 jong.a3 | want without pain.

@ I'have:sorie paln. while-standing butit does not Increase with time.

j @:”‘!‘gca‘rinqt;v:stgnd.-fm‘lon'gpc than 1 hour-withaut increasing pain.
(D Icannat stand for langer then /2 hourwithout increasing pain.
@ lcannot-stand-forlanger than 10 minutes without increasing pain.
- ® lavoid standing because it inoreases pain immediately.

 Walking |
~ @ | have no pain whiie walking,

" @ Vhava soma:paln while walking but It-doesn't increase with distance.

@ | cannot walk mare than 1'mile wilhout Increasing pein.
@ neahnotwalk mora than 112 mila without Inereasing pain,
‘ @ | cannot walk more-than #/4 mile- witheut Increasing pain.
- &1 cannot walk at 2ll without increasing pain.

Personal Care

@ | donot have to change my way of washing or dressing in onder.to avold:pain, .

@ 1 do not nomally change my way of washing or dressing ven though It causes sofe:paln.

@ Washing and dressing incraases the pain but | manage not to-change my way.of doiagit.
@ Washing-and dressing increases the paln and | find it necessary 1 change my.way f deing it,
@ Bacause of the pain | am unable to de some washing and dressing without help. '

® Because of the pain | am unabls to do any washing and dressing without haip,

Lifting

@ can !t hoavy welghts without extra pain,

@ |can lift heavy weights but It causes extra.pain.

@ Paln prevants me from liting heavy weights off the floor.

@ Pain prevants.me from tifting heavy weights off the floor, but | ¢an manage
if they are canveniently positioned (s.g., on &table).

@ Pain prevents me from lifting Heavy welghts off the floor, but | can manage
fight to medium weights If they are convaniently positioned.

® 1 can only lift-very light weights.

Traveiing

@ 1 get no-pain while traveling. )

@ 1 gat:aome paln while traveling but nane of my usual torma‘ of travel make. ftworsg,

@ | got axtre pain whils traveling but It does not cause me to seek allsmatefarms of ravel,
@ | gat extra palh whila traveling which causes ma to seskaftemate loms of travel,

@ Pain restricts &ll forms. of travel except that tiene-whils lying down. -

@ Pain resiricts allforms of travel.

Soclal Life

@ My social fifa s normal and gives me.na extra pain.

@ My soclal lifa is normal but increases the degree of pain, .

@ Pain-has no significant affact on my sociat life apart from limiting my more
gnergetic intereals (9.9, dancing, elc). ‘

@ Painhas restrieted my social Ifé and | do not go out very often.

@ Paln has resiricted my socia! life to my home.

@ | have hardly any social ife because-of the.pain.

Changing degree of pain
@ My pain s rapidly getting bsfter.
@ Mypain fluctuates but overall s definitely gatting better.

- @ My pain sgems 10 ba gatting batter but improvement is slow.

@ My pain s neither getting batter or worse.
@ My painis gradually worsening,
@ My pain Is rapidly worsening.

Back
Index

Index Scoré = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100

Scorg
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Neck Index

ACN Group, Inc. Fom N-100

Patient Name

#1467 F.00G/003

ACN Group, Ine, Use Only rev 327/2002

Date

This questionnaire will give your provider 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 statements in one
section apply, please mark the one statement that most closely describes your probiem.

Pain Intensity

@ 1 hava no pain at the momen!.

® The pain is very mild at the moment.

@ The paln comes and goes and is modarale,

'@ The pain s falrly severe at the momant.
@ The pain is very severe at the moment.

@& The pain Is the worst (maginable at the moment.

Sleeping

@ | hava no trouble slesping.

@ My sleap is sightly disturbed {less than 1 hour sleepless),
@ My sleap Is mildly disturbed (1-2 hours sieepless).

@ My slesp s moderately disturbed (2-3 hours sleaplass).
@ My slaep Is greatly disturbed (3-5 hours sleepless).

@ My sleep is complotaly disturbed (-7 hours slespless).

Reading

@ | can read as much as | want with ro neck pain.

D Lean read a5 much as | want with slight neck pain.

@ 1an raad a8 much as | want with moderate neck pain.

@ ! cannot read as much as | want because of moderate neck pait.

@ | ean hardly read at all becausa of severe neck pain,
@ | cannot read at all because of nack pain.

Concentration

@ | can concantrate fully when | want with no difficutty.

@ 1 can concentrate fully when 1 want with sight difficulty.

@ | have a falr dagree of difficulty concentrating when | want
@ | haver a lot of difficulty concantrating when | want,

@ I have a great deal of difficulty concentrating when | wan.
@ 1 cannet concentrate et all,

Work
@ 1 can do as much work as | want.
@ 1 ean only do my usual wark but ro more,

@ 1 can only do most of my usuial work bt po more.
@ | cannat da my usual work, ’

@ | can hardly do any work at al,
® 1 cannot do any work at all

Personal Care

@ ! can look after myself narmatly without causing extra pain,
@ [ can look after myself noemally but it causes extra pain.
D Itis painful to look afler myseff and | am slow and careful,

@ | need some help but | manage mos! of my personal care,
{@ 1 need help every day in most aspects of seif care.

@ |da nat get drassed, | wash with difficulty and stay in bed.

Lifting

@ | can i heavy weights without extra pain.
@ 1 canlift haavy weights but it causes extra pain,

@ Pain prevents me from lifting heavy weights off the floor, but | can manage

if they are convenisntly positicned (s.g., on a tablg).

@ Pain prevents me from ifting heavy weighits off the fioor, but § can managa

light to madium waights If they ars convenlently positionad,

@ | can only lift vry light weights,
® | cannot lift or camy enything at all

Driving

@ 1.can drive my car withaut any neck pain.
D 1 can rive rmy car as fong as | want with slight neck paln.
@ | can drive my car as long &5  want with modsata neok pain

@ | cannat cirive my car as lang as | want hecavss of moderate nack pain,

@ | can hardly driva at all acause of severe neck pain,
® I cannot drive my sar at af becauss of neck pain.

Recreation
@ | am able to engaga in all my racreation activities without neck pain,

@ 1am able to engage in all my usval recreation activities with some neck pak.
@ Iam able to engage in most but not al my usual recreation activities bacause of nack pain.
@ |am only able to angage in a few of my ususl recreation activities bacause of neck paln,

@ | can hardly do any recreation activities because of neck pan,
@ 1 cannot do any recreation activities at all

Headaches

@ I have no headaches at all,

D Ihave sight headaches which coms infrequently

@ | have medarale headaches which coma infreguently.
@ 1 have modarate headachies which come frequently
@ I have sovera haadachies which come fraguently

® | have haadaches aimost &l the time.

l_lndax Score = [Sum of all statements selacted / (

# of sections with a statement selected x )] x 100?

Neck
index
Scare

]
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THE LOWER EXTREMITY FUNCTIONAL SCALE

We are interested in knowing whether you are having any difficulty at all with the activilies listed below pecause of your lower limb problem for which you are cumrently
seeking attention. Please provide an answer for each achivity.

Taday, dao you or would you have any difficulty at all with:

Activities | Fonabls to Parformn. nﬁ%mmn.wh& HMMMHW A o S
Activity Difficulty cuity
1 | Any of your usual work, housework, or schoaol aclivities. 0 1 2 3 4
2 | Your usual hobbies, re creational ar sporting activities. a 1 2 3 4
3 | Getting into ar out of the bath. o 1 2 3 4
4 | Waiking between rooms. g 1 2 3 4
5 | Putting on your shoes or sacks. G 1 2 3 4
6  Squatting. G 1 2 3 4
7 [ Lifting an object, like a bag of groceries from the floor. 5 1 2 3 4
8 | Performing light activiies arpund your home. o 1 2 3 4
9 { Performing heavy activilies around your home. o 1 2 3 4
10 | Getting into or out of a car. ‘ o 1 2 3 4
1t | Walking 2 blocks. o0 1 2 3 4
12 | Walking a mile. 0] 1 2 a 4
13 | Gaing up or down 17 stairs (about 1 Right of stairs). o 1 2 3 4
14 | Standing for 1 hour. ‘ 0 1 2 3 4
15 | Sitfing for 1 hour. o 1 2 3 4
16 | Running on even ground, 0 1 2 3 4
17 | Running an uneven ground. o 1 2 3 4
18 | Making sharp turns while running fast. o 1 2 3 4
19 | Hopping. o 1 2 3 4
20 } Rolling over in bed. 0 1 2 3 4
Cotumn Totals: ‘
Minimum Level of Detectable Change {90% Confidenca): 3 points . SCAORE: I ad

Please submit the sum of respanses to ASH

Reprinted from Binkdey, J., Sirafford, P., Loil, S, Fiddle, D., & The Nortfr American Orthopaedic Rehabilitaiion Research Nelwork, The Lower Extremily Functional Scale: Scale
devefopment, measurement properties, and clinical application, Physical Therapy, 1998, 79, 4371-383, with pernission of the Amarican Physical Therapy Associalion.



