Thank you for choosing Irving Park Chiropractic Center.  To help us complete our records and submit accurate bills to your insurance company, please assist us by providing the following information.  If you have any questions about these forms the receptionist will gladly help you.

Today’s Date:_____________________
    Patient’s Social Security # ____________________________

First Name: ______________________     M.I. _____    Last Name: _____________________________

Date of Birth: _____________________    Sex: M   F

Address: _____________________________________________________________________________

City:____________________________      State:______________      Zip Code: ___________________

Home Phone: (______)_______________   Work Phone: (______)_______________  

Cell Phone: (______)________________    Pager: (______)____________________

Email Address:_____________________________________________________

Occupation: _______________________    Employer: ________________________

How did you find us?: Friend / Family Member (Name)______________________________________

Yellow Pages   Website   Insurance Provider Directory   Clinic Location

Presentation (Where & When)__________________________________________________________

Other (Please Describe)________________________________________________________________

Payment for Services will be: Cash  Health Insurance  Auto Accident  Worker’s Compensation

Health Insurance Patients:

· Insurance Carrier Name:__________________________________________________________
· Insurance Carrier Address: ________________________________________________________
· Group Number: _________________  Policy Number: ______________________
· Is the Insurance Policy in your name?  Yes  No (If no, fill out the following for the insured)

Insured’s First Name: _________________     M.I. _____    Last Name: __________________________

Insured’s Date of Birth: ______________  Sex: M  F   Insured’s Social Security #:_______________

Insured’s Address: _____________________________________________________________________

City:____________________________      State:______________      Zip Code: ___________________

Insured’s Home Phone: (______)_____________

Your Relation to the Insured Spouse  Child  Other (Describe Relation)_______________________

Auto Accident & Worker’s Comp Patients: 

· Type: Auto Accident  Worker’s Comp
· Insurance Carrier Name:__________________________________________________________
· Insurance Carrier Address: ________________________________________________________

· Insurance Carrier City, State, Zip: __________________________________________________

· Date of Injury: ______________________   Claim Number:_____________________________

· Adjuster’s Name: ____________________   Adjuster’s Telephone: (______)________________ 

I, the undersigned, hereby authorize the staff to perform such services as deemed necessary by the physician to diagnose and treat my condition(s). Further, I authorize assignment of my Insurance rights and benefits directly to this provider and also release of such information as is needed to process Insurance claims by provider or agent.  I understand that I am responsible for all charges which may include legal fees, collection fees or other expenses incurred by the provider in collecting my account.  I hereby order all parties to accept a copy of this release and assignment in lieu of the original.  This shall remain in effect until revoked by me in writing. 

Patient Signature: ________________________________________   Date: __________________

ARE YOU, OR MIGHT YOU BE,  PREGNANT
NOYES    DATE OF LAST MENSTRUAL PERIOD____________
WHAT ARE YOUR PRESENT COMPLAINTS?

___________________________________________________________________​​__​

________________________________________________________________________________________________________________________________________​​__

WHEN DID THEY START?

___________________________________________________________________​​__​

WHAT HAPPENED TO CAUSE THESE SYMPTOMS?

___________________________________________________________________​​__​
SYMPTOMS ARE WORSE IN:   MORNING   NIGHT    AFTERNOON    CONSTANT     COME & GO

HAVE YOU EVER HAD THIS BEFORE:     NO       YES      WHEN?_______________________________________
NAME AND LOCATION OF DOCTORS PREVIOUSLY SEEN FOR PRESENT CONDITION(S):

_______________________________________________________________________________________________

_______________________________________________________________________________________________

(PLEASE CHECK THE FOLLOWING ACTIVITIES THAT AGGRAVATE YOUR CONDITION:
BENDING
 REACHING
COUGHING 
SITTING 
LYING DOWNTURNING HEAD




LIFTING   
 SNEEZING 
WALKING 
STANDING
STRAINING AT STOOL

OTHER______________________________________________________________________________________

(PLEASE CHECK THE FOLLOWING ACTIVITIES THAT RELIEVE YOUR CONDITION:

BENDING SITTING LIFTING STANDING LYING DOWN TURNING HEAD REACHING 
WALKING

OTHER______________________________________________________________________________________

(PLEASE CHECK ANY ADDITIONAL SYMPTOMS YOU MAY BE EXPERIENCING:

blurred vision 
cold hands

stomach upset
face flushed

fever

buzzing in ears 
cold sweats

dizziness

fainting 

headaches

cold feet   

constipation  

diarrhea   

fatigue  

insomnia

light bothers eyes 
loss of balance
loss of smell 

loss of taste 

muscle jerking numbness in fingers 
numbness in toes 
ringing in ears
shortness of breath 
stiff neck 

pins and needles in arms 

pins and needles in legs  

concentration loss/confusion depression /weeping spells  

head seems too heavy

low resistance to colds 

(DO YOU HAVE ANY ALLERGIES?      
        NO     YES   WHAT KIND?   ________________________________
(ARE YOU TAKING ANY MEDICATIONS?    NO YES   WHAT KIND: __________________________________ ________________________________________________________________________________________________
Have you been treated by a physician for any health condition in the last year?  Yes    No

Describe Condition_____________________________________  
Describe Condition_____________________________________  

Describe Condition_____________________________________  

Date of Last Physical  Exam__________
SURGICAL HISTORY:            

1.______________________________________________            Date:_____________________
2.______________________________________________            Date:_____________________
3.______________________________________________            Date:_____________________

Have you ever had a metal implant?    Yes     No                    

List Accidents you have been involved in:  

Job  Auto   Other Type     1. ___________________________Date:________________
Job  Auto   Other Type     2. ___________________________Date:________________  
      


Job  Auto   Other Type     3. ___________________________Date:________________
MEDICAL/FAMILY HISTORY       S = Self     M = Mother     F = Father
(Please indicate which PAST or PRESENT conditions have been experienced prior to present complaint by marking appropriate boxes).

S     M     F



S     M     F




S     M     F

        
AIDS


        
dislocated joints


        
neck pain

        
anemia


        
epilepsy


        
nervousness

        
arthritis


        
German measles

        
numbness

        
asthma


        
headaches


        
polio

        
back pain

        
heart trouble


        
poor circulation 

        
bladder trouble

        
reproductive disorders
 
        
hepatitis

        
bone fracture

        
high blood pressure

        
rheumatic fever 

        
cancer


        
HIV/ARC


        
rheumatism

        
chest pain

        
kidney disorder


        
scarlet fever 

        
concussion

        
bowel control loss

        
serious injury

        
convulsions

        
menstrual cramps

        
sinus trouble 

        
diabetes

        
multiple sclerosis

        
Stroke

        
indigestion

        
muscular dystrophy

        
tuberculosis

        
venereal (V.D.)      

OTHER COMMENTS:______________________________________________________________

________________________________________________________________________________________________________________________________________________________________

Patient's Signature:___________________________________    Date:______________________
Patient Consent Authorization

CONSENT FOR TREATMENT: I voluntarily consent to the rendering of care, including treatment and performance of diagnostic procedures. I understand that I am under the care and supervision of the attending physician and it is the responsibility of the staff to carry out the instructions of such physician(s).

ASSIGNMENT OF BENEFITS: I hereby assign payment directly to the physician(s) accepting this assignment of medical benefits applicable and otherwise payable to me but not to exceed the physician’s regular charges. I understand that I am financially responsible for charges not covered by this assignment or for any and all charges that the insurance carrier declines to pay. It is further agreed that any credit or balance resulting from payment of insurance or other sources may be applied to any other accounts owed to said physician by the insured or his/her family.

RELEASE OF INFORMATION: The physician(s) may disclose all or part of the patient’s record to any person or corporation which is or may be liable under a contract to the physician(s) or to the patient or to a family member or employer of the patient for all part or part of the physician(s) charges, including but not limited to, insurance companies, worker’s compensation carriers, welfare funds, or the patient’s employer.

MEDICARE AND PATIENT CERTIFICATION – PATIENTS CERTIFICATION AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST: I certify that the information given by me in applying for payment under Title XVIII and/or Title XI of the Social Security Act, is correct. I authorize any holder of medical or other information about me, to release to the Social Security Administration or its intermediary carriers, any information needed for this or related Medicare claim. I request that payment of authorized benefits be made on my

 behalf. I assign the benefits payable for physician(s) services. 

I understand that I am responsible for my health insurance deductibles and coinsurance.

By my signature on this form I do hereby state that to the best of my knowledge I am not pregnant,

nor is pregnancy suspected or confirmed at this particular time.

Patient Name (Print)____________________________________________

Patient Signature_______________________________________________

Date___________________

THE DISABILITY INDEX QUESTIONNAIRE

NAME 









DATE 



How long have you had  pain   _____years

 months

 weeks _______days
On the diagram below, please indicate where you are experiencing pain or other symptoms, right now.  
[image: image1.png]



A = ACHE



B = BURNING


N = NUMBNESS
P = PINS & NEEDLES

S = STABBING


O = OTHER





[image: image2.jpg]QUADRUPLE VISUAL ANALOGUE SCALE

Patient Name Date

Please read carefully:

Instructions: Please circle the number that best describes the question being asked.

Note:  If you have more than one complaint, please answer each question for each individual complaint and indicate the score for each
complaint. Please indicate your pain level right now, average pain, and pain at its best and worst.

Example:

Headache Neck Low Back

No pain worst possible pain
0 1 [©) 3 4 [©) 6 7 (©) 9 10
1 - What is your pain RIGHT NOW?

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10
2 —What is your TYPICAL or AVERAGE pain?

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10
3 — What is your pain level AT ITS BEST (How close to “0” does your pain get at its best)?

No pain worst possible pain
0 1 2 3 4 S 6 7 8 9 10
4 — What is your pain level AT ITS WORST (How close to “10” does your pain get at its worst)?

No pain worst possible pain

0 1 2 3 4 5 6 7 8 9 10

OTHER COMMENTS:

Examiner

Reprinted from Spine, 18, Von Korff M, Deyo RA, Cherkin D, Barlow SF, Back pain in primary care: Outcomes at 1 year, 855-862, 1993, with permission from Elsevier

Science.






Please Read: This questionnaire is designed to enable us to understand how much your low back has affected your ability to manage everyday activities. Please answer each Section by circling the ONE CHOICE that most applies to you. We realize that you may feel that more than one statement may relate to you, but Please Just circle the one choice which closely describes your problem right now.
SECTION l--Pain Intensity
A.
The pain comes and goes and is very mild.
B.
The pain is mild and does not vary much.
C.
The pain comes and goes and is moderate.
D.
The pain is moderate and does not vary much.
E.
The pain is severe but comes and goes.
F.
The pain is severe and does not vary much.
SECTION 2-PersonaI Care
A.
I would not have to change my way of washing or dressing in
order to avoid pain.
B.
I do not normally change my way of washing or dressing even
though it causes some pain.
C.
Washing and dressing increase the pain, but I manage not to
change my way of doing it.
D.
Washing and dressing increase the pain and I it necessary to
change my way of doing it.
E.
Because of the pain, I am unable to do any washing and
dressing without help.
F.
Because of the pain, I am unable to do any washing or dressing without help.
SECTION 3-Lifting
A.
I can lift heavy weights without extra pain.
B.
I can lift heavy weights, but it causes extra pain.
C.
Pain prevents me from lifting heavy weights off the floor.
D.
Pain prevents me from lifting heavy weights off the floor, but I can manage if they are conveniently positioned, e.g. on the
table.
E.
Pain prevents me from lifting heavy weights , but I can manage light to medium weights if they are conveniently positioned.
F.
I can only lift very light weights, at the most.
SECTION 4 -Walking
A.
Pain does not prevent me from walking any distance.
B.
Pain prevents me from walking more than one mile.
C.
Pain prevents me from walking more than one mile.
D.
Pain prevents me from walking more than 1/2 mile.
E.
I can only walk while using a cane or on crutches.
F.
I am in bed most of the time and have to crawl to the toilet.
SECTION 5-Sitting
A.
I can sit in any chair as long as I like without pain.
B.
I can only sit in my favorite chair as long as I like.
C.
Pain prevents me from sitting more than one hour.
D.
Pain prevents me from sitting more than 1/2 hour.
E.
Pain prevents me from sitting more than ten minutes.
F.
Pain prevents me from sitting at all.
SECTION 6 - Standing
A.
I can stand as long as I want without pain 
B.
I have some pain while standing, but it does not increase with
time.
C.
I cannot stand for longer than one hour without increasing
pain.
D.
I cannot stand for longer than 1/2 hour without increasing pain.
E.
I can't stand for more than 10 minutes without increasing pain.
F.
I avoid standing because it increases pain right away.
SECTION 7-Sleeping
A.
I get no pain in bed.
B.
I get pain in bed, but it does not prevent me from sleeping.
C.
Because of pain , my normal night's sleep is reduced by less
than one-quarter.
D.
Because of pain, my normal night's sleep is reduced by less
than one-half.
E.
Because of pain, my normal night's sleep is reduced by less
than three-quarters.
F.
Pain prevents me from sleeping at all.
SECTION 8-Social Life
A.
My social life is normal and gives me no pain.
B.
My social life is normal, but increases the degree of my pain.
C.
Pain has no significant effect on my social life apart from
limiting my more energetic interests, e.g., dancing, etc.
D.
Pain has restricted my social life and I do not go out very
often.
E.
Pain has restricted my social life to my home.
F.
Pain prevents me from sleeping at all.
SECTION 9-Traveling
A.
I get no pain while traveling.
B.
I get some pain while traveling, but none of my usual forms of
travel make it any worse.
C.
I get extra pain while traveling, but it does not compel me to
seek alternative forms of travel.
D.
I get extra pain while traveling which compels me to seek
alternative forms of travel.
E.
Pain restricts all forms off travel.
F.
Pain prevents all forms of travel except that done lying down.
SECTION 10-Changing Degree of Pain
A.
My pain is rapidly getting better.
B.
My pain fluctuates, but overall is definitely getting better.
C.
My pain seems to be getting better, but improvement is slow at
present.
D.
My pain is neither getting better nor worse.
E.
My pain is gradually worsening.
F.
My pain is rapidly worsening.
.

DISABILITY INDEX SCORE:   % 

Please Read: This questionnaire is designed to enable us to understand how much your neck pain has affected your ability to manage everyday activities. Please answer each Section by circling the ONE CHOICE that most applies to you. We realize that you may feel that more than one statement may relate to you, but Please just circle the one choice which closely describes your problem right now.
SECTION l-Pain Intensity
A.
I have no pain at the moment
B.
The pain is mild at the moment.
C.
The pain comes and goes and is moderate.
D.
The pain is moderate and does not vary much.
E.
The pain is severe but comes and goes.
F.
The pain is severe and does not vary much.
SECTION 2-Personal Care (Washing, Dressing etc.)
A.
I can look after myself without causing extra pain.
B.
I can look after myself normally but it causes extra pain.
C.
It is painful to look after myself and I am slow and careful.
D.
I need some help, but manage most of my personal care.
E.
I need help every day in most aspects of self-care.
F.
I do not get dressed, I wash with difficulty and stay in bed.
SECTION 3-Lifting
A.
I can lift heavy weights without extra pain.
B.
I can lift heavy weights, but it causes extra pain.
C.
Pain prevents me from lifting heavy weights off the floor but I can if they are conveniently positioned,  for example on a table.
D.
Pain prevents me from lifting heavy weights, but I can manage light to medium weights if they are conveniently positioned.
E.
I can lift very light weights.
F.
I cannot lift or carry anything at all.
SECTION 4 -Reading
A.
I can read as much as I want to with no pain in my neck.
B.
I can read as much as I want with slight pain in my neck.

C.    I can read as much as I want with moderate pain in my neck.

D.   I cannot read as much as I want because of moderate pain in my neck.

E.    I cannot read as much as I want because of severe pain in my neck.

F.    I cannot read at all. 

SECTION 5-Headache
A.
I have no headaches at all.
B.
I have slight headaches which come infrequently.
C.
I have moderate headaches which come in-frequently.
D.
I have moderate headaches which come frequently.
E.
I have severe headaches which come frequently.
F.
I have headaches almost all the time.

SECTION 6 -- Concentration
A.   I can concentrate fully when I want to with no difficulty. 

B.    I can concentrate fully when I want to with slight difficulty. 

C.    I have a fair degree of difficulty in concentrating when I want to.

D.    I have a lot of difficulty in concentrating when I want to. 

E.    I have a great deal of difficulty in concentrating when I want to. 

F.    I cannot concentrate at all.
SECTION 7-Work
A.
I can do as much work as I want to.
B.
I can only do my usual work, but no more.
C.
I can do most of my usual work, but no more.
D.
I cannot do my usual work.
E.
I can hardly do any work at all.
F.
I cannot do any work at all.     

SECTION 8-Driving
A.
I can drive my car without neck pain.
B.
I can drive my car as long as I want with slight pain in my neck.
C.
I can drive my car as long as I want with moderate pain in my neck.
D.
I cannot drive my car as long as I want because of moderate   pain in my neck.
E.
I can hardly drive my car at all because of severe pain in my neck.
F.
I cannot drive my car at all.


SECTION 9-Sleeping
A.
I have no trouble sleeping
B.
My sleep is slightly disturbed (less than 1 hour sleepless).
C.
My sleep is mildly disturbed (1-2 hours sleepless).
D.
My sleep is moderately disturbed (2-3 hours sleepless).
E.
My sleep is greatly disturbed (3-5 hours sleepless).
F.
My sleep is completely disturbed (5-7 hours sleepless).
SECTION 10-Recreation
A.   I am able engage in all recreational activities with no pain in my neck at all.
B.    I am able engage in all recreational activities with some                      pain in my neck.
C.   I am able engage in most, but not all recreational activities      because of pain in my neck.
D.   I am able engage in a few of my usual recreational activities because of pain in my neck.
E.    I can hardly do any recreational activities because of pain in my neck.

F.    I cannot do any recreational activities all all.

