
 

Name: ________________________________________________        Date: _____/_____/_____ 
      (First)          (Initial)          (Last)               (Name to be called) 

 
Address: ________________________________________ Home Phone: _____-_____-_______ 

    _________________________________________ Work Phone:  _____-_____-_______ 

   (City)             (State)             (Zip)   Cell Phone:     _____-_____-_______ 

Email: ___________________@_______________________ 

Birthday: ____/____/____    Age: ____    Male___ Female___ 

Parents (if a minor): _________________________________ 

Marital Status:  Single___   Married___   Divorced___   Widowed___ 

Spouse’s Name: _____________ Children:  __Yes   __ No    #_____ 

Occupation: ___________________________  Employer: __________________________ 

Who may we thank for referring you? ________________________________________________ 

 

 

 

 

 

 

 
 

What is your major symptom/problem? ___________________ 

__________________________________________________ 

When did your symptoms begin? _______________________ 

Have you had this problem before? _____________________ 

Is your condition getting progressively worse?  Yes___   No___ 

Is this problem:   ___constant   ___comes and goes 

Circle below the severity of your pain on a scale of 0 to 10: 

(No pain)   0   1   2   3   4   5   6   7   8   9   10   (Severe pain) 

What makes your condition better? ______________________ 

What makes your condition worse? _____________________ 

Activities/movements that are painful to perform: 

___Sitting  ___Standing  ___Walking  ___Bending  ___Lying down 
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Mark an “X” on the picture where 
you have pain and/or numbness: 

 

 

 

Is your condition possibly due to an accident?  Yes___ No___    Date: ____/____/____ 

If yes, what type of accident?  Automobile___    Work____    Other________________ 

To whom have you reported the accident? Insurance__  Worker’s Comp__  Employer__  Other__ 

TURN OVER TO BACK 

In case of emergency, contact: 

________________________       

Phone: _____-_____-_______ 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Check any treatments you have had for this condition: 

      ___Chiropractic   ___Orthopedic   ___Neurologist   ___Physical Therapy   ___Medication   ___Surgery 

Names of other doctors who have treated your condition: ________________________________ 

______________________________________________________________________________ 

Describe other doctor’s treatment for your condition: ____________________________________ 

Previous Chiropractic care? ___Yes  ___No   If yes, what type(s) of chiropractic? _____________  

______________________________________________________________________________ 

Date of last:   Physical exam __________    Spinal x-ray __________    MRI       __________ 

                      Spinal exam     __________    Dental x-ray __________    CT-scan __________ 

List any medications you are currently taking: __________________________________________ 

Are you pregnant?   ___Yes    ___No  Beginning of last menstrual cycle: _____________ 

Check any of the following conditions you have had: 
___AIDS/HIV ___Ear ringing ___Neck pain   
___Allergies ___Epilepsy  ___Numbness 
___Anxiety/Depression ___Headaches  ___Osteoporosis 
___Arm/shoulder pain ___Headaches - Migraine ___Poor circulation 
___Arthritis ___Heart Disease  ___Prostate problems 
___Asthma ___Hemorrhoids ___Rheumatoid Arthritis 
___Bladder problems ___Herniated disk ___Sciatica 
___Cancer ___High blood pressure ___Shingles 
___Chronic fatigue ___Insomnia ___Sinus infection 
___Deafness  ___Irregular cycle ___Stroke 
___Diabetes ___Kidney problems ___Thyroid problems 
___Digestion problems ___Leg pain ___TMJ 
___Earache ___Low back pain ___Vertigo/Dizziness 
 

 

 

 

 

 

 

 

 

 

 

 

 

Have you had any:    Description        Date 

Automobile accidents  ________________________________________________   ___________ 

Surgeries   _________________________________________________   ___________ 

Broken bones __________________________________________________   __________ 

Falls/Head injuries  _________________________________________________   ___________ 

This office accepts cash, checks, MasterCard, Visa, American Express, and Discover.  To keep our fees 
reasonable, payment is expected at the time of service.  Health and auto insurance policies are 
arrangements between the patient and the insurance carrier.  This office does not accept insurance, but will 
file your insurance claims electronically if you have chiropractic benefits. 
 
I hereby authorize the release of any information regarding my treatment to my insurance company or 
myself. 
 

__________________________________     ___________    _____________________________
             Signature                Date   Parent (if patient is a minor) 



 

Notice of Privacy Practices for Protected Health Information 
 
This notice describes how your medical information may be used and disclosed and how you 
may access this information. 
 

With your consent, the practice is permitted by federal privacy laws to make uses and disclosures of your health 
information for purposes of treatment, payment, and health care operations. Protected health information is the 
information we create and obtain in providing our services to you. Such information may include documenting your 
symptoms, examination and test results, diagnoses, treatment, and applying for future care or treatment. It also includes 
documents for those services. 
 
Example of Uses of Your Health Information for Treatment Purposes: 
Our staff obtains treatment information about you and records it in your health record. During the course of your 
treatment, the doctor determines a need to consult with another specialist in the area. The doctor will share the 
information with such specialist and obtain input. 
 
Example of Use of Your Health Information for Payment Purposes: 
We submit a request for payment to your health insurance company. The health insurance company requests information 
from us regarding medical care given. We will provide information to them about you and the care given. 
 
Example of Use of Your Information for Health Care Operations: 
We obtain services from our insurers or other business associates such as quality assessment, quality improvement, 
outcome evaluation, protocol and clinical guidelines development, training programs, credentialing, medical review, legal 
services, and insurance. We will share information about you with such insurers or other business associates as 
necessary to obtain these services. 
 
Your Health Information Rights: 
The health records that we maintain and billing records are the physical property of the practice. The information in it, 
however, belongs to you. You have a right to: 
1. Request a restriction on certain uses and disclosures of your health information by delivering the request in writing to 
our office.  We are not required to grant the request, but we will comply with any request granted. 
2. Obtain a copy of this Notice of Privacy Practices for Protected Health Information ("Notice") by making a request at our 
office. 
3. Request that you be allowed to inspect and copy your health record and billing record - you may exercise this right by 
delivering the request in writing to our office. 
4. Appeal a denial of access to your protected health information except in certain circumstances. 
5. Request that your health care record be amended to correct incomplete or incorrect information by delivering a written 
request to our office. 
6. File a statement of disagreement if your amendment is denied, and require that the request for amendment and any 
denial be attached in all future disclosures of your protected health information. 
7. Obtain an accounting of disclosures of your health information as required to be maintained by law by delivering a 
written request to our office. An accounting will not include internal uses of information for treatment, payment, or 
operations, disclosures made to your or made at your request, or disclosures made to family members or friends in the 
course of providing care. 
8. Request that communication of your health information be made by alternative means or at an alternative location by 
delivering the request in writing to our office. 
9. Revoke authorizations that you made previously to use or disclose information except to the extent information or 
action has already been taken by delivering a written revocation to our office. 
 
If you want to exercise any of the above rights, please contact our office staff, in person or in writing, during normal 
business hours.  They will provide you with assistance as to the steps to take to exercise your rights. 
You have a right to review this Notice before signing the consent authorizing use and disclosure of your protected health 
information for treatment, payment, and heath care operations purposes. 
 
Our Responsibilities as a Chiropractic Practice: 
• Maintain the privacy of your health information as required by law. 
• Provide you with a notice of our duties and privacy practices as to the information we collect and maintain about you. 
• Abide by the terms of this Notice. 
• Notify you if we cannot accommodate a requested restriction or request. 
• Accommodate your reasonable requests regarding methods to communicate health information with you. 



We reserve the right to amend, change, or eliminate provisions in our privacy practices and access practices and to enact 
new provisions regarding the protected health information we maintain. If our information practices change, we will amend 
our Notice.  You are entitled to reeive a revised copy of the Notice by calling and requesting a copy of our "Notice" or by 
visiting our officue and picking up a copy. 
 
To Request Information or File a Complaint 
If you have questions, would like additional information, or want to report a problem regarding the handling of your 
information, you may contact our staff.  Additionally, if you believe your privacy rights have been violated, you may file a 
written complaint at our office by delivering the written complaint to our staff. You may also file a complaint by mailing it or 
e-mailing it to the Secretary of Health and Human Services. 
• We cannot, and will not, require you to waive the right to file a complaint with the Secretary of Health and Human 
Services (HHS) as a condition of receiving treatment from the practice. 
• We cannot, and will not, retaliate against you for filing a complaint with the Secretary. 
 

Other Disclosures and Uses 
 

Our Office Open Setting: Please be advised that we operate in an open setting. We make every effort to hold sensitive 
personal and confidential information private. During routine visits others may over hear conversations such as 
recommendations for treatment. If you have any concerns of this method of practice, please make your concerns known 
to the doctors. If you have something that needs more privacy, please ask the doctor before the patient exam of your 
need so that the conversation can be moved to the doctor's office or a private room. 
Notification: Unless you object, we may use or disclose your protected health information to notify, or assist in notifying, 
a family member, personal representative, or other person responsible for your care, about your location, and about your 
general condition, or your death. 
Reminders: Unless you object, we will use text messages to remind you of your scheduled appointments. 
Communication with Family: Using our best judgment, we may disclose to a family member, other relative, close 
personal friend, or any other person you identify, health information relevant to that person's involvement in your care or in 
payment for such care if you do not object or in an emergency. 
Food and Drug Administration (FDA): We may disclose to the FDA your protected health information relating to 
adverse events with respect to products and product defects, or post-marketing surveillance information to enable product 
recalls, repairs, or replacements. 
Workers Compensation: If you are seeking compensation through Workers Compensation, we may disclose your 
protected health information to the extent necessary to comply with laws relating to Workers Compensation. 
Public Health: As required by law, we may disclose your protected health information to public health or legal authorities 
charged with preventing or controlling disease, injury, or disability. 
Abuse & Neglect: We may disclose your protected health information to public authorities as allowed by law to report 
abuse or neglect. 
Correctional Institutions: If you are an inmate of a correctional institution, we may disclose to the institution or its agents 
your protected health information necessary for you health and the health and safety of other individuals. 
Law Enforcement: We may disclose your protected health information for law enforcement purposes as required by law, 
such as when required by a court order, or in cases involving felony prosecutions, or to the extent an individual is in the 
custody of law enforcement. 
Health Oversight: Federal law allows us to release your protected health information to appropriate health oversight 
agencies or for health oversight activities. 
Judicial/Administrative Proceedings: We may disclose your protected health information in the course of any judicial or 
administrative proceeding as allowed or required by law, with your consent, or as directed by a proper court order. 
Other Uses: Other uses and disclosures besides those identified in this Notice will be made only as otherwise authorized 
by law or with your written authorization and you may revoke the authorization as previously provided. 
Website: If we maintain a website that provides information about our entity, this Notice will be on the website. 
 

I, ____________________________ hereby acknowledge that I have received a copy of this practice's 
Notice of Privacy Practices.  I have been given the opportunity to ask any questions I may have 
regarding this notice. 
 
Signature:__________________________________________ Date: _____/_____/_____ 
 
Print Name:_________________________________________ 

 
 

HP Spine Center   2424 Herodian Way   Smyrna, GA 30080   770.952.5353 
 



Name: ______________________________  Date:__________________ 
 

Neck Pain Disability Index 
 
This questionnaire has been designed to give the doctor information as to how your neck pain has affected your ability to manage in 
everyday life. Please mark the ONE NUMBER in each section that most closely describes your problem. We realize you may consider 

that two of the statements in any one section relate to you, but only mark the box that most closely describes your problem. 
 
Section 1- Pain Intensity 

0. I have no pain at the moment. 
1. The pain is very mild at the moment. 
2. The pain is moderate at the moment. 
3. The pain is fairly severe at the moment. 
4. The pain is very severe at the moment. 
5. The pain is the worst imaginable at the moment. 
 
Section 2- Personal Care (Washing, Dressing, etc.) 

0. I can look after myself normally without causing extra pain. 
1. I can look after myself normally but it causes extra pain. 
2. It is painful to look after myself and I am slow and careful. 
3. I need some help but manage most of my personal care. 
4. I need help every day in most aspects of self-care. 
5. I do not get dressed. I wash with difficulty and stay in bed. 
 
Section 3- Lifting 

0. I can lift heavy weights without extra pain. 
1. I can lift heavy weights but it gives extra pain. 
2. Pain prevents me lifting heavy weights off the floor, but I can 
manage if they are conveniently positioned, e.g., on a table 
3. Pain prevents me lifting heavy weights, but I can manage 
light to medium weights if they are conveniently positioned. 
4. I can lift very light weights. 
5. I cannot lift or carry anything at all. 
 
Section 4-Reading 

0. I can read as much as I want to with no pain in my neck. 
1. I can read as much as I want to with slight pain in my neck. 
2. I can read as much as I want with moderate pain in my neck. 
3. I can’t read as much as I want because of moderate pain in 
my neck. 
4. I can hardly read at all because of severe pain in my neck. 
5. I cannot read at all. 
 
Section 5- Headaches 

0. I have no headaches at all. 
1. I have slight headaches that come in-frequently. 
2. I have moderate headaches that come in-frequently. 
3. I have moderate headaches that come frequently. 
4. I have severe headaches that come frequently. 
5. I have headaches almost all the time. 
 
 
 
 
 
 
 
 
 
 

Section 6- Concentration 

0. I can concentrate fully when I want to with no difficulty. 
1. I can concentrate fully when I want to with slight difficulty. 
2. I have a fair degree of difficulty in concentrating when I want 
to. 
3. I have a lot of difficulty in concentrating when I want to. 
4. I have a great deal of difficulty in concentrating when I want 
to. 
5. I cannot concentrate at all. 
 
Section 7- Work 

0. I can do as much work as I want to. 
1. I can only do my usual work, but no more. 
2. I can do most of my usual work, but no more. 
3. I cannot do my usual work. 
4. I can hardly do any work at all. 
5. I can’t do any work at all. 
 
Section 8- Driving 

0. I can drive my car without any neck pain. 
1. I can drive my car as long as I want with slight pain in my 
neck. 
2. I can drive my car as long as I want with moderate pain in 
my neck. 
3. I can’t drive my car as long as I want because of slight pain 
in my neck. 
4. I can’t drive my car as long as I want because of moderate 
pain in my neck. 
5. I can’t drive my car at all because of the pain. 
 
Section 9- Sleeping 

0. I have no trouble sleeping. 
1. My sleep is slightly disturbed (less than 1hr. sleepless). 
2. My sleep is mildly disturbed (1-2 hrs. sleepless). 
3. My sleep is moderately disturbed (2-3 hrs. sleepless). 
4. My sleep is greatly disturbed (3-5 hrs. sleepless). 
5. My sleep is completely disturbed (5-7 hrs. sleepless). 
 
Section 10-Recreation 

0. I am able to engage in all my recreation activities with no 
neck pain at all. 
1. I am able to engage in all my recreation activities with some 
pain in my neck. 
2. I am able to engage in most, but not all my recreation 
activities with some pain in my neck. 
3. I am able to engage in a few of my usual recreation activities 
because of pain in my neck. 
4. I can hardly do any recreation activities because of pain in 
my neck. 
5. I can’t do any recreation activities at all because of pain in 
my neck. 

 
Total ____________ 

 

 

 

Please rate the severity of your pain by circling a number below: 
No pain 0  1  2  3  4  5  6  7  8  9  10 Unbearable pain 

 



Name: ______________________________  Date:__________________ 
 

Lower Back Pain Disability Index 

 
Please circle the ONE NUMBER in each section which most closely describes your problem. 
 
 

Section 1- Pain Intensity 

0. The pain comes and goes and is very mild. 
1. The pain is mild and does not vary much. 
2. The pain comes and goes and is moderate. 
3. The pain comes and goes and does not vary much. 
4. The pain comes and goes and is severe. 
5. The pain is severe and does not vary much. 
 
Section 2- Personal Care (Washing, Dressing, etc.) 

0. I would not have to change my way of washing or 
dressing in order to avoid pain. 
1. I do not normally change my way of washing or 
dressing even though it causes some pain. 
2. Washing and dressing increase the pain but I 
manage not to change my way of doing it. 
3. Washing and dressing increase the pain and I find it 
necessary to change my way of doing it. 
4. Because of the pain I am unable to do some washing 
and dressing without help. 
5. Because of the pain I am unable to do any washing 
and dressing without help. 
 
Section 3- Lifting 

0. I can lift heavy weights without extra pain. 
1. I can lift heavy weights but it gives extra pain. 
2. Pain prevents me lifting heavy weights off the floor. 
3. Pain prevents me lifting heavy weights off the floor, but I can 
manage if they are conveniently positioned, e.g., on a table. 
4. Pain prevents me lifting heavy weights but I can manage 
light to medium weights if they are conveniently positioned. 
5. I can only lift very light weights at most. 
 
Section 4-Walking 

0. I have no pain while walking. 
1. I have some pain while walking but it does not increase 
with distance. 
2. I cannot walk more than 1 mile without increasing pain. 
3. I cannot walk more than ½ mile without increasing pain. 
4. I cannot walk more than ¼ mile without increasing pain. 
5. I cannot walk without increasing pain. 
 
Section 5- Sitting 

0. I can sit in any chair as long as I like. 
1. I can sit only in my favorite chair as long as I like. 
2. Pain prevents me from sitting more than 1 hour. 
3. Pain prevents me from sitting more than ½ hour. 
4. Pain prevents me from sitting for than 10 minutes. 
5. I avoid sitting because it increases pain immediately. 
 
 
 

Section 6- Standing 

0. I can stand as long as I want without pain. 
1. I have some pain upon standing but it does not increase with 
time. 
2. I cannot stand for longer than 1 hour without increasing pain. 
3. I cannot stand for longer than ½ hour without increasing 
pain. 
4. I cannot stand for longer than 10 minutes without increasing 
pain. 
5. I avoid standing because it increases the pain immediately. 
 
Section 7- Sleeping 

0. I get no pain in bed. 
1. I get pain in bed but it does not prevent me from sleeping 
well. 
2. Because of pain, my normal night’s sleep is reduced by less 
than one –quarter. 
3. Because of pain, my normal night’s sleep is reduced by less 
than one-half. 
4. Because of pain, my normal night’s sleep is reduced by less 
than three-quarters. 
5. Pain prevents me from sleeping at all. 
 
Section 8- Social Life 

0. My social life is normal and gives me no pain. 
1. My social life is normal but it increases the degree of pain. 
2. Pain has no significant effect on my social life apart from 
limiting my more energetic interests, e.g., dancing, etc. 
3. Pain has restricted my social life and I do not go out very 
often. 
4. Pain has restricted my social life to my home. 
5. I have hardly any social life because of the pain. 
 
Section 9-Traveling 

0. I get no pain when traveling. 
1. I get some pain when traveling but none of my usual forms 
of travel make it any worse. 
2. I get extra pain while traveling but it does not compel me to 
seek alternate forms of travel. 
3. I get extra pain while traveling which compels me to seek 
alternative forms of travel. 
4. Pain restricts me to short necessary journeys under ½ hour. 
5. Pain restricts all forms of travel. 
 
Section 10- Changing Degree of Pain 

0. My pain is rapidly getting better. 
1. My pain fluctuates but is definitely getting better. 
2. My pain seems to be getting better but improvement is slow. 
3. My pain is neither getting better or worse. 
4. My pain is gradually worsening. 
5. My pain is rapidly worsening. 

 
 

Total ____________ 

 
 Please rate the severity of your pain by circling a number below: 

No pain 0  1  2  3  4  5  6  7  8  9  10 Unbearable pain 
 


