
To: Attorney/Insurance Carrier From: 
Indiana Chiropractic and Rehab, LLC 
Aaron M. Mobley, D.C. 
2901 N. Walnut St. 
Bloomington, IN 47404 

RE: PATIENT RECORDS RELEASE AND DOaOR'S LIEN 

Patient Name: Date of Birth 

RELEASE OF RECORDS: I do hereby authorize the above doctor to furnish you, my attorney/insurance carrier w i t h a 
full report of his case history, examination, diagnosis, treatment , and prognosis of myself in regard to my 

LIEN ON SETTLEMENT: I hereby give a lien to said doctor on any settlement, claim, judgment , or verdict as a result 
of said accident/illness, and authorize and direct you , my attorney/insurance carrier to pay directly to said doctor 
such sums as may be due and owing my doctor for service rendered to me, and to withhold such sums from such 
settlement, claim, judgment, or verdict as may be necessary to protect said doctor adequately. 

ASSIGNEMENT OF BENEFITS: I further assign my claim or right to compensation for treatment expenses incurred 
with the doctor named above arising from a t o r t or liability claim in connection w i t h this accident or injury. 

IRREVOCABLE LIEN: I understand that this lien shall be irrevocable either by myself or any other agent that 
represents me; that in the event another attorney is substituted in this matter, the new attorney shall honor this 
lien as inherent to the settlement and enforceable upon the case as if it was executed by h im. 

RESPONSIBILITY FOR PAYMENT: I understand that I am directly and fully responsible t o said doctor for chiropractic 
bills submitted by him for service rendered to me, and that this agreement is made solely for said doctor's 
additional protection and in consideration of his awaiting payment. I further understand that such payment is not 
contingent on any settlement, claim, judgment, or verdict by which I may eventually recover said fee. 

A photocopy or facsimile of this executed instrument shall be considered as valid as the original. 

Patient Signature Dated 

The undersigned, being attorney of record or authorized representative of insurance carrier for the above patient 
does hereby acknowledge receipt of the above lien, and does agree to honor the same to protect adequately the 
above named doctor as per SCR 20:1.15(b). In addition consideration to the above, for executing this lien, the 
doctor will provide the attorney w i t h billing summaries and availability to discuss the patient's care on a 
reasonable basis. The attorney may further protect his lien interest for compensation by having a priority status 
over this lien. 

Authorized Signature Dated 

NOTICE: Please date, sign, and return the original to our office as soon as possible. 

accident/illness which occurred/began on (date of accident or injury) 

This form(or a suitable "Letter of Protection" f rom the attorney) must be executed by both the patient and the 
patient's attorney before this clinic will consider awaiting settlement for payment of services rendered in this case. 
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and RehctblLC 
Patient Intake Form 

Patient Information 
Full Name: Date: 

First Ml Last 

Address: City: State: Zip: 

Age: Birth Date: Female: Male: 

Social Security Number: Email Address: 

Home Phone: Work Phone: Cell/Other: 

I prefer to receive calls at (circle) Home/Work/Cell I am (circle) Under Age18/Single/Married/Divorced/Widowed/Separated 

Employer: Occupation: 

Business Address: City: State: Zip: 

Spouse's Name: Spouse's Date of Birth: 

Emergency Contact: Emergency Contact Phone Number: 

Payment Information 

Person Responsible for Payment: 

Social Security Number: Phone: Date ofBirth: 

Insurance Information 

Do you have health insurance? __ Yes __ No 

Primary Insurance Secondary Insurance 

Insurance Company: Insurance Company: 

Policy Holder's Name: Policy Holder's Name: 

Relationship to Patient: Relationship to Patient: 

Policy Holder's Birth Date: Policy Holder's Birth Date: 

Group Number: Group Number: 

Policy ID Number: Policy ID Number: 

Please have your insurance card and driver's license ready so they can be copied for the clinic's records. 

Consent for Treatment 
Assignment & Release· By signing below, I authorize Indiana Chiropractic and Rehab, LLC to release medical records required 

by my insurance company(s). I authorize my insurance company(s) to pay benefits directly to Indiana Chiropractic and Rehab, 

LLC and I agree that a reproduced copy of this authorization will be as valid as the original. I understand that I am responsible for 

any amount not covered by my insurance, or any amount/or a patient/or which I am the guarantor. I agree that I will be 

responsible for any collection agency or attorney fees incurred. I understand that by signing below, I am giving written consent/or 

the use and disclosure of protected health information for treatment, payment, and health care operations. 

By signing below, I give my consent for examination and the performance any tests or procedures needed. I/patient is a minor, by 
signing I give consent/or examination, tests and procedures for the above minor patient 

Signed Date 

INDIANA CHIROPRACTIC AND REHAB LLC 

2901 N. WALNUT ST.  BLOOMINGTON, IN 47404 · OFFICE: 1.812.336.7246 · FAX: 1.812.287.8053 

-
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Insurance Coverage 

FAX: 812.287.8053 

Financial Policy 

Welcome to Indiana Chiropractic and Rehab,LLC. Your insurance policy is an agreement 

between you and your insurer, not between your insurer and this clinic. Like all types of care, 

coverage for chiropractic services varies from insurer to insurer and plan to plan. Most insurance 

policies require the beneficiary to pay co-insurance, co-payment and/or a deductible. For example: 

if you have a deductible of $100, and your insurance pays 80%, you are responsible for 20% of all 

charges incurred during the year after you have paid your $100 at the beginning of the year. Our 

clinic will call your insurer to verify your benefits, however, we are not responsible for your 

insurer's final payment and benefit determinations. 

Payments 

In order to help you determine your responsibility toward payment for services, please read the 
following, and initial your preference for the method of payment of your account Please notify this 
office if the status of your insurance changes. 

Private Pay: (please initial) 

A __ As I have no insurance, I agree to assume all responsibility and to keep my account current 
by paying for services when they are rendered. 

B __ I have insurance, but I wish to file my claims personally, and I agree to assume all 
responsibility and to keep my account current by paying for each visit at the time services are 
rendered. 

Health Insurance: (please Initial) 

C __ I would like this clinic to bill my insurance. I understand I am responsible for the costs of 
treatment. 

Missed Appointments 

It is the policy of Indiana Chiropractic and Rehab, LLC to assess a $25.00 missed visit fee to 

patients who cancel appointments with less than a 24-hour notice. One missed visit will not result 

in the assessment of a fee, but you will be charged for any additional missed visits. This clinic 

provides care for many individuals and missed visits result in time lost that could have been used to 

provide care for others. 

My initials here indicate that I understand the above missed visit policy. 

I understand that all health services rendered to me and charged to me are my personal financial 
responsibility. I understand and agree to the conditions of this policy. 

Signature Date 

INDIANA CHIROPRACTIC AND REHAB LLC 

2901 N. WALNUT ST. BLOOMINGTON, IN 47404 · OFFICE: 1.812.336.7246 · FAX: 1.812.287.8053 



If you want us to file with your insurance carrier: 

You are responsible for knowing if you have 
chiropractic benefits. As a courtesy we will call your 

Insurance company to obtain these benefits. 
However, it Is NOT a guarantee of coverage. 

Patient initials: 

To find out whether you have chiropractic benefits, 
please call the member customer service number 

located on your health insurance card. 

Patient initials: 

I understand I may or may not have chiropractic benefits. I also 
understand I am responsible for payment if my insurance company 
does not cover my services. 

Patient Signature: Date: 
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Patient Information 

Date: _________ _ 

FAX: 812.287.8053 

Health Questionnaire 

Patient Name:------------------- Date of Birth:----------------

Height: _____________________ Weight:------------------

List all prescription, non prescription medications and other supplements you take as well as the associated condition: 

List any surgeries or hospitalizations you have had complete with the month and year for each: 

List anything you are allergic to: ________________________________ _ 

Family History (list all major diseases such as cancer, diabetes, heart problems, bone/joint diseases and the relation to you of th
individual): 

Do you exercise? D Yes D No Hours per week ____ What activity(s)? ________________ _

Are you dieting? D Yes D No Since: ___ Do you smoke? D Yes D No _packs per day. 

How many years have you been smoking? ___ Do you drink alcoholic beverages? D Yes D No __ drinks per day. 

Do you wear? D Heal lifts D Arch supports D Prescription Orthotics 

For women: Are you pregnant or nursing? D Yes D No If pregnant, How many weeks? _____________ _ 

Date oflast menstrualperiod: _________________________________ _ 

INDIANA CHIROPRACTIC AND REHAB LLC 

2901 N. WALNUT ST. BLOOMINGTON, IN 47404 · OFFICE: 1.812.336.7246 · FAX: 1.812.287.8053 
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Medical History 

Describe the reason(s) for your doctor visit today: 

FAX: 812.287.8053 

Are you here because of an accident? ___________ What type?--------------

When did your symptoms start? __________ How did your symptoms begin? ________ _ 

How often do you experience symptoms? (Circle one) Constantly Frequently Occasionally Intermittently 

Describe your symptoms? (circle all that apply) Sharp Dull ache Numbing Burning Tingling Shooting 

Are your symptoms? (Circle one) Getting better Staying the same Getting worse 

How do your symptoms interfere with your work or normal activities? ________________ _ 

Have you experienced these symptoms in the past? _______________________ _ 

History of Treatment 

Primary care physician:--------------- Phone:---------------

Date last seen:---------------- May we update them on your condition? _Yes_ No 

Have you seen a chiropractor before? __ Yes __ No Who referred you to us? _____________ _ 

Have you seen another doctor for these symptoms? If yes, indicate name and type of medical provider: ____ _ 

INDIANA CHIROPRACTIC AND REHAB LLC 

2901 N. WALNUT ST. BLOOMINGTON, IN 47404 · OFFICE: 1.812.336.7246 · FAX: 1.812.287.8053 
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Description of Condition 

Mark any area(s) of discomfort with the following key: 

A =Ache N =Numbness B = Burning T = Tingling S = Stiffness O = Other 

I, 
' 

.. ' 
"· .... 

Left Back Front 

FAX: 812.287.8053 

Right 

On a scale of one to ten how intense are your symptoms? Not intense @(DQ)@©�@(i) ®®® Unbearable 

INDIANA CHIROPRACTIC AND REHAB LLC 

2901 N. WALNUT ST.  BLOOMINGTON, IN 47404 · OFFICE: 1.812.336.7246 · FAX: 1.812.287.8053 
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FAX: 812.287.8053 

For the conditions below please indicate If you have had the condition in the past or If you presently have the condition 

Past Present Condition Past Present Condition Past Present Condition 

0 0 Abdominal Pain 0 0 Elbow/upper arm pain 0 0 Liver /Gall Bladder 

Disorder 
0 0 Abnormal Weight gain/loss 0 0 Epilepsy 0 0 Loss of Bladder 

Control 
0 0 Allergies Headache 0 0 Excessive thirst 0 0 Low back pain 

0 0 Angina 0 0 Frequent Urination 0 0 Mid back pain 

0 0 Ankle/foot pain 0 0 General Fatigue 0 0 Neck pain 

0 0 Arthritis 0 0 Hand pain 0 0 Painful Urination 

0 0 Asthma 0 0 Heart attack 0 0 Prostate Problems 

0 0 Bladder Infection 0 0 Hepatitis 0 0 Shoulder pain 

0 0 Birth Control Pills 0 0 High blood pressure 0 0 Smoking/tobacco 
Use 

0 0 Cancer 0 0 Hip/upper leg pain 0 0 Stroke 

0 0 Chest Pains 0 0 HIV/AIDS 0 0 Systematic Lupus 

0 0 Chronic Sinusitis 0 0 Hormone Therapy 0 0 Thoracic Outlet 
Syndrome 

0 0 Depression 0 0 Jaw pain 0 0 Tumor 

0 0 Dermatitis/Eczema 0 0 Joint swelling/stiffness 0 0 Ulcer 

0 0 Dizziness 0 0 Kidney Stones 0 0 Upper back pain 

0 0 Drug/ Alcohol Use 0 0 Knee/lower leg pain 0 0 Wrist pain 

Additional comments you would like the doctor to know: 

Patient's signature:----------------- Doctor's signature:-------------

INDIANA CHIROPRACTIC AND REHAB LLC 

2901 N. WALNUT ST. BLOOMINGTON, IN 47404 · OFFICE: 1.812.336.7246 · FAX: 1.812.287.6053 

I: 
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Automobile Accident Questionnaire 

Accident Information 

FAX: 812.287.8053 

Name: ________________________ Date: _________ _ 

1. Date of Accident: __________ _________ Time: ______ a.m./p.m.

2. Driver of car: ___ _ __________ Where you were seated: _______ _

3. Owner of car: _ __ ___________ Year and Model of car: ________ _

4. Visibility at time of accident: poor/fair/good/other: ________________ _

5. Road conditions at time ofaccident: icy/rainy/wet/clear/dark/other: _________ _

6. Where was your car struck? right/left/rear/front/side/other: ____________ _

7. Type of accident: 0 head-on collision D broad-side collision D rear-end collision

D front impact, rear-ended car in front O non-collision: _ _______________ _ 

8.What part ofthe car was damaged? _ ____________ _ ________ _

9. Describe what happened to you upon impact? __________________ _

10. Did you see the accident was about to happen? D Yes D No 

11. Did you brace for impact? D Yes D No 

12. Were you wearing a seatbelt? D Yes D No 

13. Were you wearing a shoulder harness? D Yes D No 

14. Does the car have headrests? 0 Yes O No 

15. If yes, what was the position of your headrest? 0 top of headrest even with bottom of head 

D top of headrest even with top of head D top of headrest even with middle of head 

16. Was your car braking? 0 Yes D No Was the other car braking? D Yes D No 

17. Was your car moving at the time of the accident? 0 Yes D No

If yes, how fast would you estimate you were going? _____________ _ ___ _ 

18. How fast would you estimate the other car was traveling? _____________ _

INDIANA CHIROPRACTIC AND REHAB LLC 

2901 N. WALNUT ST. BLOOMINGTON, IN 47404 · OFFICE: 1.812.336.7246 · FAX: 1.812.287.8053 
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19. What was the position of your head and body at the time of impact?

FAX: 812.287.8053 

D head turned left/right D body straight in sitting position D head looking back 

D body rotated left/right O head straight forward D other: ______________ _ 

20. At the time of the accident, recall what parts of your head or body hit what parts of the vehicle:

21. As a result of the accident were you: D rendered unconscious D dazed D other: _____ _

22. Could you move all parts of your body? Dyes D no

If no,why not? __ _____ _______________________ __ 

23. Were you able to get out of the car and walk unaided? D yes D no

If no,why not? _______________________________ _ 

24. Did you have any cuts or bruises from this accident? D yes D no

lfso,where? ______ ____________________ ___ ___ _ 

25. Describe how you felt immediately after the accident? _______________ _

How did you feel later that D day D night? __ __ _ ________________ _ 

How did you feel the next day(s)? ________________________ _ 

26. Check symptoms apparent since the accident:

D headache D loss of smell D numbness in fingers 
D loss of taste D cold hands D mid-back pain 
D cold feet D low-back pain D fatigue 
D tension O constipation D pain behind eyes 
D chest pain D dizziness D irritability 
D fainting D depression D cold sweats 
0 sleeping problems D loss of balance D numbness in toes 
D ringing/buzzing in ears D eyes sensitive to light 

D neck pain/stiffness 
D loss of memory 
0 diarrhea 
D shortness of breath 
D nervousness 
D anxious 

D other:. _ ______ _ 

INDIANA CHIROPRACTIC AND REHAB LLC 

2901 N. WALNUT ST. BLOOMINGTON, IN 47404 · OFFICE: 1.812.336.7246 · FAX: 1.812.287.8053 
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FAX: 812.287 .8053 

27. Have you missed time from work? Dyes D no Work hours are: D full-time D part-time 

If you have missed time from work, how much time have you missed? __________ _ 

28. Did the accident occur during your work hours? D yes D no

29. Did you seek medical help immediately/soon after the accident? Dyes D no

If yes, how did you get there? _________________________ _ 

30. Doctor /hospital/clinic seen: _________________ Date: _____ _

31.What was done? _____________________________ _

Were x-rays taken? Dyes D no If yes, of what body part? _______________ _ 

32. What treatments/prescriptions were given? D bed rest D brace D adjustments D medications

33. What benefit(s) did you receive from treatment(s)? ________________ _

34. Date of last treatment:----------------------------

35. Are any of your activities of daily living any different now compared to before the accident?
Dyes D no

List anything you are unable to do: _______________________ _ 

List anything that is painful to do:-------------------------

List anything that is difficult to do: _______________________ _ 

36. Indicate on the diagram belo

:J

ccide

:

t ha

pL 

-I

Comments: ________________________________ _ 

INDIANA CHIROPRACTIC AND REHAB LLC 

2901 N. WALNUT ST. BLOOMINGTON, IN 47404 · OFFICE: 1.812.336.7246 · FAX: 1.812.287.8053 
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37. Do you have an attorney handling this case? Dyes D no

FAX: 812.287.8053 

If yes, who? (name/address) __________________________ _ 

Insurance Information 

Patient's personal insurance: _ __ ______________________ _ 

Insured's name (if other than patient) ______________________ _ 

Policy #: _________________________________ _ 

Insurance Company Name: __________________________ _ 

Phone#: _ _________ _______________________ _ 

Address: ___________ City: _________ State/Zip: ______ _ 

Claim #: _________ _ _ _ _ _  Adjuster's name/phone: __________ _ 

Other party's insurance: ___________________________ _ 

Insured's name (if other than patient) ____________ Policy #: _______ _ 

Insurance Company Name: _____________ Phone#: __________ _ 

Address: ______ _____ City: __________ State/Zip: _______ _ 

Claim #: ______________ .Adjuster's name/phone: __________ _ 

Other insurance: ________ _ _____________________ _ 

Insured's name (if other than patient) Policy #: ___________________ _ 

Insurance Company Name: __________________________ _ 

Phone#: _______ _ _________________________ _ 

Address: ______________ City: ____ ______ State/Zip: ____ _ 

INDIANA CHIROPRACTIC AND REHAB LLC 

2901 N. WALNUT ST. BLOOMINGTON, IN 47404 · OFFICE: 1.812.336.7246 · FAX: 1.812.287.8053 
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FAX: 812.287 .8053 

Claim#:---------------------------------

Adjuster's name/phone:----------------------------

Patient's Demographic Information 
Patient's full name: Social Security#: _______________________ _ 

Address: _________________________________ _ 

Date of Birth: _______ _ ________________________ _ 

Mailing address (if different): _________________________ _

Phone: __________________________________ _ 

Employer name: ______________________________ _ 

Spouse's Occupation: _____________________________ _ 

Employer's address:--------------- ---------------

\Vorkphone: _______________________________ � 

Spouse's name: _______________________________ _ 

Spouse's Social Security#: ___________________________ _ 

Spouse's employe�----- ------------------------- 

Occupation: ________________________________ � 

Assignment of Payment 

My attorney and/or insurance carrier are hereby requested and authorized to pay direct to Indiana 
Chiropractic and Rehab, LLC any monies due on account, the same to be deducted from any 
settlement made on my behalf. Further, I agree to pay Indiana Chiropractic and Rehab, LLC the 
difference, if any between the total amount of charges on my account and the amount paid by the 
attorney and/or insurance carrier. It is further understood that I, the undersigned agree to pay 
Indiana Chiropractic and Rehab, LLC the full amount of charges on my account should my 
condition be such that it is not covered by my policy or if for any reason the insurance carrier 
refuses to pay my claim. 

Patient's signature: ___________________ Date: _________ _ 

Printed name: __________________________ _ ____ _ 

\Vitness: _____ _ _ ______________ _ ___________ _ 

INDIANA CHIROPRACTIC AND REHAB LLC 

2901 N. WALNUT ST. BLOOMINGTON, IN 47404 · OFFICE: 1.812.336.7246 · FAX: 1.812.287.8053 



Oswestry Disability Index Section 7 - Sleeping 

Section 1 - Pain Intensity 

• i have no pain al the moment. 

• The pain Is very mild al the moment. 

Q The pain is moderate at the moment. 

• The pain is fairly severe al 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.) 

• I can took after myself normally but it Is very painful. 

• I can look after myself normally but it Is very painful. 

• 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 my personal care. 

• I need help every day In most aspects of self-care. 

• I do net gat dressed, wash with difficulty, and stay In bed. 

Section 3 - Lifting 

• I can lilt heavy weights without extra pain. 

• I can lift heavy weights but it gives extra pain. 

• Pain prevents me from lifting heavy weights off the floor, but I can 

manage if they are conveniently positioned (i.e. on a table). 

• Pain prevents me from lifting heavy weights, but I can manage light lo 

medium weights If they are conveniently positioned. 

• I can lilt only very light weights, 

• 1 cannot lift or carry anything at all. 

S e c t i o n 4 - W a l k i n g 

• Pain doss not prevent me walking any distance. 

• Pain prevents me walking more than tmlle. 

• Pain prevents me walking more than % of a mile. 

• Pain prevents me walking more than 100 yards. 

• I can only walk using a stick or crutches. 

• I am in bed most of the time and have to crswl to the toilet 

Section 5 - Sitting 

• I c a n sit In a n y c h a i r a s long a s I like. 

• I c a n sit in m y favorite c h a i r a s long a s I l ike. 

• P a i n p reven ts m e from sitting for m o r e than 1 hour. 

• Pa in prevents m e from sitting for m o r e than '/t hour . 

• Pa in p r e v e n t s m e from sitting for m o r e than 10 

minutes . 

• P a i n prevents m e from sitting a t all . 

Section 6 - S U n d I n g 

Q I c a n s t a n d a s long a s I w a n t without ex t ra p a i n 

• I c a n s tand a s long a s I w a n t but it g i v e s m e ext ra pa in . 

Q P a i n prevents m e from s t a n d i n g m o r e t h a n 1 hour. 

• P a i n prevents m e from s t a n d i n g for m o r e t h a n ' / » a n hour, 

• P a i n prevents m a from s t a n d i n g for m o r e t h a n 10 m i n u t e s . 

• P a i n p reven ts m e from s t a n d i n g at al l . 

• My sleep Is never disturbed by pain. 

• My sleep is occasionally disturbed by pain. 

• B e c a u s e of pain, I have less than 6 hours sleep. 

• Because of pain, I have less than 4 hours sleep. 

• B e c a u s e of pain, I have less than 2 hours sleep. 

• Pain prevents me from sleeping at all. 

Section 8 - Sex life (If applicable) 

• My sex iife is normal and c a u s e s no extra pain. 

• My sex life Is normal but c a u s e s some extra pain. 

• My sex life Is nearly normal but Is very painful. 

• My sex life is severely restricted by pain. 

• My sex life Is nearly absent because of pain. 

• Pain prevents any sex life et all. 

Section 9 - So<ilal Life 

• My social life is normal and c a u s e me no extra pain. 

• My social life is nornial but increases the degree of pain. 

• Pain has no significant effect on my social life apan from ilmllingmy 

more energetic Interests, I.e. sports. 

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

• Pain has restricted social life to my home. 

• i have no social life because of pain. 

Section 10 - Travallng 

• 1 can travel anywhere without pain. 

• I can travel anywhere but it gives extra pain. 

• Pain Is bad but I manage iourneys of over two hours. 

• Pain restricts me to short necessary journeys under 30 minutes. 

• Pain prevents me from traveling except to receive treatment. 

Section 11 • Previous Traatmsnt 

Over the past three months have you received treatment, tablets or 

medicines of any kind lor your back or leg pain? P lease check the 

appropriate box. 

• No 

• Y e s (if yes , please state the type of treatment you have received) 



Neck Disability Index 
This questionnaire has been designed to give the doctor infometion as to how your necl< pain has affected your ability to manage in 

everyday life. Please answer every section and mark in each section only the ONE box which applies to you. We realize you may 

consider that two of the statements in any one section relate to you, but please just mark the box which most ctosely describes your 

problem. 

Section 1 - Pain Intensity 
• I have no pain at the moment. (0) 

• The pain is very mild at the moment. (1) 

• The pain is moderate at the moment. (2) 

• The pain is fairly severe at the moment. (3) 

• The pain is very severe at the moment. (4) 

• The pain is the worst Imaginable at the moment. (5) 

Section 2 - Personal Care (Washing, Dressing, etc.) 
• I can look after myself normally without causing extra pain. (0) 
• I can look after myself normally but it c a u s e s extra pain. (1) 

• It is painful to look after myself and I am slow and careful, (2) 

• I need some help but manage most of my personal care. (3) 

Q I need help every day In most aspects of self care. (4) 

• I do not get dressed, I wesh with difficulty and stay In bed. (5) 

S e c t i o n 7 - W o r k 

• I can do as much work a s I want to. (0) 

• I can do my usual work, but no more. (1) 

• I can do most of my usual work, but no more. (2) 

• I cannot do my usual work. (3) 

• I can hardly do any work at all. (4) 

• I cannot do any work al all, (S) 

S e c t i o n 8 - Driving 

• I can drive my car without any neck pain. (0) 

• I can drive my car as long as I want with slight pain in my neck. (1) 

• I can drive my car as long as [ want with moderate pain In my neck. (2) 

• I cannot drive my car as long as t want because of moderate pain In 

my neck. (3). 

• J can hardly drive at all because of severe pain in my neck. (4) 

• I cannot drive my car at ell. (5) 

Section 3 - Lifting 
• I can lift heavy weights without extra pain. (0) 

• I can lift heavy weights but it gives extra pain. (1) 

• Pain prevents me from lifting heavy weights off the floor, but I can 

manage if they are conveniently positioned, for example on a table. (2) 

• Pain prevents me from lifting heavy weights, but I can manage light lo 

medium weights If they are conveniently positioned. (3) 

• I can lift very light weights. (4) 

• I cannot lift or carry anything at all. (S) 

Section 4 - Reading 
• I can read as much as I want to with no pain in my neck. (0) 

Q 1 can read as much a s I want lo with slight pain in my neck. (1) 

• I can read as much a s I want with moderate pain In my neck. (2) 

• 1 cannot read as much as I want because of moderate pain In my neck. 

(3) 
• I can hardly read at all because of severe pain In my neck. (4) 

• I cannot read at all. (5) 

Section 5 - Headaches 
• I have no headaches at all. (0) 

• I have slight headaches that come infrequently. (1) 

• 1 have modersle headaches which come infrequently. (2) 

• I have moderate headaches which come frequently. (3) 

• I have severe headaches which come frequently. (4) 

• I have headaches almost all the time. (5) 

Section 6 - Concentration 
Q I can concentrate fully when 1 want to with no difficulty. (0) 

• I can concentrate fully when I want to with slight difficulty. (1) 

• I have a fair degree of difncully in concentrating when 1 went to. (2) 

• I have a lot of difficulty In coneenU-ating when I want to. (3) 

• 1 have a great deal of difficulty In concentrating when I want to. (4) 

• I cannot concentrate at all. (5) 

Section 9 - Sleeping 
• I have no trouble sleeping. (0) 

• My sleep is slightly disturbed (less than 1 hour sleepless). (1) 

• My sleep is mildly disturbed (1-2 hours sleepless). (2) 

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

• My sleep is greatly disturbed (3-S hours sleepless). (4) 

• My sleep is completely disturbed (5-7 hours sleepless). (5) 

Section 10 - R e c r e a t i o n 

• 1 mm able to engage In all my recrealton activities with no neck pain at 

all, (0) 

• I am able to engage In all my recreatkin activities, with some pain In 

my neck. (1) 

• I am able to engage In most, but not all, of my usual reaeation 

activities because of pain In my neck, (2) 

• 1 am able to engage In a few of my usual recreation activities because 

of pain in my neck. (3) 

• 1 can hardly do any racrealkjn activities because of pain In my neck. 

(4) 
• I cannot do any recreation activities at all. (5) 

0-4 No disability 
5-14 Mild disability 
15-24 Moderate disability 
25-34 Severe disability 
> 35 Complete disability 



The Revised Oswestry Disability Index (for low back paiiVdysfunction) 

Patient name: File #- Date:-
' H i i s q u c s u o m i a i r e has b e e n d c s i K U c d l o give tlie d o c t o r i i i f o m i a l i o n as to h o w y o u r b a c k pa in has a i l c c l c d y o u r abi l i ly to manage evco-day 

liiV. r i c i i s c a n s w e r e v e i y sec t ion a n d m a r k in e a c h s c c u o n on ly d ie O N K box d ia l a p p h e s to w u . W e rea l i ze d i a l y o u m a y c o n s i d e r dial t\TO 

o f d ie s t i t e m e n l s in a n y o n e s e c d o n relate u> y o u , but p lease jus t m a i k d ie box diat m o s t c l o s e l y d c s c r i l j e s y o u r p r o b l e m . 

SKCTION I . F A I N INTtlNSriT 

O T l i e pain comes and KDCS and i i vcjy mild. 
L U 'H ic pain is niiJtl aiul docs not vary much. 
L3 I t i e pain comes and goes and is moderate. 
0 l l i c pain is niodcralc and does not vsxy much. 
D ' I l i c pain comes and goes and is wry severe. 
1 " J ' l l i c pain is severe and dors not \Tuy nmch. 

. S K C r i O N 2-PERSONAL C A R E 

O 1 would not have lo change my way of wa.shing or dressing in orclcr 
lo avoid pain. 

C J I do not normally change my way of u-asliing or dressing c\-cn 
lliuiii^i it causes sonic pain. 

n Washing a:id dressing increa.scs Uic pain, but I matiagL- not lo 
change my way of doing i t 

r i Waaliiiig ajid dres-siiiK increases the paui and I find it necesiar>* lo 
change my way of doing it. 

T-U Because of die pain, I am luiable to do some waaliing and dressing 
uiihoiir lielp. 

O Because of the pain, I am uiiahic to do any v^'a.ching and drc&sing 
w-iUioul help. 

SECTION 3 . U ^ T r N G 

• 1 can Uli hea\  wciglits wiihoiil extra pain. 
O I can lilt hca \  wcigtiu, but it cnu:ics extra pain. 
• Pain prevcjits me from lifting heavy weigliu olf the floor, but I 

manage if tliey arc conveniendy |iosi(ioiicii (e.g., an a table), 
n Pain pre\'enis me horn lifdng heavy weight* olV the floor. 
r i Pain [ircvcnls nic fioni lifting heavy Wrights, hut I ran manage ligiii 

u> medium wcisliis il Uiey ai'e eonvenienUy positioned. 
CD I citn only lift very light wei j^t i at die m o s t 

SKCrnO.N 4 A V A L K I N G 

C J I have no pain on walking. 
O I have some pain o n walking, Uul it does noi intTcase vvidi disianec. 
C 3 I cannot walk more lhan one mile without inci easing pain. 
O I cannot walk more 1/2 mile wiiJioui increasing pain. 
C J I cannot walk more than 1/4 mile widiout increasing pain. 
• I cannot walk at all wiiiioul increasing pain. 

.SKCTION^-SmriNG 

• I can sit in any chair as toiig as I like. 
O 1 can only sit in my favontc chair as long as I like. 
• Pain prevents me Irom silting more dian one hour. 
L 3 Pain prevents me from silling inoie dwn 1/2 hour. 
r"l Pain prevents m e from sitting nu^ie 10 mintitcs. 
C J I a\'oi<l simng because it increases pain rigJit aw-ay. 

S E C T I O N 6 - , S T A N D I N G 

• f can stand as long as I vvant vnthout pain. 
C~) I ha\c some pain on standing, but it does not increase 

witti time, 
O I cannot stand for longer dian one hour wdiout 

increasing pain, 
r~] I cannot stajid for longer dian l/'J hour widiout 

ina-easing pain. 
CJ I cannot stand for longer titan 10 niinuies without 

i i icicasing pain, 
a I avoid standing because it increases die pain riglit 

away. 

SECnON 7^LEEPING 

!_) 1 get no pain in bed. 
• I get pain in bed* but ir docs not prcvcm me from 

sleeping wcU. 
• Because of pain, my normal niglil's sleep Is rexiuccd 

by less than 1/4. 
CJ Because of pain, my noniial uiglit's sleep is reduced 

by less than i /2, 
CJ Because ol pain, my nomia l niglti's sleep is reduced 

by lc.« lhan 3/4. 
m Pain fM-eveiiis m e from sIcepuiK at all. 

SECTION 8-SOCL\ LIKE 

C l My social life is normal and gives m c no p.-un. 
C3 My social life is nomia l , bul increases the degree of 

pain. 
Z3 Pain lias no significaiit cflcct on my social life apart 

from limiting my more energetic interests, e.g., 
dancing, etc. 

a P a i " has restricted my social life and I do not go out 
veo' often. 

• Pain has restricted my social life lo m y home. 
• I have hartlly any social lil'e because of die pain. 

SECllON 9.TRAVEiXING 

• I get no pain while travelling. 
f~1 I gel some pain while travelling, hut none of my usual 

forms of uavel makes it any worst . 
• I get e \ n a pain vv^iilc travrlling;, hut it docs not compel 

me to seek alleniauvc forms of Uavel. 
• I gel extra pain v\^ulc travelling, wl i i th conipeis m e lo 

seek allemadve fonns of iravxl. 
C I Pain restricts all forms of travel. 
C Pain prevents ail forms of travel except ihat done lying 

down. 

stxrriON I ( K ; H A N G I N G D E G R E E O F P A I N 

C M y pain is rapidly getting l>ctter. i 
CD My pain l lucnialcs, Init Is dcfmidvely getting better. 
• My pain seems lo be gelling better, but improvement 

is slow at prcsai t . 
C 3 My pain is ncidier getting better nor worse. 
C I My pain is gi-adually worsening. 
• My pain is rapidly worscjiing. 




