WELCOME

Date:

Patient Information
Name:

Last First M What do you prefer to be called?
Email address:
Mailing Address:

Iy STATE zIp
Phone # (H) (W) (Cell)
Can we call you at work? O Yes O No Can we send you text message reminders? O Yes O No
Date of Birth: Sex: O Male U Female  SS#:

Marital Status: O Single O Married U Divorced U Widowed U Separated O Minor

Occupation: Employer:

Employer Address:

CITYy STATE ZIP

Employer Phone:

How did you hear about our practice?

Emergency contact:  Name: Relation: Phone #:




HEALTH HISTORY

Who is your primary care physician? (Doctor and/or practice)

Phone:

Have you been to a chiropractor in the past? If so, what was your experience?

What have you heard about chiropractic, positive or negative?

Will you use chiropractic as (please check one): 0 A temporary form of symptom relief OR [ to maximize your health & avoid the problem from returning?

Are you interested in nutritional/supplemental counseling (please check one): O yes OR O no?

Please check to indicate if you are currently experiencing any of the following conditions:

O Neck Pain/Stiffness
O Back Pain/Stiffness
O Arm/Hand Pain

U Leg/Knee Pain

O Shoulder Pain

U Dizziness

U Headaches

O Pins/Needles in Arms
U Pins/Needles in Legs
U Fatigue

U Sleeping Difficulties
O Loss of Smell

O Allergies

U Blurred Vision

0 Light Bothers Eyes
0 Depression

O Nervousness

QO Tension

0 Cold Sweats

U Stomach Problems
U Night Pain

Please check to indicate if you have ever had any of the following:

a Aids/HIV

Q Alcoholism
Q Allergy Shots
Q Anemia

O Anorexia

O Appendicitis
O Arthritis

O Asthma

U Bleeding Disorders
O Breast Lump
O Bronchitis

O Bulimia

U Mumps

O Cancer

O Cataracts

QO Chemical Dependency
O Chicken Pox
O Diabetes

O Emphysema
U Epilepsy

O Fracture(s)
U Glaucoma
U Goiter

O Gonorrhea
O Gout

U Other

O Hepatitis

O Hernia

QO Herniated Disc(s)
O Herpes

O High Cholesterol
O kidney disease
U Liver Disease

U Measles

U Migraines

O Miscarriage

O Mononucleosis
O Multiple Sclerosis

Are you currently under medical care? O Yes U No

Please list any medications and/or birth control you are currently taking:

If yes, for what?

O Sudden Weight Loss
U Loss of Taste

U Loss of Memory

O Jaw Problems

U Constipation

U Shortness of Breath
O Asthma

O Osteoporosis

QO Pacemaker

Q Parkinson’s Disease
Q Pinched Nerve

Q Pneumonia

4 Polio

U Prostate Problems
U Prosthesis

O Psychiatric Care

O Rheumatoid Arthritis
O Rheumatic Fever
Q Scarlet Fever

O Nausea

O Cold Feet

O Chest Pain

O Fever

O Fainting

O Bowel/Bladder Changes
O Abdominal Pain

Q Stroke

O Suicide Attempt
Q Thyroid Problems
Q Tonsillitis

Q Tuberculosis

O Tumors/Growths
QO Typhoid Fever

QO Ulcers

O Vaginal Infections
O Venereal Disease
O Whooping Cough
O Heart Disease

Please list any supplements you are currently taking (vitamins/herbs/minerals/protein powder):

Please list any surgeries and/or hospitalizations you have had (type & date):

Have you had COVID-19 in the past? Have you been vaccinated? How many boosters have you received?

Please list any allergies:

Is there a family history of any of the following conditions? (Indicate family member including parents, grandparents & siblings)

O Heart Disease

O Diabetes

4 Cancer

Q Arthritis

How often do you exercise:

How often do you utilize alcohol:

How often do you smoke cigarettes:

By signing, | certify that the above questions were answered accurately. | understand that providing incorrect information can be dangerous to my health.

SIGNATURE (X)

O Frequently
O Frequently
O Frequently

0 Moderately
0 Moderately
0 Moderately

Q Other

U Occasionally
U Occasionally

U Occasionally

DATE

O None
O None
O None

Doctor Initials/Date:




PATIENT PAIN DIAGRAM

Name:

Date:

Using the symbols given below, mark the areas on your body where you feel the described sensations. Include all affected areas.
Aching

o+t

___Coughing or sneezing
__Lying flat on your back
__Lying flat on your stomach

Height:

Numbness Pins and Needles Burning

—======= (XXX KX XXXXX

Is your pain aggravated by any of the following?
___Walking a distance
__Sitting in a chair
__Inthe middle of the night

Weight:

Stabbing Other

AAAAA 00000

__When you wake up
___Bending forward
__Standing too long

Right or Left-Handed:

Rate your symptoms on a scale of zero to ten, ten being the worst:
No Pain 1 2 3 4 5 6 7 8 9 10 SEVERE

How often do you feel your symptoms:

U Constantly (76-100%) U Frequently (51-75%) O Intermittently (26-50%) 1 Occasionally (0-25%)

If you didn’t have these symptoms, what is the first thing you would do?

Have you had any recent imaging? (X-ray, MRI, etc.) Type: Body Part:

Facility who performed imaging:

A patient coming to the doctor gives him/ her permission and authority to care for them in accordance with appropriate test, diagnosis, and analysis. The clinical procedures
performed are usually beneficial and seldom cause any problem. In rare cases underlying physical defects, deformities, or pathologies, may render the patient susceptible for
injury. The doctor, of course, will not provide specific healthcare, if he/ she is aware that such care may be contraindicated. It is the responsibility of the patient to make it
known or to learn through health care procedures from whatever he/ she is suffering from: latent pathological defects, illnesses, or deformities, which would otherwise not
come to the attention of the doctor.

| have read and understand the foregoing.

Patient’s Signature

Doctor Initials/Date:




X-RAY QUESTIONNAIRE: FOR WOMEN ONLY

Our consultation and examination may indicate that x-rays are necessary to accurately diagnose and

analyze your condition. Should x-rays be necessary we would like to confirm that you are not pregnant at
this time.

Name:

[ There is a possibility that | may be pregnant at this time.
[ Yes, 1 am definitely pregnant
[OINo, I am definitely not pregnant at this time

[ 1 request that x-ray films not be taken because:

Date of last menstrual period:

Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed and how you can get access to this information.

We care about our patients' privacy and strive to protect the confidentiality of your medical information at this practice. New federal legislation requires that we issue this

official notice of our privacy practices. You have the right to the confidentiality of your medical information, and this practice is required by law to maintain the privacy of that
information.

This practice is required to abide by the terms of the Notice of Privacy Practices currently in effect, and to provide notice of its legal duties and privacy practices with respect to
protected health information. If you have any questions about this Notice, please contact the Privacy Officer at this practice.

Who will follow this notice?

Any health care professional authorized to enter information into your medical record, all employees, staff, and other personnel at this practice who may need access to your
information must abide by this Notice. All subsidiaries, business associates (e.g., a billing service), sites and location of this practice may share medical information with each

other for treatment, payment purposes or heath car operation as stated in this Notice. Except where treatment is involved, only the minimum necessary information needed to
accomplish the task will be shared.

How We May Use and Disclose Medical Information About You

The following categories describe different ways that we may use and disclose medical information without your specific consent or authorization. Examples are provided for
each category of uses or disclosures. Not all possible uses or disclosures are listed.

For Treatment. We may use medical information about you to provide you with medical treatment or services. Example: In treating you for a specific condition, we may need to
know if you have allergies or prior injuries or surgeries that could influence our treatment process.

For Payment. We may use and disclose medical information about you so that the treatment and services you receive from us may be billed and payment collected from you, an
insurance company or a third party. Example: We may need to send your protected health information, such as your name, address, office visit date, and codes identifying your
diagnosis and treatment to your insurance company for payment.

For Health Care Operations. We may use and disclose medical information about you for health care operations to assure that you receive quality care. Example: We may use
medical information to review our treatment and services and evaluate the performance of our staff in caring for you.

Other Uses or Disclosures That Can be Made Without Your Consent or Authorization

As required during an investigation by law enforcement agencies
To avert a serious threat to public health or safety
As required by military command authorities for their medical records



To worker's compensation or similar programs for processing of claims
In response to a legal proceeding

To a coroner or medical examiner for identification of a body

If an inmate, to the correctional institution or law enforcement official
As required by the US Food and Drug Administration (FDA)

Other healthcare providers treatment activities

Other covered entities' and providers' payment activities

Other covered entities' healthcare operations activities (to the extent permitted under HIPAA)
Uses and disclosures required by law

Uses and disclosures in domestic violence or neglect situations

Health oversight activities

Other public health activities

We may contact you to provide appointment reminders or information about treatment and other health related benefits and services that may be of interest to you.
Uses and Disclosures of Protected Health Information Requiring Your Written Authorization

Other uses and disclosures of medical information not covered by this Notice or the laws that apply to us will be made only with your written authorization. If you give us
authorization to use or disclose medial information about your, you may revoke that authorization, in writing, at any time. IF you revoke your authorization, we will thereafter
no longer use or disclose medical information about you for the reasons covered by your written authorization. We are unable to take back any disclosures we have already
made with your authorization, and we are required to retain our records of the care we have provided you.

Your Individual Rights Regarding:
Disclosures and Changes to Your Medical Information

Right to Request Restrictions. You have the right to request a restriction or limitation on the medical information we use or disclose about you for treatment, payment, or heath
care operations or to someone who is involved in your care or the payment of your care. We are not required to agree to your request. If we do agree, we will comply with your
request unless the information is needed to provide you with emergency treatment. To request restrictions, you must submit your request in writing to the Privacy Officer at
this practice. In your request you must tell us what information you want to limit.

Right to an Accounting of Non-Standard Disclosures. You have the right to request a list of the disclosures we made of medical information about you. To request this list, you
must submit your request in writing to the Privacy Officer at this practice. Your request must state the time period for which you want to receive a list of disclosures that is no
longer than six years and may not include dates before April 14, 2003. Your request should indicate in what form you want the list (example: paper or electronically). The first
list you request within a 12-month period will be free. For additional lists, we reserve the right to charge you for the cost of providing the list.

Right to Amend. If you feel that medical information we have about you is incorrect or incomplete, you may ask us to amend the information. You have the right to request an
amendment for as long as the information is kept. To request an amendment, your request must be made in writing and submitted to the Privacy Officer at this practice. In
addition, you must provide a reason that supports your request. We may deny your request for an amendment if it is not in writing or does not include a reason to support the
request. In addition, we may deny your request if the information was not created by us, is not part of the medical information kept at this practice, is not part of the
information which you would be permitted to inspect and copy, or which we deem to be accurate and complete. If we deny your request for amendment, you have the right to
file a statement of disagreement with us. We may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. Statements of disagreement and
any corresponding rebuttals will be kept on file and sent out with any future authorized requests for information pertaining to the appropriate portion of your record.

Your Access to Medical Information

Right to Inspect and Copy. You have the right to inspect and copy medical information that may be used to make decisions about your care. Usually this includes medical and
billing records but does not include psychotherapy notes, information compiled for use in a civil, criminal, or administrative action or proceeding, and protected health
information to which access is prohibited by law. To inspect and copy medical information that may be used to make decisions about your, you must submit your request in
writing to the privacy officer at this practice. If you request a copy of the information, we reserve the right to charge a fee for the costs of copying, mailing or other supplies
associated with your request. We may deny your request to inspect and copy in certain very limited circumstances. If you are denied access to medical information, you may
request that the denial be reviewed. Another licensed heath care professional chosen by this practice will review your request and the denial. The person conducting the
review will not be that person who denied your request. We will comply with the outcome of the review.

Right to a Paper Copy of This Notice. You have the right to a paper copy of this Notice at any time. Even if you have agreed to receive this notice electronically, you are still
entitled to a paper copy. To obtain a paper copy of the current Notice, please request one in writing from the Privacy Office at this practice.

Right to Request Confidential Communications. You have the right to request how we should send communications to you about medical matters, and where you would like
those communication sent. To request confidential communication, you must make your request in writing to the Privacy Officer at this practice. We will not ask you the reason
for your request. We will accommodate all reasonable requests. Your request must specify how or where you wish to be contacted. We reserve the right to deny a request if it
imposes an unreasonable burden on the practice.

Complaints. If you believe your privacy rights have been violated, you may file a complaint with the Privacy Officer at this practice or with the Secretary of the Department of
Health and Human Services. All complains must be submitted in writing. You will not be penalized or discriminated against for filing a complaint.

| have read and understand the Notice of Privacy Practices.

Patient’s Signature Date



PLEASE READ THOROUGHLY, INITIAL AT EACH SECTION AND SIGN AT THE BOTTOM. THANK YOU.

Authorization to Release Information

| authorize Chiro One Wellness P.C. to release all information related to the care | receive to my HMO, insurance company, third
party payor or their designee. | understand that this may be necessary for the payment of my bill, determining benefits or for utilization and
quality review purposes.

Information about Possible Risk of Chiropractic Treatment

You have the right, as a patient, to be informed about your condition and the recommended integrative and complementary
procedure to be used so that you make an informed decision whether or not to undergo the procedure after knowing the risk and hazards
involved. This disclosure is not meant to scare or alarm you; it is simply an effort to make you better informed so that you may give or
withhold your consent to the procedure. Two different types of adjustment techniques are used in this office. Primarily, for a large majority
of our patients, our office is currently utilizing state- of- the- art technology; therefore, safety is not a concern. In addition to spinal
manipulation, treatment can also involve other forms of therapy including ultrasound, electrical stimulation, traction, hot and cold packs,
hydrotherapy, infrared heat, low level laser, trigger point, massage, exercise, topical pain-relieving gel, nutritional supplement, and spinal
decompression. As with any health procedure complication may arise during treatment. These complications include soreness, muscle or
ligament strain, dislocation, fractures, stroke, disc injuries or physiotherapy burns. These are extremely rare occurrences.

Spinal Decompression

You have the right, as a patient, to be informed about the recommended additive therapy spinal decompression. If treatment of
spinal decompression is recommended, you understand, as with any healthcare procedure, there may be certain complications that arise.
This may include: strains, muscle spasm, disc injury, or worsening pain. This list is not all inclusive. The complications are considered RARE.
The most common risk is dull, achy soreness similar to having just worked out for the first time in a long time. This is usually due to stretching
of tight muscles that haven’t been stretched in this way. This will typically go away within the first week or two of treatments. We will warm
the tissues up before treatment and will decompress your spine more conservative at first to prevent as much soreness as we can. It is
recommended that you ice for 20 minutes up to 3 times daily for the first week to decrease pain and soreness.

Assignment of Benefits

| assign all benefits payable to me for my care to Chiro One Wellness, PC. | understand that this health care facility will be paid
directly by the insurance company or other payor. This assignment will remain in effect until revoked by me in writing. A photocopy of this
assignment is considered as valid as the original.

Guarantee of Payment

| guarantee payment of all charges incurred for treatment in accordance with the rates and terms of this health care.
Consent for Treatment

| authorize the performance of diagnostic tests, procedure and treatment deemed necessary by personnel involved in my care.
Authorization to Treat a Minor

I hereby request my doctor at this clinic to perform diagnostic test and render chiropractic adjustment and other treatment to
my minor son/daughter. This authorization also extends to all other doctors in this clinic and is intended to include radiographic examination
at the doctor’s discretion. As of this date, | have legal right to select and authorize health care services for the minor child named above.
Under the terms and condition of my divorce (if applicable), separation or other authorization, the consent of a spouse/former spouse or
other parent is not required. If my authority to so select and authorize this care should be revoked or modified in any way, | will immediately
notify Disc Doctor.

Signature of Patients or responsible party: Date:

Relationship to Patient:

Doctor Signature: Date:




No Fault Insurance Questionnaire

*All information required*

Insurance Company:

Case/Claim#:

Social Security #:

Date of Accident:

Adjuster’s Name:

Adjuster’s Phone #: ext.:

Fax#:

s this case open?: [ YES U NO
Region of body affected by injury:

O NECK O MIDBACK U LOW BACK U OTHER:

Do you have a lawyer? What is their name and contact information?

Additional Information:

Every No Fault case has what is called “policy benefits.” This is a certain dollar amount you are able to use for medical
expense accrued from and auto accident. These benefits need to be known in order to treat so that we are not
exceeding your policy limits, also known as “policy exhaustion.” If your plan become exhausted you will be
responsible financially for the remainder of your medical bills with any active providers. You will be asked every 6
months to contact your auto insurance company in order to obtain the most recent “policy benefit.” Please list any
benefits you may know to date, if not we may contact your lawyer or ask you to call your insurance company.

Policy Benefit Allowance:

Policy Used to date:




Auto Accident Information

Name: Today’s Date:

Accident Details:

Date of accident: / / Time of day: am/pm Location:

(Please check appropriate answers)
Were you the Driver Passenger Pedestrian

Were you struck from Behind Front Right Side Left Side

Were you looking straight ahead, to the left, or to the right?

Was your vehicle Stopped to make a turn Stopped for traffic signal
Moving at time of impact Stopped
Other:

Did your body strike anything in the car? QUYES UNO Details:

How many people were in the vehicle?

Describe in detail how the accident happened:

Were you rendered unconscious as a result of the accident? QYes UNO
Did the airbags deploy? Qvyes UNO

Were you rendered unconscious as a result of the accident? QYes UNO
Were you taken to the hospital as a result of the accident? QYesS UNO

(If yes, by ambulance or personal vehicle?)

How soon after the accident were you taken to the hospital? UIMMEDIATELY ULATER

If later, how much time lapsed before you went to the hospital?

Which hospital did you go to?

Have you had any imaging (Xray/MRl/etc.) since the accident? AYES WNO If yes, where?
Have you lost any days of work as a result of the accident? YES UNO If yes, how many?
Are you still off of work? LYES UNO Last day worked: Date returned:

Explain what type of work you do:

Have you consulted with any other doctors since the accident? QYeS UNO

If yes, doctors name: Specialty:

Doctor Initials/Date:




Request for release of Medical Records

Patient Name:

Patient DOB:

Patient Phone Number:

TO:
Physician’s Name/Office
Street City State Zip
TO BE RELEASED TO:
Dr. Mohamed Munassar
Chiro First Wellness Center Phone: 716-675-2225
4214 Clinton St. Fax: 716-675-2222
West Seneca NY 14224 Email: info@chirofirstwellnesscenter.com
Patient’s Name (Printed) Date

Patient’s Name (Signature)

Additional Comments:



Y ol Ch o
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Patient Name: Date:

Check which applies:  Worker’s Comp UNo Fault WPersonal Injury

According to the NF/WC fee schedule patients with no fault, worker’s comp, or personal injury are only allotted 3 units of service
per billing day. This letter states that |, the patient, am in agreeance that | will not receive any other treatments on the same day
as another service.

Example: | will not receive chiropractic care on the same day as physical therapy.

If I, the patient, schedule 2 services within the same day and my service provider does not receive payment; | understand that |
will be responsible for the payment of the service for that date.

INDEPENDENT MEDICAL EXAMS (IME) ACKNOWLEDGEMENT

New York state requires what is called and Independent Medical Exam (IME) for patient with workers compensation and no fault
injuries. These exams are scheduled at any point at a different providers office. They are to determine your eligibility for care by
the insurance carrier.

You must attend your scheduled IME or it will result in denial of care to your provider. Any result of non-payment due to a
missed IME will be your financial responsibility.

| understand and acknowledge the terms of this agreement.

Print Name:

Signature:




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)

F , ("Assignor”) hereby assign to , ("Assignee”™)
(Print patient's name) (Print hospatal or health care provider name)

all rights privileges and remedies to payment for health care services provided by assignee to which | am

entitled under Article 51 (the No-Fault statute) of the Insurance Law.

The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignor and

shall not pursue payment directly from the Assignor for services provided by said Assignee for injuries sustained

due to the motor vehicle accident which occurred on . hot withstanding any other agreement
(Print accdent date)

to the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor's lack
of coverage and/or violation of a policy condition due to the actions or conduct of the assignor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

(Print name of Patient) (Signature of Patient)
(Date of signature)
(Address of Patient)
(Print name of Provider) (Signature of Provider)
(Date of signature)

(Address of Provider)

NYS FORM NF-AOB (Rev 1/2004)



Pationt's Mamsa MNumbear
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LOW BACK DISABILITY QUESTIONAIRE (REVISED OSWESTRY)

Thiz questonaire has been designed fo give the doctor information as to how your neck pain has affect=d your ability to manage in
evenyday life. Please answer every section and mark in each section only OME box which applies to you. We malize you may
consider that two of the stalements in any one section relate fo you, but please just mark the box which MOST CLOSELY

de scribes your problem.

Section 1 - Pain Intensity

| can tolerate the painwithout having o use painkillers.

The pain is bad but | can manags without taldng painkillers.
Painkillers ghe complete =lisf from pain.

Painkilers ghee moderate relisf from pain.

Painkillers ghee very little relief from pain.

Painkilers have no efiect on the pain and | do not use them.

@ Crrrr

| can look afier myself normally without causing extra pain.
| zan keok afier mysslf normally but it causes extra pain.

It is painful to lock after mysefand | am slow and carsful.

| need some help but manage most of my personal cars.

| need help every day in most aspects of sl cars.

| do not get dressed, | wash with difficulty and stay in bed.

Section 3 - Lifting

| can bt heavy weights without extra pain.

| can it heawy weights but it gives extra pain.

Pain prevents me from lifting heawy weights off the floor, bt

| zan manags if they are comveniently positioned, for

exampls on a tabde.

L] Pain prevents me from lifting heaw weights, but | can
manage light to medium weights if they are conenisnitly
positicned.

[ 1can it wery light weights.

Ll Icannot ift or carry amything at all.

Section 4 - Walking

Pain does not prevent me from walking any distance.

Pain pravents me from walking mor than ons mike.

Pain prevents me from walking more than one-half mike.
Pain prevents me from walking mor than one-quarier mils.
| can only walk using a stick or crutches.

[ 1amin bed most of the time and have to crawl to the toilet.

Section 5 - Sitting
L] lecan sitin amy chair as long a5 | like.
L] lcan only sitin my favoriie chair as long as | Be.

[] Pain prevents me from siting maore than one hour.

[ Pain prevents me from siting more than 30 minutes.
L
L

CCCOoe

Pain prevents me from sitting more than 10 minutes.
Pain prevents me from sitting almost all the time.

S-IIII'II'QZ Ouestions anre scomd on 8 wanlcal scalke af 0-5. Tolsl scoms
and muitiply by 2. Divide by number of seclions answerad muitiplied by
10. A score of 22% or more |s conskdered significant aciiviles of dally
Iving cEsabillty.

{Score__ x2)/{__ Seconsx 10)- HADL

ction 2 - Personal Care (Washing, Dressing, ete.)

Section 6 - Standing

| can stand as kong as | want without extra pain.

| can stand as long as | want but it ghes extra pain.
Pain prevents me from standing mor than 1 hour.
Pain prevents me from standing more than 30 minutss.
Pain prevents me from standing more than 10 minutss.
Pain prevents me from standing at all.

Section T - Sleeping

Pain doss not prevent me from slesping well.

| can sleep well only by using tablets.

Ewven when | taks tablets | have lese than & hours slesp.
Even when | faks tablets | have less than 4 howrs slesp.
Even when | faks tablets | have less than 2 howrs slesp.
Pain prevents me from slesping at all.

Section 8 - Social Life

| | My social life is normal and gives me no extra pain.

j My social life i3 normal but increases the degres of pain.
Pain has no significant sfisct on my socal He apart from
limiting my more energetic interests, 2.9, dancing.

[1 Pain has restricted my social e and | do not go out as
often.

[] Pain has restricted my social ife to my home.

LI 1have no social lile because of pain.

L it

(I I

Section 9 - Traveling

[ 1 can travel anywhere without extra pain.

L1 Ican travel amywhers but it gives me extra pain.
Pain is bad but | manags journsys over 2 hours.
Pain is bad but | manage journsys less than 1 hour.

Pain restricts me to short necessarny joumeys undsr 30
minuiss.

Pain prevents me from traveling except to the doctor or
hoapital.

Section 10 - Changing Degree of Pain

My pain is rapidly getting better.

My pain fluctuat=s but overall is definizly getting betier.

My pain s=ems to be getting better but improvement is show
at the present.

My pain is neither getiing betier nor worss.

My pain is gradually worssning.

|| My pain is rapidly worsening.

Comments

O o

AL



Patient's Mams

Mumber

Date

NECK DISABILITY INDEX

This questionaire has bean designed to give the doctor infcemation &s 1o how youwr neck pain has sflecied your ability o manags in
avaryday [ifa. Pleass answer every saction and mark in each saction only OMNE box which applies fo you. 'We realize you may
consider that o of the sislements in 2ny one section relate o you, but please just mark the box which MOST CLOSELY

dascribas your proble m.

Section 1 - Pain Intensity

| hawa no pain at the mament.

The pain is wery mild at the momeani.
The pain is modarake at the mament.
The pain is feirly severs = the moment.

The pain is wery savem =t the moment.
The pain is the worst imaginable at the moment.

oooce o

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

LI | zan look afier mysalf noomally without causing exira pain.
O | cen look afier mysali noomally but it causas axtra pain.
L [Itis painful to ook sfier mysalf and | am slow and canaful.
LI | nead some help but menage maosi of my personal cas.
LI |mead halpavary day in most espects of sal cara.

LI | donot get dressad, | wash with difficulty and stay in bed.

Saction 3 - Lifting

| can ifl heewvy waights withaut axtra pain.

| can lift heewy waight=s but it gives axira pain.

Pain prevenis me from Bting heavy waights off the flsor, but
| can mansage if they ere corvanendly positionad, for
axample on 3 teibke,

O Pain prevents me from Eting heavy weaights, but | can
manage kght to medium weaighls if thay are conveniently
pasifionad.

| cam lift wery light waighis.

| cannod lift or camy anything &t al.

Section 4 - Reading

| can mad &5 much == | wanl io with no pain in my nech.

| zan mad &5 muech =5 | want fo with slight psin in my nach.
| can mad &5 much == | wanl io with modarsis pain.

| zan't mad a5 much &5 | want bacawss of modarsia pain in
iy mach

| zan hardy read =1 all because of sever pain in my nech
| cennod read at =l
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| have no headaches at all.

| hawa slight head=ches which come infregueantly.

| hawe slight headaches which come frequently.

| hawa modersie headaches which come infragquently .
| hawa modarsie headaches which come feguenily.

| hawa headzches almast 2l the timea.

COOoocrC

Sconng: Cuestions ara soored on avarical scale of 5. Total sconas
and multiply by 2. Divida by numbar of secions answard multiplied by
10, & sooma of 23% or mom s considenad significant activiles. of daily
Irving disability.

(Soom ___x 2}/ [ Sactions x 10)] = WADL

EE-I:tiFH'I & - Concentration

Ccccoge

| can concanirate fully when | want 1o with no dificulty.

| can concanirate fully when | want 1o with slight difficulty.

| hawe = fair dagraa of difficulty in concentrating whan | want 1o.
| hawe = lof of difficully in concantrating when | want 0.

| hawe = great desl of difficulty in concentrating when | wani to.
| cannot concentrale &t all.

Section T - Waork

dOodEEd

| can do &5 much work as | want 1o

| can only do my ususl work, but mo mane.

| can dio most af my ususl work, but no mos.
| cannod do my ususl wark.

| can handly do any work 21 all.

| can'i do any waork at =l

Soction 8 - Driving
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| drive my car without any neck pein

| can drive my car as long &s | want with slight pain in my neck.
| can drive my car as long &s | wanl with moderate pain in my
nack.

| cant drive my car as long as | want becausa of moderee pain
in my mack

| can handly drive my car at sl becawsse of sevane pain in my
nack.

| can drive my car at all.

Section §- Skeeping

dOocCELE

| henve ma trowuble sleaping.

Wty sleap is slightly disturbed (less then 1 hr. sleapless).
My sleap is modersiely disturbed (1-2 hrs. sheapless].
My sleap is modersisly dstwbed (2-3 hrs. sleapless).
My sleap is greatly disturbad (3-4 hrs. sleaplass].

My sleap is complataly disturbed (57 hr=. sleapless).

Section 10 - Hecreation

0O o c £ £ O

| am able o 2ngags in all my = creation activities with no neck
psin at all.

| am able toangags in all my = creetion activities, with some
pin in my neck

| am able toengags in most, but not all of my wsweal ecreation
gctivities becaussa of pain in my nech

| am able o engags in a faw of my ususl receation activities
becausa of pain in my neck

| can hardly do any recrealion activiies bacausa of painin my
nack.

| cani do amy receaiion acivities at all.
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