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Functional Ratin

Index

For use with Neck and/or Back Problems only.

In order to properly assess your condition, we must understand how much your neck and/or back problems have affected your ability to manage everyday activities.
For each item below, please circle the number which most closely describes your condition right now.

1. Pain Intensity 6. Recreation
Lo L1 [ 2 13 | 4 Lo |1 | 2 [ 3 | 4
| | | | | [ [ [ | |
No Mild Moderate Severe Worst Can do Can do Can do Can do Cannot
pain pain pain pain possible all most some afew do any
pain activities activities activities activities activities
2. Sleeping .
| | 7. Frequency of pain
0 1 | 2 |3 | 4
! ! | I ! |2 - 12 = A
Perfect Mildly Mgderately Qreatly Totally No Occasional Intermittent Frequent Constant
sleep disturbed disturbed disturbed disturbed pain pain; pain; pain; pain;
sleep sleep sleep sleep 25% 50% 75% 100%
3. Personal Care (washing, dressing, etc.) . of the day of the day of the day of the day
[0 | 5 3 | 4 8. Lifting
| | |
I i I I Io I 1 I 2 I 3 I 4
N_O. Ml_ld. M.O(?eratz Moqeratg Se.:v.ere d No Increased Increased Increased Increased
pain; pain; pain; nee pain; nee pain; hee pain with pain with pain with pain with pain with
no no to go slowly some 100% heavy heavy moderate light any
restrictions restrictions assistance assistance weight weight weight weight weight
4. Travel (driving, etc.) 9. Walking
Lo 1 |2 |3 | 4 Lo L1 |2 | 3 | 4
| | | I I | I | |
No Mild Moderate Moderate Severe No pain; Increased Increased Increased Increased
pain on pain on pain on pain on pain on any pain after pain after pain after pain with
long trips long trips long trips short trips short trips distance 1 mile 1/2 mile 1/4 mile all
walking
5. Work 10. Standing
Io Il iz I 3 I4 lo |1 B 3 | 4
| | | |
Can do Can do Can do Can do Cannot No pain Increased Increased Incrleased Increased
usual work usual work; 50% of 25% of work after pain pain pain pain with
plus unlimited no extra usual usual several after several after after any
extra work work work work hours hours 1 hour 1/2 hour standing
Name Total Score
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Backin the Game

SPORTS MEDICINE, LLC

Patient Health Questionnaire for new patients

Patient Name: Date ’

Present Complaint: (Describe your symptoms) ’

When did your problem begin: (specific date)’

What caused your symptoms? ’

1) How often do you experience symptoms? = Constant - Frequent r Occasional = Intermittent
. (100-76%) (75-51%) (50-26%) ((>26%)
2) Describe the nature of your symptoms:
[~ Sharp [~ Dull Ache [~ Numb [~ Shooting [~ Burning [ Tingling
3) Since your problem began, is the pain: ( Getting Better (" Not Changing ( Getting Worse
4) indicate the average intensity of your symptoms:
(" 0 (no pain) (@) C2 C3 C4 C5 Ce6 C7 (@F:] Co9 (10 (worst pain)
13) Have you had similar symptoms in the past?  ~ Ygg C NO

14) If you have received treatment in the past for the same or similar symptoms, who did you see?

(" This Office (" Other Chiropractor C MD CPT ( Other

Other Medical History

[ Allergies [~ Depression [~ Osteoporosis [ Prostate problems In the last 30 days:

[ Arthritis [ Diabetes [ Skin condition [ Gynecology problems [~ Unexplained weight loss

[~ Asthma [ Hepatitis [ Stroke [ Thyroid problems [ Unusual headaches

[~ Cancer [~ Hypertension [ Scoliosis [ Infection or Fever
Surgeries

[ Cardiovascular [~ Abdominal / other organ [ Upper / lower extremities [ Spine / neurological

Parent Family History

[ Arthritis [~ Cancer [ Diabetes [ High blood pressure /Heart [ Back problems
Prescription medication

[~ Asthma/Allergy [ Anti-coagulant [ Anti-depressant [ Anti-inflammatory [ Antibiotic
[ Cortico-steroids [ Thyroid [ Painreliever [ Birth control [ Other

Previous fractures or serious hospitalizations:

Please give your height, weight, other significant
stressors):

Signature

Print Form







Back in the Game

SPORTS MEDICINE, LLC

Welcome! New federal laws require photocopies of ID and insurance card please bring these cards to your 1st visit

First Name Primary (ex. 222222222)
Last Name Birth Date
Address

Sex: ( Male (" Female

City State Zip Code

Marital Status: C Single C Married (C Other

SSN (ex. 999999999) ’

Employer

Optional Information

In order to serve you better we will email patient educational links and community updates

email

Emergency contact

Name: H Phone number

How did you hear about us? H

To our Patients

*| hereby authorize Back In the Game and independent providers to furnish the insured's insurance company all information which said insurance
company may request concerning my presenting iliness or injury. | hereby assign to said provider all money to which | am entitled for health expenses relative
to the services performed form time to time. | understand | am financially responsible for any and all charges.

**] acknowledge that I have received, reviewed, understandand agree to the the Notice of Privacy Practices of Back in the Game LLC, which describes
the practice’s policies and procedures regarding the use and disclosure of any of my Protected Health Information created, received or maintained by the Practice.

***Consent to treat: Chiropractic examination and therapeutic procedures (including spinal adjustment, ultrasound, heat application, electrotherapy, graston, and
manual manual muscle therapy) are considered safe and effective methods of care. Any procedure intended to help may have complications. While the chances of
experiencing complications are small, it is the practice of this clinic to inform our patients about them. Side effects include, but are not limited to, soreness,
inflammation, soft tissue injury, dizziness, burns, and temporary worsening of symptoms. More serious complications are extremely rare including fractures and
damage to the arteries.

| have read and understand the above statements regarding financial responsiblity, privacy practices, and treatment side-effects.

Signature:

Date:

Email Print Form






