
Indiana Chiropractic and Rehab,LLC 
2901 N. Walnut St. 

Bloomington, IN 47404 

N O T I C E O F M E D I C A R E C O V E R A G E F O R C H I R O P R A C T I C C A R E 

Your Medicare coverage of chiropractic care is limited. It does not pay for all services. It will only pay for your chiropractic 
adjustrrent (manipulative treatment) when it meets Medicare's specific rules. There are three categories of Medicare services: 
1) non-covered 2) always-covered, and 3) perhaps-covered. 

N O N - C O V E R E D S E R V I C E S 
According to existing Medicare law, most of the services in our office are NON-COVERED. Hopefully, the U.S. Congress 
will change ttiat someday and treat Doctors of Chiropractic like all other doctors. Until then, here is a summary: 

Examples of Non-Covered S e r v i c e s 
All Services Other than Chiropractic Adjustments: Various Chiropractic Adjustments or Treatments: 
• Office Visits • to evaluate and manage, re-evaluate, advise, or • Non-spinal manipulation to the shoulder, arm. leg, etc. 

give counsel regarding your health. . Maintenance Care - you are stable and not making any 
• Physiotherapy - such as massage, traction, electrical more improvement. 

stimulation, neuromuscular re-education, etc. . Wellness Care - to promote better health. 
• X-rays, Latwratory, Supplies, Vitamins, etc. 

A L W A Y S - C O V E R E D S E R V I C E S 
A Medicare COVERED sen/ice is for when you are injured or when you are in pain due to a toad spinal condition. Medicare 
pays for your rehabilitation as bng as you are improving. This phase of care is call "active treatment.' It will be shown on 
your Medicare claim form and payment reports with your service code. For example, °98940-AT.'' 

P E R H A P S - C O V E R E D S E R V I C E S 
Your Chiropractic Adjustment must be clinically needed to correct a problem of the spine, according to Medicare rules. If 
Medicare determines that your condition is not 'Medically Necessary" they will not pay. When we know or believe that your 
chiropractic adjustment is no bnger covered, we will discuss this matter with you. We will also give you a Medicare form 
known as the Advance Beneficiary Notice (ABN) which will show your financial obligation for continued care. 

MY FINANCIAL R E S P O N S I B I L I T Y 

I have received the above Medicare i nformation. I understand that I am personally financially responsible for ail services 
not covered by Medicare. I am also responsible for applicable annual deductibles or copayments. 

X , , 

Signature of patient or person acting on patient's behalf Date 

MY AUTHORIZATION 

I authorize the release of any medical or other information necessary to process my claims. I also request payment of 
government or private benefits either to myself or to the party who accepts assignment. This is a permanent authorization 
that 1 may revoke at any time by written notice. 

X 

Signature of patient or person acting on patient's behalf Date 

NOTE: Your health infomaOon will be kept connoential Any infarmatian that we colMct about you on tnis form will be Impt confidential in our offices. 
If a dBim is submitted to a payer, your health information on mis fomt may be shand wittt tfie payer. Your health information which Ihe payer sees 
will be kaptconnaential Oy the payer. 

f. ^^jr^.—1^ I.. to yyy^ rt\\Ki^'' Couftesy Fofm #CCIPMN (October 2008) This form may b« reproduced 



Indiana Chiropractic and Rehab^LLC 

Pat ient N a m e : Ident i f icat ion N u m b e r (Opt iona l ) : 

ADVANCE BENEFICIARY NOTICE OF NONCOVERAGE ( A B N ) H 
NOTE: Medicare doesn't pay for Chiropractic Maintenance Care below. You may 
have to pay. 
Medicare does not pay for everything, even some care that you or your heafth care provider have good 
reason to thinl< you need. We expect Medicare may not pay for Chiropractic Maintenance Care below. 

C h i r o p r a c t i c M a i n t e n a n c e C a r e R e a s o n IMedicare May Not P a y : E s t i m a t e d 
C o a t per 
Treatment : 

CPT codes 98940, 98941, 98942 
or HCPCS code 88990 

Spinal physical or manipulative treatment performed 
for Maintenance Care rather than restorative care is 
not a Medicare covered service. 

i 

WHAT YOU NEED TO DO NOW: 
• Read this notice, so you can make an informed decision about your care. 
• Ask us any questions that you may have after you finish reading. 
• Choose an option below about whether to receive the Maintenance Care listed above. 

Note: If you choose Option 1 or 2, we may help you to use any other 
insurance that you might have, but Medicare cannot require us to do this. 

OPTIONS: C h e c k on ly o n e box . W e c a n n o t c h o o s e a b o x for y o u . 

G OPTION 1. I want the C h i r o p r a c t i c M a i n t e n a n c e C a r e listed above. You may a s k to 
be paid now, but I also want Medicare billed for an official decision on payment, which is sent 
to me on a Medicare Summary Notice (MSN). I understand that if Medicare doesn't pay I am 
responsible for payment, but I c a n a p p e a l to Med icare by following the directions on the MSN. 
If Medicare does pay, you will refund any payments I made to you, less co-pays or deductibles. 

Q OPTION 2. I want the C h i r o p r a c t i c M a i n t e n a n c e C a r e listed above, but do not bill 
Medicare. You may ask to t>e paid now as I am responsible for payment. I c a n n o t appoa l if 
Medicare i s not b i l led . 

Q OPTION 3. I don't want the Chi ropract ic Maintenance C a r e listed above. I understand 
with this choice I am not responsible for payment, and I c a n n o t a p p e a l to s e e if Medicare woufd 

pay-
Additional Information: This ABN forni is only for Maintenance Care under Medicare regulations. It is 
good for up to one year of Maintenance Care. If you have a new injury, re-injury or exacerbation (your 
condition worsens) you will be placed back on the Active Treatment status for Medicare coverage and billing. 
When you become stable again, a new ABN form will be needed for the next course of Maintenance Care. 

This notice gives our opinion, not an official Medicare decis ion. If you have other questions on this 
notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-«77-486-2048). 
Signing below means that you have received and understand this notice You also receive a copy. 

S i g n a t u r e : Da te : 

Accortling to the P«perwork ReductJon Act of 1995, no prreons arc required to respond to « collection of information unless it displays « valid 0 M B control 
number. The vaJid 0 M B control number for this information collection is 0938-0S$6. The time required to complete this infonnalion collection i» estimated to 
average 7 minutes per response, including ihe time lo review instructions, search existing data rcsouroes, gather the data needed, and oompicte and review the 
information colleaioa. if you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please writt to: CMS. 7500 
Security Boulevard, Attn: PRA Reports Cleanmce Officer, BalUmorc. Maryland 21244-1850. 

Form CMS-R-131 (03/08) Form Approved 0 M B No. 0938-0566 
Form Adaptation C C - M C l (03/08) by ChiroCode Institute, www.chirocode.com 



Chiropractic 
Rehab u. 

FAX: 812.287.8053 

Patient Intalte Form 
Patient Information 
Ful l Name; 

First Ml Last 

Address : . 

Age: 

.C i ty :_ 

Social Security Numbe r : . 

Home Phone: 

B i r t h Date: Female: 

. Date: _ 

. State : . 

Male: 

. Z i p : . 

Emai l Address: 

W o r k Phone: .Ce l l/Other : . 

I pre fer to receive calls at (c i rc le ] Home/Work/Ce l l I am (circle ) Under Age lS/Sing le/Marr ied/Divorced/Widowed/Separated 

Emp loye r : . Occupa t i on : . 

Business Address: -C i t y : . State: . Z i p : . 

Spouse's Name: . . Spouse's Date o f B i r t h : . 

Emergency Contact : . ^Emergency Contact Phone N u m b e r : 

Payment Information 
Person Responsible for Payment : . 

Social Security Number : Phone: Date o f B i r t h : 

Insurance Information 
Do you have heal th insurance? . .Yes . .No 

P r i m a r y i n s u r a n c e S e c o n d a r y I n s u r a n c e 

Insurance Company: Insurance Company: 

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

Relat ionship to Patient: Relat ionship to Patient: 

Policy Holder 's B i r th Date: Policy Holder 's B i r t h Date: 

Group Number : Group Number : 

Policy ID Number : Policy ID Number : 

Please l iave y o u r i n s u r a n c e c a r d a n d d r i v e r ' s l icense ready so they can be cop ied for the c l in ic 's r e c o r d s . 

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 for a patient for 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 for 

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. If patient is a minor, by 
signing I give consent for examination, tests and procedures for the above minor patient 

Signed. Date 

I N D I A N A C H I R O P R A C T I C A N D R E H A B L L C 
100 N. C U R R Y P I K E S U I T E A 2 , B L O O M I N G T O N , IN 4 7 4 0 4 • O F F I C E : 1 . 8 1 2 . 3 3 6 . 7 2 4 6 • F A X : 1 , 8 1 2 . 2 8 7 . 8 0 5 3 



I n d i a n a 
C h i r o p r a c t i c 

R e h a b 
Financial Policy 

Insurance Coverage 
Welcome to I n d i a n a C h i r o p r a c t i c a n d Rehab,LLC. Your insurance pol icy is an agreement 

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

coverage for chiropract ic services varies f rom 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; 

i f you have a deductible of $100, and your insurance pays 8 0 % , you are responsible for 2 0 % of all 

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

clinic w i l l call y our insurer to veri fy your benefits, however, we are not responsible for your 

insurer 's f inal payment and benefit determinations. 

Payments 
In order to help you determine your responsibi l i ty t oward payment for services, please read the 
fol lowing, and in i t ia l y our preference for the method of payment of your account. Please notify this 
office i f the status of your insurance changes. 

P r i v a t e Pay: (please init ial) 

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

B I have insurance, but I w i sh to file my claims personally, and I agree to assume al l 
responsibi l i ty and to keep my account current by paying for each v is i t at the t ime services are 
rendered. 

Health I n s u r a n c e : ( p l e a s e init ial) 

C I w o u l d like this cl inic to b i l l my insurance. I understand I am responsible for the costs of 
treatment. 

Missed Appointments 

It is the policy of I n d i i i n a C h i r o p r a c t i c and Rehab, LLC to assess a $25 .00 missed visit fee to 

patients who cancel appo intments w i t h less than a 24-hour notice. One missed v is i t w i l l not result 

in the assessment of a fee, but you w i l l be charged for any addit ional missed visits. This clinic 

provides care for many indiv iduals and missed visits result in t ime lost that could have been used to 

provide care for others. 

My init ials here indicate that I understand the above missed v is i t policy. 

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

Signature Date 

FAX: 812.287.8053 

I N D I A N A C H I R O P R A C T I C AND R E H A B L L C 
100 N. C U R R Y P I K E S U I T E A 2 , B L O O M I N G T O N , IN 4 7 4 0 4 • O F F I C E : 1 . 8 1 2 . 3 3 6 . 7 2 4 6 • F A X : 1 . 8 1 2 . 2 8 7 . 8 0 5 3 



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 nnember 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: 



I n d i a n a FAX: 812.287.8053 
C h i r o p r a c t i c 

R e h a b u c 

Hea l th Ques t ionna i re 

Patient Information 

Date: 

Pat ient Name: Date o f B i r t h : . 

Height: We ight : 

List a l l p rescr ip t i on , non p r e s c r i p t i on medicat ions and o ther supplements you take as w e l l as the associated cond i t i on ; 

List any surgeries or hosp i ta l i za t ions you have had complete w i t h the m o n t h and year for each; 

L is t any th ing you are al lergic to : 

Fami ly H is tory ( l ist al l ma jor diseases such as cancer, diabetes, hear t prob lems, bone/ jo in t diseases and the re la t ion to you of th 

i nd i v i dua l ) : 

Do you exercise? • Yes • No Hours per week Wha t ac t i v i tv fs l? 

Are you diet ing? • Yes • No Since: Do you smoke? • Yes • No packs per day. 

H o w many years have you been smoking? Do you d r i n k alcoholic beverages? • Yes • No d r i n k s per day. 

Do you wear? • Heal l i f ts • A r ch suppor t s • Prescr ip t ion Orthot ics 

For w o m e n : Are you pregnant or nurs ing? • Yes • No I f pregnant. How many weeks? 

Date of last menst rua l pe r i od : 

I N D I A N A C H I R O P R A C T I C A N D R E H A B L L C 
100 N. C U R R Y P I K E S U I T E A 2 , B L O O M I N G T O N , IN 4 7 4 0 4 • O F F I C E ' 1 . 8 1 2 . 3 3 6 . 7 2 4 6 • F A X : 1 . 8 1 2 . 2 8 7 , 8 0 5 3 



I n d i a n a ^ 
Chiropractic 

R e h a b „< 

Medical History 

Describe the reason(s) for y o u r doc t o r v i s i t today: 

FAX: 812.287.8053 

Are you here because o f an acc ident? . 

W h e n d id y o u r symptoms start? 

_ W h a t t y p e ? , 

. How d i d y o u r s ymptoms begin?, 

H o w often do you experience symptoms? (Circle one) Constant ly Frequent ly Occasional ly I n t e r m i t t e n t l y 

Describe y o u r symptoms? (c ircle all tha t app ly ) Sharp Dull ache N u m b i n g B u r n i n g T ing l i n g Shoot ing 

Are y o u r symptoms? (Circle one) Get t ing bet ter Staying the same Get t ing w o r s e 

H o w do y o u r symptoms in te r f e re w i t h y o u r w o r k or no rma l activit ies? 

Have you experienced these s y m p t o m s i n the past?_ 

History of Treatment 

P r i m a r y care phys ic ian: 

Date last seen: 

Phone; 

May we update them on y o u r cond i t ion? Yes. No 

Have you seen a ch i r op rac t o r before? Yes No Who re ferred you to us? . 

Have you seen another doc to r for these symptoms? I f yes, indicate name and type o f medica l p r o v i d e r : . 

I N D I A N A C H I R O P R A C T I C A N D R E H A B L L C 
100 N. C U R R Y P I K E S U I T E A 2 , B L O O M I N G T O N , IN 4 7 4 0 4 • O F F I C E : 1 812 3 3 6 . 7 2 4 6 • F A X : 1 , 8 1 2 . 2 8 7 . 8 0 5 3 



]pd\ana PAX: 812.287.8053 
Chwopractic 
and 

Description of Condition 

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

A =Ache N =Numbness B = Burning T = Tingling S = Stiffness 0 = Other 

Left B a c k Front Right 

On a scale o f one to ten h o w intense are y o u r symptoms? Not intense ® ® ©CD ® ® ® ® ® ® ® Unbearable 

I N D I A N A C H I R O P R A C T I C A N D R E H A B L L C 
N. C U R R Y P I K E S U I T E A 2 , B L O O M I N G T O N , IN 4 7 4 0 4 • O F F I C E : 1 . 8 1 2 . 3 3 6 . 7 2 4 6 • F A X : 1 . 8 1 2 . 2 8 7 . 6 0 5 3 



I n d i a n a 
C h i r o p r a c t i c 
and R e h a b , u 

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 

O O Abdom ina l Pain O 0 Elbow/upper arm pa in O O Liver/Gall Bladder 

Disorder 

o 0 A b n o r m a l We i gh t gain/loss O o Epilepsy 0 0 Loss o f Bladder 

Contro l 

o 0 Allergies Headache O 0 Excessive t h i r s t o o Low back pain 

o 0 Angina 0 0 Frequent Ur ina t i on 0 o M i d back pain 

o o Ankle/ foot pa in o o General Fatigue o o Neck pa in 

o o A r t h r i t i s o 0 Hand pa in o o Painful Ur inat ion 

o 0 Asthma o o Heart attack o o Prostate Problems 

0 0 Bladder In fec t ion o 0 Hepat i t is o o Shoulder pain 

o o Bi r th Contro l Pills 0 o High b lood pressure o o Smoking/tobacco 
Use 

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

o o Chest Pains o o HlV/AIDS o o Systematic Lupus 

o o Chronic Sinusi t is o 0 Hormone Therapy o 0 Thoracic Outlet 
Syndrome 

o 0 Depression o o j aw pain o o T u m o r 

o o Dermat i t is/Eczema o 0 j o i n t swel l ing/st i f fness O o Ulcer 

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

0 0 Drug/Alcohol Use o 0 Knee/lower leg pa in o o W r i s t pain 

Additional comments you would lil<e the doctor to Icnow: 

Patient's signature: Doctor's signature: 

I N D I A N A C H I R O P R A C T I C A N D R E H A B L L C 
100 N. C U R R Y P I K E S U I T E A 2 , B L O O M I N G T O N , IN 4 7 4 0 4 • O F F I C E ; 1 . 8 1 2 . 3 3 6 . 7 2 4 6 • F A X : 1 . 8 1 2 . 2 8 7 . 8 0 5 3 



Oswestry Disability Index Ssctlon 7 - Sleeping 

Section 1 - Pain Intenalty 

• I have no pain a( (he tmomsnt, 

• The pain is very mild at the moment. 

• The pain is moderate at the moment. 

• 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. 

Section 2 - Personal Care (washing, dressing, etc.) 

• I can looic after myself normally but it is very painful. 

• I can \oo\i. aKer myself nonnally but it is very painful. 

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

• 1 need some help but manage most of my personal care. 
• I need help every day In most aspects of my penionai care. 

• I need help every day In most aspects of solf-oare. 
• I do not 991 dressed, wash with difficulty, and stay in bed. 

Section 3 - Lifting 

• I can lift heavy weights without extra pain. 
• I can lift heavy weights but it (jives extra pain. 
• Pain prevents me from lifting heavy weights off the floor, tjut 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 to 

medium weights If they are convenienify positioned. 
• I can lift only very light weights. 

• I cannot lift or carry anything at all. 

Section 4 - W a l k i n g 

• Pain does not prevent me walldng any distance, 
a Pain prevents me walking mora than 1mlle. 
• 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 crawl to the toileL 

Section S - Sitting 

• I can sit In any chair as long as I Ilka. 
• I can sit in my favorite chair as long as I like. 
• Pain prevents me from sitting for more than 1 hour. 
• Pain prevents me from silting for more than '/a hour. 
• Pain prevents me from sitting for more than 10 

minutes. 

• Pain prevents me from sitting at all. 

Section 6 - Standing 

• I can stand as long as I want without extra pain. 

• I can stand as long as I want but it gives me extra pain. 
• Pain prevents me from standing more than 1 hour. 
• Pain prevents me from standing for more than '/s an hour. 
• Pain prevents ma from standing for more than 10 minutes. 
• Pain prevents me from standing at all. 

Q f̂ y sleep is never disturbed by pain. 

Q My sleep is occasionally disturbed by pain. 

Q Because of pain, I have less t̂ ien 6 hours sleep. 

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

• Because of pain, I have less than 2 hours sleep. 

• Pain prevents me from sleeping al all. 

Section 8 - Sex life (If applicable) 

• My sex life is normal and causes no extra pain. 

• My sex life is normal but causes some extra pain. 

• My sex life is nearty 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 at all. 

Section 9 - Sodlal Life 

• My social life is normal and cause me no extra pain. 

• My social life is nomial but increases the degree of pain, 
• Pain has no significant effect on my social life apart from Ilmltlngmy 

more energetic interests. I.e. spons. 

• Pain has restncted my social life and I do not go out as often. 
• Pain has restncted social life to my home. 
• I have no social Ufa because of pain. 

Section 10-Traveling 

• I can travel anywhere without pain. 
• I can travel anywhere but it gives extra pain. 
• Pain is bad but I manage journeys 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 Treatment 

Over the past three months have you received treatment, tablets or 
medicines of any kind for your back or leg pain? Please check the 
appropriate box. 

• No 
• Yes (if yes, please state the type of treatment you have received) 



Neck Disability Index 

This questionnaire has been designed to give the doctor infonvation as to how your neck 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 ctose/y 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 Ihe moment. (5) 

Section 2 - Personal Care (Washing, Dressing, etc.) 

• I can look alter 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) 

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

• t do not get dressed, I wash with difficulty and stay in bed. (S) 

Section 7 - Work 
• I can do as much work as 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) 

• 1 cannot do any work at all. (5) 

Section 8 - Driving 
3 I can drive my car withoul 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 l want with moderate pain In my neck. (2) 

Q I cannot drive my car as long as I want because of moderate pain in 

my neck. (3). 

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

• I cannot drive my car al all. (5) 

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

U 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 to 

medium weights if they are conveniently positkined. (3) 

• I can lift very light weights. (4) 

• I cnnnol lift or carry anything at all, (5) 

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

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

• 1 can read as much as I want with moderate pain in my neck. (2) 

• I 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 ail. (5) 

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

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

• I have moderate headaches which come infrequently. (2) 

Q 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 
• I can concentrate fully when I want to with no difficulty. (0) 

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

• ( have a fair degree of difficulty In concentrating when t want to. (2) 

• I have 3 lot of difficulty in concentrating when I want to. (3) 

• I 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 t hour sleepless). (1) 

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

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

• My sleep is greatly disturbed (3-5 hours sleepless), (4) 

Q My sleep is completely disturbed (5-7 hours sleepless). (6) 

Section 10 - Recreation 
• I am able lo engage in all my recreation activities with no neck pain at 

all. (0) 
• i am able to engage in all my recreation activities, with some pain In 

my neck. (1) 

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

activities because of pain in my neck. (2) 

• I am able to engage in a few of my usual recreation activities because 

of pain In my neck, (3) 

• I can hardly do any recreatron activities because of pain In my neck. 

W 
• 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 Rcvisc<l Oswcslr}^ Disability I I K I C X ( lor low back pain/dysrunctioii) 

F i l e # - n a t e : -Paticnt najiie: 
l l i i s qucsliomiaire has bccu tlciiKiicd to give Uie doctor iiifonnation fts to iiow your tiack pain has lUlcctcd your ability lo in:magc cvLiytby 
liff. Vieiw. answer evciy section AIHI in.itk in cacli scrtion only die C ) \  box lJuU apphes to >'<̂ u. W e realize tliat w u may consider diat hvo 
oftlic sintenients in any one section relate to you, hut please just mark die box diat most closely describes your problem. 

S K C T I O N I . P A I N I N T K N i i r r Y 

O 'Hie pajji comes and ROCS ;uid is very inilU. 
C J 'Ilic pain is nuld luu! docs iiui x-ary niudi. 
O 'Hie pain comes and goes and is moderate. 
CD Ttic pain is moderate and iiocs not vaiv much. 
• 'Hie jjain comes and goes ami U wry severe. 
• 'Hic pain is severe and docs rioi v«r>' ruucli. 

.sKCTioN 2-FI:RSONAL C A H K 

Q I would not have to chaiigi- niy way of washing or dressing in order 
lo a\oid pain. 

C J I do no( normally chaJigc my way of uasliJug or dressing e\'cn 
dtoui^i it csuses sonic pun. 

n Washing a;id dressing inncaxes ilie iwin, but I n u n a ^ not to 
ciiangc my way of doing it 

^ Wtt^liiitg and drt'ssiiiK fiu'ieases llie pain and I find it nccessaiy to 
change my way of doing it. 

CD Because of die pain, I am luiahle to do some washing and drcisuig 
without licip. 

C2 Beeaiise of the |iain, I am unable (u do any washing and dressing 
mdioti! help. 

s r t r r i O N 3 - L I F T I N G 

• I caii lift heavy wciĵ lits without extra paJn. 
CD I can lift hca\ weigliu, hui it caujies e.\tra pain. 
CH Pain pii;\'cu[» mc iVoin lifliii)} licavy wcigiiLs oiT ihc tloor, but I 

majiJigi' if they aje cofivt-jiiriitJy positioned (e.g., on a tai>le). 
O Pain prevents mc front lilUiiK heavy weights olV tlic flour. 
r~l Pain picvcms mc from lifting lica\ weights, bin 1 can manage llglil 

to medium weiglit^ if llicy are eonvenienlJy posiliuiied. 
O I can only lift very ligiir wciglils at tJic most. 

SKCnO.N - i -WALKING 

L J I have no pain on walking. 
CU I lia\ some pain on walking, Uil it does not increase ^vidi distance, 
n I cannot uajk more than one mile witfioul incieasing pain. 
• I cannot \vaik more ili;ut 1/2 mile wiiJiout increasing pain. 
L3 I cannot walk more tlian 1/4 mile mliioiit increasing pain, 
m I cajinot tvalk at all vvidioiit increasing pain. 

SKCTIO \ . 5 . S m * INC 

• I can sit in any chair as long as I like, 
n I cm only sit in my favorite ctiair as long as I like, 
C3 Pain prevents mc from sitting more Uiaji one hour. 
L-3 I*ain prevents mc from sitting more dian \/2 hour. 
11 P»in prevents nic from sitting mmr 10 minutes. 
O i avoid slthng because It increases puin liglu avray. 

SKCTIONe-STANDING 

CJ I can stand as long as I want withoul pain. 
C2 I liavc some pain on suuiding. but it docs not increase 

widi time. 
• I caruiot stand for longer diaii one hour without 

increasing pain. 
• I cannot stand for longer dian \/'2 hour without 

increasing pain. 
• I cannot stand for longer titan 10 minutes widiout 

inci casing pain. 
• I avoid standing because it im rcascs dtc pain rigfit 

awav. 

S E C T I O N 7.Sl.t:fc;PING 

L J I get no pain in bed. 
• I get pain in l>cd. but it docs not prevent me from 

sleeping well, 
• Ucrausc of pain, niy normal night's sleep is reduced 

by less than lAV. 
C I Because of pain, my nonnal niglit's sleep is reduced 

by less tftan 1/2. 
• Because oJ pain, my nonnai niglu's sleep is reduced 

hy less than 3/4. 
f~] Pain prevents me from sleeping at all. 

SECTIO.N 8 - S O C L \  LIK!:: 

! I My social life is normal and gives me no pain. 
r3 social life is nomial, but increases die degree of 

pain. 
rj Pain has no significant etfect on my soaal life apart 

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

O Pain has restricted my social life and I do not go out 
ver>' often. 

O Pain has restricted my social life to my home. 
• I have hardly aiiy social life because of the pain. 

S E C T I O N 9 . T R A V E L U N G 

• I g e t no p a i n w h i l e u -avel l ing. 

f~l I get s o m e p a i n w h i l e u -avc l l ing . h u t none of m y u s u a l 

fomis of t r a v e l m a k e s it any w o r * e . 

• I gri c x t i a p a i n w l i i J c t r av - r l l i n g , l>ul it does n o t c o m p e l 

m e to s e e k a l t e n i a u v c f o r m s of U a v e l . 

C3 I ^t e x r r a p a i n w ^ i i l c t i a v e l i i n g , w h i c h c o m p e l s m e to 

s e e k a l i c n i a d v c f o n n s of t n i v c l . 

C ] Pain i c s t r i i t j all f o r m s of UTtvc l . 

C Pain prc\-cnla all fonm of travel e x c e p t dial done lying 
do^vn. 

S E C T I O N 1 0 - C H A N G I . \  D E G R E E O F P A I N 

C ] My paiii is rapidly K<-"llinj( better. 
• My pain lluctiulcs, ljul is definitively getting bctjer. 
r3 My pain seems to be gctiiiig better, but iiiiprovcmcnt 

is slow at prescjiL 
• My pain is nciUier nctiiiin better nor worse. 
• My pain is gradually wurscning. 
• My paiii is rapidly ivoiselling. 


