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Title: (Circle one) Mr. Mrs. Ms. Miss Dr. Other

New Patient Intake Form

First Name Middle Initial ___ Last Name

Address

City State Zip Code

Leave Messages on: (Circle onc)  Home Cell Work Don’t leave messages

Home Phone ( ) - Work Phone () -

Cell Phone ( ) - Email

Date of Birth / / Sex: Male Female

Social Security Number: - - Marital Status:  Single  Married  Other

Employment Status: Employed Unemployed  FT Student  PT Student Other

Emplover Data

Employer

Your Occupation

Spouse Data

First Name Middle Initial _ Last Name

Home Phone ( ) - Work Phone (_ ) -
Spouse Date of Birth ! /

Emergency Contact

Contact Name Relationship to Patient
Contact Home Phone ( ) 5 Cell Phone ( ) -

Doctor’s Signature



How did you hear about our office?

Medical Conditions: (Circle all that apply to you)

Acrthritis Cancer Diabetes
Hypertension Psychiatric Illness Skin Disorder
Other Fibromyalgia Asthma
Surgeries: (Circle all that apply to you)
Appendectomy Cardiovascular procedure  Cervical spine
Joint Replacement Prostate Lumbar spine
Brain Shoulder Thoracic spine
Carpal Tunnel Gastro-intestinal Uro-genital
Breast Augmentation Other

Allergies: (Circle all that apply to you)

Mold Seasonal Milk or Lactose
Chemical Sulfites Wheat/Glutens

Social History: (Circle all that apply to you)

Caffeine use: occasional often never

Drink Alcohol: occasional often never

Exercise: occasional often never

Drink Water: <64 oz/day >64 oz/day never

Cigarettes: <] pack/day =1 pack/day never

Sleep: <8 hours/night >=8 hours/night Insomnia

Other

Family History: (Circle all that apply)

Arthritis: Parent Sibling

Cancer: Parent Sibling

Diabetes: Parent Sibling

Heart Discasc  Parent Sibling

Hypertension  Parent Sibling

Stroke Parent Sibling

Thyroid Parent Sibling

Other

Occupational Activities: (Circle one that best describes your job description)
Administration Business Owner Clerical/Sccrctary
Heavy Equipment operator Daycare/Childcare Construction
Food Service Industry Medium Manual Labor Manufacturing
Heavy Manual Labor Light Manual Labor Executive/Legal
Other

Doctor’s Signature

Heart Disease
Stroke
Osteoporosis

Hysterectomy
Gall Bladder
Knee

Hernia

Animal
Other

Computer User
Health Care
Home Services
Housekeeper



Patient Name

Date

Review of Systems — (Check box if you have had trouble with any of the following)

Cardiovascular No | Respiratory No | Allergic/ITmmunoclogic = No
__| Past | Present Past | Present Past | Present
Poor Circulation Asthma Hives
Hypertension Tuberculosis Immune Disorder
Aortic Aneurism Short Breath HIV/AIDS
Heart Disease Emphysema Allergy Shots
Heart Attack Cold/Flu Cortisone Use
Chest Pain Cough
High Cholesterol Wheezing
Pace Maker Ear, Nose and Throat No
| Jaw Pain Eves MNo Past | Present
Irregular Heartbeat Past | Present Difficulty Swallowing
Swelling of legs Glaucoma Dizziness
Double Vision Hearing Loss
Genitourinary Mo | Blurred Vision Sore Throat
Past | Present Nosebleeds
Kidney Disease Psychiatric No | Bleeding Gums
| Bumning Urination Past | Present Sinus Infections
Frequent Urination Diepression
Blood in Urine Anxiety Gastrointestinal No
| Kidney Stones Stress ' Past | Present
Lower Side Pain i Gall Bladder Problems
_| Endocrine No | Bowel Problems
Neurologic No Past | Present Constipation
Past | Present Thyroid Liver Problems
| Stroke Diabetes Ulcers
Seizures Hair Loss Diarrhea
Head Injury Menopausal MNausea'Vomiting
Brain Aneurysm PMS Bloody Stools
Numbness Poor Appetite
Severe Headaches Hematologic MNo
Pinched Nerves Past | Present Musculoskeletal No
|_Parkinson’s Hepatitis Past | Present
Carpal Tunnel Blood Clots Gout
Vertizo Cancer Arthritis
Bruising Joint Stiffness = |
Constitutional Mo | Bleeding Muscle Weakness
m Past | Present | Fever, Chills Osteoporosis
= Swealing Broken Bones
Weight Loss/Gain Varicose Vein Joints Replaced
Low Energy Level Neck Pain
Difficulty Sleeping Low Back Pain
Upper Back Pain
Please list all current medications being taken
How are your symptoms changing? Getting better Not changing Getting worse

Are You Pregnant? (Circle) Yes No

Doctor’s Signature




Patient Name Date

By Using the key below, indicate on the body diagram where you are experiencing the following

symptoms:
=Numbness B=Burning S=Sharp T=Tingling A=Dull Ache
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Average Pain Intensity:

Last24 hours: nopain 0 1 2 3 4 5 6 7 8 9 10 worst pain
Past week: nopain 0 1 2 3 4 5 6 7 8 9 10 worst pain
Y

Does anything improve your pain?  Yes No If Yes, please list:

When did your symptoms begin?

Are your symptoms a result of:  Motor Vehicle Accident ~ Work related Accident  Other -

How did your symptoms begin?

How often do you experience your symptoms?

Constantly Frequently Occasionally Intermittently
(76-100% of the day) (51-75% of the day) (26-50% of the day) (0-25% of the day)
What describes the nature of your symptoms?
Sharp Ache Numb Shooting
Burning Tingling Throbbing Other
Doctor’s Signature
Patient Name _Date




RAZAK CHIROPRACTIC
PAYMENT POLICY

Thank you for choosing RAZAK CHIROPRACTIC as your Chiropractic provider. We are
committed to providing you with quality and affordable health care. Due to some of the questions our
patients have regarding patient and insurance responsibility for services rendered, we have been advised
to develop this payment policy. Please read it, ask any questions you may have, and sign in the space
provided below. A copy will be provided to you upon request,

1. INSURANCE. We participate in most insurance plans, including Medicare. If you are not insured by
a plan we participate with, payment in full is expected at each visit. If you are insured by a plan we do
participate with, but do not have an up-to-date insurance card, payment in full for each visit is required
until we can verify your coverage. Knowing your insurance benefits is your responsibility, please
contact your insurance company with any questions you may have regarding your coverage. If your
insurance company requires a referral it is your responsibility to provide us with a referral dated the day
of your first visit from your primary care physician prior to your first visit. We are only able to provide
a summary of your chiropractic benefits.

2. CO-PAYMENT AND DEDUCTIBLES. All co-payments and deductibles must be paid at the time of
service. This arrangement is part of your contract with your insurance company. Failure on our part to
collect co-payments and deductibles from patients can be considered fraud. Please help is in upholding
the law by paying your co-payment at each visit.

3. PROOF OF INSURANCE. All patients must complete out patient information form before seeing the

provider. We must obtain a copy of your most current insurance card to provide proof of insurance. If’

you fail to provide us with the correct insurance information in a timely manner, you may be responsible
for the balance of a claim.
4. CLAIM SUBMISSION. We will submit your claims and assist you in any way we reasonably can to
help get your claim paid. Your insurance company may need you to supply certain information directly.
It is your responsibility to comply with their request. Please be aware that the balance of your ¢laim is
your responsibility whether or not your insurance pays your claim. Your insurance benefits are a
contract between you and your insurance company; we are not party to that contract.
5. CONVERAGE CHANGES. If your insurance coverage changes, please notify us before your next visit
so we can make the appropriate changes to help you receive your maximum benefits. If your insurance
company does not pay your claim in 90 days, the balance will automatically be billed to you.

Our practice is committed to providing the best treatment to our patients. Our prices are representative of

the usual and customary charges for our area.

I'have read and understood the payment policy and agree to abide by its guidelines.

Signature of patient or responsible party Date



RAZAK CHIROPRACTIC

INFORMED CONSENT TO CHIROPRACTIC TREATMENT

I hereby request and consent to the performance of chiropractic treatments (also known as
chiropractic adjustments or chiropractic manipulative treatments) and any other associated
procedures: physical examination, tests, diagnostic x-rays, physio therapy, physical medicine,
physical therapy procedures, etc.on me by the doctor of chiropractic named ahove and/or other
assistants and/or licensed practitioners.

I understand, as with any health care procedures, that there are certain complications, which may
arise during chiropractic treatments. Those complications include but are not limited to:
fractures, disc injuries, dislocations, muscle strain, Homers’ syndrome, diaphragmatic paralysis,
cervical myelopathy and costovertebral strains and separations. Some types of manipulation of
the neck have been associated with injuries to the arteries in the neck leading to or contributing to
complications including stroke,

I do not expect the doctor to be able to anticipate all risks and complications, and I wish to rely
upon the doctor to exercise judgment during the course of the procedure(s) which the doctor feels
at the time, based upon the facts then known, that are in my best interest.

I have had an opportunity to discuss with the doctor(s) named above and/or with office personnel
the nature, purpose and risks of chiropractic treatments and other recommended procedures. |
have had my questions answered to my satisfaction. I also understand that specific results are not
guaranteed.

I have read (or have had read to me) the above explanation of the chiropractic treatments.

By signing below, I state that I have been informed and weighed the risks involved in chiropractic
treatment at this health care office. I have decided that it is in my best interest to receive
chiropractic treatment. I hereby give my consent to that treatment. I intend for this consent to
cover the entire course of treatment for my present condition(s) and for any future conditions(s)
for which I seek treatment.

SIGN ONLY AFTER YOU UNDERSTAND AND AGREE TO THE ABOVE

Printed Mame of Parient

x _
Signature of Patient Date
X

Signature of Representative (ir palient is minor or handicapped) Drate
-x —
Witness to Patients” Signature Date

Doctor:




ASSIGNMENT OF BENEFITS / ERISA AUTHORIZED REPRESENTATIVE FORM

Financial Responsibility

| have requested professional services from RAZAK CHIROPRACTIC 4360 13™ STREET Ashland, KY
41102 ("Provider”) on behalf of myself and/or my dependents, and understand that by making this
request, | am responsible for all charges incurred during the course of said services. | understand that all
fees for said services are due and payable on the date services are rendered and agree to pay all such
charges incurred, in full immediately upon presentation of the appropriate statement unless other
arrangements have been made in advance.

Assignment of Insurance Benefits
| hereby assign all applicable health insurance benefits to which | and/or my dependents are entitled to
Provider. | certify that the health insurance information that | provided to Provider is accurate as of the
date set forth below and that | am responsible for keeping it updated.

| hereby authorize Provider to submit claims, on my and/or my dependent’s behalf, to the benefit plan {or
its administrator) listed on the current insurance card | provided to Provider, in good faith. | also hereby
instruct my benefit plan (or its administrator) to pay Provider directly for services rendered to me or my
dependents. To the extent that my current policy prohibits direct payment to Provider, | hereby instruct
and direct my benefit plan (or its administrator) to provide documentation stating such non-assignment to
myself and Provider upon request. Upon proof of such non-assignment, | instruct my benefit plan (or its
administrator) to make out the check to me and mail it directly to Provider,

I am fully aware that having health insurance does not absolve me of my responsibility to ensure that my
bills for professional services from Provider are paid in full. | also understand that | am responsible for all
amounts not covered by my health insurance, including co-payments, co-insurance, and deductibles.

Authorization to Release Information

I hereby authorize Provider to: (1) release any information necessary to my health benefit plan (or its
administrator) regarding my illness and treatments: (2) process insurance claims generated in the course
of examination or treatment; and (3) allow a photocopy of my signature to be used to process insurance
claims. This order will remain in effect until revoked by me in writing.

ERISA Authorization

| hereby designate, authorize, and convey to Provider to the full extent permissible under law and under
any applicable insurance policy andfor employee health care benefit plan, as my Authorized
Representative: (1) the right and ability to act on my behalf in connection with any claim, right, or cause in
action that | may have under such insurance policy and/or benefit plan; and (2) the right and ability to act
on my behalf to pursue such claim, right, or cause of action in connection with said insurance policy
and/or benefit plan (including but not limited to, the right to act on my behalf in respect to a benefit plan
governed by the provisions of ERISA as provided in 29 C.ER. §2560.5031(b)(4)) with respect to any
healthcare expense incurred as a result of the services | received from Provider and, to the extent
permissible under the law, to claim on my behalf, such benefits, claims, or reimbursement, and any other
applicable remedy, including fines.

A photocopy of this Assignment/Authorization shall be as effective and valid as the original.

Patient Date

Policyholder/Insured Date



PATIENT FINANCIAL RESPONSIBILITY FORM

Thank you for choosing RAZAK CHIROPRACTIC as your healtheare provider. We are committed
to providing you with the highest quality healthcare. We ask that you read and sign this form
to acknowledge your understanding of our patient financial policies.

Patient Financial Responsibifities:

The patient (or patient's guardian, if minor) is ultimately responsible for the payment for
treatment and care. We will bill your insurance for you, however the patient is required to
provide the most correct and updated information regarding insurance. Patients are responsible
for payment of copays, coinsurance, deductibles and all other procedures or treatment not
covered or approved by their insurance plan. Copays are due at the time of service. Coinsurance,
deductibles and non-covered items are due 30 days from receipt of billing.

PRINT PATIENT NAME:

PATIENTSIGNATURE: DATE:

PARENT OR GUARDIAN must sign if patient is under 18 years of age

SIGNATURE: DATE:




THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

THE PRIVACY OF YOUR HEALTH INFORMATION 1S IMPORTANT TO us,

OUR LEGAL DUTY

‘We are required bty applicabile foderad and state L to maintin e privacy of your health infiormaition, We are aba Teguined L give you Bhis Notioe about cur prvacy practices:, our
gl duties, o your rights moncenine your health infrmation. We musk follow the privacy practices that ane described in this Motioe whie & is in effec,

'l'l'er&wm!herigttmd'a'q::u-wm:n'li:uandmemﬁhmummmmmmmmwwﬁuelmwemmmmm
make: e SIanges in our privacy practices and the new tenms of our Rotioe effective for Al health Ffammation that we i in, inclding healh information we: crested or
mc:lwdh-el'brewermd:med“a'mB:Enumma@mmmhmmm“ummmwmhwmmimEum
request,

You may request a copy of our Notice 4t any teme. Far mane Imfoermation about owr privacy practices, or for additionsl copies of this Motice, pleasn conkact us using the
irdigrenation Bsted at the end of this Noboz.

USES AND DISCLOSURES OF HEALTH INFORMATION
wzmmdmmmmmmummmmmmm Fior exarmpie:

mmmmmwmmmmmmamnammmm treaiment o yos
Payment: We may use and disdoss your haakh inf: 1 i0 odiiEin payment for sendoes we provide o you,

Healthcare Operations: We may use and disclose yaur hoalth informetion s connection with our healthcane aperations, Healthcare operations mclude quality
assessment and improvemenl sctivities, raviewing the competence or qualifications of heahthcars prafessionals, evaluating practitioner angd proviger performancor,
conducting training progranm, sooreditation, certification, loersing or credentialng acthities,

Your Authorization: !naddﬂmmmrm:u‘wtrneﬂhidmmfmhm wwmmmmmmmm|mmwm
health Fformation or b discee it to anyane far any pUpose,

To‘murﬁmlrudFri-mmustdadmewmmdmmwmummhmrmtmmdmmmmmmwm
hfnrrrnuunh:nh-rdh-rzmhet.ﬁ-iendurmp-e-mnnmzmmmmmmmwmwhmmmWwwmwmm
méay do 50,

Marketing Health-Related Services: We will ot use your health information for marketing communications without your writben authorization.
Reguired by Law: We may use or dischose vour health information when we are required to do so by kw,

Abuse or Neglect: We may disciose your health information to aparopriate autharities if we reasonably believe that you are @ possible victim of abuse, neglect,
o gamestic wiskenca ar the possible victim of other erimes. We may disclose your health Informaton Lo the extent NeCestary to avert a sergus threal to
your health ar safety or the health ar safeby af cthers,

Appointment Raminders: We may use of disclose your health information to provide you with appeintment remindars {such s valormall messages,
postCards, of kEfers),

FPATIENT RIGHTS
Access: You have the right to look at or get coples of your health information, with limited ExXCephions. You may request that we provide copies in a format
ather than photocoples. We will use the format you reguest unless we cannot practicably do sa.

Digclosure Accounting: You hawe the right to receive a list of instances in which wa or o business asspciates dischased your health infgemation for
purposes, ather than treatment, paymaent, healthcare operations and certain cther activities, for the last & years, but not before Apal 14, 2003, If you request
thés accaumting mare than once In a 12-month period, we may darge ¥ou & reamnable, cost-based fee for responding Lo these additional requests,

Restriction: You hawe the right 10 reguest that we place additional restrictions on aur wse ar disciosume of your healkh information, We are not required o
agree Lo these additional restrictions, it if we dio, we will abide by our agresmen| {except in an emergency).

Alternative Communication: You have the right to request that we communicate will you sbout your health Information by alternstive maans or be
slternative locations, {(You must make your request in writing,] YoUr request must spedfy the alternative means or bocation, and provide
explanation how payments will be handied mder the alternative maans o locaton yeu requnst,

Amendment: You have the right 1o réquest that we amand yoor health informatian, {¥our request must be in writing, and it must explain why the
infarmation should e amended,} We may deny your request under certain crcumstaanges,

Electronlc Motice: If you receive this Notice on our Wi site ar by cledtranic mail {e-mail}, you are antitled o recene this Notioe in written foom,



Neck Disability Index Questionnaire

Patient Last Name Patient First Namsa

Patiant D Date of Birth {MMWDD/Y YY)

/ /

[mader 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
Plezse just circle the one choice which closely describes your problem right now.

SECTION 1-Pain Intensity
A. | have no pain at the moment

The pain is mild at the moment.

[SECTION 6 — Concentration
A

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

B. i . B. I can concentrate fully when | want to with slight difficulty.
C. The pain comes and goes and is moderate. C. Ihave a fair degree of difficulty in concentrating when |
D. The pain is moderate and does not vary much. want to.
E. The pain is severe but comes and goes. D. I'have a lot of difficulty in concentrating when | want to.
F. The pain is severe and does not vary much. E. 1have a great deal of difficulty in concentrating when |
want to.
SECTION 2--Personal Care (Washing, Dressing etc.) F. 1 cannot concentrate at all,
A, | can look after myself without causing pain.
B. | can look after myself normally but it causes pain. SECTION 7-Work
C. ltis painful to look after myself and 1 am slow and careful. A. | can do as much work as | want Io,
D. | need some help, but manage most of my personal care. B. 1can only do my usual work, but no more.
E. Ineed help every day in most aspecs of self-care. C. Ican do most of my usual work, but no more.
F. Ido not get dressed, | wash with difficulty and stayinbed. | [D. |ecannotdo my usual work.
E. Ican hardly do any work at all,
SECTION 3-Lifting F. | cannot do any work at all,
A. | can lift heavy weights without extra pain.
E. [can lift heavy weights, but it causes extra pain. SECTION &-Driving
©. Pain prevents me from lifting heavy weights off the floor A. | can drive my car without neck pain,
but | can if they are conveniently positioned, for example B. | can drive my car as long as | want with slight pain in my
on & table. neck,
0. Pain prevents me from lifting heavy weights, but | can C. 1 can drive my car as long as | want with moderate pain in
manage light to medium weights if they are conveniently my neck.
positioned. D. | cannot drive my car as long as | want because of
E. | can lift very light weights. moderate pain in my neck.
F. Icannot ift or carry anything at all. E. 1can hardly drive my car at all because of severe pain in
my neck.
SECTION 4 --Reading F. | cannot drive my car at all.
A. | ean 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. SECTION 9--Sleeping
C. lcan read as much as | want with moderate pain in my A. | have no trouble sleeping
neck. B. My sleep is slightly disturbed (less than 1 hour sleepless).
D. Icannot read as much as | want because of moderate C. My sleep is mildly disturbed (1-2 hours sleepless).
pain in my neck. D. My sleep is moderately disturbed (2-3 hours sleepless).
E. | cannot read as much as | want because of severe painin | |E. My sleep is greally disturbed (3-5 hours sleepless).
my neck. F. My sleep is completely disturbed (5-7 hours sleepless).
F. | cannot read at all.
SECTION 10—-Recreation
SECTION 5--Headache A. lam able engage in all recreational activities with no pain
A. | have no headaches at all. in my nack at all.
B. | have slight headaches which come infrequently. B. |am able engage in all recreational activities with some
C. Ihave moderate headaches which coma infrequentiy. pain in my neck.
D. [Ihave moderale headaches which come frequently. C. lam able engage in most, but not all recreational activities
E. [Ihave severe headachas which come frequently. because of pain in my neck.
F. | have headaches almost all the time. D. 1am able engage in a few of my usual recreational
activities because of pain in my neck.
E. Ican hardly do any recreational activities because of pain
DISABILITY INDEX SCORE: % in my neck.
F. 1cannct do any recreational activities at all

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

Signatura . -

Date

© Vemon H. and Hagino C., 1991 (with permission from Fairbank J.)
Mailing address:

Landmark Healthcare, Inc., 1750 Howe Avenue, Suite 300, Sacramento, CA 95825

KAM120307




The Primary Care Low Back Disability Questionnaire (PCLBDQ) , -
Palient Last Name Patient First Name Pabent ID Date of Birth (MMIDDIYYYY) ]
/ /
[vail:lerf_mmm Provider First Name ‘ Provider Phona (anea eode first) Jl

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 seclion, please circle the choice which most

closely describes your problem.

SECTION 1 - Pain Intensity

Moo

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.

SECTION 2 - Personal Care

A
B,

C:

| would not have to change my way of washing 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 nat 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.

I 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 |
£an manage if they are conveniently positioned- £.0., on a table,
Pain prevents me from lifting heavy weights, but can manage
light-medium weights if they are conveniently positioned.

I can only lift very light weights at the most.

SECTION 4 — Walking

A

B Tmoom

Mmoo me

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.

I'am in bed most of the time and have to crawl to the toilet,

ECTION 5 - Sitting

I'can sit in any chair as long as | like without pain,

| can anly sit in my favorite chair as long as | fike.
Pain prevents me from sitfing more than 1hour.
Pain prevents me from sitiing more than 1 hour.
Fain prevents me from sitting more than 10 minutes,
Pain prevents me from sitting at all.

SECTION 6 — Standing

A | can stand as long as | want without pain.

B. Ihave some pain on standing but it does not increase with ime.

C. I cannot stand for longer than one hour without increasing pain,

D. Icannot stand for longer than % hour without increasing pain,

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

F.  Pain prevents me from standing at all.

SECTION 7 - Sleeping

. | get no pain in bed,

I 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 <4
Because of my pain my normal night's sleep is reduced by <%.
Fain 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.

€. Pain has no significant effect on my social life apart from
limiting my more energetic interests, €.g., dancing, efc,

D.  Pain has restricted by social fife and | do not go out very often.

E.  Pain has restricted my social life to my home,

F.  I'nave hardly any social life because of the pain.

TMoome

SECTION 9 — Traveling

A. I get no pain while traveling.

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

C. |get extra pain while traveling but it does not compel me to
seek aliernative forms of travel,

D. Iget extra pain while traveling which compels me fo seek
altemative forms of travel.

E.  Pain restricts all forms of travel,

F.  Pain restricis all forms of travel except that done lying down.

SECTION 10 — Changing Degree of Pain

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 s neither getting better nor worse.

My pain is gradually worsening.

My pain is rapidly worsening

Mo owme

Office Use Only PCLEDQ SCORE:

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

Signature

Date

With permission: Hudsan-Coek N, Temes-Michalson i, Broen AL. A Revised Oswaslry Beck Disabiity Dueslionnaire, Manchessar Univ Prass, 1585,

address:

Maifing
Landenark Haalthcare, Inc., 1750 Howe Avenus, Suil 300, Sacramanto, CA 95825

K&k 120007



