








1. Family/Home Responsibilities. This category refers to activities related to the home or family. It Includes chores
and duties performed around the house (e.g. yard work) and errands or favors for other family members
(e.g., driving the children to school).

0 1 2 3 4 5 6 7 8 9 10

Completely Totally 
able to function unable to function

2. Recreation. This category includes hobbies, sports, and other similar leisure time activities.

0 1 2 3 4 5 6 7 8 9 10

Completely Totally 
able to function unable to function

3. Social Activity. This category refers to activities which involve participation with friends and acquaintances other
than family members. It includes parties, theater, concerts, dining out. and other social functions.

0 1 2 3 4 5 6 7 8 9 10

Completely Totally 
able to function unable to function

4. Occupation. This category refers to activities that are a part of or directly related to one’s job. This includes
nonpaying jobs as well, such as that of a homemaker or volunteer worker.

0 1 2 3 4 5 6 7 8 9 10

Completely Totally 
able to function unable to function

5. Self Care. This category includes activities, which involve personal maintenance and independent daily living
(e.g., taking a shower, driving, getting dressed, etc.).

0 1 2 3 4 5 6 7 8 9 10

Completely Totally 
able to function unable to function

6. Life-Support Activity. This category refers to basic life-supporting behaviors such as eating, sleeping, and breathing.

0 1 2 3 4 5 6 7 8 9 10

Completely Totally 
able to function unable to function
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GENERAL PAIN DISABILITY INDEX QUESTIONNAIRE
The rating scales below are designed to measure the degree to which several aspects of your life are
presently disrupted by chronic pain. In other words, we would like to know how much your pain Is
preventing you from doing what you would normally do, or from doing It as well as you normally would.
Respond to each category by Indicating the overs//Impact of pain In your life, not Just when the pain Is at
Its worst

For each of the six categories of dally living listed. PLEASE CIRCLE THE NUMBER WHICH BEST
DESCRIBES YOUR TYPICAL LEVELOF ACTIVITIES. A score of 0 means no disability at all, and a score
of 10 signifies that all of the activities In which you would normally be Involved have been totally disrupted
or prevented by your pain.



SECTION 1 - Pain Intensity
A. The pain comes and goes and is very mild.
B. The pain Is mild and does not vary much.
C. The pain comes and goes and Is moderate.
D. The pain Is moderate and does not vary much.
E. The pain comes and goes and Is severe.
F. The pain is severe and does not vary much.

SECTION 2 - Personal Care 
A. I would not have to change my way of washing or

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

even though It causes some pain.
C. Washing and dressing Increases the pain, but I manage

not to change my way of doing It 
D. Washing and dressing increases the pain and I find It

necessary to change my way of doing It 
E. Because of the pain, I am unable to do some washing

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

dressing without help.

SECTION 3 - Lifting
A. I can lift heavy weights without extra pain.
B. I can lift heavy weights, but K causes extra pain.
C. Pain prevents me from lifting heavy weights off the floor.
D. Pain prevents me from lifting heavy weights off the floor,

but I can manage If they are conveniently positioned,
e.g.,on a table.

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

F. I can only lift very light weights, at the most.

SECTION 4 - Walking
A. Pain does not prevent me from walking any distance.
B. Pain prevents me from walking more than one mile.
C. Pain prevents me from walking more than1/2 mile.
D. Pain prevents me from walking more than 1/4i mile.
E. I can only walk while using a cane or on crutches.
F. I am in bed most of the time and have to crawl to the toilet

SECTION 5 - Sitting
A. I can sit in any chair as long as I like without pain.
B. I can only sit in my favorite chair as long as I like.
C. Pain prevents me from sitting more than one hour.
D. Pain prevents me from sitting more than 1/2 how.
E. Pain prevents me from sitting more than ten minutes.
F. Pain prevents me from sitting at all.

From: N. Hudson, K. Tome-Nicholson, A. Breen; 1989

REVISED OSWESTRY CHRONIC LOW BACK PAIN
DISABILITY QUESTIONNAIRE

Please Read: This questionnaire Is designed to enable us to understand how much your low back
pain has affected your ability to manage your everyday activities. Please answer each section by
circling the ONE CHOICE that most applies to you. We realize that you may feel that more than one
statement may relate to you, but PLEASE JUST CIRCLE THE ONE CHOICE, WHICH MOST CLOSELY
DESCRIBES YOUR PROBLEM RIGHT NOW.

REVISED 9/11/92

Comments: __________________________________________________________________________________________
Patient’s Signature: ________________________________________________________Date: ______________________

SECTION 6 - Standing
A. I can stand as long as I want without pain.
B. I have some pain while standing, but K does not Increase

with time
C. I cannot stand for longer than one hour without increasing pain.
D. I cannot stand for longer than % hour without Increasing pain.
E. I cannot stand for longer than ten minutes without increasing pain.
F. avoid standing, because It increases the pain straight away.

SECTION 7 - Sleeping
A. I get no pain In bed.
B. I get pain In bed, but It does not prevent me from sleeping well. 
C. Because of pain, my normal night’s sleep is reduced by less

than one-quarter.
D. Because of pain, my normal night’s sleep is reduced by less

than one-half.
E. Because of pain, my normal night’s sleep is reduced by less

than three-quarters.
F. Pain prevents me from sleeping at all.

SECTION 8 - Social Life
A. My social life is normal and gives me no pain.
B. My social life is normal, but Increases the degree of my pain.
C. Pain has no significant effect on my social life apart from

limiting my more energetic Interests, e.g., dancing, etc.
D. Pain has restricted my social life and I do not go out very often.
E. Pain has restricted my social life to my home.
F. I have hardly any social life because of the pain.

SECTION 9 - Traveling
A. I get no pain while traveling.
B. I get some pain while traveling, but none of my usual forms of 

travel make it any worse.
C. I get extra pain while traveling, but it does not compel me

to seek alternative forms of travel.
D. I got extra pain while traveling, which compels me to seek

alternative forms of travel.
E. Pain restricts all forms of travel.
F. Pain prevents all forms of travel except that done lying down.

SECTION 10 - Changing Degree of Pain
A. My pain is rapidly getting better.
B. My pain fluctuates, but overall is definitely getting better.
C. My pain seems to be getting better, but improvement is

slow at present.
D. My pain is neither getting better nor worse.
E. My pain is gradually worsening.
F. My pain is rapidly worsening.



SECTION 1 - Pain Intensity
A. I have no pain at the moment.
B. The pain is very mild at the moment.
C. The pain is moderate at the moment.
D. Tho pain is fairly severe at the moment.
E. The pain is very severe at the moment.
F. The pain is the worst imaginable at the moment.

SECTION 2 - Personal Care
A. I can look after myself normally without causing extra pain.
B. I can look after myself normally, but it causes extra pain.
C. It is painful to look after myself and I am slow and careful.
D. I need come help, but manage most of my personal care.
E. I need help every day In most aspects of self-care.
F. I do not get dressed, I wash with difficulty and stay In bed.

SECTION 3 - Lifting
A. I can lift heavy weights without extra pain.
B. I can lift heavy weights, but it causes extra pain.
C. Pain prevents me from lifting heavy weights off the

floor, but I can manage If they are conveniently 
positioned, e.g., on a table.

D. Pain prevents me from lifting heavy weights, but l can
manage light to medium weights If they are conveniently
positioned.

E. I can lift very light weights.
F. I cannot lift or carry anything at all.

SECTION 4 - Reading
A. I can read as much as I want to with no pain in my neck.
B. I can read as much as I want to with slight pain in my neck.
C. I can read as much as I want with moderate pain in my neck.
D. I cannot read as much as I want because of moderate 

pain in my neck. 
E. I cannot reaad as much as I want because of severe 

pain in my neck.
F. I cannot read at all.

SECTION 5 - Headaches
A. I have no headaches at all.
B. I have slight headaches, which come infrequently.
C. I have moderate headaches, which come infrequently.
D. I have moderate headaches, which come frequently.
E. I have severe headaches, which come frequently.
F. I have headaches almost all the time.

NECK PAIN DISABILITY INDEX QUESTIONNAIRE
Please Read: This questionnaire Is designed to enable us to understand how much your neck pain
has affected your ability to manage your everyday activities. Please answer each section by circling
the ONE CHOICE that most applies to you. We realize that you may feel that more than one
statement may relate to you, but PLEASE JUST CIRCLE THE ONE CHOICE, WHICH MOST
CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW.

REVISED 1/1/95

Comments: __________________________________________________________________________________________
Patient’s Signature: ________________________________________________________Date: ______________________

SECTION 6 - Concentration 
A. I can concentrate fully when I want to with no difficulty.
B. I can concentrate fully when I want to with slight difficulty.
C. I have a fair degree of difficulty in concentrating when I want to.
D. l have a lot of difficulty in concentrating when I want to.
E. I have a great deal of difficulty In concentrating when I want to.
F. I cannot concentrate at all.

SECTION 7 - Work
A. I can do as much work as I want to.
B. I can only do my usual work, but no more.
C. I can do most of my usual work, but no more.
D. I cannot do my usual work.
E. I can hardly do any work at all.
F. I cannot do any work at all.

SECTION 8 - Driving
A. I can drive my car without any neck pain.
B. I can drive my car as long as l want slight pain in my neck.
C. I can drive my’car as long as I want with moderate pain in

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

pain in my neck.
E. I can hardly drive at all because of severe pain in my neck.
F. I cannot drive my car at all.

SECTION 9 - Sleeping
A. I have no trouble sleeping.
B. My sleep if slightly disturbed (less than 1 hour sleepless).
C. My sleep mildly disturbed (1-2 hours sleepless).
D. My sleep Is moderately disturbed (2-9 hours sleepless).
E. My sleep Is greatly disturbed (3-5 houts sleepless).
F. My sleep Is completely disturbed (6-7 hours sleepless).

SECTION 10 - Recreation
A. I am able to engage In all of my recreational activities, with no

neck pain at all.
B. I am able to engage In all of my recreational activities, with some

pain In my neck.
C. I am able to engage in most, but not all of my usual recreational

activities because of pain In my neck.
D. I am able to engage in a few of my usual recreational activities

because of pain in my neck.
E. I can hardly do any recreational activities because of pain

in my neck.
F. I cannot do any recreational activities at all.

After Vemon & Mior. 1991
Reprinted by permission of the Journal of Manipulative and Physiological Therapeutic



1. If You Do Not Have Insurance: All payments are expected at the time of service or by an authorized payment plan.
Your personal balance may not exceed $100 at any time or care may be terminated. Our payment plans make care an 
affordable part of your family budget.

2. If You Have Insurance: All deductibles and co-payments are expected at the time of service or by an authorized 
payment plan. Your co-insurance balance may not exceed $100 or care may be terminated. Our payment plans make 
care an affordable part of your family budget.

You are considered a cash patient until you bring in your completed insurance forms, and we qualify and accept your 
insurance coverage. We do not accept assignment for secondary insurance carriers, but will be happy to provide you 
with a claim form for your secondary carrier.

Our fees are considered usual, customary and reasonable by most companies, and therefore are covered up to the 
maximum allowance determined by each carrier. This statement does not apply to companies who reimburse based on 
an arbitrary schedule of fees bearing no relationship to the current standard and of care in this area.

If your carrier has not paid a claim within sixty (60) days of submission, you agree to take an active part in the recovery 
of your claim. If your insurance carrier has not paid within ninety (90) days of submission, you accept responsibility for 
payment in full of any outstanding balance and authorize us to use your credit card to collect full payment.

When your schedule of visits is once per month or longer, you will not be eligible for insurance assignment. Charges for 
services rendered will be due as they are rendered or by an authorized payment plan. We will continue to provide you 
with an insurance claim form.

If you discontinue care for any reason other than discharge by the doctor, all balances will become immediately due 
and payable in full by you, regardless of any claim submitted.

Patient’s Printed Name: ______________________________________________________________________________

Signature: ________________________________________________________ Date: __________________________

Finance Counselor: __________________________________________________ Date: __________________________

Front Desk: ________________________________________________________ Date: __________________________

For your convenience you may retain your credit card number on file with us. 

Card #:____________________________________________________________ Expiration Date: __________________

Name as appears on card: ____________________________________________________________________________
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OFFICE FINANCIAL POLICY
Our policy is to extend to you the courtesy of allowing you to assign your insurance
benefits directly to us. This policy reduces your out-of-pocket expense and allows you
to place your family under care.



PATIENT CONSENT

CONSENT FOR TREATMENT:
I voluntarily consent to the rendering of care. including treatment and performance of diagnostic procedures.
I understand that I am under the care and supervision of the attending physician and it is the responsibility of the staff
to carry out the instructions of such physician(s).

RELEASE OF INFORMATION:
By signing this form, you are granting consent to Jordan Chiropractic to use and disclose your protected health
information for the purposes” of treatment, payment and health care operations. Our Notice of Privacy Practices provides
more detailed information about how we may use and disclose this protected health information. You have a legal right
to review our Notice of Privacy Practices before you sign this consent, and we encourage you to read it in full.

Our Notice of Privacy Practices is subject to change. If we change our notice, you may obtain a copy of the revised
notice by telephoning our office at 304-768-7671. You have a right to request us to restrict how we use and disclose your
protected health information for the purposes of treatment, payment or health care operations. We are not required by
law to grant your request. However, if we do decide to grant your request, we are bound by our agreement.

You have the right to revoke this consent in writing, except to the extent we already have used or disclosed your
protected health information in reliance on your consent.

MEDICARE AND MED1CA1D CONSENT TO RELEASE INFORMATION:
I certify that the information given by me in applying for payment under Title XVIII and / or Title Xl of the Social Security
Act is correct. I authorize any holder of medical or other information about me, to release to the Social Security
Administration or its intermediary carriers, any information needed for this or related Medicare or Medicaid daim.

VERIFICATION OF NON-PREGNANCY (Female Patients Only):
By my signature on this form I do hereby state that to the best of my knowledge, I am not pregnant, nor is pregnancy
suspected or confirmed at this particular time. Date of last menstrual period ____________.

X ________________________________________________________
Print Patient’s Name

X ________________________________________________________
Patient’s Signature 

X ________________________________________________________
Other Than Patient, Print Name & Relationship

X ________________________________________________________
Witness

©Breakthrough Coaching, LLC 1999     UNAUTHORIZED DUPLICATION IS ILLEGAL FORM 114042402



Protecting the privacy of your personal health information is important to us. This notice describes how
information about you may be used and disclosed and how you can get access to this information. Please
review it carefully.

Disclosure of your protected health information without authorization is strictly limited to defined situations
that include emergency care, quality assurance activities, public health, research, and law enforcement
activities. Any other disclosures for the purposes of treatment, payment, or practice operations will be made
only after obtaining your consent.  You may request restrictions on disclosures.

Disclosures of protected health information are limited to the minimum necessary for the purpose of the
disclosure. This provision does not apply to the transfer of medical records for treatment.

You may inspect and receive copies of your records within 30 days a request to do so. There may be a
reasonable cost-based fee for photocopying, postage and preparation.

You may request changes to your records. Our practice has the right to accept or deny your request.

We maintain a history of protected health information disclosures that is accessible to you.

In the future, we may contact you for appointment reminders, announcements, and to inform you about
our practice and its staff.

Our practice is required to abide by this notice. We have the right to change this notice in the future. Any
revisions will be prominently displayed in a clearly visible location in our office.

You may file a complaint about privacy violations by contacting our Office Manager.

Name____________________________________________ Phone _________________________

The effective date of this Notice of Information Practices is __________________________________.

Thank you.

NOTICE OF INFORMATION PRACTICES
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