
      
PATIENT INFORMATION 

 
       Clinic:   Highland Natural Care Center 

       Account #:        

       Date:         
Patient Information 
Name:  

Address: City: State: Zip:  

Home Phone:  Work Phone:  

Age:  Gender:   Female   Male     Birth date   SS #:  

Employer:  Occupation:  

Emergency Contact: Phone:  

 
Policy Holder Information 
Name:  Relationship:  

Address: City:  State:  Zip:  

Home Phone:  Work Phone:  

Gender:   Female   Male     Birthdate:  SS #:  

Employer:  

How did you hear about our office?  (Please list specific provider, media source, Northwestern intern, etc.): 

  

Primary Health Care Practitioner and/or Clinic:  

Phone:  

Other provider(s) seen for this specific condition:  

Phone:  

 
Note: 
The front desk may have you sign a Patient Authorization to Release Information form as we would 
want to request information from other providers that have participated in your care.  This will help 
insure that we have all information concerning your condition. 
 

03/03/06       Clinical Services     Form # 17                                                                                                                    F:Forms/Clinic Forms/Patient Information 1.doc 
2501 West 84th Street * Bloomington,  MN  55431-1599 * 952.888.4777 * FAX:952.886.7592 * www.nwhealth.edu 
 



Patient Health Questionnaire - PHQ

Patient Name Date

1. Describe your symptoms

Patient Signature Date

5. During the past 4 weeks:

Indicate where you have pain or other symptoms

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)

ACN Group, Inc. Use Only   rev 7/18/05

Not at all A little bit Moderately Quite a bit Extremely

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

Good Fair PoorExcellent Very Good

2. How often do you experience your 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)

4. How are your symptoms changing?

Getting Better

Not Changing

Getting Worse

3. What describes the nature of your symptoms?

Sharp

Dull ache

Numb

Shooting

Burning

Tingling

8. Who have you seen for your symptoms? No One
Chiropractor

Medical Doctor
Physical Therapist

Other

b. What tests have you had for your symptoms
and when were they performed?

Xrays CT Scan

Other

9. Have you had similar symptoms in the past? Yes No

a. If you have received treatment in the past for 
the same or similar symptoms, who did you see?

10. What is your occupation?
Professional/Executive

White Collar/Secretarial

Tradesperson

Laborer
Homemaker
FT Student

Retired
Other

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

MRI

This Office
Chiropractor

Medical Doctor
Physical Therapist

Other

Full-time Self-employed
Unemployed

Off work
Part-time Other

a. What treatment did you receive and when?

date:

date:

date:

date:

a. When did your symptoms start?

ACN Group, Inc. - Form PHQ-202

All of the time Most of the time Some of the time A little of the time None of the time

b. How did your symptoms begin?

b. How much has pain interfered with your normal work (including both work outside the home, and housework)

a. Indicate the average intensity of your symptoms

None Unbearable
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Please read thoroughly, initial at each section and sign at the bottom.  Thank You 

Authorization to Release Information 
__________ I authorize this health care facility to release all information related to the care I receive to my HMO, 
insurance company, third party payor or their designee.  I understand that this may be necessary for the payment of 
my bill, determining benefits or for utilization and quality review purposes. 

Information about Possible Risk of Chiropractic Treatment 
__________ You have the right, as a patient, to be informed about your condition and the recommended integrative 
and complementary procedure to be used so that you make an informed decision whether or not to undergo the 
procedure after knowing the risks and hazard involved.  This disclosure is not meant to scare or alarm you; it is simply 
an effort to make you better informed so you may give or withhold your consent to the procedure. 
 Doctors of chiropractic, Medical Doctors and Physical Therapists using manual therapy treatment for patients 
with headaches and cervical spine (neck) complaints are required to explain that there have been rare cases of injury 
to a vertebral artery as a result of treatment.  Such an injury has been known to cause a stroke, sometimes with 
serious neurological damage.  The rare chance of this happening is estimated to be approximately from 1 per 400,000 
treatment to 1 per 10 million treatments.  Appropriate tests will be performed to help identify if you may be susceptible 
to this type of injury; you will be notified if that is the case.  If you have any questions about this, please do not hesitate 
to speak with your practitioner. 
 As with any health procedure, complications may arise during treatment.  These complications include 
soreness, muscle or ligament strain, dislocations, fractures, disk injuries or physiotherapy burns.  These are extremely 
rare occurrences. 

Assignment of Benefits 
__________ I assign all benefits payable to me for my care to Northwestern Health Sciences University.  I 
understand that this health care facility will be paid directly by the insurance company or other payor.  This assignment 
will remain in effect until revoked by me in writing.  A photocopy of this assignment is considered as valid as the 
original. 

Guarantee of Payment 
__________ I guarantee payment of all charges incurred for treatment in accordance with the rates and terms of 
this health care facility. 

Consent for Treatment 
___________ I authorize the performance of diagnostic tests, procedures and treatment deemed necessary by 
personnel involved in my care.  I understand that interns receiving chiropractic training may be involved in my 
care and that information about my case may be used in case presentations (my name and other personal 
information is kept confidential.) 

Authorization to Treat a Minor (under the age of 18) 
I hereby request and authorize my doctor/student intern at this clinic to perform diagnostic tests and render 
chiropractic adjustment and other treatment to my minor son/daughter.  This authorization also extends to all other 
doctors and interns in this clinic and is intended to include radiographic examination at the doctor’s discretion.  As of 
this date, I have legal right to select and authorize health care services for the minor child named above.  Under the 
terms and conditions of my divorce (if applicable), separation or other authorization, the consent of a spouse/former 
spouse or other parent is not required.  If my authority to so select and authorize this care should be revoked or 
modified in anyway, I will immediately notify NWHSU. 

Consent for Research Information 
Northwestern Health Sciences University invites you to authorize use of data from your files for research 
investigations.  Your name will not be disclosed in any reports written.  You may decline to participate without 
affecting your relationship with your doctor or the chiropractic treatments given for your condition. 
 
____________I authorize release of information about my case to be used for research purposes. 

____________I do not authorize release of information about my case to be used for research purposes. 
 

   

Signature of Patient or Responsible Party Date Relationship to Patient 
 



Back Index

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.

Back
Index
Score

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%.

Pain prevents me from sleeping at all.

Because of pain my normal sleep is reduced by less than 50%.

Because of pain my normal sleep is reduced by less than 75%.

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.

I avoid sitting because it increases pain immediately.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting more than 10 minutes.

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 avoid standing because it increases pain immediately.

I cannot stand for longer than 1/2 hour without increasing pain.

I cannot stand for longer than 10 minutes without increasing pain.

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 at all 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.

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.

I can only lift very light weights.

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.

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.

Pain restricts all 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.

Social Life

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

My social life is normal but increases the degree of pain.

I have hardly any social life because of the pain.

Pain has restricted my social life and I do not go out very often.

Pain has restricted my social life to my home.

Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

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 rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.

ACN Group, Inc. Form BI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



Neck Index

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.

Neck
Index
Score

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 completely disturbed (5-7 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).

My sleep is greatly disturbed (3-5 hours sleepless).

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 at all because of 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.

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 cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

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 any work at all.

I cannot do my usual work.

I can hardly do any work at all.

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.

I can only lift very light weights.

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 cannot lift or carry anything 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 car as long as I want with moderate neck pain.

I cannot drive my car at all because of 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.

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 cannot do any recreation activities at all.

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 am able to engage in most but not all my usual recreation activities because of neck pain.

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.

ACN Group, Inc. Form NI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100
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