
EASTMAN-KINGREY CTINIC

WESTLAKE, TA Date

MVA CONFIDENTIAL HEALTH HISTOR'
l-rle:

PERSONAT

Name: Sex: M/F Age:_Date of Birth:-
Phone (home) (cell): (work):

Marital Status: Single_Married_ Divorced_Widowed_
SS#: _Height:- Weight: 

-

Number of children:
What do you prefer to be called?:

Address City State:_ Zip

Employer How long?: _ Employer Address:_
Occupation How long?:

Spou se spouse's employer
Referred by
Preferred Language:

Your lnsurance Co.

Your Attorney
Have you notified your insurance company yet? Yes _No_ Claim #

Accident date Time

ln case of emergency notify:

INSURANCE

Other lnsurance
Adjustor

ACCIDENT

am/pm City/Street
You were? _ Driver _Passenger (_mid front _right front _left rear _mid rear _right rear)
Your Vehicle

PLEASE ANSWER:

Y/N Belted? lf yes, _shoulder and lap _shoulder _lap
Y/N Aware that the accident was going to happen? lf yes, did you brace? _ yes _no
Y/N Was your head facing to the side? lf yes, which side? _left _right _back _rear view mirror
Y/N Did you lose consciousness? lf yes, how long?
Y/N Was there an airbag inflation?
Y/N Police report made? Which Department?
Y/NDid you go to the hospital the day of the accidents? lf yes, how? _ Ambulance _Drove Self _Driven by someone else
Y/N Have you been to the hospital or any other

doctor since the day of the accident?
CURRENT CONDITION

Please descrlbe the principal health problems for which you came to this office

How and when did symptoms first occur?:
List any other doctors seen for these problems:
List any diagnosis(es) and type of treatment:

Are you takingany medications forthe current condition?: Yes_ No_ Havethey helped?: A lot_ Some_ Not at all _
Type of medications?: Pain killers_ Muscle relaxers_ Anti-inflammatory_ Other_
HaVeyoulostanydaysofwork?:Ye5-No-Dates:
Have you had similar symptoms before?: Yes_ No_ When?

AUTHORIZATION AND ASSIGNMENT
ln consideration of your undertaking to care for me, I agree to the following:

1. I authorize the direct payment to you of any sum I now or hereafter owe you by my attorney out of the proceeds of any settlement of
my case, and by any insurance company obligated to make to me or you based in whole or in part upon the charges made for your
services.

2. ln the event any insurance company obligated to contractual agreement to make payment to me or to you for the charges made for
your services refuses to make such payment upon demand by you, I hereby assign and transfer to you the cause of astion that exists in
my favor against any such company (the name(s) of which is believed to be correctly set forth under pertinent data) and authorize you

to prosecute said action either in my name as you see fit and further authorize you to compromise, settle or otherwise resolve said

claims as you see fit, I understand that whatever amounts you do not collect from insurance companies proceeds, whether it be all or
part of what is due, I personally owe you.

Date Signature



HEALTH HISTORY

:heck the following conditions/procedures you have/had:
_Anemia _Osteoporosis _ArtificialJoints
_Cancer _ Rheumatoid Arthritis _ Bone Fracture

_ Diabetes _Thyroid Condition _ Bone Fusion

_ Epilepsy _ Urinary T.act lnfections _ Disc Herniaiion

_ Fibromyalgia _Venereal Disease _Dislocations
_Gout _Asthma _Hernia
_Hepatitis _Emphysema _Sciatica
_HIV/AIDS _Tuberculosis _Scoliosis
_Lupus _Tendon/Ligament Rupture

_ Multiple Sclerosis _TMlcondition
_ Whiplash

)lease circle the appropriate letter for any of the following symptoms:

Arteriosclerosis
Cardiovascular Disease

_ Hea rt Attack/Stroke

_ Heart Defect

_Heart Murmur

_High Blood Pressure

_Low Blood Pressure
Pacemakea

_Colitis
_ Ga llbladder condition

_ Gastric Reflux

_ Hemorrhoids

_Kidney Condition

_ [iver Condition

_RectalPolvps
Ulcers

_Endometriosis
_ Hormone Replacefient

_ ovarian/Uterine cyst

_Prostate condition
Testicle Condition

GOCCAStONAT
F. FREqUENT

C-CONSTANT

) F C- Severefirequent
Headaches

) F C-law Pain

) F C- Eye Problems
I F C- Sinus Problems
) F c- Ear Problems
) F C- Nose Bleeding
) F c- Nose Discharge

) F C- Sore Throat
) F C- Dental Problems
) F c- Swollen Lymph Nodes

GENrIOURINARY
O F C- BladderTrouble
O F C- Excessive Urine
O F C- Painful Urination
O F C- Discolored Urine
O F C- Urinary lnfection
RESPIRATORY

O F C- Difficulty Breathing
O F C- Coughing Blood
O F C- coughing Phlegm

O F C- Chest Pain
CARDIOVASCULAR

O F C- Pain over Heart
O t C- Rapid Heartbeat

)lease Answer
-ist any health conditions within the last year

List any medications not listed previously that you currently take

DO YOU:
Wear heel lifts, arch supports, sole lifts, or inner soles? Y/N

Smoke? Y/N
Exercise? Y/N

Take Vitamins? Y/N

Allergies:
Usual sleeping position? Back_ Stomach_ Right Side_ Left Side _
Mattress: Age: _ Type: _ ls it comfortable: Yes_ No _
How would you rate your overall health?: Excellent Good Fair Poor
Received chiropractic care before?: Yes _ No _

FEMATES ONLY

Are you currently pregnant?: Yes _ No _
lf yes, due date?
Are you currently menstruating?: Yes _ No _

GASTROINTESTINAT MUSCULOSKETETAT NERVOUS

o F c- weightTrouble O F C- Back Pain O F C- Seizures

O F C- Excessive lhirst O F C- Neck Pain O F C- Fainting
O F C- Excessive Hunger O F C- Paln Between O F C- Dizziness
O F C- Poor Appetite Shoulders O F C_ paralysis
O F C- Heartburn
o F c- Abdominat pain pAtN oR NUMBNESS tN : o F c- Loss of Feelins

o F c- Nausea/Vomiting O F c- shoulders
O F C- Diarrhea O F C- Arms FEMALES ONIY:

O F C- Constipation O F C- Elbows O F C- Vaginal Discharge

O F C- glack Stool O F C- Hands O F C- trregula r Vaginal
O F C- Bloody Stool o F c- Hips Bleeding

o F c- Legs o F c- vaqinal Pain
O F C- Knees

o F c- Feet O F c- Breast Pain

o F c- swollen/stiff Joints o F c- Breast Lumps

O F c- Loss of Strength O F C- Hot Flashes

o F C- Walking Problems

List approximate date of any other operations, diseases, serious illnesses or

accidents you have had:

Doctor's Notes:

l

DATEPATIENT SIGNATURE:



NAME: DATE: FILE #

Functional Rating lndex
Please circle the number which most closely descries your condition right now.

1. Pain lntensity

2. Sleeping

5. Work

6. Recreation

No
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0 1 2 3 4
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Pain; Need

700%
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4
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0 2 3 4

Can Do

Alt

Activities

Can Do

Most
Activities

Can Do

Some
Activities

Can Do
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Please Turn Over

Page 1of 2

o_1_2-3-4
Can Do Can Do Can Do Can Do Cannot

Usualwork Usualwork; 50% Ol 25% Ol Work

Plus Unlimited No Extra Usual Usual

Extra Work Work Work work



8. Lifting

9. Walking

0

0

1 4

No

Pain

Occasional

Painj

25%

OfThe Day

lntermittent
Pain;

50%

Of The Day

Frequent

Pain;

7svo

OfThe Day
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Pain;

100%

OfThe Day

2 3 4

No

Pain With
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Pain With
Moderate

Weight
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Pain With
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weight
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Hours
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Pain With
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DatePatient Signature

Page 2 ol 2

7, Frequency of Pain

10. Standing

0_1_2_3_4
No Pain; lncreased Increased lncreased lncreased

Any Pain After Pain After Pain After Pain With
Distance l Mile % Mile % Mlle Allwalking



EASTMAN.KINGREY CTINIC

CONSENT/REtEASE

PATIENT DATE FILE #

PATIENT INFORMED COT{SEIVT

I hereby request and/or consent to the performance of chiropractic examinations and/or procedures on (or on the patient
names above for who I am legally responsible) by Charles T. Kingrey, Jr. D.C. and/or.,ana (ingrey D.C.

I understand and am informed that, as in the practice of chiropractic there are some risks to chiropractic care, including but
not limited to strokes, sprains and strains, fractures, dislocations and general aggravations of inflammatory conditions. I understand
that I will have an opportunity to discuss with the doctor and/or other office personnel the nature and purpose ofthe chiropractic
procedures I will receive. I understand that the doctor will perform an examination in order to minimize any risk of care; however, I

do not expect the doctor to be able to anticipate and explain all risks and complications. I therefore wish to rely on the doctor to
exercise judgment during the course ofthe procedure which the doctor feels at the time, based upon the facts as then known, and is
in my best interest.

I have read, or have had read to me, the above consent. I have also had the opportunity to ask questions about its content,
and by signing below, I agree to the procedures- I intend this consent form to cover the entire course of care for my present
condition(s) and for any future condition(s)for which I seek care.

Patient/Guardian Signature Docto/s Signature

AUTHORIZATION TO RELEASE INFORMATIO'{
I authorize release of any medical information necessary to process any claims. I authorize payment of any medical benefits

to be paid directly to Eastman-Kingrey Clinic for any medical services rendered to me. This authorization shall remain in effect until
cancelled by me.

Patient Signature
INSURANCE/PANENT RESPiONSIBILITY

I have been informed and am aware that my health insurance coverage may have some limitations pertaining to
chiropractic care. I am also aware that this could cause benefits to be denies or paid at a lower percentage rate due to such policy
limitations as yearly maximum payment amounts, yearly number of visit limits, referral needed from primary care physicians, etc.

I am aware that my visits may not be covered by my insurance and that I will be fully responsible for payment of services
rendered at such time that a denial is received from my insurance carrier.

Patient Signature
o cALt-No sHow/cANcEtATtoN PoLtcY

I have been informed of the cancelation policy by the staff/doctors at Eastman Kingrey Clinic. I understand that I am
required to cancel and/or reschedule my appointments 24 hours prior to scheduled appointments. Failure to do so will result in a

charge of S25.0O to my account. I also understand that a 525.00 charge will be added to my account for failure to appear for any

scheduled appointment without communication to our office (no call-no show). For an existing patient with a new condition or new
patient appointment requiring an exam and x-rays, a no call-no show charge of 550.00 will added to accounts if failure to appear
without communication with our office. By signing this form, I understand the terms ofthe Cancelation Policy and the charges that
would be applies to my account without compliance.

Patient Signature

VERIFICATIO OF NON.PREGNANCY
By my siSnature on this form, I hereby state that, to the best of my knowledge, I am NOT pregnant, nor is pregnancy suspected or
confirmed at this particular time.

Patient Signature



CONSE TTO TREAT MINOR CHILD
I hereby authorize Dr. Charles T. Kingrey, Jr. and/or Dr..,ana Kingrey and whoever he or she may designate as assistants to
administer chiropractic car€ as deemed necessary to my
Name of child:

(indicate relationship to child).

Parent/Guardian Signature

EXPTANATION OF CHIROPRACTIC MEDICARE BENEF]TS

*MEDICARE COVERS CHIROPRACTIC CARE, 8UT wlTH LIM]TATIONS

The only service covered by Medicare is manual manipulation of the spine. These manipulations under some circumstances and with

certain carriers are limited to 12 (twelve) per calendar year.

Your condition may require, in our judgement, more treatments than allowed by Medicare. We can apply for additional treatments

by submitting a "medical necessity statement" on your behalf. Your case will be sent for review. we cannot guarantee or predict

what the review will decide in your case.

ANY VISITS OVER 12 (TWELVE} IN THIS CAI.LENDER YEAR, NOT APPROVED BY MEDICARE, wltT BE YOUR FINANCIAT

RESPONSIBITTY.

Medicare does not cover the cost of x-rays, examinations, therapy, supportt supplements or any other services offered in this

office.

Any servic€s other than spinal manipulation will be your financial responsibility.

I have read and understand the above statement.

Patient Signature Date



APPOINTMENT REMINDERS AND HEALTH CARE INFORMATION
AUTHORIZATION

Your chiropractor and members ofthe practice staff may need to use your name, address, phone number, and your clinical
records to contact you with appointment reminders, information about treatment alternatives, or other health related

information that may be of interest to you. lfthis contact is made by phone and you are not home, a message will be left
on your ansu'ering machine or with a family member. If we are unable to reach you at home, we will leave a message at

your worksite on an answering machine or with a co-worker.

You may restrict the individuals or organizations to which your health care information is released or you may revoke

your authorization to us at any time; however, your revocation must be in writing and mailed to us at your office address.

We will not be able to honor your revocation request if we have already released your health information before we

receive your request to revoke your authorization. ln addition, ifyou were to give authorization as a condition ofobtaining
insurance, the insurance company may have a right to your health information ifthey decide to contest any ofyour claims.

Information that we use or disclose based on the authorization you are giving us may be subject to re-disclosure by
anyone who has access to the reminder or other information and may no longer be protected by the federal privacy rules.

You may inspect or copy the information that we use to contact you to provide appointment reminders, information about

treatment alternatives, or other health related information at any time.

This notice is effective as ofthe date below. This authorization will expire seven years after the date on which you last

received services from us.

I authorize you to use or disclose my health information in the manner described above. I am also acknowledging that I

have received a copy ofthis authorization.

Patient Name Printed Date

Patient Signature

Personal Represenlative (Print) Personal Representative Signature

Description of Personal Representative's authority to act for the patient

Authorized Provider Representative



EASTMAN KINGREY CLINIC

902 Sampson Street

Westlake, La 70669

337.436.3145

Consent to use PHI

Use and Disclosure of your Protected Health lnformation
Your Protected Health lnformation will be used by Chaumont Chiropractic or may be disclosed to others for the
purposes of treatment, obtaining payment, or supporting the day-to-day health care operations of this office.

Notice of Privacy Practices

You should review the Notice of Privacy Practices for a more complete description of how your Protected Health

lnformation may be used or disclosed. lt describes your rights as they concern the limited use of health information,
including your demographic information, collected from you and created or received by this office. I have received a

copy of the Notice of Patient Privacy Policy. _patient rniuats

Requesting a Restriction on the Use or Disclosure of Your lnformation
. You may request a restriction on the use or disclosure of your Protected Health lnformation.
o This office may or may not agree to restrict the use or disclosure of your Protected Health lnformation.
. lf we agree to your request, the restriction will be binding with this office. Use or disclosure of protected

information in violation of an agreed upon restriction will be a violation of the federal privacy standards.

Notice of Treatment in Open or Common Areas

Describe and Notify private areas available upon request

Revocation of Consent

You may revoke this consent to the use and disclosure of your Protected Health lnformation. You must revokethis
consent in writing. Any use or disclosure that has already occurred prior to the date on which your revocation of
consent is received will not be affected.

By my signoture below I give my pemission to use and disclose my hedlth inlomdtion.

Patlent or Legally Authorized lndividual Signature Date

Print Patient's Full Name Time

Witness Signature Date

Acknowledtement for Consent to Use and Disclosure of Protected Health lnformation



Eastman-King rey Clinic
Personal lnjury Financial Agreement

We would like to take a moment to welcome you to our office and assure you that you will receive the very best
care available for your injury. ln order to familiarize you with the financial policy of our office, I would like to
explain how your medical bills will be handled.

PARTY RESPONSIBLE:
lf you were involved in an auto accident in your own vehicle, we will bill medical payments portion or Person
lnjury Protection portion of your insurance poficy to cover the treatment charges incurred in our office.

MEDPAY:
lf you were a passenger in another vehicle, the insurance company which insures the automobile may be billed
for your medical services incurred.

PIP (Personal lnjury Protection):
lf you were a passenger in another vehicle, and you own a car which has PIP coverage, the insurance
company which carries your policy will be responsible to pay your medical bills.

3'd Party:
lf another vehicle has caused the accident, we will first bill the responsible party automobile MedPay or PlP. ln
special circumstances we can bill your own health insurance policy for your medical services, providing your
policy does not state otheMise. Any amount received above and beyond your total bill in this office will be
refunded to you.

ATTORNEY LIENS:
lf you hire an attorney to represent you in a law suit, it is our po cy to send your attorney a signed doctor's lien.
This will guarantee direct payment to our office for any undid balance upon the setllement of your law suit. We
retain the right to first submit all charges to your private and/or auto insurance policy for payment. Further, this
office does not discount or reduce the amount of your balance based upon the outcome of your settlement.

RESPONSIBILIry FOR PAYMENT:
As a courtesy to you, we will gladly submit your charges to the responsible party, your insurance company(ies)
and/or your attorney; however, all services rendered by this office are charged directly to you, and ultimately,
you are personally responsible for payment of these charges, regardless of any insurance reimbursement or
settlement you may or may not receive.

Once again, we welcome you to our office. We hope that this has answered any questions that you might have
about our financial arrangements. lf, at any time, you have further questions about your care, please do not
hesitate to ask.

I have read and agree to the above.

Patient Printed Name

Patient or Guardian Signature

Date



ACN Group. lnc. Form.8l..100

ACN G@t/o, tac Us. Oaly @ 3/27/2@3

Patient Name Date

This questionnaire witt gtvo your Uovlder tnformation ef(:/ut how your back condit:,on affects Wur everyday life.
Please answer every secy'/iion by ma*ing the one state,nenl that applies to.'you. lf two or more statements ln one
section apply, please ma* tha one state,tpnt that most closely dasaibes your p,abbm.

Paln lntenslty
@ Ihe pain comos and goes aod is vsry mild.

(D lhe pEin is miu and &es not vary much.

@ IIe paln cofiEs and gioes and B moderale.

@ n6 Fain b noderale and do€s not vary much.

O lhe paln comss 8nd go6s and is very sever6.

@ D€ pain is very sa,€re aM doos not vary much.

Sleeping
@ I get no pah in bcd.

O I get pain in b6d bot it do6s nol prsvent me ftxn $l€eping lrell.

O Eecauss of p8i0 my normal deap is Educ€d by less lhen 25%.

@ &cauae of pain my noflnal sl6ep is Bduced by less then 5O%.

(D B€caus€ of pain my nomal sle6p is reducod by less lhan 75%.

O Pain pm,s{s nE fom sh€ping at a[,

Sitttng
@ I can sit in any chak as long as I like.
(D I can only sit in ry h\orito chak 6s long as I llke.

@ fuin prcvents ma f.om siting mor€ lhan t hour

@ Pain pfav€nb rE frlm 6iung more flan 1/2 hour
(D Pain g€wn6 m€ fom sitiBg mors then 10 nlnut€s.
(D I avoid sitting beca$e it incrBas83 p6in imm€diat€ly.

Stancling
@ I cen stand es long as lwant wifiout pah.

(D I ha\€ soms pain while standing but il does not lncroase wlth timo.

@ I cannol s6d lbr longer than t hour wihout ins€asir€ pain.

(D I csnnot sbnd fur long€r lien 1/2 hour wihoul lncres8ing p8ln.

(0 I c€nnol shnd br longer lhan l0 minutss without indBasiry pain.

O I avdl sbrdirE b€cause it lncrBases pain immsdtatolt

Personal Care
@ I do not havs to drsnge rlry way ofwEhhg or &€ssing h order lo at(jd pain.

O I do nol normally change my way o, rva$ing or drcsslIE Bvgn frough it ceusos som pain.

@ Wbshing and dt€ssing increas€s tho pain but I manage not h changs my u8y of ddng it
@ VtB rE and dr€$sing indBas€s the psin ard I frd ll neoes6ary b charEs firy wEy of doing it.

@ Because of the paln I am unable b do some washing and dressing lrithout tBlp.

@ Becauso of lhs pain I am unabb to do arry wedling 8td dl€ssing wifbul hdp.

Llfttng
@ I can fin heaw w€ights wihod e$a peln.

O I can m ileavy ivsighls but it caBe6 adra paio.

@ Pain prevents m6 tom ming heavy weights olt $e {bor.

(D PainprBv€nb me ftom nirE fu6vy nsbh.ts otrhB 600r, butI€n menage
if lhey ale convenionty position6d (e.9., (n I table).

@ Pdn pG\,6nls rne tom fitrig h€avywEighb ofttE ffoor, bul lcan maaag€
light lo rncdium webhts if lhey ars co{tveniontly posili'aned.

@ I can only lifr very lighl rt€bht6.

Travellng
@ lget no pein while havelirE.

O I get sonp pain while ravdir€ M ndE of rry usual bfirB d hayel rBlc it sors6.

@ I get exta pain whil6 trawling but il doos nol causs me to ssk altemate forrlB of tr8\€1.

@ I gBt exfa paln rvhile lravsling r{iM caGei flE b s€€k alEmato tums offalsl.
@ Pain rertdds ellforc of tavele)rcept lhd done wt le Mng do.vn.

@ Pain lgsfids all lonrE ot fave{.

Social Llfe
@ My social life is norr08l ard givos me no erlra pain.

O iry social life is normal but inorsa6es th6 degr€e of paln.

@ Pain has no signil5cant afr€ct on my social life apart lrcm limiung my mor€

€nergetic interssls (e,9., dancing, etc).

(D Pain has restdded my social lih and I do not go out very ofren.

O Pain has restdcted my sociel fife to my hom€,

@ I have hardly any social lile bocause of tho pain.

Walking
@ I har,3 no p€in wnib w6ll6g.
(D I har& som€ psin whil6 walking but it doosnl inssass wih distance

O I caflnot walk mor6 lhan I mile without incGasing p8in.

@ I csnnol wak mre than 1./2 mBe witrlout inccasing pain.

(D I 6nnol walk more lhsn 1/4 milo wilhout incr€ssing pain.

@ I cannd wsk al allwitrcut incr€aslng pain.

. - Ctianging degree of paln
@ My pain is rapidly gstlirE betler
(D My !6h nudu3tes but ovorall ls definilely gotting betler
CD My pain 8e€ms to bs getiing betler but imsovemenl is slor/.

O My pain is noilher getting better or worse.

@ My pein is gradually u/onening.

@ My pain is rapidly wolsening.

lndex Score = Sum of all statements selected / of seotions with a statement selected x 5) x 100

Back
lNex
Score

Back lndex



Neck lndex
ACN Group,lrE. Fo.rn Nl-100

Pain lntenslty
@ I harc no pain st flo momenl.

O ns pain h v6ry mild st tt€ morcnl.

@ Ihs pain cornes ad go€E and is rnod€rat6.

@ Ihe pam b hidy s6\€rc at the nDmont.
(D Th€ pain is wry sotlors at he moflEnt

@ th€ pah is fB x/oBt imaghabls at lhe moment

Sleeplng
@ I ha\s no lmuble sle€phg.

O My sl€€p is sligh0y distudod (l€ss uEn t hour sle€pless).

@ My sleop is mildly disturbsd (1-2 hours sh€pl€6s).

@ My sl€A is modoralsly disturbod (2-3 houc slespl€6s).

O t y sl€€p is geaty dislrrbed (3-5 lbuts slaepbss),

O i,ly sloep is completgly dlsturb€d ($7 houl8 sl€6dsss).

Readlng
@ I can read as much ss lwant wilh no neck pain.

(D i can read as mudr as lwanlwih sfight n€€k pain.

@ I can l€ad as.nudr as lu,ant wih oEdorats ngck p€h.

@ I cannot read as mudl as I w6nt b€cause of modorate n€cl pain

(D I can hadly lgad at all becau66 o, sover€ nec* pain.

@ Icannotrgsd8ta becaus€ ot neck pain.

Concentratlon
@ I can concfitlalo tu[y whsn I wanl wilh no diffq,ty,

o I c8n coocontate fully when I w8nt wih slight diffioity.

O I have a faf degree of difliculty conc€nlrating whon I want.

O I haw a bt of difioily concenhaling whsn I wanl.

@ I ha,rs a grsal d6al of diffculty concsnlratlrE lr,{l€n I wenl

@ I cannot concsnt.atG al all.

Work
@ I cal] do as much work as I wanl,
(D I can only rlo my usualrvort but no nDre,
@ I can mly do most ot nry usualwor* but no nEra.

O I cannot do my usual wo*.
@ I cao tBrdly do any work at a[.
@ I cannot do any wod( at all.

ACN Ctlup, |rc. Uto Onty tu a27n@3

Date

Personal Care
@ I can look aier mys€f noflrHlly wlhout oausing a(ha pain,

O I can look aftsr mys€lf noma$y bul it causes sxha p3in.

@ lt is paintul to look ater myEef and I am slow and caretul.

(D I nsed sorE hslp but I manage mst ot rny peEonal care.

(D I n€ed help ewry d€y in flEst 3sp€cb of sdf care.

O I do not gst dre6sed, I wash with dififllty and shy in b8d.

Liftlng
@ I can lifl heavy w€ights wilhout exfa pain.

O I 6an m heavy wsights but it caus€s exlra peh.

CD Pain prsvents me fiom ming h6aw weighls of lhe foor, but I can manago

if thoy arB convenien0y posilioned (e.9., on a bble).
@ Pain prevents me frcm ming heavy wehhts of hs lloor, but I can mamge

light b medium w8ights ifthey ar€ dNoniently posfioned.

O I can on[ m vsry light $/€ights.

@ I cannot lifr or carry anylhing al all.

Drivlng
@ I can drive my car wlthout any neck pain.

I can drivo my car as long as I rvant wilh slight neck psin.

I can drivo my car as loflg as I x,ent vrih mod€rab neck pein.

I cannol ddve my car as long as I $,ant b€cause ol modsrato nsck pain

I can hadly drive at all b€causB ot severB ne* pain.

I cannot dive rny car at all b€cause of rBct pain.

Recreation
@ I am abla lo engag€ in all my redealion aclivitiss wihoul nsck pain.

(D I am abl€ to engaga in all my usual recraaton adiviues wilh soor€ nsck psin.

@ I am ablo b engagE in most but not all my usual lsor€ation actvilies because of neck pain

@ I am only able to ergage in a few ol my usual ccr€alio aclivities bocause of neck pain.

@ I can hadly do arry recIealion adivilles becaus€ ot nsck pah.

@ I csnnot do any recreaUon aclivilies sl all,

Headaches
@ I have no headacies at all.

(D I have slight hesdades whidr come iniequenuy.

@ I hav6 modeEte headaches whid come inrrequently.

@ I have moderate headeches which come tr€quonlly.
(D I lEve severe headaches which ffiI@ f€quenty.
@ I har€ hesdachss dmost all lhe tim6.

This questionnaire wilt giw your provider information about how yoar neck anditbn dffec,s your everyday life.
Please answer every #dkn by marklng the one statement that applies to you. lf Wo or more statements ln one
section apply, please mark the one datement that mos, cross/y desc,bes your problem.

o
@

@

@
o

5)lndex mScore Su of all statements selected of sectio awith(# statement selec{ed x 1x 00

Neck
lNex
Scora

\*,
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