
Neck Disability Index

SECTION 1: Pain Intensity SECTION 6: Concentration

SECTION 2: Personal Care (e.g. washing, dressing) SECTION 7: Work

SECTION 3: Lifting SECTION 8: Driving

SECTION 4: Reading SECTION 9: Sleeping

SECTION 5: Headache
SECTION 10: Recreation

Patient Name: Date: Score:



Chiropractic Patient Update 

CHIROPRACTIC PATIENT UPDATE 
PART A  
 
Date:_________________ Name:_______________________________________________________________  

Address:____________________________________City:___________________ State:______ Zip:__________ 

Primary Phone:_______________  Cell Phone:_______________  E-mail address:_________________________     

Would you like appointment reminders?  Y  N   If yes, how would you like to receive them?   Call    Text    Email 

 

PART B 
 
1. What is your major symptom? __________________________________________________________________ 

2. Is this the same problem you originally saw the doctor for?________________________________________ 

3. If yes, is the symptom worse than the original occurrence or the same?______________________________ 

4. Are there any other unrelated health problems that have occurred since you last saw the doctor?    

Yes _____  No _____. If yes, describe ________________________________________________________ 

5. Have you sought care with any other physicians for this problem since you last saw the doctor? 

Yes_____ No_____. If yes, explain_________________________________________________________ 

6. Have you had any major accidents or traumas since you last saw the doctor? _______ ___________________ 

 ____________________________________________________________________________________ 

7. Remarks: _____________________________________________________________________________ 

 ____________________________________________________________________________________ 

   NO        EXTREME 
         SYMPTOMS                 SYMPTOMS  
    
                                 

 Please place an “X” on the line above to indicate your level of problem. 
                                     

PART C 
 
AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or chiropractic office. I 
authorize the doctor to release all information necessary to communicate with personal physicians and other healthcare providers and 
payors and to secure the payment of benefits. I understand that I am responsible for all costs of chiropractic care, regardless of 
insurance coverage. I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees 
for professional services will be immediately due and payable. I understand that interest is charged on overdue accounts at the annual 
rate of (16%).  

 

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for the purpose 

of treatment, payment, healthcare operations, and coordination of care. We want you to know how your Patient Health 

Information is going to be used in this office and your rights concerning those records. If you would like to have a more 

detailed account of our policies and procedures concerning the privacy of your Patient Health Information we encourage 

you to read the HIPAA NOTICE that is available to you at the front desk before signing this consent.  If there is anyone 

you do not want to receive your medical records, please inform our office. 
 

Signature:                 Date: 

 

Health Insurance Coverage    (   ) Yes  (   ) No 

 

Company:  



Oswestry Low Back Pain Disability Questionnaire
Instructions

SECTION 1: Pain Intensity SECTION 6: Standing

SECTION 2: Personal Care (e.g. washing, dressing) SECTION 7: Sleeping

SECTION 3: Lifting SECTION 8: Sex Life (if applicable)

SECTION 4: Walking SECTION 9: Social Life

SECTION 5: Sitting SECTION 10: Traveling

Patient Name: Date: Score:


