Malta Chiropractic and Sports Rehab
Date: ______________
Name_______________________________________________

Soc. Sec. No.________________________

Address________________________________ Cell Ph#_____________ Home Ph#________________
City__________________________________________________State_____________Zip__________________
Sex M F Age__________Birthday_______________Single

Married Wid. Sep. Divorced

Patient employed by:____________________________________________Occupation_____________________
Business Address_____________________________________________Business Phone___________________
Email Address___________________________________________________________
Who referred you to our office___________________________________________________________________
Who is your primary physician? _________________________________________________________________
Was this injury due to an accident? Yes No if yes , what type Work Auto Other________________________
If work related did you report this to your employer? Yes No
Time/date/location of accident & how you injured yourself ____________________________________________

Medical Information
Present illness /Conditions:

AIDS

Cancer

Heart Problem

Multiple Sclerosis

Spinal Disc Disease

Allergies

Cirrhosis/hepatitis

High blood pressure

Pacemaker

Thyroid trouble

Anemia

Diabetes

HIV/ARC

Prostate trouble

Tuberculosis

Arthritis

Dislocated joints

Kidney trouble

Rheumatic fever

Ulcer

Asthma

Diverticulitis

Low Blood Pressure

Scoliosis

Polio

Bone fracture

Hay Fever

Mental/ Emotional Difficulty

Sinus trouble

STD’S

Height:__________________

Epilepsy

Weight:_______________________

Family History of illness:

AIDS

Cancer

Multiple Sclerosis

Spinal Disc Disease

STD’S

Allergies

Bone fracture

Heart Problem

Low Blood Pressure

Sinus trouble

Ulcer

Anemia

Cirrhosis/hepatitis

HIV/ARC

Epilepsy

Polio

Arthritis

Diabetes

High blood pressure

Thyroid trouble

Scoliosis

Tuberculosis

Diverticulitus

Asthma

Dislocated joints

Kidney trouble

Mental/ Emotional
Difficulty
Prostate trouble
Rheumatic fever

Patient Health Questionnaire - PHQ
ACN Group, Inc. Form PHQ-202

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name

Date

1. Describe your symptoms

a. When did your symptoms start?
b. How did your symptoms begin?
2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
Constantly (76-100% of the day)

Frequently (51-75% of the day)
Occasionally (26-50% of the day)
Intermittently (0-25% of the day)
3. What describes the nature of your symptoms?
Sharp
Shooting
Dull ache
Burning
Numb
Tingling
4. How are your symptoms changing?
Getting Better
Not Changing
Getting Worse
5. During the past 4 weeks:

Unbearable

None

a. Indicate the average intensity of your symptoms
b. How much has pain interfered with your normal work (including both work outside the home, and housework)

Not at all

A little bit

Moderately

Extremely

Quite a bit

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?
(like visiting with friends, relatives, etc)

All of the time

Most of the time

Some of the time

A little of the time

None of the time

Fair

Poor

No One
Other Chiropractor

Medical Doctor
Physical Therapist

Other

Xrays date:

CT Scan

date:

MRI

Other

date:

7. In general would you say your overall health right now is...

Excellent

Very Good

8. Who have you seen for your symptoms?

Good

a. What treatment did you receive and when?
b. What tests have you had for your symptoms
and when were they performed?
9. Have you had similar symptoms in the past?
a. If you have received treatment in the past for
the same or similar symptoms, who did you see?
10. What is your occupation?

a. If you are not retired, a homemaker, or a
student, what is your current work status?
Patient Signature

date:

Yes

No

This Office
Other Chiropractor

Medical Doctor
Physical Therapist

Other

Professional/Executive
White Collar/Secretarial
Tradesperson

Laborer
Homemaker
FT Student

Retired
Other

Full-time
Part-time

Self-employed
Unemployed

Off work
Other

Date

Back Index
ACN Group, Inc. Form BI-100

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name

Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity
The pain comes and goes and is very mild.
The pain is mild and does not vary much.
The pain comes and goes and is moderate.
The pain is moderate and does not vary much.
The pain comes and goes and is very severe.
The pain is very severe and does not vary much.

Sleeping
I get no pain in bed.
I get pain in bed but it does not prevent me from sleeping well.
Because of pain my normal sleep is reduced by less than 25%.
Because of pain my normal sleep is reduced by less than 50%.
Because of pain my normal sleep is reduced by less than 75%.
Pain prevents me from sleeping at all.

Sitting
I can sit in any chair as long as I like.
I can only sit in my favorite chair as long as I like.
Pain prevents me from sitting more than 1 hour.
Pain prevents me from sitting more than 1/2 hour.
Pain prevents me from sitting more than 10 minutes.
I avoid sitting because it increases pain immediately.

Standing
I can stand as long as I want without pain.
I have some pain while standing but it does not increase with time.
I cannot stand for longer than 1 hour without increasing pain.
I cannot stand for longer than 1/2 hour without increasing pain.
I cannot stand for longer than 10 minutes without increasing pain.
I avoid standing because it increases pain immediately.

Walking
I have no pain while walking.
I have some pain while walking but it doesn’t increase with distance.
I cannot walk more than 1 mile without increasing pain.
I cannot walk more than 1/2 mile without increasing pain.
I cannot walk more than 1/4 mile without increasing pain.
I cannot walk at all without increasing pain.

Personal Care
I do not have to change my way of washing or dressing in order to avoid pain.
I do not normally change my way of washing or dressing even though it causes some pain.
Washing and dressing increases the pain but I manage not to change my way of doing it.
Washing and dressing increases the pain and I find it necessary to change my way of doing it.
Because of the pain I am unable to do some washing and dressing without help.
Because of the pain I am unable to do any washing and dressing without help.

Lifting
I can lift heavy weights without extra pain.
I can lift heavy weights but it causes extra pain.
Pain prevents me from lifting heavy weights off the floor.
Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).
Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.
I can only lift very light weights.

Traveling
I get no pain while traveling.
I get some pain while traveling but none of my usual forms of travel make it worse.
I get extra pain while traveling but it does not cause me to seek alternate forms of travel.
I get extra pain while traveling which causes me to seek alternate forms of travel.
Pain restricts all forms of travel except that done while lying down.
Pain restricts all forms of travel.

Social Life
My social life is normal and gives me no extra pain.
My social life is normal but increases the degree of pain.
Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).
Pain has restricted my social life and I do not go out very often.
Pain has restricted my social life to my home.
I have hardly any social life because of the pain.

Changing degree of pain
My pain is rapidly getting better.
My pain fluctuates but overall is definitely getting better.
My pain seems to be getting better but improvement is slow.
My pain is neither getting better or worse.
My pain is gradually worsening.
My pain is rapidly worsening.

Back
Index
Score

Neck Index
ACN Group, Inc. Form NI-100
ACN Group, Inc. Use Only rev 3/27/2003

Patient Name

Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity
I have no pain at the moment.
The pain is very mild at the moment.
The pain comes and goes and is moderate.
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.

Sleeping
I have no trouble sleeping.
My sleep is slightly disturbed (less than 1 hour sleepless).
My sleep is mildly disturbed (1-2 hours sleepless).
My sleep is moderately disturbed (2-3 hours sleepless).
My sleep is greatly disturbed (3-5 hours sleepless).
My sleep is completely disturbed (5-7 hours sleepless).

Personal Care
I can look after myself normally without causing extra pain.
I can look after myself normally but it causes extra pain.
It is painful to look after myself and I am slow and careful.
I need some help but I manage most of my personal care.
I need help every day in most aspects of self care.
I do not get dressed, I wash with difficulty and stay in bed.

Lifting
I can lift heavy weights without extra pain.
I can lift heavy weights but it causes extra pain.
Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).
Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.
I can only lift very light weights.
I cannot lift or carry anything at all.

Reading
I can read as much as I want with no neck pain.
I can read as much as I want with slight neck pain.
I can read as much as I want with moderate neck pain.
I cannot read as much as I want because of moderate neck pain.
I can hardly read at all because of severe neck pain.
I cannot read at all because of neck pain.

Concentration
I can concentrate fully when I want with no difficulty.
I can concentrate fully when I want with slight difficulty.
I have a fair degree of difficulty concentrating when I want.
I have a lot of difficulty concentrating when I want.
I have a great deal of difficulty concentrating when I want.
I cannot concentrate at all.

Work
I can do as much work as I want.
I can only do my usual work but no more.
I can only 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 any work at all.

Driving
I can drive my car without any neck pain.
I can drive my car as long as I want with slight neck pain.
I can drive my care as long as I want with moderate neck pain.
I cannot drive my car as long as I want because of moderate neck pain.
I can hardly drive at all because of severe neck pain.
I cannot drive my car at all because of neck pain.

Recreation
I am able to engage in all my recreation activities without neck pain.
I am able to engage in all my usual recreation activities with some neck pain.
I am able to engage in most but not all my usual recreation activities because of neck pain.
I am only able to engage in a few of my usual recreation activities because of neck pain.
I can hardly do any recreation activities because of neck pain.
I cannot do any recreation activities at all.

Headaches
I have no headaches at all.
I have slight headaches which come infrequently.
I have moderate headaches which come infrequently.
I have moderate headaches which come frequently.
I have severe headaches which come frequently.
I have headaches almost all the time.

Neck
Index
Score

Assignment and Instructions
For Direct Payment to Doctors
Private and Group Accident and Health Insurance
(Also, to those patients who are uninsured and will be responsible for payment)

I hereby instruct the __________________________________________
Insurance Co. to pay by check made out and mailed directly to:
Malta Chiropractic and Sports Rehab, 2460 State Rt. 9, Malta, NY
12020 the chiropractic expenses benefits allowable, and otherwise payable
to me under my current insurance policy as payment toward the total charges
for professional services rendered. This is a direct assignment of my rights
and benefits under this policy. This payment will not exceed my
indebtedness to the above mentioned assignee, and I have agreed to pay, in a
current manner, any balance of said professional service charges over and
above this insurance payment. Or if you are uninsured this agreement binds
you as the patient to ultimate financial responsibility.
A photo copy of this Assignment shall be considered as effective and valid
as the original.
I also authorize the release of any information pertinent to my case to any
insurance company, adjuster or attorney involved in the case.
Date:__________________________________
Signature of Policyholder:_______________________________________
Signature of Claimant:__________________________________________
If other than the policyholder
Witness:_____________________________________________________

Malta Chiroparactic and Sports Rehab
Financial Policy

•

We will attempt to contact your insurance in order to get a general indication of
your potential financial responsibility for care at Malta Chiropractic and Sports Rehab.

•

Information from insurance companies may not be accurate, therefore Malta
Chiropractic and Sports Rehab cannot assure you of the accuracy of this information,
and we highly recommend that you confirm your benefits and financial obligation for
care directly with your contracted insurance company.

•

If there is an unmet deductible, payment is expected at the time of services being
rendered.

•

If you have an HRA program that does not provide a credit card type payment option,
you will responsible for payment at the time of service and will be provided with an
invoice reflecting your payment for reimbursement through your HRA program.

•

Ultimately, it is the responsibility of the patient or patients’ guardian to pay for any
services not covered by your insurance company.

Date: _________________________
Patient Signature: ___________________________________________________
Guardian Signature: _________________________________________________

Malta Chiropractic and Sports Rehab

Informed Consent
The determination of an appropriate plan of chiropractic/physical rehabilitation for the neuromusculoskeletal conditions may involve or include the utilization of orthopedic, neurological
and physical performance testing and physical manipulative and exercise/rehabilitation
therapies. Should these procedures be deemed appropriate in your case, you will be evaluated
by Dr. Block or Dr. Waqas to determine if you have any conditions that indicate you should not
engage in any particular test or therapeutic procedure.
I understand that, as with any form of physical activity or exercise, orthopedic, neurological and
physical performance testing and physical manipulative and exercise/rehabilitative therapies
carry with them a small inherent risk of injury which includes but is not limited to minor strains,
intervertebral disc compromise, and there is a certain (albeit rare) inherent risk of complication
including but not limited to muscle strains, dislocation, skin irritation, costovertebral strains,
factures, disc trauma and cardiovascular accidents. I understand that Dr. Block or Dr. Waqas will
not be able to anticipate all potential complications, but elect to rely on their clinical expertise
and judgment to determine courses of clinical action, based upon known facts, which are
considered to be in my best interest. I understand that results are not guaranteed and that I
have an opportunity to discuss the purposes and risks associated with all recommended
evaluation and treatment procedures at any time.
I have read and understood the preceding statements and hereby consent to voluntarily
participate in anticipated orthopedic, neurological and physical performance testing and
physical, manipulative and exercise/rehabilitation therapies as deemed appropriate by Dr.
Block or Dr. Waqas. If at any time I decide that I am unwilling to engage in these procedures, I
reserve that right to inform them of such and not participate in these forms of evaluation or
treatment.

Patient/Guardian’s signature __________________________________________________
Date ___________

