Health Questionnaire
Please Print
Today’s Date_________________________
__Mr. __Mrs. __Ms. Last Name _______________________________First Name _______________________MI____
Address___________________________________________________________________ Birth Date _____/_____/_____
City ____________________ State_____ Zip____________ Home #_____________________ Cell #_________________
Work #_____________________ Marital Status: ___Married

___Single

___Widowed

___Divorced

___Separated

Employer ____________________________________________ Job Title_________________________________________
Type of work you do____________________________________________________________________________________
Spouse’s Name____________________________________________________Spouse’s Birth Date _____/_____/_______
Spouse’s Employer_______________________________________ Spouse’s Job Title_____________________________
No of Children _________ Names of Children _______________________________________________________
Who is responsible for your bill? ___Self
How will payment be made? __Cash

___Spouse

__Worker’s Comp

___Employer

___Insurance

__Health Insurance

__Medicare

__Medicaid

__Auto Insurance

Most of our patients are referred to our office by family, friends or doctors. Who can we thank for referring you?
______________________________________________________________________________________________________
Who is your PCP (Primary Care Physician/Practitioner)? ______________________________ Phone #___________________
Insured Name (if other than self-i.e. parent/spouse) ____________________________________ Insured/Parent Date of Birth _____/_____/_____
Insured/Parent Permanent Address (if other than above) _____________________________________________________________________
City ___________ ST_____ Zip_________ Insured/Parent SSN __________________ Insured/Parent Employer _______________________
Insured/Parent Home # ___________________ Insured/Parent Work # __________________ Insured/Parent Cell # ____________________

Please Mark the exact location of your pain, stiffness or symptoms on this diagram. (Use key listed below)
Please describe your major complaints; with regards to the type
and frequency of your pain, stiffness or symptoms. For example:
dull, sharp, constant, off, on, etc.
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
Key: A = Ache
P=Pins & Needles

B= Burning
S=Stabbing

N = Numbness
O= Other

_____________________________________________________
_____________________________________________________

On a scale of 0-10, with “0” being “no pain, stiffness, tightness or numbness” and “10” being “the worst imaginable pain”, please
circle the number below that applies to your level of pain or symptom.

No Pain 1 2 3 4 5 6 7 8 9 10 Worst Imaginable Pain

When was the first time you were aware of any symptoms? _____________________________________________________
How did this condition develop? (What caused it? How did it start? What were you doing when the pain started?) ___________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
Have you ever had this problem or a similar problem before? □ Yes □ No

If yes, explain ___________________________

_____________________________________________________________________________________________________
Science tells us your spine, like your teeth, need to be cared for regularly.
When was your last spinal exam including x-rays? _____/_____/_______ □Never
How often do you get adjusted by a chiropractor?

□Frequently □Only when I hurt

Have you consulted a Chiropractor in the past? □ Yes □ No

□Monthly

□Never

If YES: NAME: ____________________________________

Date consulted: ________________________ For what problem? _______________________________________________
Do you know if you have a spinal curvature? □ Spinal Arthritis □ Inherited Spinal Problem □ Other ____________________
Over time spinal misalignments will cause arthritis and degeneration, which result in grinding or cracking to be heard when you
move your neck or back, as well as loss of nerve health.
Do you hear these sounds when you move your head, neck or back? □ Yes □ No
If your spine is out of alignment for a long time it can make you feel like you need to stretch, twist, or crack your neck or back.
Do you often feel the need to crack or pop your neck or back? □ Yes □ No
Poor Posture leads to poor health and early death. How would you rate your posture? Poor 1 2 3 4 5 6 7 8 9 10 Excellent
Stress causes your spine to misalign and accelerate spinal damage. Rate your stress level. None 1 2 3 4 5 6 7 8 9 10 Intense
List surgeries you have had from birth to now, in chronological order with your age at time of surgery._____________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
Daily trauma, auto accident(s), and work injuries can cause misalignment of vertebrae and serious spinal problems.
When was your most recent injury at home/work? _______________________ Car accident? ___________________________
Slip or fall? __________________________
Spinal health is vitally important to ensure you and your baby are healthy. Are you pregnant? □ Yes □ No
Improper sleeping positions can cause spinal misalignment. What is your sleeping position? (Check all that apply)
□Back
Are you

□Stomach

□Right Handed

□R. Side

□L. Side

□Left Handed

Work Habits (Pick One)? □Full - Time □Part - Time

□Homemaker

Alcohol Usage (Pick One)? □Do Not Drink □Social Drinker

□Retired □Student □Unemployed □Disabled

□Light Drinker

□Moderate Drinker □Heavy Drinker

□Alcoholic □Recovering Alcoholic
Caffeine Intake (Pick One)? □Do Not Drink Caffeine □Drink Caffeine Weekly

□Drink Caffeine Occasionally □Drink 1

Cup of Caffeine in morning □Drink 2-4 cups of Caffeine per Day □Drinks 5 or more Cups of Caffeine per Day
Recreational Drug Usage (Pick One)? □Do Not Use Recreational Drugs □Light Use of Recreational Drugs
Use of Recreational Drugs

□Heavy Use of Recreational Drugs □Drug Addicted □Recovering Drug Addict

Exercise Routine (Pick One)? □Daily □Every Other Day
□Almost Nothing

□Moderate

□Few Times a Week

□Occasionally □Once a Week

Subluxation (misalignment) of the spine will lead to health problems in your body.
Please CIRCLE or check any health symptoms or health complaints you are experiencing.

Headaches/Migraines
Dizziness
Loss of Balance/Vertigo

Anxiety/Depression

Allergies
Thyroid

Arm Pain L/R
Asthma
Shortness of Breath
COPD/Emphysema
Chronic Cough
Lung Disease
Bronchitis

Sinus Issues
Eye Pain

Allergies:
_______________________
_______________________
_______________________
_______________

Mid Back Pain
Ulcers
Reflux
Infertility
Gall Bladder
Prostate
Frequent Urination
Leg Pain L/R
Sciatica

Lower Back Pain
Menstrual Pain
Excessive Menstruation
Irregular Menstrual Cycle

Alcoholism
Anemia
Arteriosclerosis
Bleeding Disorders
Breast Lump
Bronchitis
Bruise Easily
Cancer
Cataracts
Cold Extremities
Cramps

Auto Immune Disease

Neck Pain
Chest Pain
Heart Disease
CHF
Irregular Heartbeat

High Cholesterol
High Blood Pressure













Frequent Colds

Have you had any of these
Cardiovascular Diseases?
Check all that apply.
 Myocardial Infarction
 Bypass Surgery
 Coronary Artery Disease
Do you have Diabetes? If so
what type?
 Type I
 Type II
 Juvenile

Digestive (IBS /
Constipation)
 CVA (stroke/TIA)
 Dementia/Alzheimer’s
 Diagnosed
emotional/mental
 Epilepsy
 Fatigue
 Glaucoma
 Gout
 Hemorrhoids
 Hot Flashes
 Kidney Infection













Kidney Stones
Liver Disease/Cirrhosis
Loss of Memory
Loss of Smell
Loss of Taste
Macular Degeneration
Nosebleeds
Pacemaker
Parkinson’s
Polio
Retinal Disease

 Seizures
 Skin Sensitivity
 Sleep
Problems/Insomnia
 Stroke
 Swelling of Ankles
 Swollen Joints
 Tuberculosis
 Varicose Veins
 Venereal Disease
 Other: _____________

Chiropractic Care is important to restore your health, are you committed to following the recommendations necessary to
correct your problem □ Yes □ No
Fees are payable at the time x-rays, examination, and treatments are received unless other arrangements are made in advance. X-rays remain the property
of this clinic.

______________________________________________________
Patient’s Signature

________________________________________________________
Social Security Number

____________________________________________________
Date

_____________________________________________________
Driver’s License Number

Dr. Andrew P. Azab
All Family Chiropractic & Injury Clinic
4505 82nd St., Suite 9
Lubbock, TX 79424-3219

Electronic Health Records Intake Form
In compliance with requirements for the government EHR incentive program
First Name: ____________________ Last Name:______________ Email address: _________________@_________________
Preferred method to receive preventative health information (Circle one): Email / Phone / Mail
DOB: _____/______/_______ Gender (Circle one): Male / Female

Preferred Language: __________________

Smoking Status (Circle one): □Every Day Smoker □Occasional Smoker

□Former Smoker

□Never Smoked

Smoking Start Date (Optional): __________________
CMS requires providers to report both race and ethnicity
Race (Circle one): □American Indian or Alaska Native □Asian

□Black or African American

□White (Caucasian)

□Native Hawaiian or Pacific Islander □I Decline to Answer

Ethnicity (Circle one): □Hispanic or Latino □Not Hispanic or Latino

□I Decline to Answer

Prescription medications can cause various side effects, hide the severity of health problems, and hinder the body’s ability
to heal. What medications are you currently taking? (If you have a list please attach):
Medication Name

Dosage & Frequency

Medication Name

Dosage & Frequency

Do you have any medication allergies?
Medication Name

Reaction

Onset Date

Additional Comments

□ I choose to decline receipt of my clinical summary after every visit (These summaries are often blank because of the nature and frequency of
chiropractic care.)

Patient Signature: _____________________________________________

Date: ________________

REVISED OSWESTRY CHRONIC LOW BACK PAIN DISABILITY QUESTIONNAIRE

Please Read: This questionnaire is designed t.o enable us t.o understand how much your low back pain has affected
your ability t.o manage your everyday activities. Please answer each section by circling the ONE CHOICE that most
applies t.o you. We realize that you may feel that more than one statement may relate t.o you, but PLEASE JUST
cmcLE THE ONE CHOICE WlDCH MOST CLOSELY DESCRIBES YOUR PROBLEM WGHT NOW.
SECTION I •• Pain lnten•ity

A The pain comes and goes and is very mild.
B

C
D

E
F

The pain
The pain
The pain
The pain
The pain

is mild and does not vary much.
comes and goes and is moderate.
is moderate and does not vary much.
comes and goes and is severe.
is severe and does not vary much.

SECTION 2 - Pereonal Care
I would not have to change my way of washing or dreaaing
in order to avoid pain.
B I do not normally change my way of waahing or dreHing
even though it causes some pain.
C Washing and dressing increases the pain, but I manage not
to change my way of doing it.
D Washing and dressing increaaes the pain and I find it
necessary to change my way of doing it.
E Because of the pain, I am unable to do aome washing and
dreHing without help.
F Becauae of the pain, I am unable to do any washing or
dreBBing without help.

A

SECTION 3 - Lifting
I can lift heavy weights without extra pain.
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 poaitioned, e.g.,
on a 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 moat.

A
B

SECTION 4 - Walking

A Pain does not prevent me from walking any distance.
B Pain prevents me from walking more than one mile.
C

D
E
F

Pain prevents me from walking more than 1/2 mile.
Pain prevents me from walking more than 1/4 mile.
I can only walk while using a cane or on crutches.
I am in bed moat of the time and have to crawl to the
toilet.

SECTION 6 - Sitting
I can ■it in any chair a■ long as I like without pain.
I can only ■it in my favorite chair as long as I like.
C Pain prevent■ me from sitting more than one hour.
D Pain prevent■ me from aitting more than 1/2 hour.
E Pain prevents me from aitting more than ten minutes.
F Pain prevents me from aitting at all.

A
B

From: N. Hudaon, K. Tome-Nicholaon, A. Breen; 1989
REVISED 9/11192

Comments:

SECTION 6 - Standing
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
pam.
D I cannot atand for longer than 1/2 hour without increasing
pain.
E I cannot atand for longer than ten minutes without increasing pain.
F I avoid atanding, because it increases the pain straight away.

A

SECTION 7 - SI-ping
I get no pain in bed.
B I get pain in bed, but it does not prevent me from sleeping
well.
C Becauae of pain, my normal night's sleep is reduced by leas
than one-quarter.
D Becauae of pain, my normal night's ■leep is reduced by leBB
than one-half.
E Becauae of pain, my normal night's sleep is reduced by leas
than three�uartera.
F Pain prevents me from aleeping at all.

A

'

SECTION 8 - Sooial Life•
My aocial life is normal and gives me no pain.
B My aocial life is normal, but increases the degree of my pain.
C Pain ha■ no aignificant effect on my aocial life apart from
limiting my more energetic interests, e.g., dancing, etc.
D Pain ha■ restricted my aocial life and I do not go out very
often.
E Pain has restricted my social life to my home.
F I have hardly any aocial life because of the pain.

A

SECTION 9 - Traveling
I get no pain while traveling.
I get 10me 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 ■eek alternative forms of travel.
D I ge� extra pain while traveling which compels me to seek
alternative form■ of travel.
E Pain reatricts all forms of travel.
F Pain prevents all form■ of travel except that done lying
down.

A
B

SECTION 10 - Changing Degree of Pain
My pain is rapidly getting better.
B My pain fluctuates, but overall is definitely getting better.
C My pain aeema to be getting better, but improvement is
■low at preaent.
D My pain is neither getting better nor worse.
E My pain is gradually worsening.
F My pain is rapidly woraenin.g.

A

_________________________________________________________________________________
_________________________________________________________________________________

Patient Signature: _______________________________________________________

Date: ____________________

For re-ordering information, contact:

ACTIVATOR METHODS, INC., P.O. Bo:r.: 80317, Phoenix, AZ 85060-0317
Phone: (602) 224-0220; Facsimile (602) 224-0230
NECK PAIN DISABillTYINDEX QUESTIONNAIRE

Please Read: This questionnaire is designed to enable us to understand how much your neck pain bas affected your ability to
manage your 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
MOST CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW.

Section 1-Pain Intensity

A
B
C
D

E
F

I have no pain at the moment.
The pain is very mild at the moment.
The pain is moderate at the moment.
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.

· Section 2 -Personal Care (Washing, Dressing, etc.)
A
B
C
D

E
F

I can look after myself normally without causing extra pain.
I can look after myself normally, but it causes extra pain.
1
It is painful to look after myself and I am slow and careful.
I need some help, but manage most of my personal care.
I need help every day in most aspects of self care.
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 gives extra pain.
C Pain prevents me from lifting heavy weights off the floor, but
I can manage if they arc 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 arc conveniently positioned.
E I can lift very light weights.
F I cannot lift or carry anything at all.

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 !{hen 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 any 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 at all because of severe pain in my neck.
F I cannot drive my car at all.

Section 9- Sleeping

Section 4 -Reading

A
B
C
D
E
F

Section S -Headaches

A

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 to 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.
A I have no headaches at all.
B I have slight headaches which come infrequently.
C I have moderate headaches which come infrequently.
D I have moderate headaches which come frequently.
E I have severe headaches which come frequently.
F I have headaches almost all the time.

After Vernon & Mior, 1991
Reprinted by permission ofw Journal ofManipulative and
Physiological Therapeutics

I have no trouble sleeping.
My sleep is slightly disturbed (less than 1 hour sleepless).
My sleep is mildly disturbed (1-2 bows sleepless).
My sleep is moderately disturbed (2-3 hours sleepless).
My sleep is greatly disturbed (3-5 hows sleepless).
My sleep is completely disturbed (5-7 hows sleepless).

Section 10 -Recreation

B
C
D

E
F

I am able to engage in all of my recreational activities, with no neck
pain at all.
I am able to engage in all of my recreational activities, with some
pain in my neck.
I am able to engage in most, but not all of my usual recreational
activities because of pain in my neck.
I am able to 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.
I cannot do any recreational activities. at all.

REVISED January 1, 1995

Comments:______________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
Patient Signature: __________________________________________________________________

Date:_________________________

All Family Chiropractic & Injury Clinic
PATIENT CONSENT

FOR USE AND / OR DISCOLURSE OF PROTECTED HEALTH INFORMATION TO
CARRY OUT TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS
____________________, hereby states that by signing this Consent, I acknowledge and agree as follows:
1. The Practice’s Privacy Notice has been provided to me prior to my signing this Consent. The Privacy Notice includes
a complete description of the uses and / or disclosures of my protected health information (“PHI”) necessary for the
Practice to provide treatment to me, and also necessary for the Practice to obtain payment for that treatment and to
carry out its health care operations. The Practice explained to me that the Privacy Notice will be available to me in the
future at my request. The Practice has further explained my right to obtain a copy of the Privacy Notice prior to
signing this Consent, and has encouraged me to read the Privacy Notice carefully prior to my signing this Consent.
2. The Practice reserves the right to change its privacy practices that are described in its Privacy Notice, in accordance
with applicable law.
3. I understand that, and consent to, the following appointment reminders that will be used by the Practice:
a. A postcard mailed to me at the address provided by me; and
b. Telephoning; my home and leaving a message on my answering machine or with the individual answering the
phone.
c. Telephoning my work and speaking to me. I understand that no messages will be left unless I have a personal
voicemail.
4. The Practice may use and / or disclose my PHI (which includes information about my health or condition and the
treatment provided to me) in order for the Practice to treat me and obtain payment for that treatment, and as necessary
for the Practice to conduct its specific health care operations.
5. I understand that I have a right to request that the Practice restrict how my PHI is used and / or disclosed to carry out
treatment, payment and / or health care operations. However, the Practice is not required to agree to any restrictions
that I have requested. If the Practice agrees to a requested restriction, then the restriction is binding on the Practice.
6. I understand that this Consent is valid for seven years. I further understand that I have the right to revoke this Consent,
in writing, at any time for all future transactions, with the understanding that any such revocation shall not apply to
the extent that the Practice has already taken action in reliance on this consent.
7. I understand that if I revoke this consent at any time, the Practice has the right to refuse to treat me.
8. I understand that if I do not sign this Consent evidencing my consent to the uses and disclosures described to me
above and contained in the Privacy Notice, then the Practice will not treat me.
I have read and understand the foregoing notice, and all of my questions have been answered to my full
satisfaction in a way that I can understand.

______________________________
Name of Individual (Printed)

_____________________________
Signature of Individual

_______________________________________________________________________
Signature of Legal Representative & Relationship (e.g., Attorney- In-Fact, Guardian, Parent if a minor):

Date Signed ______/_______/_________ Witness: __________________________________________

