
NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996
όέILtt!έύΣ L ƘŀǾŜ ŎŜǊǘŀƛƴ ǊƛƎƘǘǎ ǘƻ ǇǊƛǾŀŎȅ ǊŜƎŀǊŘƛƴƎ Ƴȅ ǇǊƻǘŜŎǘŜŘ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǝƻƴΦ  L
ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ǘƘƛǎ ƛƴŦƻǊƳŀǝƻƴ Ŏŀƴ ŀƴŘ ǿƛƭƭ ōŜ ǳǎŜŘ ǘƻΥ

I have received, read and understand your bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎ containing a more 
ŎƻƳǇƭŜǘŜ ŘŜǎŎǊƛǇǝƻƴ ƻŦ ǘƘŜ ǳǎŜǎ ŀƴŘ ŘƛǎŎƭƻǎǳǊŜǎ ƻŦ Ƴȅ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǝƻƴΦ  L ǳƴŘŜǊǎǘŀƴŘ
ǘƘŀǘ ǘƘƛǎ ƻǊƎŀƴƛȊŀǝƻƴ Ƙŀǎ ǘƘŜ ǊƛƎƘǘ ǘƻ ŎƘŀƴƎŜ ƛǘǎ bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎ ŦǊƻƳ ǝƳŜ ǘƻ
ǝƳŜ ŀƴŘ ǘƘŀǘ L Ƴŀȅ ŎƻƴǘŀŎǘ ǘƘƛǎ ƻǊƎŀƴƛȊŀǝƻƴ ŀǘ ŀƴȅ ǝƳŜ ŀǘ ǘƘŜ ŀŘŘǊŜǎǎ ŀōƻǾŜ ǘƻ ƻōǘŀƛƴ
a current copy of the bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎΦ

L ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ L Ƴŀȅ ǊŜǉǳŜǎǘ ƛƴ ǿǊƛǝƴƎ ǘƘŀǘ ȅƻǳ ǊŜǎǘǊƛŎǘ Ƙƻǿ Ƴȅ ǇǊƛǾŀǘŜ ƛƴŦƻǊƳŀǝƻƴ
ƛǎ ǳǎŜŘ ƻǊ ŘƛǎŎƭƻǎŜŘ ǘƻ ŎŀǊǊȅ ƻǳǘ ǘǊŜŀǘƳŜƴǘΣ ǇŀȅƳŜƴǘΣ ƻǊ ƘŜŀƭǘƘŎŀǊŜ ƻǇǝƻƴǎΦ  L ŀƭǎƻ
ǳƴŘŜǊǎǘŀƴŘ ȅƻǳ ŀǊŜ ƴƻǘ ǊŜǉǳƛǊŜŘ ǘƻ ŀƎǊŜŜ ǘƻ Ƴȅ ǊŜǎǘǊƛŎǝƻƴǎΣ ōǳǘ ƛŦ ȅƻǳ Řƻ ŀƎǊŜŜ ǘƘŜƴ 
ȅƻǳ ŀǊŜ ōƻǳƴŘ ǘƻ ŀōƛŘŜ ōȅ ǎǳŎƘ ǊŜǎǘǊƛŎǝƻƴǎΦ

/ƻƴŘǳŎǘΣ Ǉƭŀƴ ŀƴŘ ŘƛǊŜŎǘ Ƴȅ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ŦƻƭƭƻǿπǳǇ ŀƳƻƴƎ ǘƘŜ ƳǳƭǝǇƭŜ
ƘŜŀƭǘƘŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ǿƘƻ Ƴŀȅ ōŜ ƛƴǾƻƭǾŜŘ ƛƴ ǘƘŀǘ ǘǊŜŀǘƳŜƴǘ ŘƛǊŜŎǘƭȅ ŀƴŘκƻǊ
ƛƴŘƛǊŜŎǘƭȅΦ
hōǘŀƛƴ ǇŀȅƳŜƴǘ ŦǊƻƳ ǘƘƛǊŘπǇŀǊǘȅ ǇŀȅŜǊǎΦ
/ƻƴŘǳŎǘ ƴƻǊƳŀƭ ƘŜŀƭǘƘŎŀǊŜ ƻǇŜǊŀǝƻƴǎ ǎǳŎƘ ŀǎ ǉǳŀƭƛǘȅ ŀǎǎŜǎǎƳŜƴǘǎ ŀƴŘ ǇƘȅǎƛŎƛŀƴ
ŎŜǊǝŬŎŀǝƻƴǎΦ

ǒ

ǒ
ǒ

tŀǝŜƴǘ bŀƳŜΥ

wŜƭŀǝƻƴǎƘƛǇ ǘƻ tŀǝŜƴǘΥ

{ƛƎƴŀǘǳǊŜΥ

5ŀǘŜΥ

FOR OFFICE USE ONLY

L ŀǧŜƳǇǘŜŘ ǘƻ ƻōǘŀƛƴ ǘƘŜ ǇŀǝŜƴǘΩǎ ǎƛƎƴŀǘǳǊŜ ƛƴ ŀŎƪƴƻǿƭŜŘƎŜƳŜƴǘ ƻŦ ǘƘŜ bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ
tǊŀŎǝŎŜǎ !ŎƪƴƻǿƭŜŘƎŜƳŜƴǘΣ ōǳǘ ǿŀǎ ǳƴŀōƭŜ ǘƻ Řƻ ǎƻ ŀǎ ŘƻŎǳƳŜƴǘŜŘ ōŜƭƻǿΥ

5ŀǘŜΥ      LƴƛǝŀƭǎΥ    wŜŀǎƻƴΥ

Visual Analog Scale  (VAS)

Instructions:  Please mark a vertical line through the line below indicating your pain today.

No Pain Worst Possible Pain

PAIN DIAGRAM

NAME DATE

Ache Numbness Pins & Needles Burning Stabbing
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Date: How did you hear about us?
First Name: MI: Last Name:
Problem Area: (circle) Neck Low Back Other:
SSN#: DOB: Sex:
Address:
City: State: Zip:
Home Phone (day time): Phone (night time):

Emergency Contact: Phone:
Do you have any x-rays or MRIs for this problem area?
If so, please bring them to your appointment. If you don’t have the films, where
did you get them done?

PATIENT INFORMATION

INSURANCE INFORMATION
Type: (circle) Auto Worker’s Compensation Major Medical Medicare
Primary Insurance:
Policy Number: Group Number:
Accident Date:
Policy Holder Name: (name on card) DOB:
Relationship to Patient: SSN: Sex:
Secondary Insurance:

Acceptance as Patient

I understand and agree that the doctors of SpineCare have the right to refuse to accept me as a patient at any time before
treatment begins.  The taking of a history and the conducting of a physical examination are not considered treatment, but
are part of the process of the information gathering so that the doctor can determine whether or not to accept me as a 
patient.  I authorize release of any information concerning my (or my child’s) healthcare, advice and treatment provided for
the purpose of evaluating and administering claims for insurance benefits.  I also hereby authorize payment of insurance
benefits otherwise payable to me directly to the doctor.  I understand and agree that should my account(s) be referred to a
collection agency and/or attorney for collection I will be responsible for any collection costs, attorney fees, court costs or
other miscellaneous expenses involved in the collection of this account. I further agree that I will at no time file a waiver of 
exemption against any type of legal seizure of personal property involved in the collection of this account.

Signature of patient or parent if minor Date

Policy Number: Group Number:
Accident Date:
Policy Holder Name: (name on card) DOB:
Relationship to Patient: SSN: Sex:

E-Mail:

QUESTIONNAIRE

Name Age Occupation Date

1. When (roughly what date) did your present pain start?
_____________________________________________
Do you have buttocks, thigh or leg pain? Yes No
Which side? Right Left Please describe____
______________________________________________
Do you have arm, forearm pain or headaches?   Yes   No
Which Side? Right Left Please describe____
______________________________________________
Are you still working?
 Yes No Last day on the job?________
When do you expect to be back at work?_____________

2. How did the pain start? (check all that appy)
 
        Suddenly   Sleeping
        Gradually   Injured at work
        Lifting   Injured in auto accident
        Twisting   Hit from behind
        Fall    Injured during sports
        Turning   No apparent cause
        Other_____________________________________

3. What activities make the pain worse?

        Exercise (during)  Looking downward
        Exercise (afterward)  Looking upward
        Sitting   Coughing
        Turning   Sneezing
        Lying   Rising (from sitting)
        Morning or evening  When still / on the move

4. What activities make the pain better?

        Lying Down   Bending forward
        Sitting   Bending backward
        Walking   Morning or evening
        Standing   When still / on the move
        Manipulation   Aspirin / anti-inflammatory
        Exercise   Physical therapy
        Nothing   Other________________

5. How long have you had this pain?
__________years __________months __________weeks
How many previous episodes?       0     1-5     6-10     11+
           (circle one)
How long have you had similiar pain?
__________years __________months __________weeks

6. Have you had any ot these diagnostic studies?
        Yes     No     Date
Diagnostic x-rays                                                            _______
CT (computer tomography scan)                                    _______
Myelogram (x-ray with dye injection)                              _______
Electromyogram (EMG)                                                  _______
Discography                                                                    _______
MRI (magnetic resonance imaging)                                _______
Arthrogram or sonogram                                                 _______
Injections                                                                         _______  
 

7. Have you been hospitalized for your pain?
 No Yes
Number of times____________ Dates________

8. Have you had surgery for this problem?
 No Yes
Number of times____________ Dates________

9. How much caffeine do you consume?   > 2 cups coffee,
   3 cups of tea, or 2 soda beverages per day. (circle one)

10. What medications are you currently taking?________
______________________________________________
______________________________________________

11. Rate your general health? Good / Fair/ Poor
                                                                 (circle one)

12. Have you had any recent accidents? _____________
______________________________________________

13. Do you have allergies?
 Yes No Please list________________
______________________________________________
What reactions have you had? _____________________
______________________________________________
Do you get motion sickness?  Yes No

14. Do you smoke?     Yes      No     How much?________

15. Do you drink alcoholic beverages?
 Yes No How much?_______________
______________________________________________

16. Have you received treatment from anyone?
 Yes No From whom?______________
What type of treatment? (check all that apply)
 Massage  Physical therapy
 Manipulation  Acupuncture
 Braces / Suppports Injections
 Medication  Exercises
 Psychological support Other_____________
                                                      ___________________
Did your treatment help the pain?  Yes No
How long did the treatment help? ____________________

Last appointment  ________/________/________

17. Who is your family physician? ___________________
_______________________________________________

18. Do you have any additional information that would be
helpful in understanding your problem?

_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________

Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ

Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ

Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ

Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ

Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ

Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ

Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ

Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ
Ǐ

Ǐ
Ǐ
Ǐ
Ǐ
Ǐ

Ǐ
Ǐ
Ǐ
Ǐ
Ǐ

Ǐ Ǐ

Ǐ Ǐ

Ǐ Ǐ
Ǐ Ǐ

Ǐ Ǐ

Ǐ Ǐ

Ǐ Ǐ

Ǐ Ǐ

Ǐ Ǐ

Ǐ Ǐ

Ǐ Ǐ

ǏǏ

Ǐ Ǐ

QUESTIONNAIRE (cont.)

19. Previous operations or hospitalizations:
Date   Hospital      Reason
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________

20. Do you have or have you had recently? (Please circle any and all that apply)

Head/Ears/Eye Problems

Glaucoma  Yes No
Cataracts  Yes No
Glasses/Contacts  Yes No
Loss of Hearing  Yes No
Painful chewing  Yes No
Ringing in the ears Yes No

Respiratory Problems

Asthma   Yes No
Shortness of breath Yes No
Pain with breathing Yes No
Coughing Up Blood Yes No
Lung Problems  Yes No

Genital Problems

Infections  Yes No
Herpes   Yes No
AIDS   Yes No
AIDS related disease Yes No

Metabolic Problems

Diabetes   Yes No
Low Blood Sugar  Yes No
Appetite Changes  Yes No

Do you have a family history of:

Diabetes   Yes No
Cancer   Yes No
Heart Disease  Yes No
High Blood Pressure Yes No
Strokes   Yes No

Nose/Throat/Neck Problems

Hoarseness  Yes No
Changes in Voice  Yes No
Nose Bleeds  Yes No
Thyroid Problems  Yes No
Difficulty Swallowing Yes No
Painful Swallowing Yes No

Gastrointestinal Problems

Stomach Problems Yes No
Gallbladder Problems Yes No
Pancreatitis  Yes No
Constipation/Diarrhea Yes No
Blood in Stool  Yes No
Liver or Kidney Trouble Yes No

Neurological Problems

Headaches  Yes No
Fainting/Blackouts Yes No
Seizures/Epilepsy  Yes No
Strokes   Yes No
Paralysis  Yes No

Bleeding Disorders 

Anemia   Yes No
Bleeding Problems Yes No

Cardiovascular Problems

Chest Pains  Yes No
Irregular Heartbeats Yes No
Low Blood Pressure Yes No
High Blood Pressure Yes No
Swollen extremities Yes No

Urinary Problems

Bloody Urine  Yes No
Frequent Urine  Yes No
Night time Urine  Yes No
Trouble starting  Yes No
Trouble stopping  Yes No
Pain with urination Yes No

Skin Problems

Infections  Yes No
Psoriasis  Yes No
Skin Cancer  Yes No
Swollen Ankles  Yes No

General Problems

Fever or chills (night) Yes No
Swollen Ankles  Yes No
Anxiety   Yes No
Toothache  Yes No
Frequent rashes  Yes No
Hot or Cold spells  Yes No
Leg or Foot Problems Yes No
Depression  Yes No
Numbness in leg or thigh Yes No
Gout   Yes No

Patient’s Signature / Parents (if minor)

Date

Physician’s Signature

Date
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996
όέILtt!έύΣ L ƘŀǾŜ ŎŜǊǘŀƛƴ ǊƛƎƘǘǎ ǘƻ ǇǊƛǾŀŎȅ ǊŜƎŀǊŘƛƴƎ Ƴȅ ǇǊƻǘŜŎǘŜŘ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǝƻƴΦ  L
ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ǘƘƛǎ ƛƴŦƻǊƳŀǝƻƴ Ŏŀƴ ŀƴŘ ǿƛƭƭ ōŜ ǳǎŜŘ ǘƻΥ

I have received, read and understand your bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎ containing a more 
ŎƻƳǇƭŜǘŜ ŘŜǎŎǊƛǇǝƻƴ ƻŦ ǘƘŜ ǳǎŜǎ ŀƴŘ ŘƛǎŎƭƻǎǳǊŜǎ ƻŦ Ƴȅ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǝƻƴΦ  L ǳƴŘŜǊǎǘŀƴŘ
ǘƘŀǘ ǘƘƛǎ ƻǊƎŀƴƛȊŀǝƻƴ Ƙŀǎ ǘƘŜ ǊƛƎƘǘ ǘƻ ŎƘŀƴƎŜ ƛǘǎ bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎ ŦǊƻƳ ǝƳŜ ǘƻ
ǝƳŜ ŀƴŘ ǘƘŀǘ L Ƴŀȅ ŎƻƴǘŀŎǘ ǘƘƛǎ ƻǊƎŀƴƛȊŀǝƻƴ ŀǘ ŀƴȅ ǝƳŜ ŀǘ ǘƘŜ ŀŘŘǊŜǎǎ ŀōƻǾŜ ǘƻ ƻōǘŀƛƴ
a current copy of the bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎΦ

L ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ L Ƴŀȅ ǊŜǉǳŜǎǘ ƛƴ ǿǊƛǝƴƎ ǘƘŀǘ ȅƻǳ ǊŜǎǘǊƛŎǘ Ƙƻǿ Ƴȅ ǇǊƛǾŀǘŜ ƛƴŦƻǊƳŀǝƻƴ
ƛǎ ǳǎŜŘ ƻǊ ŘƛǎŎƭƻǎŜŘ ǘƻ ŎŀǊǊȅ ƻǳǘ ǘǊŜŀǘƳŜƴǘΣ ǇŀȅƳŜƴǘΣ ƻǊ ƘŜŀƭǘƘŎŀǊŜ ƻǇǝƻƴǎΦ  L ŀƭǎƻ
ǳƴŘŜǊǎǘŀƴŘ ȅƻǳ ŀǊŜ ƴƻǘ ǊŜǉǳƛǊŜŘ ǘƻ ŀƎǊŜŜ ǘƻ Ƴȅ ǊŜǎǘǊƛŎǝƻƴǎΣ ōǳǘ ƛŦ ȅƻǳ Řƻ ŀƎǊŜŜ ǘƘŜƴ 
ȅƻǳ ŀǊŜ ōƻǳƴŘ ǘƻ ŀōƛŘŜ ōȅ ǎǳŎƘ ǊŜǎǘǊƛŎǝƻƴǎΦ

/ƻƴŘǳŎǘΣ Ǉƭŀƴ ŀƴŘ ŘƛǊŜŎǘ Ƴȅ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ŦƻƭƭƻǿπǳǇ ŀƳƻƴƎ ǘƘŜ ƳǳƭǝǇƭŜ
ƘŜŀƭǘƘŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ǿƘƻ Ƴŀȅ ōŜ ƛƴǾƻƭǾŜŘ ƛƴ ǘƘŀǘ ǘǊŜŀǘƳŜƴǘ ŘƛǊŜŎǘƭȅ ŀƴŘκƻǊ
ƛƴŘƛǊŜŎǘƭȅΦ
hōǘŀƛƴ ǇŀȅƳŜƴǘ ŦǊƻƳ ǘƘƛǊŘπǇŀǊǘȅ ǇŀȅŜǊǎΦ
/ƻƴŘǳŎǘ ƴƻǊƳŀƭ ƘŜŀƭǘƘŎŀǊŜ ƻǇŜǊŀǝƻƴǎ ǎǳŎƘ ŀǎ ǉǳŀƭƛǘȅ ŀǎǎŜǎǎƳŜƴǘǎ ŀƴŘ ǇƘȅǎƛŎƛŀƴ
ŎŜǊǝŬŎŀǝƻƴǎΦ
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wŜƭŀǝƻƴǎƘƛǇ ǘƻ tŀǝŜƴǘΥ
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L ŀǧŜƳǇǘŜŘ ǘƻ ƻōǘŀƛƴ ǘƘŜ ǇŀǝŜƴǘΩǎ ǎƛƎƴŀǘǳǊŜ ƛƴ ŀŎƪƴƻǿƭŜŘƎŜƳŜƴǘ ƻŦ ǘƘŜ bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ
tǊŀŎǝŎŜǎ !ŎƪƴƻǿƭŜŘƎŜƳŜƴǘΣ ōǳǘ ǿŀǎ ǳƴŀōƭŜ ǘƻ Řƻ ǎƻ ŀǎ ŘƻŎǳƳŜƴǘŜŘ ōŜƭƻǿΥ

5ŀǘŜΥ      LƴƛǝŀƭǎΥ    wŜŀǎƻƴΥ

Visual Analog Scale  (VAS)

Instructions:  Please mark a vertical line through the line below indicating your pain today.

No Pain Worst Possible Pain

PAIN DIAGRAM

NAME DATE

Ache Numbness Pins & Needles Burning Stabbing
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Date: How did you hear about us?
First Name: MI: Last Name:
Problem Area: (circle) Neck Low Back Other:
SSN#: DOB: Sex:
Address:
City: State: Zip:
Home Phone (day time): Phone (night time):

Emergency Contact: Phone:
Do you have any x-rays or MRIs for this problem area?
If so, please bring them to your appointment. If you don’t have the films, where
did you get them done?

PATIENT INFORMATION

INSURANCE INFORMATION
Type: (circle) Auto Worker’s Compensation Major Medical Medicare
Primary Insurance:
Policy Number: Group Number:
Accident Date:
Policy Holder Name: (name on card) DOB:
Relationship to Patient: SSN: Sex:
Secondary Insurance:

Acceptance as Patient

I understand and agree that the doctors of SpineCare have the right to refuse to accept me as a patient at any time before
treatment begins.  The taking of a history and the conducting of a physical examination are not considered treatment, but
are part of the process of the information gathering so that the doctor can determine whether or not to accept me as a 
patient.  I authorize release of any information concerning my (or my child’s) healthcare, advice and treatment provided for
the purpose of evaluating and administering claims for insurance benefits.  I also hereby authorize payment of insurance
benefits otherwise payable to me directly to the doctor.  I understand and agree that should my account(s) be referred to a
collection agency and/or attorney for collection I will be responsible for any collection costs, attorney fees, court costs or
other miscellaneous expenses involved in the collection of this account. I further agree that I will at no time file a waiver of 
exemption against any type of legal seizure of personal property involved in the collection of this account.

Signature of patient or parent if minor Date

Policy Number: Group Number:
Accident Date:
Policy Holder Name: (name on card) DOB:
Relationship to Patient: SSN: Sex:

E-Mail:

QUESTIONNAIRE

Name Age Occupation Date

1. When (roughly what date) did your present pain start?
_____________________________________________
Do you have buttocks, thigh or leg pain? Yes No
Which side? Right Left Please describe____
______________________________________________
Do you have arm, forearm pain or headaches?   Yes   No
Which Side? Right Left Please describe____
______________________________________________
Are you still working?
 Yes No Last day on the job?________
When do you expect to be back at work?_____________

2. How did the pain start? (check all that appy)
 
        Suddenly   Sleeping
        Gradually   Injured at work
        Lifting   Injured in auto accident
        Twisting   Hit from behind
        Fall    Injured during sports
        Turning   No apparent cause
        Other_____________________________________

3. What activities make the pain worse?

        Exercise (during)  Looking downward
        Exercise (afterward)  Looking upward
        Sitting   Coughing
        Turning   Sneezing
        Lying   Rising (from sitting)
        Morning or evening  When still / on the move

4. What activities make the pain better?

        Lying Down   Bending forward
        Sitting   Bending backward
        Walking   Morning or evening
        Standing   When still / on the move
        Manipulation   Aspirin / anti-inflammatory
        Exercise   Physical therapy
        Nothing   Other________________

5. How long have you had this pain?
__________years __________months __________weeks
How many previous episodes?       0     1-5     6-10     11+
           (circle one)
How long have you had similiar pain?
__________years __________months __________weeks

6. Have you had any ot these diagnostic studies?
        Yes     No     Date
Diagnostic x-rays                                                            _______
CT (computer tomography scan)                                    _______
Myelogram (x-ray with dye injection)                              _______
Electromyogram (EMG)                                                  _______
Discography                                                                    _______
MRI (magnetic resonance imaging)                                _______
Arthrogram or sonogram                                                 _______
Injections                                                                         _______  
 

7. Have you been hospitalized for your pain?
 No Yes
Number of times____________ Dates________

8. Have you had surgery for this problem?
 No Yes
Number of times____________ Dates________

9. How much caffeine do you consume?   > 2 cups coffee,
   3 cups of tea, or 2 soda beverages per day. (circle one)

10. What medications are you currently taking?________
______________________________________________
______________________________________________

11. Rate your general health? Good / Fair/ Poor
                                                                 (circle one)

12. Have you had any recent accidents? _____________
______________________________________________

13. Do you have allergies?
 Yes No Please list________________
______________________________________________
What reactions have you had? _____________________
______________________________________________
Do you get motion sickness?  Yes No

14. Do you smoke?     Yes      No     How much?________

15. Do you drink alcoholic beverages?
 Yes No How much?_______________
______________________________________________

16. Have you received treatment from anyone?
 Yes No From whom?______________
What type of treatment? (check all that apply)
 Massage  Physical therapy
 Manipulation  Acupuncture
 Braces / Suppports Injections
 Medication  Exercises
 Psychological support Other_____________
                                                      ___________________
Did your treatment help the pain?  Yes No
How long did the treatment help? ____________________

Last appointment  ________/________/________

17. Who is your family physician? ___________________
_______________________________________________

18. Do you have any additional information that would be
helpful in understanding your problem?

_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
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QUESTIONNAIRE (cont.)

19. Previous operations or hospitalizations:
Date   Hospital      Reason
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________

20. Do you have or have you had recently? (Please circle any and all that apply)

Head/Ears/Eye Problems

Glaucoma  Yes No
Cataracts  Yes No
Glasses/Contacts  Yes No
Loss of Hearing  Yes No
Painful chewing  Yes No
Ringing in the ears Yes No

Respiratory Problems

Asthma   Yes No
Shortness of breath Yes No
Pain with breathing Yes No
Coughing Up Blood Yes No
Lung Problems  Yes No

Genital Problems

Infections  Yes No
Herpes   Yes No
AIDS   Yes No
AIDS related disease Yes No

Metabolic Problems

Diabetes   Yes No
Low Blood Sugar  Yes No
Appetite Changes  Yes No

Do you have a family history of:

Diabetes   Yes No
Cancer   Yes No
Heart Disease  Yes No
High Blood Pressure Yes No
Strokes   Yes No

Nose/Throat/Neck Problems

Hoarseness  Yes No
Changes in Voice  Yes No
Nose Bleeds  Yes No
Thyroid Problems  Yes No
Difficulty Swallowing Yes No
Painful Swallowing Yes No

Gastrointestinal Problems

Stomach Problems Yes No
Gallbladder Problems Yes No
Pancreatitis  Yes No
Constipation/Diarrhea Yes No
Blood in Stool  Yes No
Liver or Kidney Trouble Yes No

Neurological Problems

Headaches  Yes No
Fainting/Blackouts Yes No
Seizures/Epilepsy  Yes No
Strokes   Yes No
Paralysis  Yes No

Bleeding Disorders 

Anemia   Yes No
Bleeding Problems Yes No

Cardiovascular Problems

Chest Pains  Yes No
Irregular Heartbeats Yes No
Low Blood Pressure Yes No
High Blood Pressure Yes No
Swollen extremities Yes No

Urinary Problems

Bloody Urine  Yes No
Frequent Urine  Yes No
Night time Urine  Yes No
Trouble starting  Yes No
Trouble stopping  Yes No
Pain with urination Yes No

Skin Problems

Infections  Yes No
Psoriasis  Yes No
Skin Cancer  Yes No
Swollen Ankles  Yes No

General Problems

Fever or chills (night) Yes No
Swollen Ankles  Yes No
Anxiety   Yes No
Toothache  Yes No
Frequent rashes  Yes No
Hot or Cold spells  Yes No
Leg or Foot Problems Yes No
Depression  Yes No
Numbness in leg or thigh Yes No
Gout   Yes No

Patient’s Signature / Parents (if minor)

Date

Physician’s Signature

Date
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996
όέILtt!έύΣ L ƘŀǾŜ ŎŜǊǘŀƛƴ ǊƛƎƘǘǎ ǘƻ ǇǊƛǾŀŎȅ ǊŜƎŀǊŘƛƴƎ Ƴȅ ǇǊƻǘŜŎǘŜŘ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǝƻƴΦ  L
ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ǘƘƛǎ ƛƴŦƻǊƳŀǝƻƴ Ŏŀƴ ŀƴŘ ǿƛƭƭ ōŜ ǳǎŜŘ ǘƻΥ

I have received, read and understand your bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎ containing a more 
ŎƻƳǇƭŜǘŜ ŘŜǎŎǊƛǇǝƻƴ ƻŦ ǘƘŜ ǳǎŜǎ ŀƴŘ ŘƛǎŎƭƻǎǳǊŜǎ ƻŦ Ƴȅ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǝƻƴΦ  L ǳƴŘŜǊǎǘŀƴŘ
ǘƘŀǘ ǘƘƛǎ ƻǊƎŀƴƛȊŀǝƻƴ Ƙŀǎ ǘƘŜ ǊƛƎƘǘ ǘƻ ŎƘŀƴƎŜ ƛǘǎ bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎ ŦǊƻƳ ǝƳŜ ǘƻ
ǝƳŜ ŀƴŘ ǘƘŀǘ L Ƴŀȅ ŎƻƴǘŀŎǘ ǘƘƛǎ ƻǊƎŀƴƛȊŀǝƻƴ ŀǘ ŀƴȅ ǝƳŜ ŀǘ ǘƘŜ ŀŘŘǊŜǎǎ ŀōƻǾŜ ǘƻ ƻōǘŀƛƴ
a current copy of the bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎΦ

L ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ L Ƴŀȅ ǊŜǉǳŜǎǘ ƛƴ ǿǊƛǝƴƎ ǘƘŀǘ ȅƻǳ ǊŜǎǘǊƛŎǘ Ƙƻǿ Ƴȅ ǇǊƛǾŀǘŜ ƛƴŦƻǊƳŀǝƻƴ
ƛǎ ǳǎŜŘ ƻǊ ŘƛǎŎƭƻǎŜŘ ǘƻ ŎŀǊǊȅ ƻǳǘ ǘǊŜŀǘƳŜƴǘΣ ǇŀȅƳŜƴǘΣ ƻǊ ƘŜŀƭǘƘŎŀǊŜ ƻǇǝƻƴǎΦ  L ŀƭǎƻ
ǳƴŘŜǊǎǘŀƴŘ ȅƻǳ ŀǊŜ ƴƻǘ ǊŜǉǳƛǊŜŘ ǘƻ ŀƎǊŜŜ ǘƻ Ƴȅ ǊŜǎǘǊƛŎǝƻƴǎΣ ōǳǘ ƛŦ ȅƻǳ Řƻ ŀƎǊŜŜ ǘƘŜƴ 
ȅƻǳ ŀǊŜ ōƻǳƴŘ ǘƻ ŀōƛŘŜ ōȅ ǎǳŎƘ ǊŜǎǘǊƛŎǝƻƴǎΦ

/ƻƴŘǳŎǘΣ Ǉƭŀƴ ŀƴŘ ŘƛǊŜŎǘ Ƴȅ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ŦƻƭƭƻǿπǳǇ ŀƳƻƴƎ ǘƘŜ ƳǳƭǝǇƭŜ
ƘŜŀƭǘƘŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ǿƘƻ Ƴŀȅ ōŜ ƛƴǾƻƭǾŜŘ ƛƴ ǘƘŀǘ ǘǊŜŀǘƳŜƴǘ ŘƛǊŜŎǘƭȅ ŀƴŘκƻǊ
ƛƴŘƛǊŜŎǘƭȅΦ
hōǘŀƛƴ ǇŀȅƳŜƴǘ ŦǊƻƳ ǘƘƛǊŘπǇŀǊǘȅ ǇŀȅŜǊǎΦ
/ƻƴŘǳŎǘ ƴƻǊƳŀƭ ƘŜŀƭǘƘŎŀǊŜ ƻǇŜǊŀǝƻƴǎ ǎǳŎƘ ŀǎ ǉǳŀƭƛǘȅ ŀǎǎŜǎǎƳŜƴǘǎ ŀƴŘ ǇƘȅǎƛŎƛŀƴ
ŎŜǊǝŬŎŀǝƻƴǎΦ
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tŀǝŜƴǘ bŀƳŜΥ

wŜƭŀǝƻƴǎƘƛǇ ǘƻ tŀǝŜƴǘΥ

{ƛƎƴŀǘǳǊŜΥ

5ŀǘŜΥ

FOR OFFICE USE ONLY

L ŀǧŜƳǇǘŜŘ ǘƻ ƻōǘŀƛƴ ǘƘŜ ǇŀǝŜƴǘΩǎ ǎƛƎƴŀǘǳǊŜ ƛƴ ŀŎƪƴƻǿƭŜŘƎŜƳŜƴǘ ƻŦ ǘƘŜ bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ
tǊŀŎǝŎŜǎ !ŎƪƴƻǿƭŜŘƎŜƳŜƴǘΣ ōǳǘ ǿŀǎ ǳƴŀōƭŜ ǘƻ Řƻ ǎƻ ŀǎ ŘƻŎǳƳŜƴǘŜŘ ōŜƭƻǿΥ

5ŀǘŜΥ      LƴƛǝŀƭǎΥ    wŜŀǎƻƴΥ

Visual Analog Scale  (VAS)

Instructions:  Please mark a vertical line through the line below indicating your pain today.

No Pain Worst Possible Pain

PAIN DIAGRAM

NAME DATE

Ache Numbness Pins & Needles Burning Stabbing
/ / / /
/ / / /
/ / / /

O O O O
O O O O
O O O O

X X X X
X X X X
X X X X

æ æ æ æ
æ æ æ æ
æ æ æ æ
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Date: How did you hear about us?
First Name: MI: Last Name:
Problem Area: (circle) Neck Low Back Other:
SSN#: DOB: Sex:
Address:
City: State: Zip:
Home Phone (day time): Phone (night time):

Emergency Contact: Phone:
Do you have any x-rays or MRIs for this problem area?
If so, please bring them to your appointment. If you don’t have the films, where
did you get them done?

PATIENT INFORMATION

INSURANCE INFORMATION
Type: (circle) Auto Worker’s Compensation Major Medical Medicare
Primary Insurance:
Policy Number: Group Number:
Accident Date:
Policy Holder Name: (name on card) DOB:
Relationship to Patient: SSN: Sex:
Secondary Insurance:

Acceptance as Patient

I understand and agree that the doctors of SpineCare have the right to refuse to accept me as a patient at any time before
treatment begins.  The taking of a history and the conducting of a physical examination are not considered treatment, but
are part of the process of the information gathering so that the doctor can determine whether or not to accept me as a 
patient.  I authorize release of any information concerning my (or my child’s) healthcare, advice and treatment provided for
the purpose of evaluating and administering claims for insurance benefits.  I also hereby authorize payment of insurance
benefits otherwise payable to me directly to the doctor.  I understand and agree that should my account(s) be referred to a
collection agency and/or attorney for collection I will be responsible for any collection costs, attorney fees, court costs or
other miscellaneous expenses involved in the collection of this account. I further agree that I will at no time file a waiver of 
exemption against any type of legal seizure of personal property involved in the collection of this account.

Signature of patient or parent if minor Date

Policy Number: Group Number:
Accident Date:
Policy Holder Name: (name on card) DOB:
Relationship to Patient: SSN: Sex:

E-Mail:

QUESTIONNAIRE

Name Age Occupation Date

1. When (roughly what date) did your present pain start?
_____________________________________________
Do you have buttocks, thigh or leg pain? Yes No
Which side? Right Left Please describe____
______________________________________________
Do you have arm, forearm pain or headaches?   Yes   No
Which Side? Right Left Please describe____
______________________________________________
Are you still working?
 Yes No Last day on the job?________
When do you expect to be back at work?_____________

2. How did the pain start? (check all that appy)
 
        Suddenly   Sleeping
        Gradually   Injured at work
        Lifting   Injured in auto accident
        Twisting   Hit from behind
        Fall    Injured during sports
        Turning   No apparent cause
        Other_____________________________________

3. What activities make the pain worse?

        Exercise (during)  Looking downward
        Exercise (afterward)  Looking upward
        Sitting   Coughing
        Turning   Sneezing
        Lying   Rising (from sitting)
        Morning or evening  When still / on the move

4. What activities make the pain better?

        Lying Down   Bending forward
        Sitting   Bending backward
        Walking   Morning or evening
        Standing   When still / on the move
        Manipulation   Aspirin / anti-inflammatory
        Exercise   Physical therapy
        Nothing   Other________________

5. How long have you had this pain?
__________years __________months __________weeks
How many previous episodes?       0     1-5     6-10     11+
           (circle one)
How long have you had similiar pain?
__________years __________months __________weeks

6. Have you had any ot these diagnostic studies?
        Yes     No     Date
Diagnostic x-rays                                                            _______
CT (computer tomography scan)                                    _______
Myelogram (x-ray with dye injection)                              _______
Electromyogram (EMG)                                                  _______
Discography                                                                    _______
MRI (magnetic resonance imaging)                                _______
Arthrogram or sonogram                                                 _______
Injections                                                                         _______  
 

7. Have you been hospitalized for your pain?
 No Yes
Number of times____________ Dates________

8. Have you had surgery for this problem?
 No Yes
Number of times____________ Dates________

9. How much caffeine do you consume?   > 2 cups coffee,
   3 cups of tea, or 2 soda beverages per day. (circle one)

10. What medications are you currently taking?________
______________________________________________
______________________________________________

11. Rate your general health? Good / Fair/ Poor
                                                                 (circle one)

12. Have you had any recent accidents? _____________
______________________________________________

13. Do you have allergies?
 Yes No Please list________________
______________________________________________
What reactions have you had? _____________________
______________________________________________
Do you get motion sickness?  Yes No

14. Do you smoke?     Yes      No     How much?________

15. Do you drink alcoholic beverages?
 Yes No How much?_______________
______________________________________________

16. Have you received treatment from anyone?
 Yes No From whom?______________
What type of treatment? (check all that apply)
 Massage  Physical therapy
 Manipulation  Acupuncture
 Braces / Suppports Injections
 Medication  Exercises
 Psychological support Other_____________
                                                      ___________________
Did your treatment help the pain?  Yes No
How long did the treatment help? ____________________

Last appointment  ________/________/________

17. Who is your family physician? ___________________
_______________________________________________

18. Do you have any additional information that would be
helpful in understanding your problem?

_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
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QUESTIONNAIRE (cont.)

19. Previous operations or hospitalizations:
Date   Hospital      Reason
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________

20. Do you have or have you had recently? (Please circle any and all that apply)

Head/Ears/Eye Problems

Glaucoma  Yes No
Cataracts  Yes No
Glasses/Contacts  Yes No
Loss of Hearing  Yes No
Painful chewing  Yes No
Ringing in the ears Yes No

Respiratory Problems

Asthma   Yes No
Shortness of breath Yes No
Pain with breathing Yes No
Coughing Up Blood Yes No
Lung Problems  Yes No

Genital Problems

Infections  Yes No
Herpes   Yes No
AIDS   Yes No
AIDS related disease Yes No

Metabolic Problems

Diabetes   Yes No
Low Blood Sugar  Yes No
Appetite Changes  Yes No

Do you have a family history of:

Diabetes   Yes No
Cancer   Yes No
Heart Disease  Yes No
High Blood Pressure Yes No
Strokes   Yes No

Nose/Throat/Neck Problems

Hoarseness  Yes No
Changes in Voice  Yes No
Nose Bleeds  Yes No
Thyroid Problems  Yes No
Difficulty Swallowing Yes No
Painful Swallowing Yes No

Gastrointestinal Problems

Stomach Problems Yes No
Gallbladder Problems Yes No
Pancreatitis  Yes No
Constipation/Diarrhea Yes No
Blood in Stool  Yes No
Liver or Kidney Trouble Yes No

Neurological Problems

Headaches  Yes No
Fainting/Blackouts Yes No
Seizures/Epilepsy  Yes No
Strokes   Yes No
Paralysis  Yes No

Bleeding Disorders 

Anemia   Yes No
Bleeding Problems Yes No

Cardiovascular Problems

Chest Pains  Yes No
Irregular Heartbeats Yes No
Low Blood Pressure Yes No
High Blood Pressure Yes No
Swollen extremities Yes No

Urinary Problems

Bloody Urine  Yes No
Frequent Urine  Yes No
Night time Urine  Yes No
Trouble starting  Yes No
Trouble stopping  Yes No
Pain with urination Yes No

Skin Problems

Infections  Yes No
Psoriasis  Yes No
Skin Cancer  Yes No
Swollen Ankles  Yes No

General Problems

Fever or chills (night) Yes No
Swollen Ankles  Yes No
Anxiety   Yes No
Toothache  Yes No
Frequent rashes  Yes No
Hot or Cold spells  Yes No
Leg or Foot Problems Yes No
Depression  Yes No
Numbness in leg or thigh Yes No
Gout   Yes No

Patient’s Signature / Parents (if minor)

Date

Physician’s Signature

Date
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996
όέILtt!έύΣ L ƘŀǾŜ ŎŜǊǘŀƛƴ ǊƛƎƘǘǎ ǘƻ ǇǊƛǾŀŎȅ ǊŜƎŀǊŘƛƴƎ Ƴȅ ǇǊƻǘŜŎǘŜŘ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǝƻƴΦ  L
ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ǘƘƛǎ ƛƴŦƻǊƳŀǝƻƴ Ŏŀƴ ŀƴŘ ǿƛƭƭ ōŜ ǳǎŜŘ ǘƻΥ

I have received, read and understand your bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎ containing a more 
ŎƻƳǇƭŜǘŜ ŘŜǎŎǊƛǇǝƻƴ ƻŦ ǘƘŜ ǳǎŜǎ ŀƴŘ ŘƛǎŎƭƻǎǳǊŜǎ ƻŦ Ƴȅ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǝƻƴΦ  L ǳƴŘŜǊǎǘŀƴŘ
ǘƘŀǘ ǘƘƛǎ ƻǊƎŀƴƛȊŀǝƻƴ Ƙŀǎ ǘƘŜ ǊƛƎƘǘ ǘƻ ŎƘŀƴƎŜ ƛǘǎ bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎ ŦǊƻƳ ǝƳŜ ǘƻ
ǝƳŜ ŀƴŘ ǘƘŀǘ L Ƴŀȅ ŎƻƴǘŀŎǘ ǘƘƛǎ ƻǊƎŀƴƛȊŀǝƻƴ ŀǘ ŀƴȅ ǝƳŜ ŀǘ ǘƘŜ ŀŘŘǊŜǎǎ ŀōƻǾŜ ǘƻ ƻōǘŀƛƴ
a current copy of the bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎΦ

L ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ L Ƴŀȅ ǊŜǉǳŜǎǘ ƛƴ ǿǊƛǝƴƎ ǘƘŀǘ ȅƻǳ ǊŜǎǘǊƛŎǘ Ƙƻǿ Ƴȅ ǇǊƛǾŀǘŜ ƛƴŦƻǊƳŀǝƻƴ
ƛǎ ǳǎŜŘ ƻǊ ŘƛǎŎƭƻǎŜŘ ǘƻ ŎŀǊǊȅ ƻǳǘ ǘǊŜŀǘƳŜƴǘΣ ǇŀȅƳŜƴǘΣ ƻǊ ƘŜŀƭǘƘŎŀǊŜ ƻǇǝƻƴǎΦ  L ŀƭǎƻ
ǳƴŘŜǊǎǘŀƴŘ ȅƻǳ ŀǊŜ ƴƻǘ ǊŜǉǳƛǊŜŘ ǘƻ ŀƎǊŜŜ ǘƻ Ƴȅ ǊŜǎǘǊƛŎǝƻƴǎΣ ōǳǘ ƛŦ ȅƻǳ Řƻ ŀƎǊŜŜ ǘƘŜƴ 
ȅƻǳ ŀǊŜ ōƻǳƴŘ ǘƻ ŀōƛŘŜ ōȅ ǎǳŎƘ ǊŜǎǘǊƛŎǝƻƴǎΦ

/ƻƴŘǳŎǘΣ Ǉƭŀƴ ŀƴŘ ŘƛǊŜŎǘ Ƴȅ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ŦƻƭƭƻǿπǳǇ ŀƳƻƴƎ ǘƘŜ ƳǳƭǝǇƭŜ
ƘŜŀƭǘƘŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ǿƘƻ Ƴŀȅ ōŜ ƛƴǾƻƭǾŜŘ ƛƴ ǘƘŀǘ ǘǊŜŀǘƳŜƴǘ ŘƛǊŜŎǘƭȅ ŀƴŘκƻǊ
ƛƴŘƛǊŜŎǘƭȅΦ
hōǘŀƛƴ ǇŀȅƳŜƴǘ ŦǊƻƳ ǘƘƛǊŘπǇŀǊǘȅ ǇŀȅŜǊǎΦ
/ƻƴŘǳŎǘ ƴƻǊƳŀƭ ƘŜŀƭǘƘŎŀǊŜ ƻǇŜǊŀǝƻƴǎ ǎǳŎƘ ŀǎ ǉǳŀƭƛǘȅ ŀǎǎŜǎǎƳŜƴǘǎ ŀƴŘ ǇƘȅǎƛŎƛŀƴ
ŎŜǊǝŬŎŀǝƻƴǎΦ

ǒ

ǒ
ǒ

tŀǝŜƴǘ bŀƳŜΥ

wŜƭŀǝƻƴǎƘƛǇ ǘƻ tŀǝŜƴǘΥ

{ƛƎƴŀǘǳǊŜΥ

5ŀǘŜΥ
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L ŀǧŜƳǇǘŜŘ ǘƻ ƻōǘŀƛƴ ǘƘŜ ǇŀǝŜƴǘΩǎ ǎƛƎƴŀǘǳǊŜ ƛƴ ŀŎƪƴƻǿƭŜŘƎŜƳŜƴǘ ƻŦ ǘƘŜ bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ
tǊŀŎǝŎŜǎ !ŎƪƴƻǿƭŜŘƎŜƳŜƴǘΣ ōǳǘ ǿŀǎ ǳƴŀōƭŜ ǘƻ Řƻ ǎƻ ŀǎ ŘƻŎǳƳŜƴǘŜŘ ōŜƭƻǿΥ

5ŀǘŜΥ      LƴƛǝŀƭǎΥ    wŜŀǎƻƴΥ

Visual Analog Scale  (VAS)

Instructions:  Please mark a vertical line through the line below indicating your pain today.

No Pain Worst Possible Pain

PAIN DIAGRAM

NAME DATE

Ache Numbness Pins & Needles Burning Stabbing
/ / / /
/ / / /
/ / / /

O O O O
O O O O
O O O O

X X X X
X X X X
X X X X

æ æ æ æ
æ æ æ æ
æ æ æ æ
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Date: How did you hear about us?
First Name: MI: Last Name:
Problem Area: (circle) Neck Low Back Other:
SSN#: DOB: Sex:
Address:
City: State: Zip:
Home Phone (day time): Phone (night time):

Emergency Contact: Phone:
Do you have any x-rays or MRIs for this problem area?
If so, please bring them to your appointment. If you don’t have the films, where
did you get them done?

PATIENT INFORMATION

INSURANCE INFORMATION
Type: (circle) Auto Worker’s Compensation Major Medical Medicare
Primary Insurance:
Policy Number: Group Number:
Accident Date:
Policy Holder Name: (name on card) DOB:
Relationship to Patient: SSN: Sex:
Secondary Insurance:

Acceptance as Patient

I understand and agree that the doctors of SpineCare have the right to refuse to accept me as a patient at any time before
treatment begins.  The taking of a history and the conducting of a physical examination are not considered treatment, but
are part of the process of the information gathering so that the doctor can determine whether or not to accept me as a 
patient.  I authorize release of any information concerning my (or my child’s) healthcare, advice and treatment provided for
the purpose of evaluating and administering claims for insurance benefits.  I also hereby authorize payment of insurance
benefits otherwise payable to me directly to the doctor.  I understand and agree that should my account(s) be referred to a
collection agency and/or attorney for collection I will be responsible for any collection costs, attorney fees, court costs or
other miscellaneous expenses involved in the collection of this account. I further agree that I will at no time file a waiver of 
exemption against any type of legal seizure of personal property involved in the collection of this account.

Signature of patient or parent if minor Date

Policy Number: Group Number:
Accident Date:
Policy Holder Name: (name on card) DOB:
Relationship to Patient: SSN: Sex:

E-Mail:

QUESTIONNAIRE

Name Age Occupation Date

1. When (roughly what date) did your present pain start?
_____________________________________________
Do you have buttocks, thigh or leg pain? Yes No
Which side? Right Left Please describe____
______________________________________________
Do you have arm, forearm pain or headaches?   Yes   No
Which Side? Right Left Please describe____
______________________________________________
Are you still working?
 Yes No Last day on the job?________
When do you expect to be back at work?_____________

2. How did the pain start? (check all that appy)
 
        Suddenly   Sleeping
        Gradually   Injured at work
        Lifting   Injured in auto accident
        Twisting   Hit from behind
        Fall    Injured during sports
        Turning   No apparent cause
        Other_____________________________________

3. What activities make the pain worse?

        Exercise (during)  Looking downward
        Exercise (afterward)  Looking upward
        Sitting   Coughing
        Turning   Sneezing
        Lying   Rising (from sitting)
        Morning or evening  When still / on the move

4. What activities make the pain better?

        Lying Down   Bending forward
        Sitting   Bending backward
        Walking   Morning or evening
        Standing   When still / on the move
        Manipulation   Aspirin / anti-inflammatory
        Exercise   Physical therapy
        Nothing   Other________________

5. How long have you had this pain?
__________years __________months __________weeks
How many previous episodes?       0     1-5     6-10     11+
           (circle one)
How long have you had similiar pain?
__________years __________months __________weeks

6. Have you had any ot these diagnostic studies?
        Yes     No     Date
Diagnostic x-rays                                                            _______
CT (computer tomography scan)                                    _______
Myelogram (x-ray with dye injection)                              _______
Electromyogram (EMG)                                                  _______
Discography                                                                    _______
MRI (magnetic resonance imaging)                                _______
Arthrogram or sonogram                                                 _______
Injections                                                                         _______  
 

7. Have you been hospitalized for your pain?
 No Yes
Number of times____________ Dates________

8. Have you had surgery for this problem?
 No Yes
Number of times____________ Dates________

9. How much caffeine do you consume?   > 2 cups coffee,
   3 cups of tea, or 2 soda beverages per day. (circle one)

10. What medications are you currently taking?________
______________________________________________
______________________________________________

11. Rate your general health? Good / Fair/ Poor
                                                                 (circle one)

12. Have you had any recent accidents? _____________
______________________________________________

13. Do you have allergies?
 Yes No Please list________________
______________________________________________
What reactions have you had? _____________________
______________________________________________
Do you get motion sickness?  Yes No

14. Do you smoke?     Yes      No     How much?________

15. Do you drink alcoholic beverages?
 Yes No How much?_______________
______________________________________________

16. Have you received treatment from anyone?
 Yes No From whom?______________
What type of treatment? (check all that apply)
 Massage  Physical therapy
 Manipulation  Acupuncture
 Braces / Suppports Injections
 Medication  Exercises
 Psychological support Other_____________
                                                      ___________________
Did your treatment help the pain?  Yes No
How long did the treatment help? ____________________

Last appointment  ________/________/________

17. Who is your family physician? ___________________
_______________________________________________

18. Do you have any additional information that would be
helpful in understanding your problem?

_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
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QUESTIONNAIRE (cont.)

19. Previous operations or hospitalizations:
Date   Hospital      Reason
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________

20. Do you have or have you had recently? (Please circle any and all that apply)

Head/Ears/Eye Problems

Glaucoma  Yes No
Cataracts  Yes No
Glasses/Contacts  Yes No
Loss of Hearing  Yes No
Painful chewing  Yes No
Ringing in the ears Yes No

Respiratory Problems

Asthma   Yes No
Shortness of breath Yes No
Pain with breathing Yes No
Coughing Up Blood Yes No
Lung Problems  Yes No

Genital Problems

Infections  Yes No
Herpes   Yes No
AIDS   Yes No
AIDS related disease Yes No

Metabolic Problems

Diabetes   Yes No
Low Blood Sugar  Yes No
Appetite Changes  Yes No

Do you have a family history of:

Diabetes   Yes No
Cancer   Yes No
Heart Disease  Yes No
High Blood Pressure Yes No
Strokes   Yes No

Nose/Throat/Neck Problems

Hoarseness  Yes No
Changes in Voice  Yes No
Nose Bleeds  Yes No
Thyroid Problems  Yes No
Difficulty Swallowing Yes No
Painful Swallowing Yes No

Gastrointestinal Problems

Stomach Problems Yes No
Gallbladder Problems Yes No
Pancreatitis  Yes No
Constipation/Diarrhea Yes No
Blood in Stool  Yes No
Liver or Kidney Trouble Yes No

Neurological Problems

Headaches  Yes No
Fainting/Blackouts Yes No
Seizures/Epilepsy  Yes No
Strokes   Yes No
Paralysis  Yes No

Bleeding Disorders 

Anemia   Yes No
Bleeding Problems Yes No

Cardiovascular Problems

Chest Pains  Yes No
Irregular Heartbeats Yes No
Low Blood Pressure Yes No
High Blood Pressure Yes No
Swollen extremities Yes No

Urinary Problems

Bloody Urine  Yes No
Frequent Urine  Yes No
Night time Urine  Yes No
Trouble starting  Yes No
Trouble stopping  Yes No
Pain with urination Yes No

Skin Problems

Infections  Yes No
Psoriasis  Yes No
Skin Cancer  Yes No
Swollen Ankles  Yes No

General Problems

Fever or chills (night) Yes No
Swollen Ankles  Yes No
Anxiety   Yes No
Toothache  Yes No
Frequent rashes  Yes No
Hot or Cold spells  Yes No
Leg or Foot Problems Yes No
Depression  Yes No
Numbness in leg or thigh Yes No
Gout   Yes No

Patient’s Signature / Parents (if minor)

Date

Physician’s Signature

Date
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996
όέILtt!έύΣ L ƘŀǾŜ ŎŜǊǘŀƛƴ ǊƛƎƘǘǎ ǘƻ ǇǊƛǾŀŎȅ ǊŜƎŀǊŘƛƴƎ Ƴȅ ǇǊƻǘŜŎǘŜŘ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǝƻƴΦ  L
ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ǘƘƛǎ ƛƴŦƻǊƳŀǝƻƴ Ŏŀƴ ŀƴŘ ǿƛƭƭ ōŜ ǳǎŜŘ ǘƻΥ

I have received, read and understand your bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎ containing a more 
ŎƻƳǇƭŜǘŜ ŘŜǎŎǊƛǇǝƻƴ ƻŦ ǘƘŜ ǳǎŜǎ ŀƴŘ ŘƛǎŎƭƻǎǳǊŜǎ ƻŦ Ƴȅ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǝƻƴΦ  L ǳƴŘŜǊǎǘŀƴŘ
ǘƘŀǘ ǘƘƛǎ ƻǊƎŀƴƛȊŀǝƻƴ Ƙŀǎ ǘƘŜ ǊƛƎƘǘ ǘƻ ŎƘŀƴƎŜ ƛǘǎ bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎ ŦǊƻƳ ǝƳŜ ǘƻ
ǝƳŜ ŀƴŘ ǘƘŀǘ L Ƴŀȅ ŎƻƴǘŀŎǘ ǘƘƛǎ ƻǊƎŀƴƛȊŀǝƻƴ ŀǘ ŀƴȅ ǝƳŜ ŀǘ ǘƘŜ ŀŘŘǊŜǎǎ ŀōƻǾŜ ǘƻ ƻōǘŀƛƴ
a current copy of the bƻǝŎŜ ƻŦ tǊƛǾŀŎȅ tǊŀŎǝŎŜǎΦ

L ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ L Ƴŀȅ ǊŜǉǳŜǎǘ ƛƴ ǿǊƛǝƴƎ ǘƘŀǘ ȅƻǳ ǊŜǎǘǊƛŎǘ Ƙƻǿ Ƴȅ ǇǊƛǾŀǘŜ ƛƴŦƻǊƳŀǝƻƴ
ƛǎ ǳǎŜŘ ƻǊ ŘƛǎŎƭƻǎŜŘ ǘƻ ŎŀǊǊȅ ƻǳǘ ǘǊŜŀǘƳŜƴǘΣ ǇŀȅƳŜƴǘΣ ƻǊ ƘŜŀƭǘƘŎŀǊŜ ƻǇǝƻƴǎΦ  L ŀƭǎƻ
ǳƴŘŜǊǎǘŀƴŘ ȅƻǳ ŀǊŜ ƴƻǘ ǊŜǉǳƛǊŜŘ ǘƻ ŀƎǊŜŜ ǘƻ Ƴȅ ǊŜǎǘǊƛŎǝƻƴǎΣ ōǳǘ ƛŦ ȅƻǳ Řƻ ŀƎǊŜŜ ǘƘŜƴ 
ȅƻǳ ŀǊŜ ōƻǳƴŘ ǘƻ ŀōƛŘŜ ōȅ ǎǳŎƘ ǊŜǎǘǊƛŎǝƻƴǎΦ

/ƻƴŘǳŎǘΣ Ǉƭŀƴ ŀƴŘ ŘƛǊŜŎǘ Ƴȅ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ŦƻƭƭƻǿπǳǇ ŀƳƻƴƎ ǘƘŜ ƳǳƭǝǇƭŜ
ƘŜŀƭǘƘŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ǿƘƻ Ƴŀȅ ōŜ ƛƴǾƻƭǾŜŘ ƛƴ ǘƘŀǘ ǘǊŜŀǘƳŜƴǘ ŘƛǊŜŎǘƭȅ ŀƴŘκƻǊ
ƛƴŘƛǊŜŎǘƭȅΦ
hōǘŀƛƴ ǇŀȅƳŜƴǘ ŦǊƻƳ ǘƘƛǊŘπǇŀǊǘȅ ǇŀȅŜǊǎΦ
/ƻƴŘǳŎǘ ƴƻǊƳŀƭ ƘŜŀƭǘƘŎŀǊŜ ƻǇŜǊŀǝƻƴǎ ǎǳŎƘ ŀǎ ǉǳŀƭƛǘȅ ŀǎǎŜǎǎƳŜƴǘǎ ŀƴŘ ǇƘȅǎƛŎƛŀƴ
ŎŜǊǝŬŎŀǝƻƴǎΦ
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tŀǝŜƴǘ bŀƳŜΥ

wŜƭŀǝƻƴǎƘƛǇ ǘƻ tŀǝŜƴǘΥ
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5ŀǘŜΥ      LƴƛǝŀƭǎΥ    wŜŀǎƻƴΥ

Visual Analog Scale  (VAS)

Instructions:  Please mark a vertical line through the line below indicating your pain today.

No Pain Worst Possible Pain

PAIN DIAGRAM

NAME DATE

Ache Numbness Pins & Needles Burning Stabbing
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Date: How did you hear about us?
First Name: MI: Last Name:
Problem Area: (circle) Neck Low Back Other:
SSN#: DOB: Sex:
Address:
City: State: Zip:
Home Phone (day time): Phone (night time):

Emergency Contact: Phone:
Do you have any x-rays or MRIs for this problem area?
If so, please bring them to your appointment. If you don’t have the films, where
did you get them done?

PATIENT INFORMATION

INSURANCE INFORMATION
Type: (circle) Auto Worker’s Compensation Major Medical Medicare
Primary Insurance:
Policy Number: Group Number:
Accident Date:
Policy Holder Name: (name on card) DOB:
Relationship to Patient: SSN: Sex:
Secondary Insurance:

Acceptance as Patient

I understand and agree that the doctors of SpineCare have the right to refuse to accept me as a patient at any time before
treatment begins.  The taking of a history and the conducting of a physical examination are not considered treatment, but
are part of the process of the information gathering so that the doctor can determine whether or not to accept me as a 
patient.  I authorize release of any information concerning my (or my child’s) healthcare, advice and treatment provided for
the purpose of evaluating and administering claims for insurance benefits.  I also hereby authorize payment of insurance
benefits otherwise payable to me directly to the doctor.  I understand and agree that should my account(s) be referred to a
collection agency and/or attorney for collection I will be responsible for any collection costs, attorney fees, court costs or
other miscellaneous expenses involved in the collection of this account. I further agree that I will at no time file a waiver of 
exemption against any type of legal seizure of personal property involved in the collection of this account.

Signature of patient or parent if minor Date

Policy Number: Group Number:
Accident Date:
Policy Holder Name: (name on card) DOB:
Relationship to Patient: SSN: Sex:

E-Mail:

QUESTIONNAIRE

Name Age Occupation Date

1. When (roughly what date) did your present pain start?
_____________________________________________
Do you have buttocks, thigh or leg pain? Yes No
Which side? Right Left Please describe____
______________________________________________
Do you have arm, forearm pain or headaches?   Yes   No
Which Side? Right Left Please describe____
______________________________________________
Are you still working?
 Yes No Last day on the job?________
When do you expect to be back at work?_____________

2. How did the pain start? (check all that appy)
 
        Suddenly   Sleeping
        Gradually   Injured at work
        Lifting   Injured in auto accident
        Twisting   Hit from behind
        Fall    Injured during sports
        Turning   No apparent cause
        Other_____________________________________

3. What activities make the pain worse?

        Exercise (during)  Looking downward
        Exercise (afterward)  Looking upward
        Sitting   Coughing
        Turning   Sneezing
        Lying   Rising (from sitting)
        Morning or evening  When still / on the move

4. What activities make the pain better?

        Lying Down   Bending forward
        Sitting   Bending backward
        Walking   Morning or evening
        Standing   When still / on the move
        Manipulation   Aspirin / anti-inflammatory
        Exercise   Physical therapy
        Nothing   Other________________

5. How long have you had this pain?
__________years __________months __________weeks
How many previous episodes?       0     1-5     6-10     11+
           (circle one)
How long have you had similiar pain?
__________years __________months __________weeks

6. Have you had any ot these diagnostic studies?
        Yes     No     Date
Diagnostic x-rays                                                            _______
CT (computer tomography scan)                                    _______
Myelogram (x-ray with dye injection)                              _______
Electromyogram (EMG)                                                  _______
Discography                                                                    _______
MRI (magnetic resonance imaging)                                _______
Arthrogram or sonogram                                                 _______
Injections                                                                         _______  
 

7. Have you been hospitalized for your pain?
 No Yes
Number of times____________ Dates________

8. Have you had surgery for this problem?
 No Yes
Number of times____________ Dates________

9. How much caffeine do you consume?   > 2 cups coffee,
   3 cups of tea, or 2 soda beverages per day. (circle one)

10. What medications are you currently taking?________
______________________________________________
______________________________________________

11. Rate your general health? Good / Fair/ Poor
                                                                 (circle one)

12. Have you had any recent accidents? _____________
______________________________________________

13. Do you have allergies?
 Yes No Please list________________
______________________________________________
What reactions have you had? _____________________
______________________________________________
Do you get motion sickness?  Yes No

14. Do you smoke?     Yes      No     How much?________

15. Do you drink alcoholic beverages?
 Yes No How much?_______________
______________________________________________

16. Have you received treatment from anyone?
 Yes No From whom?______________
What type of treatment? (check all that apply)
 Massage  Physical therapy
 Manipulation  Acupuncture
 Braces / Suppports Injections
 Medication  Exercises
 Psychological support Other_____________
                                                      ___________________
Did your treatment help the pain?  Yes No
How long did the treatment help? ____________________

Last appointment  ________/________/________

17. Who is your family physician? ___________________
_______________________________________________

18. Do you have any additional information that would be
helpful in understanding your problem?

_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
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QUESTIONNAIRE (cont.)

19. Previous operations or hospitalizations:
Date   Hospital      Reason
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________
____________________   __________________________________________   __________________________________________

20. Do you have or have you had recently? (Please circle any and all that apply)

Head/Ears/Eye Problems

Glaucoma  Yes No
Cataracts  Yes No
Glasses/Contacts  Yes No
Loss of Hearing  Yes No
Painful chewing  Yes No
Ringing in the ears Yes No

Respiratory Problems

Asthma   Yes No
Shortness of breath Yes No
Pain with breathing Yes No
Coughing Up Blood Yes No
Lung Problems  Yes No

Genital Problems

Infections  Yes No
Herpes   Yes No
AIDS   Yes No
AIDS related disease Yes No

Metabolic Problems

Diabetes   Yes No
Low Blood Sugar  Yes No
Appetite Changes  Yes No

Do you have a family history of:

Diabetes   Yes No
Cancer   Yes No
Heart Disease  Yes No
High Blood Pressure Yes No
Strokes   Yes No

Nose/Throat/Neck Problems

Hoarseness  Yes No
Changes in Voice  Yes No
Nose Bleeds  Yes No
Thyroid Problems  Yes No
Difficulty Swallowing Yes No
Painful Swallowing Yes No

Gastrointestinal Problems

Stomach Problems Yes No
Gallbladder Problems Yes No
Pancreatitis  Yes No
Constipation/Diarrhea Yes No
Blood in Stool  Yes No
Liver or Kidney Trouble Yes No

Neurological Problems

Headaches  Yes No
Fainting/Blackouts Yes No
Seizures/Epilepsy  Yes No
Strokes   Yes No
Paralysis  Yes No

Bleeding Disorders 

Anemia   Yes No
Bleeding Problems Yes No

Cardiovascular Problems

Chest Pains  Yes No
Irregular Heartbeats Yes No
Low Blood Pressure Yes No
High Blood Pressure Yes No
Swollen extremities Yes No

Urinary Problems

Bloody Urine  Yes No
Frequent Urine  Yes No
Night time Urine  Yes No
Trouble starting  Yes No
Trouble stopping  Yes No
Pain with urination Yes No

Skin Problems

Infections  Yes No
Psoriasis  Yes No
Skin Cancer  Yes No
Swollen Ankles  Yes No

General Problems

Fever or chills (night) Yes No
Swollen Ankles  Yes No
Anxiety   Yes No
Toothache  Yes No
Frequent rashes  Yes No
Hot or Cold spells  Yes No
Leg or Foot Problems Yes No
Depression  Yes No
Numbness in leg or thigh Yes No
Gout   Yes No

Patient’s Signature / Parents (if minor)

Date

Physician’s Signature

Date
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