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�W�d/�Ed�/Ed�<�� �ĂƚĞ͗�ĚĚͬŵŵͬǇǇ�

WĂŐĞ�ϭ�ŽĨ�ϲ�

Patient Information 
EĂŵĞ͗� K,/Wη͗�

�DĂůĞ��&ĞŵĂůĞ �ŐĞ͗� �ĂƚĞ�ŽĨ��ŝƌƚŚ͗��ĚĚͬŵŵͬǇǇ� WŚŽŶĞ͗�

�ĚĚƌĞƐƐ͗� �ŝƚǇ͗�

�ŵĂŝů͗� WŽƐƚĂů��ŽĚĞ͗�

Back Specific History 

tŚĞƌĞ�ŚĂƐ�ǇŽƵƌ�ƉĂŝŶ�ďĞĞŶ�ƚŚĞ�ǁŽƌƐƚ͍�;ŵĂƌŬ�ŽŶĞͿ�����ĂĐŬ�  ��>ĞŐ�  ���ƋƵĂů�

�ŽĞƐ�ƚŚĞ�ƉĂŝŶ�ƐƚŽƉ�ĐŽŵƉůĞƚĞůǇ͕�ĞǀĞŶ�ĨŽƌ�Ă�ŵŽŵĞŶƚ͍����zĞƐ�����EŽ�

�ƵƌŝŶŐ�ƚŚĞ�past week͕�ŚŽǁ�ďŽƚŚĞƌƐŽŵĞ�ŚĂǀĞ�ƚŚĞƐĞ�ƐǇŵƉƚŽŵƐ�been͗�

�

�

�

���

,Žǁ�ůŽŶŐ�ŚĂǀĞ�ǇŽƵ�ŚĂĚ�ǇŽƵƌ�ĐƵƌƌĞŶƚ�ĞƉŝƐŽĚĞ�ŽĨ�ůŽǁ�ďĂĐŬ�ƌĞůĂƚĞĚ�ƐǇŵƉƚŽŵƐ͍�
� ф�ϲ�ǁĞĞŬƐ� ��ϲ�ʹ�ϭϮ�ǁĞĞŬƐ� ��ϯ�ʹ�ϲ�ŵŽŶƚŚƐ� ��ϲ�ʹ�ϭϮ�ŵŽŶƚŚƐ� ��х�ϭϮ�ŵŽŶƚŚƐ� ��Eͬ�

/Ɛ�ǇŽƵƌ�ƉĂŝŶ͗���/ŵƉƌŽǀŝŶŐ  ��^ƚĂǇŝŶŐ�ƚŚĞ�ƐĂŵĞ  ��tŽƌƐĞŶŝŶŐ�

,ĂǀĞ�ǇŽƵ�ŚĂĚ�ďĂĐŬ�ƉƌŽďůĞŵƐ�ďĞĨŽƌĞ�ǇŽƵƌ�ĐƵƌƌĞŶƚ�ĞƉŝƐŽĚĞ�ŽĨ�ďĂĐŬ�ƐǇŵƉƚŽŵƐ͍������zĞƐ�����EŽ�

tŚĂƚ�ŵĂŬĞƐ�ǇŽƵƌ�ƐǇŵƉƚŽŵƐ�ďĞƚƚĞƌ͍�;ŵĂƌŬ�Ăůů�ƚŚĂƚ�ĂƉƉůǇͿ�
� ^ŝƚƚŝŶŐ � ^ƚĂŶĚŝŶŐ� ��tĂůŬŝŶŐ� ��>ǇŝŶŐ � ,ĞĂƚͬ�ŽůĚ� ���ĞŶĚŝŶŐ�&ŽƌǁĂƌĚƐ
�DĞĚŝĐĂƚŝŽŶ� ��ZĞƐƚ � �ĐƚŝǀŝƚǇ� ��^ƚƌĞƚĐŚŝŶŐ� ���ǆĞƌĐŝƐĞ � �ĞŶĚŝŶŐ��ĂĐŬǁĂƌĚƐ
� ^ĞƐƐŝŽŶƐ�ǁŝƚŚ�Ă�ƉŚǇƐŝŽͬĐŚŝƌŽ�ĞƚĐ͘ �KƚŚĞƌ͘�WůĞĂƐĞ�ƐƉĞĐŝĨǇ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

tŚĂƚ�ŵĂŬĞƐ�ǇŽƵƌ�ƐǇŵƉƚŽŵƐ�ǁŽƌƐĞ͍�;ŵĂƌŬ�Ăůů�ƚŚĂƚ�ĂƉƉůǇͿ�
� ^ŝƚƚŝŶŐ� ��^ƚĂŶĚŝŶŐ� ��tĂůŬŝŶŐ� ��>ǇŝŶŐ � �ĞŶĚŝŶŐ�&ŽƌǁĂƌĚƐ� ���ĞŶĚŝŶŐ�^ŝĚĞǁĂǇƐ
� >ŝĨƚŝŶŐ� ��/ŶĂĐƚŝǀŝƚǇ� ���ŽƵŐŚŝŶŐ� ��^ŶĞĞǌŝŶŐ� ���ĞŶĚŝŶŐ��ĂĐŬǁĂƌĚƐ
� KƚŚĞƌ͘�WůĞĂƐĞ�ƐƉĞĐŝĨǇ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

,ĂǀĞ�ǇŽƵ�ŚĂĚ�ĂŶǇ�ĐŚĂŶŐĞƐ�ŝŶ�ǇŽƵƌ�ďŽǁĞů�Žƌ�ďůĂĚĚĞƌ�ĨƵŶĐƚŝŽŶ�ƐŝŶĐĞ�ƚŚĞ�ƐƚĂƌƚ�ŽĨ�ǇŽƵƌ�ůŽǁ�ďĂĐŬ�ƐǇŵƉƚŽŵƐ͍�
�EŽ���zĞƐ͘���ĞƐĐƌŝďĞ͗��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

�ĞĐĂƵƐĞ�ŽĨ�ǇŽƵƌ�ďĂĐŬ�ƉƌŽďůĞŵ͕�ŚĂǀĞ�ǇŽƵ�ďĞĞŶ͕�Žƌ�ĂƌĞ�ǇŽƵ�ĐƵƌƌĞŶƚůǇ�ŝŶǀŽůǀĞĚ�ǁŝƚŚ͗�;ŵĂƌŬ�Ăůů�ƚŚĂƚ�ĂƉƉůǇͿ�
�>ĞŐĂů��ĐƚŝŽŶ� �/ŶƐƵƌĂŶĐĞ��ůĂŝŵ� �tŽƌŬĞƌƐ��ŽŵƉĞŶƐĂƚŝŽŶ� �EŽ��ůĂŝŵ

EŽƚ�Ăƚ�Ăůů�
ďŽƚŚĞƌƐŽŵĞ�

^ůŝŐŚƚůǇ�
ďŽƚŚĞƌƐŽŵĞ�

^ŽŵĞǁŚĂƚ�
ďŽƚŚĞƌƐŽŵĞ�

DŽĚĞƌĂƚĞůǇ�
ďŽƚŚĞƌƐŽŵĞ�

sĞƌǇ�
ďŽƚŚĞƌƐŽŵĞ�

�ǆƚƌĞŵĞůǇ�
ďŽƚŚĞƌƐŽŵĞ�

>Žǁ�ďĂĐŬ�ĂŶĚͬŽƌ�ďƵƚƚŽĐŬ�ƉĂŝŶ �� �� �� �� �� ��
>ĞŐ�ƉĂŝŶ �� �� �� �� �� ��
EƵŵďŶĞƐƐ�Žƌ�ƚŝŶŐůŝŶŐ�ŝŶ�ůĞŐ

� �� �� �� �� ��
tĞĂŬŶĞƐƐ�ŝŶ�ƚŚĞ�ůĞŐ�ĂŶĚͬŽƌ�ĨŽŽƚ � �� �� �� � ��



�W�d/�Ed�/Ed�<�� �ĂƚĞ͗�ĚĚͬŵŵͬǇǇ�

WĂŐĞ�Ϯ�ŽĨ�ϲ�

WĂŝŶ��ŝĂŐƌĂŵ�Ͳ�WůĞĂƐĞ�ŵĂƌŬ�ƚŚĞ�ĂƌĞĂ�ŽĨ�ŝŶũƵƌǇ�Žƌ�ĚŝƐĐŽŵĨŽƌƚ�ŽŶ�ƚŚĞ�ĐŚĂƌƚ�ďĞůŽǁ�

/ŶĚŝĐĂƚĞ�ďĞůŽǁ�ŚŽǁ�ǇŽƵ�ǁŽƵůĚ�ƌĂƚĞ�ǇŽƵƌ�ĂǀĞƌĂŐĞ�ƉĂŝŶ�ůĞǀĞů�ĚƵƌŝŶŐ�ƚŚĞ�ƉĂƐƚ�ǁĞĞŬ�ŝŶ�ǇŽƵƌ�ďĂĐŬ�ĂŶĚ�ůĞŐ;ƐͿ�;ĂƐ�
ĂƉƉůŝĐĂďůĞͿ͕�ƌĂŶŐŝŶŐ�ĨƌŽŵ�͚EŽ�ƉĂŝŶ͛�ƚŽ�͚tŽƌƐƚ�ƉŽƐƐŝďůĞ�ƉĂŝŶ�ǇŽƵ�ĐĂŶ�ŝŵĂŐŝŶĞ͛͘�

�ĂĐŬ�ƉĂŝŶ�Ăƚ�ŝƚƐ�ďĞƐƚ͗�
Ϭ���

No pain 
ϭ��� Ϯ��� ϯ��� ϰ��� ϱ��� ϲ��� ϳ��� ϴ��� ϵ��� ϭϬ���

Worst 
possible pain�

�ĂĐŬ�ƉĂŝŶ�Ăƚ�ŝƚƐ�ǁŽƌƐƚ͗�
Ϭ���

No pain 
ϭ��� Ϯ��� ϯ��� ϰ��� ϱ��� ϲ��� ϳ��� ϴ��� ϵ��� ϭϬ���

Worst 
possible pain�

>ĞŐ�ƉĂŝŶ�Ăƚ�ŝƚƐ�ďĞƐƚ͗�
Ϭ���

No pain 
ϭ��� Ϯ��� ϯ��� ϰ��� ϱ��� ϲ��� ϳ��� ϴ��� ϵ��� ϭϬ���

Worst 
possible pain�

>ĞŐ�ƉĂŝŶ�Ăƚ�ŝƚƐ�ǁŽƌƐƚ͗�
Ϭ���

No pain 
ϭ��� Ϯ��� ϯ��� ϰ��� ϱ��� ϲ��� ϳ��� ϴ��� ϵ��� ϭϬ���

Worst 
possible pain�

,Žǁ�ůŽŶŐ�ĐĂŶ�ǇŽƵ�ĐŽŵĨŽƌƚĂďůǇ͍�

�ĐƚŝǀŝƚǇ͗� ^ŝƚ� ^ƚĂŶĚ� tĂůŬ� ^ůĞĞƉ�
dŝŵĞ͗�

�ͺͺͺͺͺͺͺͺͺͺͺ�ŵŝŶƐ� ͺͺͺͺͺͺͺͺͺͺͺ�ŵŝŶƐ� ͺͺͺͺͺͺͺͺͺͺͺ�ŵŝŶƐ� ͺͺͺͺͺͺͺͺͺͺͺͺ�ŚƌƐ�
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�W�d/�Ed�/Ed�<�� �ĂƚĞ͗�ĚĚͬŵŵͬǇǇ�

WĂŐĞ�ϯ�ŽĨ�ϲ�

tŚĂƚ�ŵĞĚŝĐĂƚŝŽŶ;ƐͿ�ĚŽ�ǇŽƵ�ƚĂŬĞ�ĨŽƌ�ǇŽƵƌ�ƉĂŝŶ�ĂŶĚ�ŚŽǁ�ŽĨƚĞŶ�ĚŽ�ǇŽƵ�ƚĂŬĞ�ƚŚĞŵ͍�

EĂŵĞ�ŽĨ��ƌƵŐ� �ŽƐĞ� ,Žǁ�ŵĂŶǇ�ƉĞƌ�ĚĂǇ͍� tŚĞŶ�ĚŝĚ�ǇŽƵ�ƐƚĂƌƚ�ƚĂŬŝŶŐ�ƚŚĞŵ͍�
� EŽŶĞ

� dǇůĞŶŽů�Žƌ�ŽƚŚĞƌ�ŽǀĞƌ�ƚŚĞ�ĐŽƵŶƚĞƌ�ĚƌƵŐƐ

� WƌĞƐĐƌŝƉƚŝŽŶ��ŶƚŝͲ/ŶĨůĂŵŵĂƚŽƌǇ

� dǇůĞŶŽů�ηϯ�Žƌ�ηϰ

� WĞƌĐŽĐĞƚ

� KǆǇĐŽŶƚŝŶ�Žƌ�DŽƌƉŚŝŶĞ

� ,ǇĚƌŽŵŽƌƉŚŽŶĞͬ�ŝůĂƵĚŝĚ

� KƚŚĞƌ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

�,ĂǀĞ�ǇŽƵ�ŚĂĚ�ĂŶǇ�ƐƵƌŐĞƌǇ�ĨŽƌ�ǇŽƵƌ�ďĂĐŬ�ƉƌŽďůĞŵƐ͍��EŽ��zĞƐ͘�WůĞĂƐĞ�ĚĞƐĐƌŝďĞ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ��
�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�

�,ĂǀĞ�ǇŽƵ�ŚĂĚ�ĂŶǇ�ŝŶǀĞƐƚŝŐĂƚŝŽŶƐ�ĨŽƌ�ǇŽƵƌ�ďĂĐŬ�ƉƌŽďůĞŵ͍����EŽ���zĞƐ͘�^ĞĞ�ďĞůŽǁ�

� yͲƌĂǇ � �d�^ĐĂŶ �DZ/ � �ŽŶĞ�ƐĐĂŶ � �D'
�ĂƚĞ�ŽĨ�/ŶǀĞƐƚŝŐĂƚŝŽŶ͗� �
�,ĂǀĞ�ǇŽƵ�ƚƌŝĞĚ�ĂŶǇ�ƚƌĞĂƚŵĞŶƚƐ�ĨŽƌ�ǇŽƵƌ�ƉĂŝŶ͍�DĂƌŬ�ǁŚŝĐŚ�ĂƉƉůǇ�

dƌĞĂƚŵĞŶƚ� ,ĞůƉĨƵů� EŽ��ĞŶĞĨŝƚ�
� �ŚŝƌŽƉƌĂĐƚŝĐ �� ��
� WŚǇƐŝŽƚŚĞƌĂƉǇ �� ��
�DĂƐƐĂŐĞ �� ��
� �ĐƵƉƵŶĐƚƵƌĞ �� ��
� KƚŚĞƌ �� ��

,Žǁ�ŽĨƚĞŶ�ĚŽ�ǇŽƵ�ĞǆĞƌĐŝƐĞ͍�;Ğ͘Ő͘�ϮϬ�ŵŝŶƵƚĞƐ�Žƌ�ŵŽƌĞ�ŽĨ�ŶŽŶƐƚŽƉ�ĂĐƚŝǀŝƚǇͿ�

� EĞǀĞƌ͕�ĚƵĞ�ƚŽ�ůŽǁ�ďĂĐŬ�ƉĂŝŶ    ��EĞǀĞƌ     ��KŶĐĞ�Žƌ�ůĞƐƐ�ƉĞƌ�ǁĞĞŬ�������dǁŝĐĞ�Žƌ�ŵŽƌĞ�ƉĞƌ�ǁĞĞŬ

�ŵƉůŽǇŵĞŶƚ�^ƚĂƚƵƐ͗�
� �ƵƌƌĞŶƚůǇ�tŽƌŬŝŶŐ� ��DŽĚŝĨŝĞĚ��ƵƚŝĞƐ � ^ƚƵĚĞŶƚ � KƚŚĞƌ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
� EŽƚ��ŵƉůŽǇĞĚ � KŶ��ŝƐĂďŝůŝƚǇ��ĞŶĞĨŝƚƐ����������ZĞƚŝƌĞĚ

/Ĩ�ĞŵƉůŽǇĞĚ͕�ǁŚĂƚ�ĚŽ�ǇŽƵ�ĚŽ�ĨŽƌ�ǁŽƌŬ͍�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�

�ŽĞƐ�ƚŚĞ�ŶĂƚƵƌĞ�ŽĨ�ǇŽƵƌ�ǁŽƌŬ�ŝŶǀŽůǀĞ͍�;DĂƌŬ�Ăůů�ƚŚĂƚ�ĂƉƉůǇͿ�

� ^ŝƚƚŝŶŐ � ^ƚĂŶĚŝŶŐ� ��tĂůŬŝŶŐ� ��>ŝĨƚŝŶŐ�� ���ĂƌƌǇŝŶŐ� ���ĞŶĚŝŶŐ� ��dǁŝƐƚŝŶŐ
� �ƌŝǀŝŶŐ � KƚŚĞƌ͘�WůĞĂƐĞ�ƐƉĞĐŝĨǇ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

/�ŚĂǀĞ�ƐƵƉƉŽƌƚ�ĨƌŽŵ�ƉĞŽƉůĞ�ǁŚŽ�ĐĂŶ�ĂƐƐŝƐƚ�ŵĞ�ǁŝƚŚ�ĂĐƚŝǀŝƚŝĞƐ�ŝŶ�ƚŚĞ�ŚŽŵĞ͕�ǁŽƌŬ�Žƌ�ĐŽŵŵƵŶŝƚǇ͍�;ĐŚĞĐŬ�ŽŶĞͿ�

� ^ƚƌŽŶŐůǇ��ŐƌĞĞ � �ŐƌĞĞ � EĞƵƚƌĂů � �ŝƐĂŐƌĞĞ � ^ƚƌŽŶŐůǇ��ŝƐĂŐƌĞĞ

Z�W/������^^��>/E/�
>Kt����<�W�/E



�W�d/�Ed�/Ed�<�� �ĂƚĞ͗�ĚĚͬŵŵͬǇǇ�

WĂŐĞ�ϰ�ŽĨ�ϲ�

DĞĚŝĐĂů�,ŝƐƚŽƌǇ͘�WůĞĂƐĞ�ŝŶĚŝĐĂƚĞ�ŝĨ�ǇŽƵ�ĂƌĞ�ĐƵƌƌĞŶƚůǇ�ďĞŝŶŐ�ƚƌĞĂƚĞĚ�ĨŽƌ�ĂŶǇ�ŽĨ�ƚŚĞ�ĨŽůůŽǁŝŶŐ�ĐŽŶĚŝƚŝŽŶƐ͗�

�ŽŶĚŝƚŝŽŶƐ�;ŵĂƌŬ�Ăůů�ƚŚĂƚ�ĂƉƉůǇͿ� �ŽĞƐ�ŝƚ�ůŝŵŝƚ�
ǇŽƵƌ�ĨƵŶĐƚŝŽŶ͍�

�ŽŶĚŝƚŝŽŶƐ�;ŵĂƌŬ�Ăůů�ƚŚĂƚ�
ĂƉƉůǇͿ�

�ŽĞƐ�ŝƚ�ůŝŵŝƚ�
ǇŽƵƌ�ĨƵŶĐƚŝŽŶ͍�

� ,ŝŐŚ��ŚŽůĞƐƚĞƌŽů �EŽ��zĞƐ � �ŝĂďĞƚĞƐ �EŽ��zĞƐ
� ,ŝŐŚ��ůŽŽĚ�WƌĞƐƐƵƌĞ �EŽ��zĞƐ � <ŝĚŶĞǇ��ŝƐĞĂƐĞ �EŽ��zĞƐ
� ^ƚƌŽŬĞ �EŽ��zĞƐ � >ŝǀĞƌ��ŝƐĞĂƐĞ �EŽ��zĞƐ
� ,ĞĂƌƚ��ƚƚĂĐŬͬ�ŽƌŽŶĂƌǇ��ƌƚĞƌǇ��ŝƐĞĂƐĞ �EŽ��zĞƐ � hůĐĞƌ�Žƌ�^ƚŽŵĂĐŚ��ŝƐĞĂƐĞ �EŽ��zĞƐ
� ,ĞĂƌƚ�&ĂŝůƵƌĞ �EŽ��zĞƐ � dŚǇƌŽŝĚ��ŝƐĞĂƐĞ �EŽ��zĞƐ
� >ƵŶŐ��ŝƐĞĂƐĞ�;Ğ͘Ő͘�ĂƐƚŚŵĂ͕��KW�Ϳ �EŽ��zĞƐ � �ĞƉƌĞƐƐŝŽŶ �EŽ��zĞƐ
� �ŶĂĞŵŝĂ�Žƌ�KƚŚĞƌ��ůŽŽĚ��ŝƐĞĂƐĞ �EŽ��zĞƐ � �ŶǆŝĞƚǇ �EŽ��zĞƐ
� �ĂŶĐĞƌ �EŽ��zĞƐ � �ŚƌŽŶŝĐ�EĞĐŬ�WĂŝŶ �EŽ��zĞƐ
� �ĞŵĞŶƚŝĂ �EŽ��zĞƐ � DŝŐƌĂŝŶĞ�,ĞĂĚĂĐŚĞƐ �EŽ��zĞƐ
� KƐƚĞŽĂƌƚŚƌŝƚŝƐͬ�ĞŐĞŶĞƌĂƚŝǀĞ��ƌƚŚƌŝƚŝƐ �EŽ��zĞƐ � �ŚƌŽŶŝĐ�WĞůǀŝĐ�WĂŝŶ �EŽ��zĞƐ
� ZŚĞƵŵĂƚŽŝĚ��ƌƚŚƌŝƚŝƐ �EŽ��zĞƐ � &ŝďƌŽŵǇĂůŐŝĂ �EŽ��zĞƐ

� KƚŚĞƌ�DĞĚŝĐĂů�WƌŽďůĞŵƐ�;ƉůĞĂƐĞ�ƐƉĞĐŝĨǇͿ͗��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ� �EŽ��zĞƐ

WůĞĂƐĞ�ůŝƐƚ�current prescribed�ŵĞĚŝĐĂƚŝŽŶƐ͗�
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

WůĞĂƐĞ�ůŝƐƚ�ƉƌĞǀŝŽƵƐ�ƐƵƌŐĞƌŝĞƐ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ��

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�

�Ž�ǇŽƵ�ŚĂǀĞ�ĂŶǇ�ĚƌƵŐ�ĂůůĞƌŐŝĞƐ͍����EŽ��zĞƐ͘��ĞƐĐƌŝďĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�

�Ž�ǇŽƵ�ƐŵŽŬĞ͍�������EŽ��zĞƐ͘�,Žǁ�ŵƵĐŚ͍�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�� �YƵŝƚ͘�tŚĞŶ͍�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

tŚĂƚ�ƌĞƐƵůƚƐ�ĚŽ�ǇŽƵ�ŚŽƉĞ�ƚŽ�ĂĐŚŝĞǀĞ�ĨƌŽŵ�ǇŽƵƌ�ǀŝƐŝƚ�ƚŽĚĂǇ͍�;DĂƌŬ�ŽŶĞ�ƌĞƐƉŽŶƐĞ�ŽŶ�ĞĂĐŚ�ůŝŶĞͿ

EŽƚ�Ăƚ�Ăůů�
ůŝŬĞůǇ�

^ůŝŐŚƚůǇ�
ůŝŬĞůǇ�

^ŽŵĞǁŚĂƚ�
ůŝŬĞůǇ�

sĞƌǇ�
ůŝŬĞůǇ�

�ǆƚƌĞŵĞůǇ�
ůŝŬĞůǇ�

EŽƚ�
ĂƉƉůŝĐĂďůĞ�

�� �� �� �� �� ��

�� �� �� �� �� ��

�� �� �� �� ��
�� �� �� �� �� ��
�� �� �� �� �� ��

ZĞůŝĞĨ�ĨƌŽŵ�ƐǇŵƉƚŽŵƐ�

dŽ�ĚŽ�ŵŽƌĞ�ĞǀĞƌǇĚĂǇ�
ŚŽƵƐĞŚŽůĚ�Žƌ�ǇĂƌĚ�ĂĐƚŝǀŝƚŝĞƐ�

dŽ�ƐůĞĞƉ�ŵŽƌĞ�ĐŽŵĨŽƌƚĂďůǇ�
dŽ�ŐŽ�ďĂĐŬ�ƚŽ�ŵǇ�ƵƐƵĂů�ũŽď�
dŽ�ĞǆĞƌĐŝƐĞ�ĂŶĚ�ĚŽ�
ƌĞĐƌĞĂƚŝŽŶĂů�ĂĐƚŝǀŝƚŝĞƐ�

dŽ�ƉƌĞǀĞŶƚ�ĨƵƚƵƌĞ�ĚŝƐĂďŝůŝƚǇ� �� �� �� �� �� ��

Z�W/������^^��>/E/�
>Kt����<�W�/E



�PATIENT INTAKE� �ĂƚĞ͗�ĚĚͬŵŵͬǇǇ�

WĂŐĞ�5�ŽĨ�6�

ODI 
DIRECTIONS:��ŶƐǁĞƌ�ĞǀĞƌǇ�ƋƵĞƐƚŝŽŶ�ďǇ�ŵĂƌŬŝŶŐ�ƚŚĞ�ĐŽƌƌĞĐƚ�ďŽǆ͘�/Ĩ�ǇŽƵ�ŶĞĞĚ�ƚŽ�ĐŚĂŶŐĞ�ĂŶ�ĂŶƐǁĞƌ͕�ĐŽŵƉůĞƚĞůǇ�ƐĐƌĂƚĐŚ�ŽƵƚ�ƚŚĞ�ŝŶĐŽƌƌĞĐƚ�
ĂŶƐǁĞƌ�ĂŶĚ�ŵĂƌŬ�ƚŚĞ�ĐŽƌƌĞĐƚ�ďŽǆ͘�/Ĩ�ǇŽƵ�ĂƌĞ�ƵŶƐƵƌĞ�ĂďŽƵƚ�ŚŽǁ�ƚŽ�ĂŶƐǁĞƌ�Ă�ƋƵĞƐƚŝŽŶ͕�ƉůĞĂƐĞ�ŐŝǀĞ�ƚŚĞ�ďĞƐƚ�ĂŶƐǁĞƌ�ǇŽƵ�ĐĂŶ͘�DĂƌŬ�ŽŶůǇ�
ŽŶĞ�ĂŶƐǁĞƌ�ĨŽƌ�ĞĂĐŚ�ƋƵĞƐƚŝŽŶ�ƵŶůĞƐƐ�ŝŶƐƚƌƵĐƚĞĚ�ŽƚŚĞƌǁŝƐĞ͘�

1. PAIN INTENSITY:
� /�ŚĂǀĞ�ŶŽ�ƉĂŝŶ�Ăƚ�ƚŚĞ�ŵŽŵĞŶƚ͘
� dŚĞ�ƉĂŝŶ�ŝƐ�ǀĞƌǇ�ŵŝůĚ�Ăƚ�ƚŚĞ�ŵŽŵĞŶƚ͘
� dŚĞ�ƉĂŝŶ�ŝƐ�ŵŽĚĞƌĂƚĞ�Ăƚ�ƚŚĞ�ŵŽŵĞŶƚ͘
� dŚĞ�ƉĂŝŶ�ŝƐ�ĨĂŝƌůǇ�ƐĞǀĞƌĞ�Ăƚ�ƚŚĞ�ŵŽŵĞŶƚ͘
� dŚĞ�ƉĂŝŶ�ŝƐ�ǀĞƌǇ�ƐĞǀĞƌĞ�Ăƚ�ƚŚĞ�ŵŽŵĞŶƚ͘
� dŚĞ�ƉĂŝŶ�ŝƐ�ƚŚĞ�ǁŽƌƐƚ�ŝŵĂŐŝŶĂďůĞ�Ăƚ�ƚŚĞ�ŵŽŵĞŶƚ͘

6. STANDING:
� /�ĐĂŶ�ƐƚĂŶĚ�ĂƐ�ůŽŶŐ�ĂƐ�/�ǁĂŶƚ�ǁŝƚŚŽƵƚ�ĞǆƚƌĂ�ƉĂŝŶ͘
� /�ĐĂŶ�ƐƚĂŶĚ�ĂƐ�ůŽŶŐ�ĂƐ�/�ǁĂŶƚ�ďƵƚ�ŝƚ�ŐŝǀĞƐ�ĞǆƚƌĂ�ƉĂŝŶ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ƐƚĂŶĚŝŶŐ�ŵŽƌĞ�ƚŚĂŶ�ϭ�ŚŽƵƌ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ƐƚĂŶĚŝŶŐ�ŵŽƌĞ�ƚŚĂŶ�ϭͬϮ�ĂŶ�ŚŽƵƌ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ƐƚĂŶĚŝŶŐ�ŵŽƌĞ�ƚŚĂŶ�ϭϬ�ŵŝŶƵƚĞƐ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ƐƚĂŶĚŝŶŐ�Ăƚ�Ăůů͘

2. PERSONAL CARE (WASHING, DRESSING, ETC):
� /�ĐĂŶ�ůŽŽŬ�ĂĨƚĞƌ�ŵǇƐĞůĨ�ŶŽƌŵĂůůǇ�ǁŝƚŚŽƵƚ�ĐĂƵƐŝŶŐ�ĞǆƚƌĂ�ƉĂŝŶ͘
� /�ĐĂŶ�ůŽŽŬ�ĂĨƚĞƌ�ŵǇƐĞůĨ�ŶŽƌŵĂůůǇ�ďƵƚ�ŝƚ�ŝƐ�ǀĞƌǇ�ƉĂŝŶĨƵů͘
� /ƚ�ŝƐ�ƉĂŝŶĨƵů�ƚŽ�ůŽŽŬ�ĂĨƚĞƌ�ŵǇƐĞůĨ�ĂŶĚ�/�Ăŵ�ƐůŽǁ�ĂŶĚ�ĐĂƌĞĨƵů͘
� /�ŶĞĞĚ�ƐŽŵĞ�ŚĞůƉ�ďƵƚ�ŵĂŶĂŐĞ�ŵŽƐƚ�ŽĨ�ŵǇ�ƉĞƌƐŽŶĂů�ĐĂƌĞ͘
� /�ŶĞĞĚ�ŚĞůƉ�ĞǀĞƌǇ�ĚĂǇ�ŝŶ�ŵŽƐƚ�ĂƐƉĞĐƚƐ�ŽĨ�ƐĞůĨͲĐĂƌĞ͘
� /�ĚŽ�ŶŽƚ�ŐĞƚ�ĚƌĞƐƐĞĚ͕�ǁĂƐŚ�ǁŝƚŚ�ĚŝĨĨŝĐƵůƚǇ�ĂŶĚ�ƐƚĂǇ�ŝŶ�ďĞĚ͘

7. SLEEPING:
� DǇ�ƐůĞĞƉ�ŝƐ�ŶĞǀĞƌ�ĚŝƐƚƵƌďĞĚ�ďǇ�ƉĂŝŶ
� DǇ�ƐůĞĞƉ�ŝƐ�ŽĐĐĂƐŝŽŶĂůůǇ�ĚŝƐƚƵƌďĞĚ�ďǇ�ƉĂŝŶ͘
� �ĞĐĂƵƐĞ�ŽĨ�ƉĂŝŶ�/�ŚĂǀĞ�ůĞƐƐ�ƚŚĂŶ�ϲ�ŚŽƵƌƐ�ƐůĞĞƉ͘
� �ĞĐĂƵƐĞ�ŽĨ�ƉĂŝŶ�/�ŚĂǀĞ�ůĞƐƐ�ƚŚĂŶ�ϰ�ŚŽƵƌƐ�ƐůĞĞƉ͘
� �ĞĐĂƵƐĞ�ŽĨ�ƉĂŝŶ�/�ŚĂǀĞ�ůĞƐƐ�ƚŚĂŶ�Ϯ�ŚŽƵƌƐ�ƐůĞĞƉ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ƐůĞĞƉŝŶŐ�Ăƚ�Ăůů͘

3. LIFTING:
� /�ĐĂŶ�ůŝĨƚ�ŚĞĂǀǇ�ǁĞŝŐŚƚƐ�ǁŝƚŚŽƵƚ�ĞǆƚƌĂ�ƉĂŝŶ͘
� /�ĐĂŶ�ůŝĨƚ�ŚĞĂǀǇ�ǁĞŝŐŚƚƐ�ďƵƚ�ŝƚ�ŐŝǀĞƐ�ĞǆƚƌĂ�ƉĂŝŶ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ůŝĨƚŝŶŐ�ŚĞĂǀǇ�ǁĞŝŐŚƚƐ�ŽĨĨ�ƚŚĞ�ĨůŽŽƌ͕�ďƵƚ�/

ĐĂŶ�ŵĂŶĂŐĞ�ŝĨ�ƚŚĞǇ�ĂƌĞ�ĐŽŶǀĞŶŝĞŶƚůǇ�ƉŽƐŝƚŝŽŶĞĚ�;Ğ͘Ő�ŽŶ�Ă
ƚĂďůĞͿ͘

� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ůŝĨƚŝŶŐ�ŚĞĂǀǇ�ǁĞŝŐŚƚƐ͕�ďƵƚ�/�ĐĂŶ�ŵĂŶĂŐĞ
ůŝŐŚƚ�ƚŽ�ŵĞĚŝƵŵ�ǁĞŝŐŚƚƐ�ŝĨ�ƚŚĞǇ�ĂƌĞ�ĐŽŶǀĞŶŝĞŶƚůǇ�ƉŽƐŝƚŝŽŶĞĚ͘

� /�ĐĂŶ�ůŝĨƚ�ŽŶůǇ�ǀĞƌǇ�ůŝŐŚƚ�ǁĞŝŐŚƚƐ͘
� /�ĐĂŶŶŽƚ�ůŝĨƚ�Žƌ�ĐĂƌƌǇ�ĂŶǇƚŚŝŶŐ�Ăƚ�Ăůů͘

8. ^�y�>/&��;ŝĨ�ĂƉƉůŝĐĂďůĞͿ:
� DǇ�ƐĞǆ�ůŝĨĞ�ŝƐ�ŶŽƌŵĂů�ĂŶĚ�ĐĂƵƐĞƐ�ŶŽ�ĞǆƚƌĂ�ƉĂŝŶ͘
� DǇ�ƐĞǆ�ůŝĨĞ�ŝƐ�ŶŽƌŵĂů�ďƵƚ�ĐĂƵƐĞƐ�ƐŽŵĞ�ĞǆƚƌĂ�ƉĂŝŶ͘
� DǇ�ƐĞǆ�ůŝĨĞ�ŝƐ�ŶĞĂƌůǇ�ŶŽƌŵĂů�ďƵƚ�ŝƐ�ǀĞƌǇ�ƉĂŝŶĨƵů͘
� DǇ�ƐĞǆ�ůŝĨĞ�ŝƐ�ƐĞǀĞƌĞůǇ�ƌĞƐƚƌŝĐƚĞĚ�ďǇ�ƉĂŝŶ
� DǇ�ƐĞǆ�ůŝĨĞ�ŝƐ�ŶĞĂƌůǇ�ĂďƐĞŶƚ�ďĞĐĂƵƐĞ�ŽĨ�ƉĂŝŶ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ĂŶǇ�ƐĞǆ�ůŝĨĞ�Ăƚ�Ăůů͘

4. WALKING͗
� WĂŝŶ�ĚŽĞƐ�ŶŽƚ�ƉƌĞǀĞŶƚ�ŵĞ�ĨƌŽŵ�ǁĂůŬŝŶŐ�ĂŶǇ�ĚŝƐƚĂŶĐĞ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ǁĂůŬŝŶŐ�ŵŽƌĞ�ƚŚĂŶ�ϭ�ŵŝůĞ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ǁĂůŬŝŶŐ�ŵŽƌĞ�ƚŚĂŶ�ϭͬϮ�ŵŝůĞ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ǁĂůŬŝŶŐ�ŵŽƌĞ�ƚŚĂŶ�ϭͬϰ�ŵŝůĞ͘
� /�ĐĂŶ�ŽŶůǇ�ǁĂůŬ�ƵƐŝŶŐ�Ă�ƐƚŝĐŬ�Žƌ�ĐƌƵƚĐŚĞƐ͘
� /�Ăŵ�ŝŶ�ďĞĚ�ŵŽƐƚ�ŽĨ�ƚŚĞ�ƚŝŵĞ�ĂŶĚ�ŚĂǀĞ�ƚŽ�ĐƌĂǁů�ƚŽ�ƚŚĞ�ƚŽŝůĞƚ͘

9. SOCIAL LIFE:
� DǇ�ƐŽĐŝĂů�ůŝĨĞ�ŝƐ�ŶŽƌŵĂů�ĂŶĚ�ĐĂƵƐĞƐ�ŵĞ�ŶŽ�ĞǆƚƌĂ�ƉĂŝŶ͘
� DǇ�ƐŽĐŝĂů�ůŝĨĞ�ŝƐ�ŶŽƌŵĂů�ďƵƚ�ŝŶĐƌĞĂƐĞƐ�ƚŚĞ�ĚĞŐƌĞĞ�ŽĨ�ƉĂŝŶ͘
� WĂŝŶ�ŚĂƐ�ŶŽ�ƐŝŐŶŝĨŝĐĂŶƚ�ĞĨĨĞĐƚ�ŽŶ�ŵǇ�ƐŽĐŝĂů�ůŝĨĞ�ĂƉĂƌƚ�ĨƌŽŵ

ůŝŵŝƚŝŶŐ�ŵǇ�ŵŽƌĞ�ĞŶĞƌŐĞƚŝĐ�ŝŶƚĞƌĞƐƚƐ�;Ğ͘Ő͕͘�ĚĂŶĐŝŶŐ͕�ƐƉŽƌƚƐͿ
� WĂŝŶ�ŚĂƐ�ƌĞƐƚƌŝĐƚĞĚ�ŵǇ�ƐŽĐŝĂů�ůŝĨĞ�ĂŶĚ�/�ĚŽ�ŶŽƚ�ŐŽ�ŽƵƚ�ĂƐ�ŽĨƚĞŶ͘
� WĂŝŶ�ŚĂƐ�ƌĞƐƚƌŝĐƚĞĚ�ŵǇ�ƐŽĐŝĂů�ůŝĨĞ�ƚŽ�ŵǇ�ŚŽŵĞ͘
� /�ŚĂǀĞ�ŶŽ�ƐŽĐŝĂů�ůŝĨĞ�ďĞĐĂƵƐĞ�ŽĨ�ƉĂŝŶ

5. SITTING:
� /�ĐĂŶ�Ɛŝƚ�ŝŶ�ĂŶǇ�ĐŚĂŝƌ�ĂƐ�ůŽŶŐ�ĂƐ�/�ůŝŬĞ͘
� /�ĐĂŶ�ŽŶůǇ�Ɛŝƚ�ŝŶ�ŵǇ�ĨĂǀŽƵƌŝƚĞ�ĐŚĂŝƌ�ĂƐ�ůŽŶŐ�ĂƐ�/�ůŝŬĞ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ƐŝƚƚŝŶŐ�ŵŽƌĞ�ƚŚĂŶ�ϭ�ŚŽƵƌ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ƐŝƚƚŝŶŐ�ŵŽƌĞ�ƚŚĂŶ�ϭͬϮ�ĂŶ�ŚŽƵƌ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ƐŝƚƚŝŶŐ�ŵŽƌĞ�ƚŚĂŶ�ϭϬ�ŵŝŶƵƚĞƐ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ƐŝƚƚŝŶŐ�Ăƚ�Ăůů͘

10. TRAVELLING:
� /�ĐĂŶ�ƚƌĂǀĞů�ĂŶǇǁŚĞƌĞ�ǁŝƚŚŽƵƚ�ƉĂŝŶ͘
� /�ĐĂŶ�ƚƌĂǀĞů�ĂŶǇǁŚĞƌĞ�ďƵƚ�ŝƚ�ŐŝǀĞƐ�ĞǆƚƌĂ�ƉĂŝŶ͘
� WĂŝŶ�ŝƐ�ďĂĚ�ďƵƚ�/�ŵĂŶĂŐĞ�ũŽƵƌŶĞǇƐ�ŽǀĞƌ�ƚǁŽ�ŚŽƵƌƐ͘
� WĂŝŶ�ƌĞƐƚƌŝĐƚƐ�ŵĞ�ƚŽ�ũŽƵƌŶĞǇƐ�ůĞƐƐ�ƚŚĂŶ�ŽŶĞ�ŚŽƵƌ͘
� WĂŝŶ�ƌĞƐƚƌŝĐƚƐ�ŵĞ�ƚŽ�ƐŚŽƌƚ�ũŽƵƌŶĞǇƐ�ƵŶĚĞƌ�ϯϬ�ŵŝŶƵƚĞƐ͘
� WĂŝŶ�ƉƌĞǀĞŶƚƐ�ŵĞ�ĨƌŽŵ�ƚƌĂǀĞůŝŶŐ�ĞǆĐĞƉƚ�ƚŽ�ƌĞĐĞŝǀĞ

ƚƌĞĂƚŵĞŶƚ

Z�W/������^^��>/E/�
>Kt����<�W�/E



�W�d/�Ed�/Ed�<�� �ĂƚĞ͗�ĚĚͬŵŵͬǇǇ�

WĂŐĞ�ϲ�ŽĨ�ϲ�

�YͲϱ��

hŶĚĞƌ�ĞĂĐŚ�ŚĞĂĚŝŶŐ͕�ƉůĞĂƐĞ�ƚŝĐŬ�ƚŚĞ�KE��ďŽǆ�ƚŚĂƚ�ďĞƐƚ�ĚĞƐĐƌŝďĞƐ�ǇŽƵƌ�ŚĞĂůƚŚ�dK��z͗�

DK�/>/dz͗�

� /�ŚĂǀĞ�ŶŽ�ƉƌŽďůĞŵƐ�ǁĂůŬŝŶŐ�ĂďŽƵƚ
� /�ŚĂǀĞ�ƐůŝŐŚƚ�ƉƌŽďůĞŵƐ�ŝŶ�ǁĂůŬŝŶŐ�ĂďŽƵƚ
� /�ŚĂǀĞ�ŵŽĚĞƌĂƚĞ�ƉƌŽďůĞŵƐ�ŝŶ�ǁĂůŬŝŶŐ�ĂďŽƵƚ
� /�ŚĂǀĞ�ƐĞǀĞƌĞ�ƉƌŽďůĞŵƐ�ŝŶ�ǁĂůŬŝŶŐ�ĂďŽƵƚ
� /�Ăŵ�ƵŶĂďůĞ�ƚŽ�ǁĂůŬ�ĂďŽƵƚ

^�>&Ͳ��Z�͗

� /�ŚĂǀĞ�ŶŽ�ƉƌŽďůĞŵƐ�ǁĂƐŚŝŶŐ�Žƌ�ĚƌĞƐƐŝŶŐ�ŵǇƐĞůĨ
� /�ŚĂǀĞ�ƐůŝŐŚƚ�ƉƌŽďůĞŵƐ�ǁĂƐŚŝŶŐ�Žƌ�ĚƌĞƐƐŝŶŐ�ŵǇƐĞůĨ
� /�ŚĂǀĞ�ŵŽĚĞƌĂƚĞ�ƉƌŽďůĞŵƐ�ǁĂƐŚŝŶŐ�Žƌ�ĚƌĞƐƐŝŶŐ�ŵǇƐĞůĨ
� /�ŚĂǀĞ�ƐĞǀĞƌĞ�ƉƌŽďůĞŵƐ�ǁĂƐŚŝŶŐ�Žƌ�ĚƌĞƐƐŝŶŐ�ŵǇƐĞůĨ
� /�Ăŵ�ƵŶĂďůĞ�ƚŽ�ǁĂƐŚ�Žƌ�ĚƌĞƐƐ�ŵǇƐĞůĨ

h^h�>���d/s/d/�^�;ĞŐ͕͘�ǁŽƌŬ͕�ƐƚƵĚǇ͕�ŚŽƵƐĞǁŽƌŬ͕�ĨĂŵŝůǇ�
Žƌ�ůĞŝƐƵƌĞ�ĂĐƚŝǀŝƚŝĞƐͿ͗�

� /�ŚĂǀĞ�ŶŽ�ƉƌŽďůĞŵƐ�ĚŽŝŶŐ�ŵǇ�ƵƐƵĂů�ĂĐƚŝǀŝƚŝĞƐ
� /�ŚĂǀĞ�ƐůŝŐŚƚ�ƉƌŽďůĞŵƐ�ĚŽŝŶŐ�ŵǇ�ƵƐƵĂů�ĂĐƚŝǀŝƚŝĞƐ
� /�ŚĂǀĞ�ŵŽĚĞƌĂƚĞ�ƉƌŽďůĞŵƐ�ĚŽŝŶŐ�ŵǇ�ƵƐƵĂů�ĂĐƚŝǀŝƚŝĞƐ
� /�ŚĂǀĞ�ƐĞǀĞƌĞ�ƉƌŽďůĞŵƐ�ĚŽŝŶŐ�ŵǇ�ƵƐƵĂů�ĂĐƚŝǀŝƚŝĞƐ
� /�Ăŵ�ƵŶĂďůĞ�ƚŽ�ĚŽ�ŵǇ�ƵƐƵĂů�ĂĐƚŝǀŝƚŝĞƐ

W�/Eͬ�/^�KD&KZd͗�

� /�ŚĂǀĞ�ŶŽ�ƉĂŝŶ�Žƌ�ĚŝƐĐŽŵĨŽƌƚ
� /�ŚĂǀĞ�ƐůŝŐŚƚ�ƉĂŝŶ�Žƌ�ĚŝƐĐŽŵĨŽƌƚ
� /�ŚĂǀĞ�ŵŽĚĞƌĂƚĞ�ƉĂŝŶ�Žƌ�ĚŝƐĐŽŵĨŽƌƚ
� /�ŚĂǀĞ�ƐĞǀĞƌĞ�ƉĂŝŶ�Žƌ�ĚŝƐĐŽŵĨŽƌƚ
� /�ŚĂǀĞ�ĞǆƚƌĞŵĞ�ƉĂŝŶ�Žƌ�ĚŝƐĐŽŵĨŽƌƚ

�Ey/�dzͬ��WZ�^^/KE͗
� /�Ăŵ�ŶŽƚ�ĂŶǆŝŽƵƐ�Žƌ�ĚĞƉƌĞƐƐĞĚ
� /�Ăŵ�ƐůŝŐŚƚůǇ�ĂŶǆŝŽƵƐ�Žƌ�ĚĞƉƌĞƐƐĞĚ
� /�Ăŵ�ŵŽĚĞƌĂƚĞůǇ�ĂŶǆŝŽƵƐ�Žƌ�ĚĞƉƌĞƐƐĞĚ
� ŝ�Ăŵ�ƐĞǀĞƌĞůǇ�ĂŶǆŝŽƵƐ�Žƌ�ĚĞƉƌĞƐƐĞĚ
� /�Ăŵ�ĞǆƚƌĞŵĞůǇ�ĂŶǆŝŽƵƐ�Žƌ�ĚĞƉƌĞƐƐĞĚ

^dĂƌd��ĂĐŬ 
dŚŝŶŬŝŶŐ�ĂďŽƵƚ�ƚŚĞ�ůĂƐƚ�Ϯ�ǁĞĞŬƐ�ƚŝĐŬ�ǇŽƵƌ�ƌĞƐƉŽŶƐĞ�ƚŽ�ƚŚĞ�ĨŽůůŽǁŝŶŐ�ƋƵĞƐƚŝŽŶƐ͗�

��ŝƐĂŐƌĞĞ� � �ŐƌĞĞ�
Ϭ� ϭ�

ϭ͘ DǇ�ďĂĐŬ�ƉĂŝŶ�ŚĂƐ�ƐƉƌĞĂĚ�ĚŽǁŶ�ŵǇ�ůĞŐ;ƐͿ�Ăƚ�ƐŽŵĞ�ƚŝŵĞ�ŝŶ�ƚŚĞ�ůĂƐƚ�Ϯ�ǁĞĞŬƐ ප� ප�
Ϯ͘ /�ŚĂǀĞ�ŚĂĚ�ƉĂŝŶ�ŝŶ�ƚŚĞ�ƐŚŽƵůĚĞƌ�Žƌ�ŶĞĐŬ�Ăƚ�ƐŽŵĞ�ƚŝŵĞ�ŝŶ�ƚŚĞ�ůĂƐƚ�Ϯ�ǁĞĞŬƐ ප� ප�
ϯ͘ /�ŚĂǀĞ�ŽŶůǇ�ǁĂůŬĞĚ�ƐŚŽƌƚ�ĚŝƐƚĂŶĐĞƐ�ďĞĐĂƵƐĞ�ŽĨ�ŵǇ�ďĂĐŬ�ƉĂŝŶ ප� ප�
ϰ͘ /Ŷ�ƚŚĞ�ůĂƐƚ�Ϯ�ǁĞĞŬƐ͕�/�ŚĂǀĞ�ĚƌĞƐƐĞĚ�ŵŽƌĞ�ƐůŽǁůǇ�ƚŚĂŶ�ƵƐƵĂů�ďĞĐĂƵƐĞ�ŽĨ�ďĂĐŬ�ƉĂŝŶ ප� ප�
ϱ͘ /ƚ͛Ɛ�ŶŽƚ�ƌĞĂůůǇ�ƐĂĨĞ�ĨŽƌ�Ă�ƉĞƌƐŽŶ�ǁŝƚŚ�Ă�ĐŽŶĚŝƚŝŽŶ�ůŝŬĞ�ŵŝŶĞ�ƚŽ�ďĞ�ƉŚǇƐŝĐĂůůǇ�ĂĐƚŝǀĞ ප� ප�
ϲ͘tŽƌƌǇŝŶŐ�ƚŚŽƵŐŚƚƐ�ŚĂǀĞ�ďĞĞŶ�ŐŽŝŶŐ�ƚŚƌŽƵŐŚ�ŵǇ�ŵŝŶĚ�Ă�ůŽƚ�ŽĨ�ƚŚĞ�ƚŝŵĞ ප� ප�
ϳ͘ /�ĨĞĞů�ƚŚĂƚ�ŵǇ�ďĂĐŬ�ƉĂŝŶ�ŝƐ�ƚĞƌƌŝďůĞ�ĂŶĚ�ŝƚ͛Ɛ�ŶĞǀĞƌ�ŐŽŝŶŐ�ƚŽ�ŐĞƚ�ĂŶǇ�ďĞƚƚĞƌ ප� ප�
ϴ͘ /Ŷ�ŐĞŶĞƌĂů͕�/�ŚĂǀĞ�ŶŽƚ�ĞŶũŽǇĞĚ�Ăůů�ƚŚĞ�ƚŚŝŶŐƐ�/�ƵƐĞĚ�ƚŽ�ĞŶũŽǇ ප� ප�
ϵ͘ KǀĞƌĂůů͕�ŚŽǁ�ďŽƚŚĞƌƐŽŵĞ�ŚĂƐ�ǇŽƵƌ�ďĂĐŬ�ƉĂŝŶ�ďĞĞŶ�ŝŶ�ƚŚĞ�ůĂƐƚ�Ϯ�ǁĞĞŬƐ͍

EŽƚ�Ăƚ�Ăůů� ^ůŝŐŚƚůǇ� DŽĚĞƌĂƚĞůǇ� sĞƌǇ�ŵƵĐŚ� �ǆƚƌĞŵĞůǇ�

ප� ප� ප� ප� ප�
Ϭ� Ϭ� Ϭ� ϭ� ϭ�

dŽƚĂů�ƐĐŽƌĞ�;Ăůů�ϵͿ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�^Ƶď�^ĐŽƌĞ�;YϱͲϵͿ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�

Z�W/������^^��>/E/�
>Kt����<�W�/E
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INFORMED CONSENT & PERMISSION TO DISCLOSE HEALTH INFORMATION  

 
I. We are seeking Informed Consent for the health services we provide including: chiropractic, private physiotherapy, 

publicly-funded physiotherapy, massage therapy, podiatry, nursing, dietary, psychological, naturopathic, medical, and/or 
acupuncture services. Your treating health provider(s) within your “circle of care” are authorized to share your Personal 
Health Information (“PHI”) for the purpose of collaborative management of your care. We always use all reasonable efforts 
to ensure privacy when entering your PHI in our common e-health record or EMR system such that your PHI information is 
not misunderstood, misused or lost by any health provider who may have access to your electronic patient chart.   
 

II. Requests for services will begin with an initial clinical assessment. Feedback will be provided with suggestions given as to 
the course of treatment in terms of type, provider, length, plan and general approach. Referrals to other professionals outside 
the clinic may be made. Any changes in the type of treatment service to be provided in the future will be discussed with you 
in advance.  
 

III. Only pre-sterilized needles are used. All acupuncture needles are properly disposed of after each and every treatment. 
 

IV. There are risks and possible risks associated with orthopedic evaluation, functional assessments, acupuncture, manual 
therapy, mechanical traction, use of rehabilitation equipment and rehabilitation conducted by doctors of chiropractic, 
physiotherapists, acupuncturists, massage therapists or registered nurses. In particular, you should note:  

 
a)   While rare, some patients may experience aggravation of symptoms or muscle and ligament strains or sprains, bruising 

or irritation as a result of manual therapy, injection therapy, shockwave therapy, rehabilitation, acupuncture or in rare 
circumstances; orthopedic or functional evaluation. Although uncommon, rib fractures have also been known to occur 
following certain manual therapy procedures, including spinal manipulation.  

b)    I understand and am informed that in the practice of acupuncture there are some risks to treatment, including, but not 
limited to, minor bleeding, or bruising, minor pain or soreness, nausea, fainting, infection, shock, convulsions, possible 
perforation of internal organs, and stuck or bent needles. 

c)    Recent studies, etc. suggest that patients may be consulting medical doctors, nurses, physiotherapists, and chiropractors 
when they are in the early stages of a stroke (a stroke already in progress). You are being informed of this reported 
association because a stroke may cause serious neurological impairment or even death. The possibility of such injuries 
occurring in association with cervical manipulation is extremely remote and occurs infrequently. Please inform your 
treating provider immediately if you experience any unusual neurological symptoms, severe head, jaw and/or neck pain. 

d)   There are rare reported cases of disc or spinal injuries identified following cervical and lumbar spinal manipulation, 
although no scientific evidence has demonstrated such injuries are caused, or may be caused, by spinal manipulation. In 
some circumstances, manual therapy/spinal manipulation may aggravate an already existing degenerative disc condition. 

e)    There are infrequent reported cases of burns or skin irritation in association with the use of some types of ultrasound, 
electrical therapy, shockwave and laser therapy. 

 
V. There are possible risks associated with assessments or counseling (nursing, chiropractic, occupational, vocational or 

psychological) including, the rousing of upsetting feelings. You are encouraged to advise your health provider if these should 
arise.  
 

VI. There are risks associated with rehabilitation and the use of rehabilitation or exercise equipment at the facility. Risks include 
but not limited to muscle/ligament straining and falls, even under supervision. Vestibular and stability training through the 
use of therapy balls, rocker boards, vibration therapy, etc. pose a risk for falls thus proper footwear and padded environment 
must be maintained. The clinic provides rubber flooring in the rehab area and mats for protection. The patient assumes risk of 
injury when undergoing rehabilitation/exercise therapy. 

 
VII. Disclosure of Personal Health Information: Confidentiality and Privacy is respected at all times. Sessions with all healthcare 

providers at SPINEgroup® and the information discussed are confidential; that is, the contents of a session, or even whether 
or not you attend, will not be revealed to outside sources unless you have given written consent/permission to do so, or as 
required by law. You maintain the right to review your PHI and patient file (which will be held in a secure location for a 
minimum of 10 years, after the last date of contact or 10 years after a patient’s 18th birthday). Exceptions to confidentiality 
include the legal and/or ethical obligations to report as follows: 

 
a) Inform a potential victim of violence of a client’s intention to harm (if you are in, or appear to be in imminent danger of 

doing serious harm to yourself or another person); 
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b) Inform an appropriate family member, health care professional or police if necessary of a client’s intention to end his or 
her life; 

c) If there is reasonable suspicion based on your report that you or anyone else (under the age of 16) may be or have been a 
victim of physical, sexual and/or emotional abused by anyone, the appropriate children’s aid society will be informed;  

d) Report a health professional who has sexually abused a client/patient; 
e) Release of a client/patient file if there is a court order or summons court attendance and/or for a production of your 

records;  
f) As part of ongoing consultation, training, education, billing or research our providers may discuss or present the 

particulars of your case with other health professionals or insurers related to your treatment plan. With respect to 
publishable research and educational purposes, any information that would enable one to identify you will be de-
identified.  Statutory Accident Benefit claims require disclosure of health information (resulting from the motor vehicle 
accident as well as pre-existing conditions) to insurers, health professionals and social workers involved in your claim. 
Finally, professional Colleges conduct random Quality Assurance and it is possible that patient files will be disclosed to 
them if they initiate this process or a similar process.  

 
VIII. Payment Policy: Payment for assessments and therapy is normally expected at each session (Cash, VISA, MASTERCARD, 

Debit, etc.) unless an alternate arrangement has been made with Clinical Director (with the exception of WSIB and Motor 
Vehicle Insurance Claims). In this way, the account remains manageable and your therapy becomes a naturally budgeted 
expense. Receipts will be given when payment is received. Please retain these receipts for your insurance or income tax 
claims, if applicable. SPINEgroup does not guarantee supplements, orthotics, braces, or any assistive mobility device. 

 
IX. Cancellation Policy: Payment is expected for any missed session, unless the appointment is cancelled at least forty-eight 

(48) business hours in advance. If you arrive more than twenty (20) minutes late for an appointment, you will be charged the 
full session fee. In accordance with the professional fees and billing practices, overdue accounts will be charged interest rates 
of 1.5% monthly. If payment becomes a concern, please discuss it with the clinical director or clinic manager to avoid service 
charges for late payment or more active efforts to secure overdue statements.  

 
SIGNED CONSENT  

¨   I consent to disclosure of my PHI to treating health providers at SPINEgroup who are involved in my care. Your signature 
indicates you have reviewed our Informed Consent & Permission to Disclose Health Information form about the potential risks 
of assessments, treatments and rehabilitation; the collection, use and disclosure of personal information, steps taken to protect 
the information and your right to review your personal information.  You understand that, as explained herein, there are some 
rare exceptions to these commitments.  

¨   I acknowledge I have read this consent and I have discussed, or have been offered the opportunity to discuss, with my 
health provider the nature and purpose of my treatment in general, benefits and risk of treatment, alternate treatment options 
and recommendations for my condition, payment and cancellation policies and all the contents of this Consent. I have been 
given a chance to ask any questions about assessment and treatment risks and they have been answered to my satisfaction. I 
consent to the interdisciplinary treatment recommended to me by my provider including any recommended assessments, 
evaluations, rehabilitation, physical medicine, manual therapy, medical or naturopathic services and counseling services 
provided by any of the clinicians at SPINEgroup as listed in Section I. 
 
→ Email Address: _________________________________________ [optional] 
 
¨ I further agree to receive SPINEgroup’s newsletters containing news, updates and health promotions regarding SPINEgroup’s 
health services and products. You can later withdraw your consent at any time by sending an email to info@spinegroup.ca. 
 
¨  I also intend this Informed Consent to apply to all my present and future care at Spinegroup Health Clinic.    
 
Date________________________________ 
 
 
____________________________________                  _______________________________________  
Patient Signature (Legal Guardian)                                      Witness/Signature  
 
 
Print Name:__________________________                 Print Name: ______________________________  



 

COVID-19 Notice and Screening Consent  

Dear Patient:  

The purpose of this form is to enhance patient safety by screening patients for symptoms of COVID-19, 
recent travel and any knowledge of potential exposure events.  Please check each box below. 

 YES NO 
 

I consent to having my temperature taken by SPINEgroup® staff.  

 

 

 
¨ 

 
¨ 

Do you have any COVID-19 symptoms including: Fever > 38°C; Cough; 

Sore Throat; Shortness of Breath; Difficulty Breathing; Flu-like 
symptoms; or Runny Nose.   

 

 

 
 
¨ 

 
 
¨ 

Have you, or anyone in your household, travelled outside of Canada in 

the last 14 days?  

 

 

 
¨ 

 
¨ 

Have you, or anyone in your household, been in contact in the last 14 

days with someone who is being investigated or confirmed to be a case of 

COVID-19?   

 

 
¨ 

 
¨ 

 

Have you tested positive for COVID-19?   

 

 

 
¨ 

 
¨ 

 

Are you currently being investigated as a possible case of COVID-19?  

 

 
¨ 

 
¨ 

I understand that SPINEgroup® has the right to reschedule my 
appointment if I have COVID-19 symptoms, or recently traveled outside 

Canada, or have been in contact with someone who is COVID-19 positive.  

 

 
¨ 

 
¨ 

 

I confirm that the information I have provided on this form is truthful and accurate. 

 

_______________________________________________________ SIGNATURE OF PATIENT 

 

 

Printed Patient Name: ___________________________________ Date: __________________ 


	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off


