
Welcome to Dr. Mascali's Office!

We appreciate and value the privilege of serving you
and your family through Chiropractic Care!

We offer detailed examinations, specific and gentle Chiropractic adjustments and

varied therapies to partner with you in maintaining or regaining your health.

Appointments

We make very attempt to stay on schedule and it is helpful if you are on time for your
appointments. We do not double book - therefore, the time scheduled is reserved specifically for
you. We encourage you to schedule in advance so that you can book the time slots you prefer.

We understand that unforeseen events may require you to reschedule or cancel an appointment.
In that case, please give us the courtesy of a24-hour notice. This enables us to reschedule you
for the time you would prefer, while filling the appointment with another patient that may need it

- as we frequently have a waiting list for cancellations.

In the event a patient misses a scheduled appointment without calling to reschedule or cancel, we

must charge a $50 fee.

Payment

We are currently out-of-network with all major medical insurance companies; however, your

policy may have a provision which covers part of your care in our office. In these cases, patients

pay in fulI at the time service is rendered and we provide a receipt for your reimbursement.

In most cases of automobile accident or worker's comp injury, we are able to bill directly to the

appropriate insurance company. Your unique policy and circumstance will determine our ability
to do so. Please understand, since our relationship is with You, our patient, and not an insurance

company; ultimately, we must hold you responsible for all fees for services rendered.

I have read and agree to the above office policy.

Signatu re Date



Name Age '--=--- Date

...Please list ALL your current health complaints, including the reason that
brought you to our office:

...List any other doctors seen for current problerns and list treatment received
and results:

..List medications vou are now taking:

..Have you ever been in an automobile accident? Date and information

...Have you ever had an industrial/work related injury or anv other serlous
injury, which required treatment:

...List all surgeries you have had and list dates:



Nanre:

Head:
Headache Severitr: Mild l\'{oderate I Severe
Frequencl: I 2 i "l 5 times per da,l i w'k. mo

Characteristics: Sharp , Dull 1 Constant," Intermiftent
Located: _ -_Other:

Neck:
Pain Severitl': Mild I Moderate,,' Severe
Location: Right' Left ,' Both
Pain rvith movement: Forrvard,'Backward i'Tunr i Bend
Characteristics: Stiffiress i Spasm 

" 
Grinding

Other:

Date:

Sl'MPTOM StjR\TY: Please Circle AI-L that Appll'

tlips and Legs:
Pain in bunocks Right Left ,'Both
Severitv Mild , Ivloderate Severe

Pain in hip Right,'Leff ,'Both
Severil, Mild 'Moderate 'Severe

Pain dorvn leg Right,' Lefi ," Both
Severity lv{ild 'Moderate ' Set'ere

Numbness leg Right 'Left I Both
Severity, Miid '' Moderate ,'' Severe

Knee pain Right, Left r Both
Severitl Mild I Moderate ' Severe

Leg Cramps Right ,'Left i Both
Severiry' Miid ,'Moderate ,i Severe

Shoulder:
Pain in joint
Pain across shoulder
Movement resfficted
Tension

Arms:
Pain in upper arm
Pain in elbou'
Pain in Forearnt
Tingling,,Nunrbness

Hands:
Pain in rvrist
Pain in Hand
T'inglingNumbness

Lett,'Righl Both
Left tfught / Both
Left/RightlBoth
LeftiRightiBoth

LefttRightrBoth
LeftiRightiBoth
Left/RightiBoth
LeftiRight/Both

LeftifughtiBoth
LeftlRight/Both
LeftiRightiBoth

Feet:
Ankle Pain
Srvollen Anlile
Foot Pain
Numbness
Swollen Feet
Cramps

Notes

Mid back:
Pain Severiry: Mild I Moderate i Severe
Location: fught ,' Left i Both
Pain with movement: Forward,'Backward /-Iurn i Bend
Characteristics: Sharp I Dull / Constant / Interrninent
Other:

Chest:
Pain in deep chest
Pain in ribs
Pain Severiry'

LeftiRightiBoth
Left; Right i Both
Mild / lvloderate ,/ Severe

Abdomen:
Pain Severif)': l\4ild r'Moderate ' Severe

Location: Right,' Left ,' Both
Characteristics: Nausea.i Gas ' Cottstipation I Diarrhea

Lovl'back:
Pain Severity: Mild ;'Moderate i Severe
Location: Right /l,eft l Both
Pain u,ith movement: Forward iBackward i Tum,'Bend
Characteristics: Sharp ,'Dull / C-onstant i Intermittent
Other:

Right, Left ' Both
Right,' Le{1 , Both
Right,'Left , Both
RightrLeftiBoth
RightiLefttBoth
Right Left 'Both



Ei-v-es:

( ) Blurring of vision
( ) Double Vision
( ) tiye Fatigue easily
( ) Excessive tearing
( ) Light bothers eyes
( ) Excessive itching
( ) Pain in e-veball

Ears:
( ) Loss of hearing
( ) Pain in ears
( ) Discharge fi'om ears
( ) Veftigo
( ) Ringing in ears

Nose/Sinus:
( ) Unusual nasal discharge
( ) Nose bleeds
( ) Pressure over eyes
( ) Pressure under eyes
( ) Obstmction of nose
( ) Frequent Colds
( ) Sinusitis
( ) Nasal allergies
( ) Loss of smell
( ) Nasaltrauma
Mouth./Throat:
( ) Pain in mouth
( ) Pain in throat
( ) Bleeding gums
( ) Cavities
( ) Abscessed teeth
( ) Dentures
( ) Difficulfy swallowing
( ) Changes in voice
Respiratory:
( ) Shortness of breath
( ) Cannot breathe while
lying
( ) Cannot sleep while lying
( ) DrV cough
( ) Productive cough
( ) Coughing up blood
( ) Wheezing

Gastrointestinal:
( ) Poor appetite
( ) Constant nibbling
( ) Difficult swallowing
( ) Indigestion
( ) Some f,oods bother
( ) Nausea, vomiting
( ) Jaundice
( ) Abdominalpain
( ) Change in borvel
( ) Diarrhea
( ) Constipation
( ) I'lemorrhoids
Genitourinar)':

urination is: ( )frequent
( ) normal
( ) infreq

amount is: ( )high
( ) normal
( ) lorv

( ) Need to get up at night to
urinate
( ) Abnormal intense desire to

urinate
( ) Difficulty starting
urination
( ) Decreased output
( ) Pain on urination
( ) Dribbling
( ) Blood in urine
( ) Cloudy urine
( ) Lake ofbladder conffol
( ) Abdominal pain

Skin/Hair/Nails:
( ) Eczema
( ) Itchy skin
( ) Dry scalp
( )Oily scalp
( ) Rough, scaly skin
1 ) Drf ioily skin
( ) Psoriasis
( ) Yellorv skin
( ) Bruise easill,
( ) Paper thin nails
( ) Nail biting
( ) Baldness

Venereal Disease:
0 AIDS
( ) Syphilis
( ) Gonorrhea
( ) Other

Social History:
( ) Smoking
( ) Tobacco, other
( ) Alcohol use
( ) Drink coffee, tea
( ) Nervousness
( ) Irritability
( ) Fatigue
( ) Depression
( ) Cenerally run-down
( ) Crave sweets

1 ) Crave salt

Diet:
( ) Balanced
( ) Not balanced

Rest:
( ) Sufficient
( ) Not sufficient

Recreation:
( ) Sufficient
( ) Not sutficient

Stress Levels:
Familv Job

()severe ()severe
()mod Omod
()niin ()min
Onone ()none

Work:
( ) I like it very much?
()lt'ok
()thateit

For Women:
( ) Painful period
( ) Spotting
( ) Vaginal discharge
()PMS
( ) Irregular periods

1) Lumps in breast
# pregnancies _ __
# deliveries

Family history:

C'ancer yes no

Relationship

Diabetes
Relationship

_ )'es _ 'no

Heart
Relationship

ves no

Kidnev
Relationship

les no

Lung
Relationship

ves no

Osteoporosls ves ___no
Relationship _

Scoliosis _;,'es _no
Relationship _

System Review



...About You

MI .- SS#

Address Home # 

-
Email

Emplol,'er Occupation -- Work #

Emergenc-v Contac
!
ft

., .Account information

Person Financialll' Responsible for Account .==-

Address Relationship

SS#-

.. . Insurance Information

Phone DOB

Insurance Co.

Address for Claims ---------

Name of Primary Insured DOB

Pt. ID# Group#

Customer Service Phone

I autho rtze Dr. Mascaii and his agents to perform examination and treatment,
including x-ray exam and to diagnose and administer whatever chiropractic
care is deemed necessary. I am NOT Pregnant.

I authorize assignment of my insurance benefits or sllms from any settiement,
judgment or verdict directly to Edward J- Mascali, D.C- for the services he

ptorrid"". I autho rtze the release of my records to insurance companies, other
medical professionals or attorneys offices' I also authorize Dr' Mascali to
reiease *y *-.ays to a radiologist if a second opinion is necessary' I

understand there is a fee for this service and I r'r'ill be responsible for the fee'

I agree to pay Dr. Mascali for his services as the charges are incurred, unless
otkrer arrangements have been made prior to treatment' I understand that m-v

insuran.. plr., is a contract betr,r'een my company and me and that I am fullv
responsible for payment of all fees.

signature

Birth Date 
- 

Age SMWD Cell #



Informed consent to Chiropractic Treatment with Edward J. Mascali, D.C.

Pleose read this consentform,feelfree to ask ony questions you may have and then sign where
indicoted at the bottom.

Clinicians who use spinal manuaVinstrument therapy techniques, such as for example joint adjustment or
manipulation or mobilization, are required to inform patients that there are or may be some risks

associated with such treatment.

While rare, some patients have experienced muscle and ligament sprains or strains, or rib fractures
following spinal manual therapy. There have been reported cases of injury to a vertebral artery following
neck adjustment, manipulation and mobilization. Such vertebral artery injuries may on rare occasion
cause stroke, which may result in serious neurological injury and/or physical impairment. This form of
complication is an extremely rare event, occurring about I time per 1 million treatments.

There have been reported cases of disc injuries following spinal manual therapy, although no scientific
study has ever demonstrated that such injuries are caused, or may be caused, by adjustment or
manipulative techniques and such cases are also very rare.

Treatments provided in my office, including spinal adjustment, manipulation and /or mobilization, have

been the subject of much research conducted over many years and have been demonstrated to be

appropriate and effective treatments for many common forms of spinal pain, pain in the

shoulders/arms/legs, headaches and other similar symptoms. The risk of injury or complication from
manual treatment is substantially lower than the risk associated with many medications, other treatments

and procedures frequently given as alternative treatments for the same forms of musculoskeletal pain and

other associated syndromes.

Additionally, we primarily use the Activator Method in our practice. The Activator Method is one of the

most widely-researched chiropractic techniques and the only instrument adjusting technique with
23 clinical trials to support its efficacy. Activator Methods has published hundreds of clinical and

scientific peer-reviewed papers, worked with major academic research institutions, and received grants

from recognized entities like the National Institutes of Health. - activator.com/research

Acknowledgement: I acknowledge I have discussed, or have been given the opportunity to discuss, with
my Dr. the nature of chiropractic treatment in general and my treatment in particular as well as the

contents of this consent.

Consent: I consent to the chiropractic treatment(s) offered or recommended to me by my clinician,
including joint adjustment or manipulation or mobilization to the joints of my spine (neck and back),

pelvis and extremities (shoulder, upper limbs and lower limbs). This consent applies to all my present and

future treatments with Dr. Mascali.

Date

Patient / Guardian Signature



Name of Patient:

Medical Payment information

ln order to file your Med-Poy Claim our office must hove the

following information prior to treatment:

Date of Accident:

The lnsurance Company insuring the vehicle you were in
at the time of the accident.

Today's Date:

Name:

Claims Address:

Adjuster's Name:

Phone Number:

l, hereby, authorize and direct my insurance company, attorney or insurance adjuster to

promptly pay Edward J. Mascali, DC any monies due and owed him for fees incurred for

chiropractic services rendered and to withhold such sums from any settlement, judgement or

verdict as may be necessary to fully compensate said doctor.

I understand that I am fully and directly responsible to Dr. Mascali for all fees incurred in his

office and for care rendered to me. I further understand that such payment is not contingent

on any settlement, judgement or verdict by which I may eventually recover said fee'

Signatu re Today's Date

[.s'r.rq{3{i

CLAIM NUMBER:



Patient Information

Last

AUTO ACCTDENT FORM

First
Birthdate I IMiddle

Address
City State zip

Today's Date 

-l -J 

-Email

Occupation Employer

Contact Name
Contact Phone Number

Accident Information

Date of accident- l-
Road conditions at the time of accident

Time of accident amlpm

Describe the accident in your own words

If so, please describe here

Where were you seated in the vehicle?
Did you lose consciousness upon impact?

contact the inside of the vehicle? Yes No
Yes No Did any part of your bodY

Were you wearing a seatbelt? Yes No
If yes, did you receive any injury or bruising from the seatbelt? Yes No

Atthe time of the accident orjust after did you become or experience any of the

following? I Disoriented tr Confused JDizzy I Nauseated I Blurred Vision

I Loss of Balance E Lightheaded I RinginglBuzzing in Ears

Do you still have any of these symptoms? Yes No



Did you go to the hospital? Yes No If yes, when?

Name of hospital?
What did the hospital do for your injuries? (collars, splints, x-rays, medication,

surgery, etc.)
What was their diagnosis?
What did they recommend for follow-up care?

Was any other doctor consulted after your accident? Yes No
If yes, please complete information below:

Dr. Specialty:
Date first seen: I I
Type oftreatment:

Auto Accident Insurance Information:

Name of YOUR Auto Insurance Company:

Address for Claims:

Med-Pay Claim # :

Name and Phone of Adjuster :

Was this accident on the job? Yes No Is there a police report? Yes l{o

Lost time at work? Yes No Amount:

Workman's Comp Insurance Information:

Name of Company:

Claim # :

Name and Phone Number of Adjuster:

Address for Claims:



NECK DISABILITY INDEX
Please Read: This questionnaire is designed to enable us to understand how mu-ch Y.our

has affected your aUiiity to manage your everyday activities' Please answer each Section

the ONE CHOICE that most upilli* to you. We reatize that-you m-ay fe*-:!ut more than

ment may relat.; vou,uut fi]nasE,'JUST CIRCLE rfir' oNiE cHoICE WHIC

CLOSELY DESCRI-BES YOUR PROBLEM RIGHT NOW.

DATE:

neck pain
by circling
one state-
:H MOST

Section I - Pain IntensitY
A I have no pai'' at the moment.
B The pain is very mild al 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 is the worst im at the moment

Section 2 - Personal Care (lVashing Drcssing, etc.)
A I can look after myself normally without causing extra

B
c
D
E
F

Section 3 - Ufting
A I can lift heavy weights without extra pain.
B I can tift heavy weights, but it gves extra pain.

C pain prevents me from lifting heavy weights off the floor,
but I can manage if they are conveniently positioned
for e:rample, on a table.

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

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

Reviscd 10176191

Comments:

Section 6 -- Concentration
A I can concentrate fully when I want to with no diffficulty'
B I can concentrate fully when I want to with slight

difficulty.
C I have a-fair degree of difficulty in concentrathg when

I want to.
D I have a lot of difficulty in concentrating when I want to'

E I have a great deal of difficulty in conceatrating when I
want to.

F I cannot concentrate at all.

Section 7 - Work
A
B
C
D
E
F

I can do as much work as I want to.

I can only do my usual work, but no moro.
I can do most of my usual work, but no more.
I cannot do my usual work.
I can hardly do anY work at all.
I cannot do an work at all.

Section 8 - Driving
A I can drive my car without any neck pain.

B I can drive -y cut as long as I want with 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 hardiy drive a[ aI because of severe pain in my neck'

F I cannot drive mY car at all

Section 9 - SleePing
A
B
C
D
E
F

I have no trouble s leeping.
M sl slightly disturbed

mildly disturbed (
(less than L hour sleep less )v eep ls

My sleep 1S 1 ) hours sleepless )
My sleep ls moder ately disturbed (2-3 hours sleepless)
Mv sleep IS great Iv disturbed (3-5 hours sleepless )
Mv sle ls disturbed (5 7 hours )

Section 5 - Headaches
A I have no headaches at all.
B I have sligbt 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 elmost all the time.

Section l0 - Recrcation
A I am able to engage in all of my recreatioual 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 utyal

recreational aciivities 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 rlcreational activities because of pain

io my neck.
F I cannot do recreational activities at all.

Afrn. Vemon & Mior, 199'1

Repinted by "t the loumal Manipulative and

pain.

ca-re.

bed.



ACTTVATOR METHODS, INC., P.O.Box 80317, Phoen ix, AZ 85060-0317

(602) 224-0220 Fax: (602) 224'An0

NECK DISABILITY INDEX

NAME:
AGE: DATE OF BIRTH:

OCCUPATION:
WEEKS

HOW LONG HAVE YOU HAD NECK PAIN? _YEARS 

-MONTHS
TS THIS YOUR FIRST EPISODE OF NECK PAIN? 

-YES -NOON THE DIAGRAMS BELOW, PLEASE MARK WHERE YOU ARE EXPERIENCING PAIN'

RIGHT NOW. (Please remember to complete both sides of this form')

::i::::::::l::a::::.iili::::::::::::i:::;':::::::: i:,:l:i: i"'_':i:::::':::::i::'?iii:: : lti . : i: i:i: :;::ili:ii::':::'iiii:' :: r"'i:: ' ':lrr' :'i::::l::i':::::':':::":':_ "
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REVISED OSWESTRY CHRONIC LOW BACK PAIN DISABILITY QUESTIONNAIRE
Please Berd: Ttris questionnaire is designed to enable us to urderstand how much your )ow back pain has 8.fr€ct€d

your ability t Esnage your everyday activities. Plesse arswer each section by circling the ONE CHOICE that xoost

applies to you. We realize that you Eay feel that more than one stateEent Day relat€ to you, but PLEASE JUST
CIRCLE THE ONE CHOICE WHICH MOST CLOSELY DESCAIBES YOUR PROBI.EM R,IGHT NO\['.

SECTION I -- Pai-n Inteneity
A Tho pairr cotn€8 and goes and ie very mild.
B The pain ia mild and doea not vary much.
C The pain corDe8 and goea and ie moderate.
D The pain is moderate and doee not vary much.
E The pain corneo and goea and ie aavore.
F Tha pain ie sever€ and does not vary rauch.

SECTION 2 - Pereoaql Care
A I would not have to change my w8y of waehing or dreaaing

in order to avoid pain.
B I do not noraally chqqge rny way of waehing or &easing

oven though it cauaee eome pai-n.
C Waahing and dreeeing increaeee the pain, but I manage not

to change Ey way of doing it.
D Waahing and &eseing increaaee the pain and I 6nd it

necoeaary to changc rny way of doing it.
E Becauee of t}e pain, I am unable to do Bome waebing and

dreeaing wittrout help.
F Becauge of the pain, I am unable to do any waehing or

dreaaing witfiout help.

SECTION I - Llfting
A I can Iift heaqT weights wit}out ertra pain.
B I cr'' lift heavy weights, but it caures extra parn.
C Pain preventg me from lifting heavy weighte off the floor.
D Parn prevents me from lifting heavy weighta off the floor,

but I can EAqaRe if they are conveniently poeitioned, 8.g.,
on a table.

E Parn prevents me from lifbing hoavy weighta, but I can
rnanage light to medium weigbta if they are conveniently
poeibioned.

F I can only iilt very light weighte, at the moet.

SECTION 4 - Wdking
A Pain does not prevent me from wdking any diatance.
B Pain preventa me from walking lDore than one miJe.
C Pain preventa me from walking more than 1/2 mile.
D Pain preveats me from walking Eore than 1/4 mile.
E I can only wdk while ueing a cane or on cnrtchea.
F I am in bcd moet of the time and havo to crewl to the

toilet.

SECTION 6 - SrttiDgi
A I can eit in any chair ae long as I like without pain.
B I can only ait in my favorite chair as long ae I like.
C Pain prcvcnta me from eitting urone than one hour.
D Pain provents me from aittinS'rnone than 1/2 hour.
E Pain prevents me froa aithing tnorre than ten minutee
F Pain preveats me from eitting et dl.

From: N. Hudeon, K. Tome-Nicholaon, A. Brcen; 1989

SECTION $ - $lsrrding
A I can atand as long as I want without paur.
B I have aome pain while etanding, but it doee not rncreaae

\rith tiloe.
C I carurot atand for longer than one hour without rncreaeing

pein.
D I carurot rtand for longer than 1/2 hour w:thout incroaarng

pain.
E I cannot atsnd for longer thsn ten minutee without tncreae-

ing pain.
F I avoid rtanding, becauee it increaeee the parn etraight away.

SECTION 7 - Sleepi-ug
A I get no pain in bed.
B I got pain in b€d, but it does not prevent me from eleeprng

well.
C Beeauaa of pain, my noraal uight'a eleep ia reduced by leee

than onequartcr
D Beceure of pain, my norual night'e eleep ie reduced by leee

than one-half.
E Becauae of pain, rny norcral night'e aieep ie reduced by leae

then tiroequarteru.
F Pain prctrents me from aleeping at all.

SECTIONS-SooidLife
A My aocial life ia norad and givee me no parn.
B My eocial life is norzod, but increagee the degree of my parn
C Pain has no aignificant effec! on my soci.al life apart from

Iiniting roy Eoore onergetic intereets, e.g., dancing, etc.

D Pain hae reskictod my aocial life and I do not go out very
oftsn.

E Pain has restricted my eocial life to my home.
F' I have hardly any eocial life becaueo of the parn.

SECIION 10 - Ch^DSirrg Degeo of Poin
A My pain is rapidly gettiag bstter,
B My paur fluctuatea, but overall 1s dafinit€ly getting better
C My pain se€rna to be gptti:rg better, but rmprovement is

alow at preeent.
D My pain is neither getting bettcr nor woroe.
E My pain ia gradually woraening.
F My pain is rapidly woreening.

SECTION I - Tbavcling
A I get no pain while traveling.
B I get come pain while traveiing, but none of my ueual

forms of travel make it any woroe.
C I get ertra parn while traveling, but it doee not compel me

to reek alternative forme of travel.
D I gnt ertra parn while traveling which compeia me to ee€k

alternative forae of travel.
E Pain regtrictc ell forme of travel.
F Pain prevente ali fotzre of travel ercept that done lrnng

dowu.

REYISED 9AII92

Pahent Signa,ture:

Coaoents:

Date:



REVISED OSWESTRY CHRONIC LOW BACK PAIN DISABILITY QTIESTIONNAIITE

HOW LONG HAVE YOU IIAD LOW BACK PAI}.I? 
-reANS -MONTHS -WEEI{S15 THIS YOLIR FIRST EPISODE OF LOW BACK PAIM 
-YES -NOUSE TTIE LETTERS BELOW TO INDICATE TTfi TYPE

AND LOCATION OF YOUR SENSATIONS RIGHT NOW
(Please remember to complete both sides of this form')

IGY A=ACTIE B=BUR}.IING N=NUMBNESS

P=PINS & NEEDLES S=STABBING O=OTIIER

DATE

AGE: # DATB OF BIRT[I': OCCIJPAIION: . 

-

ACTwATOR METHODS, INC.. P.O' Box E0317, Phoenix' AZ 850604317

(602) 22J.A?20 Fax: (602) ?,2/,'0230
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Edward J. Mascali, D.C.
140 Vann Street, Suite 400

Marietta, GA 30060
770.421 .8877

Consent for treatment of a minor:

Child's Name:

I , the parent or giuardian of the

minor child, hereby authorize

and direct Dr. Mascali to perform chiropractic examination and

treatment for my child born on the day of

Printed Name

Signature Date


