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Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Neck
Index
Score

Pain Intensity

I have no pain at the moment.

The pain is very mild at the moment.

The pain comes and goes and is moderate.

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.

Sleeping

I 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 completely disturbed (5-7 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).

My sleep is greatly disturbed (3-5 hours sleepless).

Reading

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.

I cannot read at all because of neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severe neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care

I can look after myself normally without causing extra pain.

I can look after myself normally but it causes extra pain.

It is painful to look after myself and I am slow and careful.

I need some help but I 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.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

I cannot lift or carry anything at all.

Driving

I can drive my car without any neck pain.

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

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

I cannot drive my car at all because of neck pain.

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

I can hardly drive at all because of severe neck pain.

Recreation

I am able to engage in all my recreation activities without neck pain.

I am able to engage in all my usual recreation activities with some neck pain.

I cannot do any recreation activities at all.

I am only able to engage in a few of my usual recreation activities because of neck pain.

I can hardly do any recreation activities because of neck pain.

I am able to engage in most but not all my usual recreation activities because of neck pain.

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.
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Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



Back Index
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Patient Name Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Back
Index
Score

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 very severe and does not vary much.

Sleeping

I get no pain in bed.

I get pain in bed but it does not prevent me from sleeping well.

Because of pain my normal sleep is reduced by less than 25%.

Pain prevents me from sleeping at all.

Because of pain my normal sleep is reduced by less than 50%.

Because of pain my normal sleep is reduced by less than 75%.

Sitting

I can sit in any chair as long as I like.

I can only sit in my favorite chair as long as I like.

Pain prevents me from sitting more than 1 hour.

I avoid sitting because it increases pain immediately.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting more than 10 minutes.

Standing

I can stand as long as I want without pain.

I have some pain while standing but it does not increase with time.

I cannot stand for longer than 1 hour without increasing pain.

I avoid standing because it increases pain immediately.

I cannot stand for longer than 1/2 hour without increasing pain.

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

Walking

I have no pain while walking.

I have some pain while walking but it doesn’t increase with distance.

I cannot walk more than 1 mile without increasing pain.

I cannot walk at all without increasing pain.

I cannot walk more than 1/2 mile without increasing pain.

I cannot walk more than 1/4 mile without increasing pain.

Personal Care

I do not have to change my way of washing or dressing in order to avoid pain.

I do not normally change my way of washing or dressing even though it causes some pain.

Washing and dressing increases the pain but I manage not to change my way of doing it.

Washing and dressing increases the pain and I find it necessary to change my way of doing it.

Because of the pain I am unable to do some washing and dressing without help.

Because of the pain I am unable to do any washing and dressing without help.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

Traveling

I get no pain while traveling.

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

I get extra pain while traveling but it does not cause me to seek alternate forms of travel.

Pain restricts all forms of travel.

I get extra pain while traveling which causes me to seek alternate forms of travel.

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

Social Life

My social life is normal and gives me no extra pain.

My social life is normal but increases the degree of pain.

I have hardly any social life because of the pain.

Pain has restricted my social life and I do not go out very often.

Pain has restricted my social life to my home.

Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

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.

My pain is rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.
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Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



 SKINNER CHIROPRACTIC 

CONFIDENTIAL PATIENT INFORMATION 
Patient #____________ 

Welcome to our practice! Please complete all questions. Thank You. 

(Please Print) 

Name:                                                                                                                           Date:              /               / 

Address:                                                                                                                                 Home Phone: 

City, State:                                                                                                                              Zip Code 

Birth Date:       /       /                   Age:                       Sex:   F    M                     Social Security Number:                        

Marital Status:         M    W    D    S                                                                    Spouse’s Name: 

Children’s’ Name and Ages: 

Favorite Hobbies or Interest: 

Employed by:                                                                                       Occupation: 

Employer’s Address:                                                                           Work Phone Number: (           ) 

Who is financially responsible for this bill? 

Method of payment: (Check one)       Cash         Check         Credit Card        Insurance 

How were you referred to us?                                       E-MAIL  Address: 

List your chief complaints in order of severity: 

1. _______________________________________________________For how long? _______________ 

2. _______________________________________________________For how long? _______________ 

3. _______________________________________________________For how long? _______________ 

Where is the pain? _________________________________________________________________________ 

Does the pain spread?  ___ Yes  ___ No    If yes, where? ____________________________________________ 

Do you have numbness? ___Yes ___No    If yes, where? _________________________________________ 

Is there pain when you cough and sneeze? ___ Yes  ___ No    If yes, where? ____________________________ 

Is there pain when you go from a sit to a stand? ___ Yes  ___ No    If yes, where? _______________________ 

Do you have any headaches? ___ Yes  ___ No    If yes, circle all that applies: 

Tension  Throb  Sinus  Migraine Other: ___________________________________ 

Indicate any function below that aggravate or are aggravated by your condition: (Circle all that apply) 

Walking Step Climbing  Driving  Working Recreation Bowel Movements  

Digestion  Vision  Breathing Sinuses  Hearing  Smelling Sleeping         

If Female, Menstrual 

Have you ever been to a chiropractor before? ___ Yes  ___ No    If yes, when? ___________________________ 

 

List other doctors that were consulted for these conditions: 

1. ____________________________________                                                   Previous diagnosis given 

2. ____________________________________                                      _______________________________ 

List operations you have had:            _______________________________ 

1. ____________________________________         _______________________________ 

2. ____________________________________         _______________________________ 

3. ____________________________________                                      _______________________________ 

List serious illnesses you have had: 

1. ____________________________________ 

2. ____________________________________ 

3. ____________________________________ 

 

Date of last physical examination: __________________ Is there any chance you are pregnant? ___ Yes  ___ No     

Have you ever been diagnosed with Cancer? ___ Yes  ___ No    If yes, what kind? _______________________ 

Medication you currently take: __________________________________________________________________ 

Father, Mother, Brother, Children with similar problems? ___ Yes  ___ No    If yes, who? ________________  

SEE BACK SIDE OF DOCUMENT 



 

 
 

Complete this section if due to an accident 

 

 

 

Type of accident   ______ Auto _______Workers Compensation _______Fall ______Other_______________________ 

 

Date of accident__________________ Please give a brief description of the accident___________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 

 

 

 

CONFIDENTIAL: Please make the doctor aware if you are HIV positive, or if you have any other communicable 

diseases, i.e., TB, Hepatitis. 

 

 

 

I certify that all information is true and correct. I hereby authorize the release of any information required by this office. I 

also authorize my benefit payments to be made directly to this clinic. If my current policy prohibits direct payment to the 

doctor, then I hereby also instruct and direct my insurance company to make out the check to me and mail it to this office. 

I understand that I am financially responsible for all services rendered. I agree that if my treatment here is suspended or 

terminated, bills become immediately due and payable. All x-rays are the property of Skinner Chiropractic. I authorize 

Skinner Chiropractic to file a written formal complaint to the insurance commissioner, or Department of Labor on my 

behalf. 

 

                                                                                                                                __________________________________ 

                                                                                                                                      Signature of Patient or Guardian 
 

 

 

 

  

 

 

 


