Date

Patient name Age ., Date of Birth
PERSONAL DATA
How would you like us to address you? (Nickname, Mr., Mrs. ... ?)
AGE:___  [OMale 0[O Female
ADDRESS: Date of Birth: /
CITY: STATE: VALY Number of Children:
SS#: — —
MARITAL STATUS: [OSingle OMarried OWidowed [Divorced [Separated
Patient’s Employer: Occupation
City:
Emergency Contact Phone: ( )- -
Referred by:
Primary care Physician PCP Phone ( ) - -
IF MARRIED:
Name of Spouse: Date of Birth: /
Spouse’s Employer Occupation
SS#: — —
IF MINOR, person responsible: Relationship:
Address: Phone: ( ) - =

CITY:

STATE:

Employer

VALY

Signed

Work Phone: ( )

I grant my permission to the doctors at Bridgeport Chiropractic Center to examine and treat my child.

Accident information: Is vour reason for treatment related to a motor vehicle or on-the-job

injury? [1Yes [INo

If your answer is yes, you will need to complete additional information regarding your accident.

Primary Insurance Company

INSURANCE INFORMATION

Please provide receptionist with your card for photocopying

Subscriber ID

Subscriber Name

Group #

Subscriber DOB

Secondary Insurance Company

Subscriber SSAN

Subscriber ID

Subscriber Name

Co-Pay Amount
Subscriber’s relationship to patient (ISelf [1Spouse [TParent OGuardian CONoncustodial parent

Group #

Subscriber DOB

Subscriber SSAN

Co-Pay Amount
Subscriber’s relationship to patient (ISelf [1Spouse [TParent OGuardian CONoncustodial parent

OnlLine form 112009

Gerard E. Sullivan DC, 4401 Bridgeeport Way West, University Place, WA 98466-4201 (253) 564-9424







Date
Patient name Age ., Date of Birth "

CURRENT COMPLAINTS
PLEASE CHECK ALL ANSWERS AND FILL IN THE BLANKS WHERE APPROPRIATE.

1. Present Complaint:

2. Please describe the character of your current pain (YOU MAY CHECK MORE THAN ONE BOX) [ISharp/Stabbing [IDull Ache [Soreness
[IWeakness [1Throbbing/Gnawing [INumbness [1Shooting [1Gripping/Constricting [ 1Burning [Tingling

3. How often are complaints present? [1Constant(76-100%) [IFrequent (51-75%) [Occasional (26-50%) [ntermittent (25% or less)

4. Please use the separate pain drawing page and pain scales to describe the location and intensity of your symptoms.

5. Since your problem began is the pain: [Increasing [Decreasing [INot Changing

6. When did your problem begin? (SPECIFIC DATE IF POSSIBLE)

7. Did your problem begin: [IImmediately after a specific incident [IMultiple incidents [1Gradually developed over time

8. Did your problem begin with a: [1Strain [IFall [Accident [Stress? Please describe the circumstances
If unknown check here [1Unknown.

9. What other treatment have you had for this present condition? [IMedicine [lSurgery [Physical Therapy [IBack support
[ISpinal Injections [ Cold packs [ Heatingppad [ Hot packs Other If none, check here [

10. Have you ever received chiropractic treatments before? (Not necessarily for your current complaint) [ Yes [ No

11. Were you previously treated for a different occurrence of this same condition? [1Yes [INo. If yes, by: [ Chiropractor [1MD [ DO
DTherapist ClOther (APPROXIMATE DATES & TYPES OF TREATMENT WITH RESULTS)
. Were x-rays taken? [1No [ Yes. If yes. When?

12. What makes your problem better? [INothing [Lying down [Walking [Standing [Sitting [IMotion/Exercise [nactivity
LIOther

13. What makes your problem worse? [INothing [Lying down [Walking [lStanding [Sitting [IMotion/Exercise [Inactivity
LlOther

14. How would you grade your general stress level? [INo Stress [IMinimal Stress [IModerate Stress [1Greatly Stressed
15. Physical activity at work: [ISedentary more than 50% or workday [Light manual labor [IManual labor [] Heavy Manual labor
16. Customary general physical activity: [INo regular exercise program [Light exercise program [IStrenuous exercise program

17. Are your complaints affecting your ability to work or otherwise be active? [INo effect [1Some physical restrictions (able to perform light
duty and household tasks) [INeed limited assistance with common everyday tasks [Ineed assistance often [1Have a significant inability to
function unassisted []Am totally disabled (impaired) and cannot care for myself.

X

Please sign on line above
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Functional Ratin

Index

For use with Neck and/or Back Problems only.

Total Score

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

1. Pain Intensity

6. Recreation

Lo Ll |2 13 | 4 Lo ! |2 | 2 | 4
_ _ _ _ ! _ _ _ _ _
No Mild Moderate S Worst Can do Can do Can do QE do Cannot
pain pain pain pain possible all most some afew do any
o activities activities activities activities activilies
: pain
2. Sleeping .
f L 12 L3 4 7. Frequency of pain
ra e )
| [ _ _ | _ | | 2 | 3 _ 4
Perfect Mildly Moderately Greatly Totally Conmm_mo:a EE:_z.:F,E _J_Bﬁ__cma Constant
sleep disturbed disturbed disturbed disturbed pain pain; pain; pain; pain:
shemg sleep Sleep ey 256 50% 75% 100%
3. Personal Care (washing, dressing, etc.) . of the day of the day of the day of the day
3 8. Lifting
Lo | L |2 | 3 | 4
_ I _ 1 | lo |1 | 2 | 3 | 4
No Mild Moderate Moderate Severe ! N __ ! ! . !
A = i | o el No Increased Increased Increased Increased
pal pain; P e00 BTy Bk palli; J_mv pain with pain with pain with pain with pain with
_AgoA H.SA to go slowly Bt 100% heavy heavy moderate light any
restrictions restrictions assistance weight weight weight weight weight
4. Travel (driving, etc.) 9. Walking
Lo 1 |2 E | + lo |1 |2 | 3 | 4
I _ I ! I [ | | | |
No Mild Moderate Moderate Severe No pain; Increased Increased Increased Increased
pain on pain on pain on pamn on pain on any pain after pain after pain after pain with
long trips long trips long trips short trips short trips distance | mile 1/2 mile 1/4 mile all
walking
5. Work 10. Standing
_c __ “N _.,, _# Lo K [ 2 3 | 4
_ _ | _ _
Cando Can do Can do Can do Cannot No pain Increased Increased Increased Increased
usual work usuial 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 | hour 1/2 hour standing
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Please draw the location of your pain or discomfort on the images below. Use the symbols
shown to represent the type(s) of pain:

D = Dull S = Stabbing/Cutting
B = Burning T = Tingling (Pins & Needles)
N = Numb C = Cramping

et € e e cefeoingne

Right

On the scales below, please draw a vertical line representing your pain or discomfort:
Rate the pain you have right now: Rate your pain at itsleastin the past week:

No Pain Unbearable Pain No Pain Unbearable Pain
| | |
| [
Rate your average pain in the past week: Rate your worst pain in the past week:
No Pain Unbearable Pain No Pain Unbearable Pain

o n Gerard E. Sullivan DC, 4401 Bridgeport Way West, University Place, WA 98466-4201 (253) 564-9424
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INFORMED CONSENT

Before beginning treatment, it is our office policy to inform vou of what to expect, possible complications
of chiropractic, as well as complications of other approaches. Remember that all forms of treatment
(including non-treatment!) have associated risks. If you have any questions, please ask the doctor.

What to Expect

The treatment at our office will consist of manipulation of the joints and soft tissues, using the doctor’s
hands and arms. Y ou may feel joint movement, and you may hear joint clicks or other noises. Mas-
sage and muscle therapy methods along with therapeutic exercise may also be used.

Chiropractic Risks

Chiropractic treatment 1s one of the safest methods of treating back and neck pain. Still, unexpected
problems can occur. Minor, temporary problems, such as soreness and stiffness can occur, especially
in the beginning of a treatment plan. More significant problems, such as fracture of a weakened bone
or sprain/disc injuries are rare. A stroke following neck manipulation is an extremely rare complica-
tion, occurring less than 1 per million treatments. (Stroke has also been the result of ordinary activi-
ties, such as head turning or stargazing.)

Other Treatments and Risks

Medications: Many commonly used medications, such as NSAIDs (e.g. Advil, Aleve) or Tylenol,
carry risks of tissue damage, including stomach ulcers or kidney damage. This damage can occur
quickly, and may be irreversible. There is a significantly higher risk of developing a serious complica-
tion with using NSAIDs as opposed to chiropractic care. Other medications are can be habit-forming,
and may mask pain, which could allow further tissue damage.

Surgery: Surgery is the treatment of choice in less than 1% of back pain patients. Your doctor has
screened for surgical “red flags™, and will refer you for a surgical opinion if indicated. Clinical results
of surgery for mechanical back pain have been disappointing, and expose you to unnecessary hospital
and medication risk.

Rest/mon-treatment: Bed rest has been shown to increase the likelihood of recurrence of back epi-
sodes, and to make chronic pain more likely. Likewise, non-treatment has the potential of causing a
permanent mechanical problem to develop, setting the stage for future back or neck problems.

I have read the above, and give my consent to begin chiropractic treatment.

X

Please sign on line above

OnlLine form 112009 Gerard E. Sullivan DC, 4401 Bridgeeport Way West, University Place, WA 98466-4201 (253) 564-9424



