CHIROPRACTIC REGISTRATION AND HISTORY

f ! PATIENT INFORMATION

Date

SS/HIC/Patient ID #

Patient Name

Last Name
First Name Middle Initial
Address
E-mail
City -
State Zip

Sex M [JF Age
Birthdate
] Married ] Widowed [ Single [ Minor

] Separated [] Divorced [[] Partnered for years

Patient Employer/School

Occupation

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate

SS#

Spouse’s Employer

Whom may we thank for referring you?

2 INSURANCE INFORMATION

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? []Yes []No

Subscriber's Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| certify that |, and/or my dependent(s), have insurance coverage with

and assign directly to

Name of Insurance Company(ies)

Dr. all insurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

@ PHONE NUMBERS

Cell Phone ( ) Home Phone ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name Relationship

Home Phone ( ) Work Phone ( )

48 ACCIDENT INFORMATION

Is condition due to an accident? [] Yes [] No Date
Type of accident []Auto [JWork [JHome []Other

To whom have you made a report of your accident?
[] Auto Insurance [ ] Employer [ |Worker Comp. [ ]Other

Attorney Name (if applicable)

PATIENT CONDITION

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [ ]Yes [ ]No

Type of pain: [] Sharp ] Dull

How often do you have this pain?

[JBurning [JTingling [] Cramps [[] stiffness

[JUnknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

[]Throbbing [J Numbness []Aching [ Shooting
[] Swelling [ Other

Is it constant or does it come and go?

Does it interfere with your [ ]Work [] Sleep  [] Daily Routine

[] Recreation

Activities or movements that are painful to perform [] Sitting [] Standing [] Walking [] Bending [] Lying Down

(Vers.C255S804)
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8 i HEALTH HISTORY
What treatment have you already received for your condition? [] Medications  [] Surgery  [] Physical Therapy
[] Chiropractic Services [ ] None [] Other
Name and address of other doctor(s) who have treated you for your condition
Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan
Place a mark on "“Yes” or “No” to indicate if you have had any of the following:
AIDS/HIV [JYes [JNo Diabetes [JYes [ No Liver Disease [JYes [[JNo Rheumatic Fever [JYes []No
Alccholism [IYes [JNo Emphysema [[IYes [INo Measles [JYes [JNo Scarlet Fever [lYes []No
Allergy Shots [OYes [JNo Epilepsy [OYes [INo Migraine Headaches []Yes []No  Sexually
Anemia [IYes [1No Fractures [Yes []No Miscarriage\ JYes [ No 'I[')riasr;ir;isﬁed CJYes [JNo
Anorexia [JYes []No Glaucoma [IYes [INo Mononucleosis JYes []No Stroke IYes [INo
Appendicitis [OYes [INo Goiter [dYes [INo  Multiple Sclerosis []Yes []No Suicide Attempt [JYes []No
Arthritis [JYes [1No Gonorrhea [JYes [JNo  Mumps [OYes [No Thyroid Problems  []Yes []No
Asthma [JYes [JNo Gout [JYes [1No Osteoporosis [JYes []No Tonsillitis CYes [JNo
Bleeding Disorders []Yes [JNo Heart Disease [OYes [1No Pacemaker [JYes [No . SiBaraiiasis [lYes [JNo
Breast Lump [JYes [JNo  Hepatitis [JYes [JNo Parkinson's Disease [ ]Yes []No Tumors, Growths  []Yes []No
Bronchitis OYes [ No Hernia [JYes [JNo Pinched Nerve [OYes [INo Typhoid Fever [1Yes []No
Bulimia [IYes [JNo Herniated Disk [JYes [ONo Pneumonia [JYes [JNo UlAass CIYes []No
Cancer [JYes [JNo Herpes [JYes [JNo Polio [OYes [ No Vaginal Infections []Yes [ No
Cataracts [JYes []No High Blood Prostate Problem [JYes [] No
Chemical Fiessuie Bl e Prosthesis [OYes [ No Wilipeping Goudh,  TT¥ee! [MING
Dependency [OYes [1No High Cholesterol [JYes []No Bl iare OYes [No Other
Chicken Pox [JYes [1No Kidney Disease [JYes [JNo Rheumatoid Arthritis []Yes [ No
EXERCISE WORK ACTIVITY HABITS
] None [] Sitting [] Smoking Packs/Day
[] Moderate [[] Standing [] Alcohol Drinks/Week
[ Daily [ Light Labor [] Coffee/Caffeine Drinks Cups/Day
[] Heavy [] Heavy Labor [ High Stress Level Reason
Are you pregnant? []Yes []No Due Date
Injuries/Surgeries you have had Description Date
Falls
Head Injuries
Broken Bones
Dislocations
Surgeries
:? MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS
Pharmacy Name
Pharmacy Phone ( )




The Primary Care Low Back Disability Questionnaire (PCLBDQ)

Patient Last Name Patient First Name ., «
A

Patient ID Date of Birth-(MM/DD/YYYY)

/ /

Provider Last Name Provider First Name

Provider Phone (area code first)

Instructions: This questionnaire has been designed to gi\}e the doctor information as to how your low back pain has
affected your ability to manage in everyday life. In each section, please circle the choice which most

closely describes your problem.

SECTION 1 — Pain Intensity

The pain comes and goes and is very mild.
The pain is mild and does not vary much.
The pain comes and goes and is moderate.

The pain comes and goes and is very severe.
The pain is severe and does not vary much.

ECTION 2 - Personal Care

A
8
C.
D. The pain is moderate and does not vary much.
E
F
S
A

B.

C.

| would not have to change my way of washmg 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 or dressing
without help.

SECTION 3 - Lifting

cowr

m

E.

| can lift heavy weight without pain,

| can lift heavy weight, but it gives me 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, but can manage
light-medium weights if they are conveniently positioned.

| can only lift very light weights at the most.

SECTION 4 — Walking

mTmoom»y MO0 W

Pain does not prevent me from walking any distance.

Pain prevents me from walking more than 1 mile.

Pain prevents me from walking more than %z mile.

Pain prevents me from walking more than Y mile.

| can only walk using a stick or crutches.

| am in bed most of the time and have to crawl to the toilet.

ECTION 5 — Sitting

| can sit in any chair as long as | like without pain.

| can only sit in my favorite chair as long as | like.
Pain prevents me from sitting more than thour.

Pain prevents me from sitting more than ¥z hour.
Pain prevents me from sitting more than 10 minutes.
Pain prevents me from sitting at all.

S

moowp

F.

ECTION 8 - Standing

| can stand as tong as | want without pain.

| have some pain on standing but it does notincrease with time.
| cannot stand for longer than-one hour without increasing pain.
I cannot stand for longer than %2 hour without increasing pain.

| cannot stand for longer than 10 minutes without increasing
pain.

Pain prevents me from standing at all.

SECTION 7 - Sleeping

E.
F

S

A.
B.
C.

mmo
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| get no pain in bed.
| get pain in bed but it doesn’t prevent me from sleeping well.
Because of my pain my normal night's sleep is reduced by <%. -
Because of my pain my normal night’s sleep is reduced by <'2.
Because of my pain my normal night's sleep is reduced by <%.
Pain prevents me from sleeping at all.
ECTION & — Social Life
My social life is normal and gives me no pain.
My social life is normal but increases the degree of my pam
Pain has no significant effect on my social fife apart from
limiting my more energetic interests, e.g., dancing, efc.
Pain has restricted by 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.
ECTION 9 — Traveling
| get no pain while traveling.
| get some pain while traveling but none of my usual forms of
travel make it any worse.
| get extra pain while traveling but it does not compel me to
seek alternative forms of travel.
| get extra pain while fraveling which compels me to seek
alternative-forms of travel. S
Pain restricts all forms of travel. Fr
Pain restricts all forms of travel except that done lymg down.
ECTION 10 - Changing Degree of Pain

My pam is rapidly getting better.

My pain fluctuates, but overall is definitely getting better* v

My pain seems to be getting better but improvement is slow at
present.

My pain is neither getting better nor worse.

My pain is gradually worsening.

My pain is rapidly worsening

Office Use Only PCLBDQ SCORE:

| understand that the information | have provided above is current and correct to the best of my knowledge.

Signature

Date

With permission: Hudson-Cook N, Tomes-Nicholson K, Breen AC. A Revised Oswestry Back Disabllity Questionnaire. Manchester Univ Press, 1989.



CONSENT FOR TELEPHONE AND EMAIL APPOINTMENT REMINDERS AND TREATMENT ALTERNATIVES

Your chiropractor and members of the practice staff may need to use your name, address, phone number, email
address, and your clinical records to contact you with appointment reminders, and information about treatment
alternatives. If this contact is made by phone and you are not available, a message will be left on your answering
machine or with the person answering the phone. By signing this form, you are consenting for us to contact you
with these reminders and information and to leave messages on your answering machine or with individuals at
your home or place of employment. ‘

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

You have the right to refuse to give us your consent to use your telephone number and/or email address for
appointment reminders and treatment alternatives. If you choose to give your consent, you have the right to
revoke it, in writing, at any time in the future. If you refuse to give us this consent or revoke it in the future, it will
not affect the treatment we provide to you or the methods we use to obtain reimbursement for your care.

You may inspect or copy the information that we use to contact you to provide appointment reminders or
information about treatment alternatives at any time.

This consent is effective as of - Unless you otherwise revoke it, this consent will expire
one year after the date on which you last received treatment or services from us,

I CONSENT to my phone number and/or email address being used in the manner described above. I am
also acknowledging that I have received a copy of this consent.

Patient Name Printed Date

Patient (or Personal Representative) Signature Authorized Provider Representative

Personal Representative’s Name Printed Personal Representative’s Authority §
Preferred Telephone Number for This Purpose: O Home O Cell O Work
Preferred Email Address for This Purpose: O Personal OO Work

Form'provided courtesy of Wisconsin Chiropractic Association, It may not be used or modified without permission.




USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION
ACKNOWLEDGEMENT AND CONSENT

The federal laws that protect your protected health information (“HIPAA”) do not provide you with complete

privacy. HIPAA allows your health care provider to use or disclose your protected health care information

without further authorization or consent from you in a number of circumstances, such as:

e In the course of providing you treatment;

e In the event a referral to another health care provider if/as necessary for the diagnosis, assessment, or
treatment of your health condition;

e For insurance and billing purposes;

s For internal clinic purposes (related to quality control or operations); and

e Inlimited and unusual circumstances related to public health matters and research.

Our privacy policy. We are very concerned with protecting your privacy, and always will respect the
privacy of your health information. Along with this consent form, you will be given a copy of our privacy
policy, in detail. You have the right to review our privacy policy before you sign this consent form. We
reserve the right to change our privacy policy. If we make a change, we will notify you in writing when you
come in for treatment or by mail.

Your right to limit uses or disclosures. You have the right to restrict our ability to use or disclose vour
protected health information with specific individuals, companies, or organizations. If you would like to
place any restrictions on the use or disclosure of your health information, you must inform us in writing.

Your right to authorize us to disclose your protected health information. You have the right to authorize
us to disclose your protected health information to specific individuals, companies, or organizations. If you
would like to make an authorization, we will ask you to complete an authorization form.

Your right to revoke any limitation, authorization, or consent. You have the right to revoke any
limitation or authorization to use or disclose your protected health information at any time. Your revocation
must be in writing. If you refuse to give us an authorization or consent or revoke any authorization or consent
in the future, it will not affect the treatment we provide to you or the methods we use to obtain
reimbursement for your care.

I ACKNOWLEDGE receipt of the PRIVACY POLICY and CONSENT to my personal health
information being used in the manner described above. I am also acknowledging that I have received a
copy of this consent. s

Patient Name Printed Date

)
Patient (or Personal Representative) Signature Authorized Provider Representative
Personal Representative’s Name Printed Personal Representative’s Authority Y

Form provided courtesy of Wisconsin Chiropractic Association. It may not be used or modified without permission.




Vernon Clinic of Chiropractic, Inc.

Kris N. Erlandson, D.C. 1316 Bad Axe Court Suite
Virogua, Wi 34665
(608) 637-8111
(608) 637-8722 fax

Minor Consent Form

I give Dr. Kris N. Erlandson
(Print Name)

permission to treat my minor child

(Print Name)

Signature Date

Relationship to Minor




INFORMED CONSENT TO CHIROPRACTIC TREATMENT

The State of Wisconsin requires that é?{ery patient be informed of the risks of treatment and the alternatives
to treatment prior to the beginning of treatment. The following is Vernon Clinic of Chiropractic's informed
consent. We intend this form to cover the entire course of treatment for your present condition, and for any
future conditions for which you seek treatment at this office.

The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order to
adjust your joints. You may hear a “click or pop,” similar to when a joint is “cracked,” and you may feel
movement of the joint. Various ancillary procedures, such as hot or cold packs, electric muscle stimulation,
therapeutic ultrasound, or trad‘ioQ as well as exercise instruction. '

Possible risks and probability: There are inherent risks in any and all treatment delivered by any health care
provider, ranging from taking a single aspirin to complicated brain surgery. Chiropractic is no exception.
Although we take every precaution, there are indeed some slight risks to chiropractic adjustment. The risk is
very minor to almost nonexistent in any treatment of extremities. The risks involved in treatment to the spine
excluding the neck are several. A list from the least to the most serious would include: muscular strain
(rare), ligamenous sprain (rare), fractures (rare), and injury to intervertebral discs, nerves, or spinal cord
(very rare). The risks involved in the treatment of the neck would include any on the proceeding list but also
include the remote possibility of cervebrovascular injury, or stroke (very very very rare chances are one in
one million to one in ten million.) A minority of patients may notice stiffness or soreness after the first few ]
days of freatment (common). The ancillary physical therapy procedures could produce skin irritations, burns
or other minor complications (rare). :

Other treatment options that could be considered may include the followina:

Over the counter analgesics: The risks of these medications include irritation to stomach, liver, )
kidneys, and other side effects in a significant number of cases.

Medical care: Typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs
include numerous undesirable effects, usually more serious than those listed above, and the patient
dependence in a significant number of cases.

Surgery: In conjunction with medical care adds the risks of adverse reaction to anesthesia (which
includes death) as well as an extended convalescent period in a significant number of cases.

Risks of remaining untreated

Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes.

These changes can further reduce skeletal mobility and include chronic pain cycles. It is quite probable that
delay of treatment will complicate the condition, and make future rehabilitation more difficult. .
Concerns or Questions ‘ 4

Please ask your Doctor of Chiropractic. We at Vernon Clinic-of Chiropractic have gonetogreat ~ ¥
lengths to make your health and safety our top priority. We will be glad to explain any concern about ..
treatment. We will only recommend treatment for you that we would feel comfortable having performed on

©ourselves,

I have read the above explanation of Chiropractic treatment. | also had the opportunity to ask questions and
have them answered to my satisfaction. | have fully evaluated the risks and benefits of undergoing
treatment, | have freely decided to undergo treatment, and hereby give my full consent to treatment.

Date

Ffinted Patient Name Signature of Patient or Parent



CONSENT FOR TELEPHONE AND EMAIL APPOINTMENT REMINDERS AND TREATMENT ALTERNATIVES

Your chiropractor and members of the practice staff may need to use your name, address, phone number, email
address, and your clinical records to contact you with appointment reminders, and information about treatment
alternatives. If this contact is made by phone and you are not available, a message will be left on your answering
machine or with the person answering the phone. By signing this form, you are consenting for us to contact you
with these reminders and information and to leave messages on your answering machine or with individuals at
your home or place of employment. '

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

You have the right to refuse to give us your consent to use your telephone number and/or email address for
appointment reminders and treatment alternatives. If you choose to give your consent, you have the right to
revoke it, in writing, at any time in the future, If you refuse to give us this consent or revoke it in the future, it will
not affect the treatment we provide to you or the methods we use to obtain reimbursement for your care.

You may inspect or copy the information that we use to contact you to provide appointment reminders or
information about treatment alternatives at any time.

This consent is effective as of . Unless you otherwise revoke it, this consent will expire
one year after the date on which you last received treatment or services from us,

I CONSENT to my phone number and/or email address being used in the manner described above. [ am
also acknowledging that I have received a copy of this consent.

Patient Name Printed Date
Patient (or Personal Representative) Signature Authorized Provider Representative
Personal Representative’s Name Printed Personal Representative’s Authority

I~
Preferred Telephone Number for This Purpose: O Home O Cell O Work
Preferred Email Address for This Purpose: O Personal 0 Work

Form'provided courtesy of Wisconsin Chiropractic Association. It may not be used or modified without permission.




USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION
ACKNOWLEDGEMENT AND CONSENT

The federal laws that protect your protected health information (“HIPAA”) do not provide you with complete

privacy. HIPAA allows your health care provider to use or disclose your protected health care information

without further authorization or consent from you in a number of circumstances, such as:

e In the course of providing you treatment;

e In the event a referral to another health care provider if/as necessary for the diagnosis, assessment, or
treatment of your health condition;

e For insurance and billing purposes;

* For internal clinic purposes (related to quality control or operations); and

e Inlimited and unusual circumstances related to public health matters and research.

Our privacy policy. We are very concerned with protecting your privacy, and always will respect the
privacy of your health information. Along with this consent form, you will be given a copy of our privacy
policy, in detail. You have the right to review our privacy policy before you sign this consent form. We
reserve the right to change our privacy policy. If we make a change, we will notify you in writing when you
come in for treatment or by mail.

Your right to limit uses or disclosures. You have the right to restrict our ability to use or disclose your
protected health information with specific individuals, companies, or organizations. If you would like to
place any restrictions on the use or disclosure of your health information, you must inform us in writing.

Your right to authorize us to disclose your protected health information. You have the right to authorize
us to disclose your protected health information to specific individuals, companies, or organizations. If you
would like to make an authorization, we will ask you to complete an authorization form.

Your right to revoke any limitation, authorization, or consent. You have the right to revoke any
limitation or authorization to use or disclose your protected health information at any time. Your revocation
must be in writing. If you refuse to give us an authorization or consent or revoke any authorization or consent
in the future, it will not affect the treatment we provide to you or the methods we use to obtain
reimbursement for your care.

I ACKNOWLEDGE receipt of the PRIVACY POLICY and CONSENT to my personal health
information being used in the manner described above. I am also acknowledging that I have received a
copy of this consent, -

Patient Name Printed ~ Date k

)
Patient (or Personal Representative) Signature Authorized Provider Representative
Personal Representative’s Name Printed Personal Representative’s Authority §

Form provided courtesy of Wisconsin Chiropractic Association. It may not be used or modified without permission.




Neck Disability Index Questionnaire

Patient Last Name Patient First Name

Patient ID Date of Birth (MM/DD/YYYY)

/ /

Provider Last Name Provider First Name

Provider Phone (area code first)

Instructions: 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 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 1--Pain Intensity
| have no pain at the moment

The pain is mild at the moment.

The pain comes and goes and is moderate.
The pain is moderate and does not vary much.
The pain is severe but comes and goes.

The pain is severe and does not vary much.

mmoowr>

ECTION 2--Personal Care (Washing, Dressing etc.)

| can look after myself without causing extra pain.
I can look after myself normally but it causes extra pain.

It is painful to look after myself and | am slow and careful.
| need some help, but manage most of my personal care.

| do not get dressed, | wash with difficulty and stay in bed.

SECTION 6 -- Concentration

A

B.
C.
D
E

F

| can concentrate fully when | want to with no difficulty.

| can concentrate fully when | want to with slight difficulty.
| have a fair degree of difficulty in concentrating when |
want to.

| have a lot of difficulty in concentrating when | want to.

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

| cannot concentrate at all.

ECTION 3--Lifting
| can [ift 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 if they are conveniently positioned, for example
on a table.
D. Pain prevents me from lifting heavy weights, but | can
manage light to medium weights if they are conveniently
positioned.
| can lift very light weights.
| cannot lift or carry anything at all.

S
A
B
Cc
D.
E. | need help every day in most aspects of self-care.
F
S
A
B.
C.

nm

SECTION 7--Work

mmoow e

| can do as much work as | want to.

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

| can do most of my usual work, but no mare.
| cannot do my usual work.

| can hardly do any work at all.

| cannot do any work at all.

SECTION 4 --Reading

A. 1can read as much as | want to with no pain in my neck.

B. 1can read as much as | want with slight pain in my neck.

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

D. 1cannot read as much as | want because of moderate
pain in my neck.

E

| cannot read as much as | want because of severe pain in

my neck.
| cannot read at all.

il

ECTION 8--Driving

| can drive my car without neck pain.

| can drive my car as long as | want with slight pain in my
neck.

I can drive my car as long as | want with moderate pain in
my neck.

| cannot drive my car as long as | want because of
moderate pain in my neck.

| can hardly drive my car at all because of severe pain in
my neck.

| cannot drive my car at all.

S
A
B
C
D
E
F
S
A
B
C
D
E
F

ECTION 9--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).

SECTION 5--Headache

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come in-frequently.
| have moderate headaches which come frequently.

| have severe headaches which come frequently.

I have headaches almost all the time.

Tmoowr

DISABILITY INDEX SCORE:

SECTION 10--Recreation

A
B.

c
D.
E
F

| am able engage in all recreational activities with no pain
in my neck at all.

I am able engage in all recreational activities with some
pain in my neck.

| am able engage in most, but not all recreational activities
because of pain in my neck.

| am able engage in a few of my usual recreational
activities because of pain in my neck.

I can hardly do any recreational activities because of pain
in my neck.

| cannot do any recreational activities at all

I understand that the information | have provided above is current and correct to the best of my knowledge.

Signature

Date

© Vernon H. and Hagino C., 1991 (with permission from Fairbank J.)

PI051607




The Primary Care Low Back Disability Questionnaire (PCLBDQ)

Patient Last Name

Patient First Name

Patient ID

Date of Birth (MM/DD/YYYY)

/ /

Provider Last Name

Provider First Name

Provider Phone (area code first)

Instructions: This questionnaire has been designed to give the doctor information as to how your low back pain has
affected your ability to manage in everyday life. In each section, please circle the choice which most

A
B
C.
D.
E
F
S
A

closely describes your problem.

SECTION 1 — Pain Intensity

The pain comes and goes and is very mild.
The pain is 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 severe and does not vary much.

ECTION 2 - Personal Care

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

1 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 or dressing
without help.

SECTION 3 - Lifting

A
B.
C.
D
E.
F.

| can lift heavy weight without pain.

 can lift heavy weight, but it gives me 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, but can manage
light-medium weights if they are conveniently positioned.
| can only lift very light weights at the most.

SECTION 4 — Walking

Mmoo w =

Pain does not prevent me from walking any distance.

Pain prevents me from walking more than 1 mile.

Pain prevents me from walking more than ¥ mile.

Pain prevents me from walking more than % mile.

| can only walk using a stick or crutches.

| am in bed most of the time and have fo crawl to the toilet.

SECTION 5 - Sitting

mmo ooz

| can sit in any chair as long as | like without pain.

| can only sit in my favorite chair as long as | like.
Pain prevents me from sitting more than 1hour.
Pain prevents me from sitting more than ¥ hour.
Pain prevents me from sitting more than 10 minutes.
Pain prevents me from sitting at all.

SECTION 6 - Standing

mo o>

Fu

| can stand as long as | want without pain.

I have some pain on standing but it does not increase with time.
| cannot stand for longer than one hour without increasing pain.
I cannot stand for longer than ¥ hour without increasing pain.

- | cannot stand for longer than 10 minutes without increasing

pain.
Pain prevents me from standing at all.

SECTION 7 - Sleeping

mPMm TMMOD oOomWFH TMOO®DZ®

I get no pain in bed.

| get pain in bed but it doesn’t prevent me from sleeping well.
Because of my pain my normal night's sleep is reduced by <¥%.
Because of my pain my normal night’s sleep is reduced by <.
Because of my pain my normal night's sleep is reduced by <%.
Pain prevents me from sleeping at all.

ECTION 8 — Social Life

My social life is normal and gives me no pain.

My social life is normal but increases the degree of my pain.
Pain has no significant effect on my social life apart from
limiting my more energetic interests, e.g., dancing, etc.

Pain has restricted by social life and | do not go out very often.
Pain has restricted my social life to my home.

I have hardly any social life because of the pain.

ECTION 9 — Traveling

| get no pain while fraveling.

| get some pain while traveling but none of my usual forms of
travel make it any worse.

1 get extra pain while traveling but it does not compel me to
seek alternative forms of travel.

| get extra pain while traveling which compels me fo seek
alternative forms of travel.

Pain restricts all forms of travel.

Pain restricts all forms of travel except that done lying down.

SECTION 10 — Changing Degree of Pain
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My pain is rapidly getting better.

My pain fluctuates, but overall is definitely getting better.

My pain seems to be getting better but improvement is slow at
present.

My pain is neither getting better nor worse.

My pain is gradually worsening.

My pain is rapidly worsening

Office Use Only PCLBDQ SCORE:

I understand that the information | have provided above is current and correct to the best of my knowledge.

Signature

Date

With permission: Hudson-Cook N, Tomes-Nicholson K, Breen AC. A Revised Oswestry Back Disability Questionnaire. Manchester Univ Press, 1989.



