


_______________
                                                                                                                                                                    Initial

Medical History
Have you ever been to a Chiropractor for treatment?     Yes      No          If so, when and why? ____________
__________________________________________________________________________________________________
Please list any medication (include all painkillers and any over-the-counter drugs you are presently taking).  List
date started and dosage taking. __________________________________________________________________
___________________________________________________________________________________________________
_________________________________________________________________________________________________
Please list any previous serious injuries, such as falls, head injuries, sprains, broken bones, dislocations, surgeries
and any other serious medical conditions.  Go back as far as you can remember and give dates as well.  (Please
list all previous car accidents). __________________________________________________________
___________________________________________________________________________________________________
_________________________________________________________________________________________________

Please check any of the following that apply to you.
                Heavy    Moderate    Light    None Heavy    Moderate      Light      None
Alcohol                                              Exercise                             
Coffee                                                Sleep                                          
Tobacco                                            Appetite                                          
Drugs                               

Are you pregnant?       Yes  No
If so, how far along are you?       Months  Weeks
Are you currently nursing?      Yes No

Please fill out the illustration to the right. Be sure
to indicate with a P where you are having pain, N
for numbness, S for muscle spasms, T for tenderness
and H for Hypoesthesia (which is decreased feeling
or sensation in the hands or feet). Also, rate the pain
that you are feeling at this present time from 1 to 10
on the pain scale located a the bottom of the illustration.

Please mark any of the following medical conditions.  (Please write in the date of the condition).

_____ Heart Attack/Stroke _____ Arthritis _____ Ringing in Ears
_____ Congenital Heart Defect _____ Frequent Neck Pain _____ Severe/Frequent Headaches
_____ Alcohol/Drug Abuse _____ Jaw Pain _____ Diabetes/Tuberculosis
_____ Fainting/Seizures/Epilepsy _____ Wrist Pain _____ Dizziness
_____ Shingles             _____ Shoulder Pain _____ Emphysema/Glaucoma
_____ Psychiatric Problems _____ Arm Pain _____ Kidney Problems
_____ Difficulty Breathing _____ Leg Pain _____ Artificial Bones/Joints
_____ Hepatitis _____ Lower Back Problems _____ Cancer
_____ Anemia _____ Frequent Earaches _____ HIV Positive/AIDS
_____ Ulcer/Colitis _____ Gout

Signature ___________________________________________________________     Date _______/_______/_______



Insurance Information
Do you have Medpay with your auto insurance?      Yes      No

Auto Insurance Company (Your auto insurance) ______________________________________________________
Address ___________________________________________________      Phone (_______)_________-____________
Adjuster's Name (Person who contacted you) _________________________________________________________
Policy Number ______________________________     Claim number ______________________________________

Insurance Information for party at fault:  (THIRD PARTY)
Name of 3rd Party Insurance ________________________________________________________________________
Claims Address ______________________________________________  Phone (_______)_________-____________
Adjuster's Name (Person who contacted you) _________________________________________________________
Insured's Name ___________________________________________________________________________________
Policy Number _______________________________    Claim number ______________________________________

Health Insurance Company ________________________________________________________________________
Insured’s Name ______________________________________   Insured’s Date of Birth  _______/_______/_______
Insured’s ID# / Group # ____________________________________________/________________________________
Primary Care Physician Name ____________________________________   Phone (________)________-_________

Have you retained an attorney?           Yes      No
Attorney's Name ____________________________________________    Phone (_______)_________-____________
Address __________________________________________________________________________________________
Contact Name ____________________________________________________________________________________

Authorization
I hereby authorize Olson Chiropractic and Wellness Center, doctor(s), and whom ever the doctor(s) may
designate as his/her assistants to administer treatment of chiropractic care or any clinic services that he/she
deems necessary in my case.  I further, release and indemnify Olson Chiropractic and Wellness Center, doctor(s),
and whom ever the doctor(s) may designate as his/her assistants from liability.  I have reviewed this
information and it is accurate to the best of my knowledge.  I understand that this information will be used by
Olson Chiropractic and Wellness Center to help determine appropriate and healthful chiropractic treatment.  If
there is any change in my medical status, I will inform Olson Chiropractic and Wellness Center.

_________________________________________________________________  ________/________/________
Patient's Signature  Date

_________________________________________________________________  ________/________/________
Witness  Date



AUTHORIZATION   AND   ASSIGNMENT

In consideration of OLSON CHIROPRACTIC & WELLNESS CENTER undertaking to treat me, I agree to the following:

AUTHORIZATION TO RELEASE INFORMATION
Olson Chiropractic is authorized to release any information they deem appropriate concerning my physical condition to any insurance
company, attorney, or adjuster in order to process any claim for reimbursement of charges incurred by me as a result of professional services
rendered by Olson Chiropractic, and I hereby release Olson Chiropractic of any consequence thereof.

AUTHORIZATION TO PAY DIRECTLY TO DOCTOR
I authorize the direct payment to Olson Chiropractic of any sum I now or hereafter owe Olson Chiropractic by my attorney out of the proceeds
of any settlement of my case, and/or by any insurance company obligated to reimburse me for the charges for your services in whole or in part.
I also give this office power of attorney to endorse checks made out to me in regards to this case, to be credited to my account.

AUTHORIZATION OF LIEN/ASSIGNMENT
I hereby knowingly grant, authorize and give my permission to Olson Chiropractic to record and serve a lien/assignment upon myself and all
parties who may be liable to me for damages arising from the claim for which I am about to receive care.  I understand that by doing so I have
entered into an irrevocable contractual obligation with Olson Chiropractic which guarantees payment of service provider's bill by assigning to
said provider any and all first party or third party insurance benefits and monies which I may be entitled to by reason of the injuries I have
sustained, in such amount as is necessary to pay the provider's bill. I understand this includes an administrative expense associated with
processing my claim to include the charges incurred by Olson Chiropractic for recording and serving a lien/assignment upon any liable parties
and their insurance companies. I further understand that as part of the process of recording a public record,  I will receive certified mail with a
copy of the lien/assignment enclosed and that this copy is for my own records and does not require a response on my part.

ACKNOWLEDGEMENT AND UNDERSTANDING
I hereby acknowledge  that I am receiving (or about to receive) health care services at OLSON CHIROPRACTIC & WELLNESS CENTER,
and that I have been advised that the doctor(s) providing the services is/are willing to wait for payment of these services, provided that there
continues to be reasonable change that payment will be made either by insurance proceeds or out of the settlement of a liability claim.

I understand that if it is determined either:
(a) That there is no insurance company obligated to pay for the services, or if the insurance company involved refuses to

acknowledge an assignment to the doctor(s) or make other provisions for the protection of the doctor(s): or
(b) If a liability claim exists, and my attorney refuses to agree to protect the interest of the doctor(s), or if I have not engaged

the services of an attorney:

that I am responsible for payment for services rendered by the doctor(s) at OLSON CHIROPRACTIC & WELLNESS CENTER will be made
on a current basis and my bill paid in full as soon as my liability claim is settled of the passage of three months from last treatment, whichever
occurs first and hereby waive the statute of limitations.

__________________________________________  ________________________  ______________________________________________
                    (Patient Signature)   (Date)      (Witness Signature)

I acknowledge that this notice has been explained to me and I fully understand it's content. __________________________________________
    (Patient Signature)

ATTORNEY AGREEMENT
The undersigned,  being attorney of record or authorized representative  for the above patient does hereby acknowledge  receipt of the above
lien, and does agree to honor the same to protect adequately  said above named doctor.

__________________________________________  ________________________  ______________________________________________
          (Attorney/Representative Signature)    (Date)       (Witness Signature)



Neck/ Mid Back Disability Index
Name:_____________________________ Date:______/_________/______
*Please Read: This questionnaire is designed to enable us to understand how much your neck/mid back pain has affected
your ability to manage your everyday activities. Please answer each section by circling the best answer that applies to you the
most.
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. The 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 (Washing etc.)
A. Looking after myself does not cause extra pain.
B. Look after myself normally causes extra pain.
C. It is painful, but I’m able to look after myself,

but have to be slow and careful.
D. I need some help, but manage most of my

personal care.
E. I need help every day in most aspects of self-

care.
F. I don’t 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 gives extra pain.
C. Pain prevents me from lifting heavy weights off

the floor, but I can manage if they are
conveniently positioned, ex: on a table

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

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

Section 4- Reading
A. I can read with no pain.
B. I can read with slight pain.
C. I can read with moderate pain.
D. I can not read as much as I want to because of

moderate pain.
E. I can not read at all because of pain.

Section 5- Headaches
A. I have no headaches at all.
B. I have slight headaches that 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.

Section 6 Concentration
A. I can concentrate fully when I want with no

difficulty.
B. I can concentrate fully when I want with slight

difficulty.
C. I have a fair degree of difficulty in

concentrating.
D. I have a lot of difficulty in concentrating.
E. I have a great deal of difficulty in concentration.
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 only some 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 work at all.

Section 8- Driving
A. I can drive without any neck pain.
B. I can drive as long as I want with slight pain in

my neck.
C. I can drive as long as I want with moderate pain.
D. I cannot drive as long because of moderate pain.
E. I can hardly drive because of severe pain in my

neck.
F. I cannot drive my car at all due to pain.

Section 9- Sleeping
A. I have no trouble sleeping.
B. My sleep is slightly disturbed (less than 1hr)
C. My sleep is mildly disrupted (1-2 hr)
D. My sleep is moderately disrupted (2-3 hr)
E. My sleep is greatly disrupted (3-5)
F. My sleep is completely disrupted (5-7 hr)

Section 10- Recreation
A. I am able to engage in all of my recreational

activities, with no pain.
B. I am able to engage in all of my recreational

activities, with some pain.
C. I am able to engage in most, but not all of my

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

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

because of pain.



NECK/MID BACK DISABILITY INDEX
**(Please complete both sides of form)**

NAME:____________________________________________________        DATE:______/______/______
HOW LONG HAVE YOU HAD THIS PAIN?       _____YEARS_____MONTHS_____WEEKS
IS THIS YOUR FIRST EPISODE OF PAIN?             _____YES  _____NO

          USE THE LETTERS BELOW TO INDICATE THE TYPE AND LOCATION OF YOUR
          SENSATIONS RIGHT NOW.
KEY:          A=ACHE                                        B=BURNING                                       N=NUMBNESS
                   P=PINS & NEEDLES                    S=STABBING                                   O=OTHER

(PLEASE REMEMBER TO COMPLETE BOTH SIDES OF THIS FORM)

(Office use) % of Pain ________% Minimal / Moderate / Severe / Crippling

OLSON CHIROPRACTIC & WELLNESS CENTER
8424 East Shea Blvd.  Ste. #100  Scottsdale, AZ 85260

(480) 314-2262     Fax: (480) 614-1478



Low Back Disability Index

Name:_____________________________ Date:______/_________/______

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. The 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 (Washing etc.)

A. Looking after myself does not cause extra pain.

B. Looking after myself normally causes extra pain.

C. It is painful, but I’m able to look after myself, but have

to be slow and careful.

D. I need some 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 gives extra pain.

C. Pain prevents me from lifting heavy weights off the

floor, but I can manage if they are conveniently

positioned, for example on a table.

D. Pain prevents me from lifting heavy weights, but I can

manage light to medium weights if they are

conveniently, positioned.

E. I can lift very lightweights.

F. I cannot lift or carry anything at all.

Section 4- Walking

A. I can walk with no pain.

B. I can’t walk more than 1mile without pain.

C. I can’t walk more than _ mile without pain.

D. I can’t walk more than _ mile without pain.

E. I require a cane or crutch to walk.

F. I am in bed most of the time and have to crawl to the

toilet.

Section 5- Sitting

A. I can sit as long as I like w/o any 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 _ hour.

E. Pain prevents me from sitting more than ten minutes.

F. Pain prevents me form sitting at all.

Section 6- Standing

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

B. I can stand as long as I want but it gives extra pain.

C. I cannot stand for longer than 1hr w/o increasing pain.

D. I cannot stand for longer than _ hr w/o increasing pain.

E.   I cannot stand for longer than 10 minutes w/o

increasing pain.

F.  Pain prevents me from standing at all.

Section 7- 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 worse nor better.

E. My pain is gradually worsening.

F. My pain is rapidly worsening.

Section 8- Traveling

A. I get no pain while traveling.

B. I can travel anywhere but it gives me extra pain.

C. Pain is bad but I manage journeys over tow hours.

D. Pain restricts me to journeys of less than one hour.

E. Pain restricts me to short, necessary journeys of

under 30 minutes

F. Pain prevents me from traveling except to the doctor

 or the hospital.

Section 9-Sleeping

A. Pain does not prevent me from sleeping well.

B. My sleep is slightly disturbed (less than 1hr sleepless)

C. My sleep is mildly disrupted (1-2 hrs sleeplessness)

D. My sleep is moderately disrupted (2-3 hrs sleepless)

E. My sleep is greatly disrupted (3-5 hrs sleepless)

F. Pain prevents me from sleeping at all.

Section 10- Social Life

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

B. My social life is normal, but increases degree of pain.

C. Pain has no effect on my social life apart from

limiting my more energetic interests, i.e. dancing

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.



 LOW BACK DISABILITY INDEX
**(Please complete both sides of form)**

NAME:________________________________________________________ DATE:______/______/______
HOW LONG HAVE YOU HAD THIS PAIN?     _____YEARS_____MONTHS_____WEEKS
IS THIS YOUR FIRST EPISODE OF PAIN?            _____YES  _____NO

          USE THE LETTERS BELOW TO INDICATE THE TYPE AND LOCATION OF YOUR
          SENSATIONS RIGHT NOW.
KEY:          A=ACHE                                        B=BURNING                                       N=NUMBNESS
                   P=PINS & NEEDLES                    S=STABBING                                  O=OTHER

(Office use) % of Pain :  ________%  Minimal / Moderate / Severe / Crippling

OLSON CHIROPRACTIC & WELLNESS CENTER
8424 East Shea Blvd.  Ste. #100  Scottsdale, AZ 85260

(480) 314-2262     Fax: (480) 614-1478




