Back Index

Form BI-100

Patient Name

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.

@ The painis mild and does not vary much.

@ The pain comes and goes and is moderate.

@ The pain is 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

@© | cansitin any chair as long as | like.

@ 1 can only sitin 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.
® | avoid 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.

Personal Care

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

@ | do 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 unable 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.

@ | canlift 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.

® | can only lift very light weights.

Traveling
@ | get no pain 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.

Social Life
@ My social life is normal and gives me no extra pain.
@ My social life is normal 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.
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Neck Index

Form NI-100

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 is very mild at the moment.

@ The pain comes and goes and is moderate.
@ The pain is fairly severe at the moment.

@ The pain is very severe at the moment.

® The pain is the worst imaginable at the moment.

Sleeping

@ | have no trouble sleeping.

@ My sleep is slightly disturbed (less than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless).

@ 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
@ | canread as much as | want with no neck pain.

@ | canread 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.
@ | can concentrate fully when | want with slight difficulty.

@ | have a fair degree of difficulty concentrating when | want,

@ |have alot of difficulty concentrating when | want.
@ | have a great deal of difficulty concentrating when | want.
® | cannot concentrate at all.

Work

@© | can do as much work as | want,

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

@ | can only do most 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.

Personal Care

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

@ ltis painful to look after myself and | am slow 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 lift 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 lift very light weights.
@® | cannot lift or carry 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 car as long as | want with moderate neck pain.

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

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

Recreation

@ | am able to engage in all my recreation activities without neck pain.

® 1am 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.
@ |am only able to engage in a few of my usual recreation activities because of neck pain.
@ | can hardly do any recreation activities because of neck pain.

® | cannot do any recreation activities at all.

Headaches

@ | 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.

® | have headaches almost all the time.
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Southern Oregon Sports and Spine
Marc D. Heller, D.C., P.C., Matt Terreri, D.C.
987 Siskiyou Blvd. Ashland, OR 97520
(541)482-0625; Fax (541)482-3364

PATIENT INFORMATION FORM

TODAY’S DATE

PATIENT NAME PREFERRED NAME

ADDRESS CITY. ST ZIP

MAILING ADDRESS (if different from above)

STREET OR PO BOX CITY ST ZIP

HOME PHONE# CELL PHONE#

EMAIL ADDRESS

BIRTH DATE AGE HEIGHT WEIGHT

SS #

REFERRED BY

EMPLOYER’S NAME AND ADDRESS

YOUR PRIMARY HEALTHCARE PROVIDER PHONE#
EMERGENCY CONTACT PHONE#
INSURANCE SUBSCRIBER’S NAME

SUBSCRIBERS DATE OF BIRTH (IF NOT PATIENT)

SPOUSE’S NAME WORK PHONE#
SPOUSE’S EMPLOYER ADDRESS
SPOUSE’S BIRTHDATE

WHO IS RESPONSIBLE FOR THIS BILL?

[ WILL BE PAYING TODAY BY CASH CHECK CREDIT CARD

I understand and agree that (regardless of my insurance status), I am ultimately responsible for the balance of my account for any
professional services rendered. I have read all the information on this sheet and have completed the above answers. I certify this
information is true and correct to the best of my knowledge. I will notify you of any changes in my status or the above information.

Signature
Date

Parent (if minor) Date




SOUTHERN OREGON SPORTS & SPINE MEDICAL HISTORY

DATE:

MARRIED ___ SINGLE ___ DIVORCED ___ WIDOWED; OCCUPATION:

REVIEW OF SYSTEMS FORM
NAME:

DATE OF BIRTH

NO. OF CHILDREN:___ TOBACCO USE: YES/NO HOW MUCH? /DAY HOW LONG? DATE QUIT
ALCOHOL USE: YES/NO HOW MUCH? /IDAY CAFFEINE (COFFEE, TEA, COLAS) PER DAY

REVIEW OF SYSTEMS-PLEASE CIRCLE EACH ITEM OR “NONE” AS THEY RELATE TO YOUR HEALTH

CONSTITUTIONAL
Fatigue

Fever
MUSCULOSKELETAL
Osteoporosis

Arthritis

Joint Pain

Other:

NONE

NONE

NEUROLOGICAL
Anxiety

Headaches
Dizziness/Vertigo
Memory Loss
Numbness

Seizures

Other:

NONE

EYES
Glasses/Contacts
Double Vision
Cataracts

Other:

NONE

EAR, NOSE, THROAT
Difficulty Hearing
Ringing in Ears

Sinus Trouble

Other:

NONE

ALLERGIES/IMMUNE
Hives/Eczema

Hay Fever

Other:

NONE

CARDIOVASCULAR NONE GASTROINTESTINAL NONE
Chest Pain Heartburn/Reflux

Shortness of Breath Nausea/VVomiting

Stroke Constipation

Murmur Diarrhea

Palpitations Black/Bloody Stools

Heart Disease Changes In BM

High Cholesterol Abdominal Pain

High Blood Pressure Jaundice (yellowish skin)

Fainting Spells Other:

Dizziness HEMATOLOGY/LYMPH NONE
Difficulty Laying Flat Bruise Easy

Swelling Ankles Gums Bleed Easy

Other: Enlarged Glands

RESPIRATORY NONE Other:

Asthma SKIN NONE
Cough Rash/Sores

Coughing Blood Itching/Burning

Wheezing Dryness

Chills Other:

Other: GENITOURINARY NONE
ENDOCRINE NONE  Burning/Frequency

Diabetes Blood In Urine

Weight Loss/Gain Incontinence

Loss of Hair Other:

Heat/Cold Intolerance OTHER KNOWN CONDITIONS
Other:

MENTAL NONE

Depression

Alcohol/Substance Abuse

Other:

PAST SURGICAL HISTORY: (PLEASE INCLUDE DATES AS BEST YOU CAN)

PAST OR PRESENT ILLNESSESS OF YOUR FAMILY: (CIRCLE ALL THAT APPLY)

ALCOHOLISM
ANEMIA

ASTHMA
CANCER/TUMOR
DIABETES
DEPRESSION
EPILEPSY/SEIZURES
GLAUCOMA

HEART DISEASE

HIGH BLOOD PRESSURE
KIDNEY DISEASE
LIVER DISEASE
HEPATITIS

HIGH CHOLESTEROL
HIV/IIMMUNE DISEASE
LUNG DISEASE
MENTAL ILLNESS
OSTEOARTHRITIS

OSTEOPOROSIS
PHLEBITIS

RHEUMATIC ARTHRITIS
STROKE

THYROID DISEASE
TUBERCULOSIS/ TB
ULCER IN GI TRACT

OTHER:






