PATIENT'S PRESENT COMPLAINTS

For questions, please call ASHP at 800:972-4226

American Specialty Health Plans (ASHP)

8989 Rio San Diego Dr., Suite 250, San Diego, CA 92108
Fax: 619-297-1717

Name - v File#

—_—

PLEASE CHECK ALL ANSWERS AND FILL IN THE BLANKS WHERE APPROPRIATE. DESCRIBE YOUR PRESENT
COMPLAINT. This information is necessary to assist your health care provider understand your health condition.

Please describe your problem and how it began. Date problem began: / /
How bad is your pain? (Circle a number) 0 1 2 3 4 5 6 7 B 9 10
No Pain Unbearable Pain
How often are your symptoms present? O Constantly O Frequently O Occasionally O Intermittently
Describe your gurrent pain/symptoms: O Sharp/Stabbing O Throbbing O Aches
O Dull _ O Soreness 0O Weakness
O Numbness O Shooting O Gripping
O Buming O Tingling QO Other
Since it began, is your problem: O Improving O Getting Worse O No Change
What makes the problem better? 0O Nothing O Lying Down O Walking
O Standing O Sitting O Movement
O Exercise O Inactivity/rest O Other
What makes the problem worse? O Nothing O Lying Down O Walking
O Standing O Sitting O Movement
0O Exercise O Inactivity/rest O Other
Can you perform your daily home activities? O Yes O Yes, only with help O Not at all
Do you exercise? O Yes, almost daily O Yes, occasionally O Not at all
Describe your job requirements: O Mainly sitting O Light Labor O Heavy Labor
Can you perform your daily work activities? O Yes, all activities O Only some O Not at all
Describe ygur stress level: 0O None to mild O Moderate O High

What treatment have you had for this condition in the past? (surgery, medications, injections, therapy, chiropractic)

Have you had X-rays, MRI or other tests for this condition? What tests and When?

MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS. INCLUDE SYMPTOMS OF PAIN, NUMBNESS OR TINGLING

Current Weight:

Current Height:

Patient Signature:

Date:

Continued on Reverse
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- NECK PAIN DISABILITY INDEX QUESTIONNAIRE

NAME (Please Print): DATE:

AGE: DATE OF BIRTH: OCCUPATION:

HOW LONG HAVE YOU HAD NECK PAIN? ___YEARS ___MONTHS __WEEKS
IS THIS YOUR FIRST EPISODE OF NECK PAIN? we o YIS NO

USE THE LETTERS BELOW TO INDICATE THE TYPE
AND LOCATION OF YOUR SENSATIONS RIGHT NOW
(Please remember to complete both sides of this form.)
KEY: A=ACHE B=BURNING N=NUMBNESS
P=PINS & NEEDLES S=STABBING O=0THER

g \/ A

OVER PLEASE

For reordering information contact:
ACTIVATOR METHODS, INC., P.O. Box 80317, Phoenix, AZ 85060-0317
(602) 224-0220 Fax: (602) 224-0230




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.

SECTION 1 -- Pain Intensity

SECTION 6 -- Concentration

A T have no pain at the moment. A I can concentrate fully when I want to with no difficulty.
B The pain is very mild at the moment. B I can concentrate fully when I want to with slight difficulty.
C The pain is moderate at the moment. C I have a fair degree of difficulty in concentrating when I
D The pain is fairly severe at the moment. want to.
E The pain is very severe at the moment. D I have a lot of difficulty in concentrating when I want to.
F  The pain is the worst imaginable at the moment. E I have a great deal of difficulty in concentrating when I
want to.
SECTION 2 -- Personal Care (Washing, Dressing, ete.) F I cannot concentrate at all.
A Ican look after myself normally without causing extra pain.
B I can look after myself normally, but it causes extra pain. SECTION 7 -- Work
C It is painful to look after myself and I am slow and careful. A I can do as much work as I want to.
D I need some help, but manage most of my personal care. B I can only do my usual work, but no more.
E I need help every day in most aspects of self care. C I can do most of my usual work, but no more.
F I do not get dressed, I wash with difficulty and stay in bed. D I cannot do my usual work.
E I can hardly do any work at all.
SECTION 3 -- Lifting F I cannot do any work at all.
A I can lift heavy weights without extra pain.
B I can lift heavy weights, but it gives extra pain. SECTION 8 -- Driving
C Pain prevents me from lifting heavy weights off the floor, but A T can drive my car without any neck pain.
I can manage if they are conveniently positioned, for B I can drive my car as long as | want with slight pain in my
example, on a table. neck.
D Pain prevents me from lifting heavy weights, but I can C I can drive my car as long as I want with moderate pain in
manage light to medium weights if they are conveniently my neck.
positioned. D I cannot drive my car as long as I want because of moderate
E I ecan lift very light weights. pain in my neck.
F I cannot lift or carry anything at all. E I can hardly drive at all because of severe pain in my neck.
F I cannot drive my car at all.
SECTION 4 -- Reading
A I can read as much as I want to with no pain in my neck. SECTION 9 -- Sleeping
B Ican read as much as I want to with slight pain in my neck. A 1 have no trouble sleeping.
C I can read as much as I want to with moderate pain in my B My sleep is slightly disturbed (less than 1 hour sleepless).
neck. C My sleep is mildly disturbed (1-2 hours sleepless).
D I cannot read as much as I want because of moderate pain in D My sleep is moderately disturbed (2-3 hours sleepless).
my neck. E My sleep is greatly disturbed (3-6 hours sleepless).
E Icannotread as much as I want because of severe pain in my F My sleep is completely disturbed (5-7 hours sleepless).
neck.
F I cannot read at all. SECTION 10 -- Recreation
A T am able to engage in all of my recreational activities with
SECTION 5 -- Headaches no neck pain at all.
A I have no headaches at all. B I am able to engage in all of my recreational activities with
B I have slight headaches which come infrequently. some pain in my neck.
C I have moderate headaches which come infrequently. C I am able to engage in most, but not all of my recreational
D I have moderate headaches which come frequently. activities because of pain in my neck.
E I have severe headaches which come frequently. D I am able to engage in a few of my recreational activities
F I have headaches almost all the time. because of pain in my neck.
E Ican hardly do any recreational activities because of pain in
After Vernon & Mior, 1991; Reprinted by permission of the Journal of my neck.
Manipulative and Physiological Therapeutics F I cannot do any recreational activities at all.
REVISED 10/06/92
Comments:

Patient Signature:

Date:




ACTIVATOR METHODS, [NC., P.O. Box 80317, Phoenix, AZ 85060-0317
(602) 224-0220  Fax: (602) 224-0230 :

REVISED OSWESTRY LOW BACK PAIN DISABILITY QUESTIONNAIRE

NAME (Please Print): ; DATE:

AGE: DATE OF BIRTH: OCCUPATION:

HOW LONG HAVE YOU HAD LOW BACK PAIN? ‘ ___YEARS __ MONTHS ___WEEKS
IS THIS YOUR FIRST EPISODE OF LOW BACK PAIN? ____YES NO

USE THE LETTERS BELOW TO INDICATE THE TYPE
AND LOCATION OF YOUR SENSATIONS RIGHT NOW
(Please remember to complete both sides of this form.)
KEY: A=ACHE B=BURNING N=NUMBNESS
P=PINS & NEEDLES S=STABBING O=0THER

g cccec ¢ccefotqnds

OVER PLEASE

@Prih’rad on Recycled Paper.






