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Have vou had previous chiropractic care? I Yes [ No YES NO
Man Complaint i"Im‘fjf:‘_Ci{CS Hoou
Oither Complaint Neck Pain [ O
AT LR amnis " [ — pu—

HERAmPRERES T Agm or Shoulder Pain 4 &
Are you pregoam? (5 Yes T3 No Back Pain 3
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How long bave vou had this condition?
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High or Low
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Complcit only Tor:

JOB INJURY INFORMATION: pae Time

Location oo

Description of aczident

Workman's Compensation Case #

Insurance Company Address

Insurance Company Case 4

Emplover's Name Address

Hospitalized? ___  MName of Hospitgl
Other Doctors seen

X-rays taken

Are you working now?
Tiume lost from work o

{dates)

Complete only for:

ACCIDENT INFORMATIOM: pae Time

How did accident ocewr? 0 Auto Collision {7 Other

Locanon

If auto accident, were you I Peiver ) Passenger 7 Pedestrian
If auto collision, were you struck from i Right Side [ Leaft Side
Bid your car strike the sther(s) involved? 1} Yes I No

Or did the other car strike yours? {7 Yes
As 2 result of the accident, were traffie eitations issued 1o you? 7 Yes {71 Ne
To the driver of the other car? i Yes {1 No

To the driver of your car? 3 Yes [ No

Autg was Parked

List the extent of the injuries 3s you know them

Did you require post-acciden: hospitalization? 3 Yes [ No
Check sympioms you have noticed since accident:

7] Headache :
] Meck Pain

1 Meck S1if

iy Sleeping Problems

,,,,,

¢ Head Seems Too Heavy

Pins and Needles in Arms Ears Ring

Pins and Meedles in Legs i Face Flushed

P Dizziness {71 Light Bother Eyes
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i1 Hands Cold

[ Stomach Upset

[} Back Pain 1 Numbness in Fingers 1 Buzzing in Ears 1 Constipation
i Mervousness % Numbness in Toes 0 Loss of Balance [0 Cold Sweats
71 Tension T} Shortness of Breath % Fainting 1 Fever

1 freitabibity 7 Fatigue i Loss of Smel] £
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Have you lost any days of work? {3 Yes 0 No Dates:

Insurance Companies involved:
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Company of person responsibie for injuries

Have you been contacted by an insurance adjuster or Company representative regarding this claim?

Do you have an atiorney that has advised you in this care? [ Yes [ Ne

Name

7 Yes 0 No

Address

Telephoan




D UDICK H EALTH
Back & Neck Center

RE: Name of Patient

D.O.B.:
SS #
RECORDS RELEASE
1) I hereby authorize Dudick Health to release and to permit the examination or copying of any of my medical

records, X-rays, laboratory reports, and the results of all tests of any type or character to such persons as Dudick Health
deems appropriate, including the information necessary to process a claim.

2) I hereby authorize my doctor or supplier of service to release and to permit the copying of any of my medical

records, X-rays, insurance information, laboratory reports and the results of all tests of any type to Dudick Health, at
1789 Route 9, Clifton Park, NY 12065.

SIGNED DATE

ASSIGNMENT OF BENEFITS
I authorize payment of medical benefits to Dudick Health for services provided.

SIGNED DATE

ACCEPTANCE OF PATIENT RESPONSIBILITY

I understand that I am financially responsible for any charges incurred at this office, including copays, deductibles, and
charges denied or not covered by my insurance company. I realize my care may be subject to pre-authorization by the
insurance company, and I accept any responsibility for charges which may not be approved, including the initial visits
while waiting for approval. The insurance company will review any/all documentation submitted by Dudick Health for
review for medical necessity and base their approval/denial upon this documentation.

SIGNED DATE

October 2003



Patlent Health Questionnaire - PHQ

ACN Group, Inc. Form PHQ-202

Patient Name

Date

1. Describe your symptoms

ACN Group, Inc. Use Oniy rav 3272003

a. When did your symptoms start?

b. How did your symptoms begin?

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms

@ Constantly (76-100% of the day)
@ 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 ® Buming
@ Numb ® Tingling

4. How are your symptoms changing?
@ Getting Better
@ Not Changing
@ Getting Worse

5. During the past 4 weeks:

a. Indicate the average intensity of your symptoms

® Not at all @ A little bit

None

©)

Unbearable

e © 2 © & ®& © ©0 ©& & o

b. How much has pain interfered with your normal work (inciuding both work outside the home, and housework)

® Moderately

@ Quite a bit

® Extremely

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?

(like visiting with friends, relatives, etc)
@ All of the time

@ Most of the time

@ Some of the time

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

@ Excellent

8. Who have you seen for your symptoms?

a. What treatment did you receive and when?

b. What tests have you had for your symptoms
and when were they performed?

9. Have you had similar symptoms in the past?

a. If you have received treatment in the past for
the same or similar symptoms, who did you see?

10. What is your occupation?

a. If you are not retired, a homemaker, or a
student, what is your current work status?

Patient Signature

@ Very Good

@ Alittie of the time  ® None of the time

® Good @ Fair ® Poor
® No One @ Medical Doctor ® Other
@ Other Chiropractor @ Physical Therapist
® Xrays date: ®CT Scan  date:
@ MRI  date: @ Other date:
@Yes @ No
@ This Office ® Medical Doctor ® Other
@ Other Chiropractor @ Physical Therapist

@ Professional/Executive
@ White Collar/Secretarial
© Tradesperson

® Full-time
@ Part-time

@ Laborer
® Homemaker
® FT Student

@ Self-employed
® Unemployed

Date

@ Retired
® Other

® Off work
® Other




| Neck Index

ACN Group, inc. Form NI-100

ACN Group, Inc. Use Only rev ¥27/2003

Patient Name . 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 problem.

Pain Intensity

@ |have no pain at the moment.

@ The pain s very mild at the moment.

@ The pain comes and goes and is moderate.

@ The painis fairly severe at the moment.

@ The painis very severe at the moment.

® The painis the worst imaginable at the moment.

Sleeping

@© | have no trouble sleeping.

@ My sleepis slightly disturbed (iess than 1 hour sleepless).
@ My sieap is mildly disturbed (1-2 hours slespless).

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

® My sleep is completely disturbed (5-7 hours sleepless).

Reading

© | can read as much as | want with no neck pain.
® | can read as much as | want with slight neck pain.
@ | can read as much as | want with moderate neck pain.

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

@ | can hardly read at all because of severe neck pain.
® | cannot read at all because of neck pain.

Concentration
© | can concentrate fully when | want with no difficulty.

Personal Care
© 1 can look after myself normally without causing extra pain.
@ | can look after myself normally but it causes extra pain.

@ ltis painful to look atter myself and | am siow and careful.
@ | need some help but | manage most of my personal care.
@ | need help every day in most aspects of self care.

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

Lifting
© | can lift heavy weights without extra pain.
@ | can iift heavy weights but it causes extra pain.

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
- if they are conveniently positioned (e.g., on a table).
@ Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

@ | can only fift very light weights.
® | cannot lift or cary anything at all.

Driving

®© | can drive my car without any neck pain.
® | can drive my car as long as | want with slight neck pain.

@ | can drive my care as long as | want with moderate neck pain.

@ | cannot drive my car as long as | want because of moderate neck pain.
@ | can hardiy drive at ali because of severe neck pain.

® | cannot drive my car at all because of neck pain.

R

Recreation
@ 1 am able to engage in all my recreation activiies without neck pain.

@ 1 am able to engage in all my usual recreation activities with some neck pain.

@ | am able to engage in most but not all my usual recreation activities because of neck pain.
® 1 am only able to engage in a few of my usual recreation activities because of neck pain.
@ 1 can hardly do any recreation activities because of neck pain.

® 1 cannot do any recreation activities at all.

® I can concentrate fully when | want with siight difficulty.

@ | have a fair degree of difficulty concentrating when | want.
@ | have a ot of difficulty concentrating when | want.

@ | have a great deal of difficulty concentrating when | want.

(® | cannot concentrate at all,

Headaches

@ 1 have no headaches at all.

@ | have slight headaches which come infrequently.

@ | have moderate headaches which come infrequently.
@ ! have moderate headaches which come frequently.
@ | have severe headaches which come frequently.

Work

© | can do as much work as | want.

@ i can only do my usual work but no more.

@ | can only do maost of my usual work but no more.
@ |cannot do my usual work.

@ | can hardly do any work at all.

® | cannot do any work at all. ® | have headaches almost all the time.

Neck
Index
Score




'Back Index

ACN Group, inc. Form BI-100

Patient Name

ACN Group, Inc. Use Only rev 327/2003

Date

This questionnaire will give your provider information about how your back 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 problem.

Pain Intensity

© The pain comes and goes and is very mild.

@ Tnhe pain is mild and does not vary much.

@ The pain comes and goes and is moderate.

@ The painis moderate and does not vary much.
@ The pain comes and goes and is very severe.
® The pain is very severe and does not vary much.

Sleeping
© | getno pain in bed.
@ | get pain in bed but it does not prevent me from sleeping well.

@ Because of pain my normal sleep is reduced by less than 25%.
® Because of pain my normal sleep is reduced by less than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.

® Pain prevents me from sleeping at all.

Sitting

© 1 can sitin any chair as long as | like.

® 1 can only sit in my favorite chair as long as | like.

@ Pain prevents me from sitting more than 1 hour.

® Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® 1avoid sitting because it increases pain immediately.

Standing

© |can stand as long as | want without pain.

@ | have some pain while standing but it does not increase with time.

@ | cannot stand for longer than 1 hour without increasing pain.
@® | cannot stand for longer than 1/2 hour without increasing pain.

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

® |avoid standing because it increases pain immediately.

Walking
@ 1have no pain while walking.

® 1 have some pain while walking but it doesn't increase with distance.

@ | cannot walk more than 1 mile without increasing pain.
® | cannot walk more than 1/2 mile without increasing pain.
@ | cannotwalk more than 1/4 mile without increasing pain.
® | cannot walk at all without increasing pain.

Personal Care

© | do not have to change my way of washing or dressing in order to avoid pain.

@ 1da not normally change my way of washing or dressing even though it causes some pain.
) Washing and dressing increases the pain but | manage not to change my way of doing it.

® Washing and dressing increases the pain and | find it necessary to change my way of doing it.
@ Because of the pain | am unabie to do some washing and dressing without help.

® Because of the pain { am unable to do any washing and dressing without help.

Lifting

© | can lift heavy weights without extra pain.

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

@ Pain prevents me from lifting heavy weights off the floor.

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

® 1 can only lift very light weights.

Traveling
© | get nopain while traveling.
® | get some pain while traveling but none of my usual forms of travel make it worse.

@ | get extra pain while traveling but it does not cause me to seek alternate forms of travel.
® | get extra pain while traveling which causes me to seek alternate forms of travel.
@ Pain restricts all forms of travel except that done while lying down.

® Pain restricts all forms of travel.

A

Social Life

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

@ My social life is nomal but increases the degree of pain.

@ Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

@ Pain has restricted my social life and | do not go out very often.

@ Pain has restricted my social life to my home.

® | have hardly any social life because of the pain.

Changing degree of pain
© My pain is rapidly getting better.
® My pain fluctuates but overall is definitely getting better.
@ My pain seems to be getting betler but improvement is slow.
® My pain is neither getting better or worse.
@ My pain is gradually worsening.
® My pain is rapidly worsening.

Back
Index
Score




