




 
CONSENT FOR CARE AND TREATMENT 

I, the undersigned, do hereby agree and give my consent for the Center for Natural Health and Rehabilitation, Inc. 
to furnish chiropractic care and services to: 
Patient name: _________________________________________________________________________________ 
Which is considered necessary and proper in diagnosing or treating his/her physical condition. 

 
PATIENT SIGNATURE ____________________________________________________________________________ 
SIGNATURE OF GUARDIAN IF PATIENT IS A MINOR_____________________________________________________ 
PRINTED NAME OF GUARDIAN_____________________________________________________________________ 
 

BENEFIT ASSIGNMENT/RELEASE OF INFORMATION 

I, the undersigned, hereby assign all medical benefits to include major medical benefits to which I am entitled, 
including Medicare, private insurance, and third party payors to the Center for Natural Health and Rehabilitation, 
Inc.  A photocopy of this assignment is to be considered as valid as the original.  I hereby authorize said assignee to  
release all information necessary, including Medical Records to secure payment.  
 
PATIENT NAME:_______________________________________________________________________________ 
PATIENT SIGNATURE ___________________________________________________________________________ 
SIGNATURE OF GUARDIAN IF PATIENT IS A MINOR____________________________________________________ 
 

FINANCIAL OBLIGATIONS POLICY STATEMENT 
The Center for Natural Health and Rehabilitation, Inc. will bill your insurance carrier solely as a courtesy to you.  
You are responsible for the entire bill when the services are rendered.  If your insurance carrier does not remit 
payment within sixty (60) days, the balance will be due in full from you.  In the event that your insurance carrier 
requests a refund of payments made, you will be responsible for the amount of money refunded to your insurance 
carrier.  In the even your insurance carrier establishes an internal Usual and Customary Fee Schedule, you will be 
responsible for the difference remaining.   
 
If any payment is made directly to you by your insurance carrier for services billed by us, you recognize an 
obligation to promptly remit same to the Center for Natural Health and Rehabilitation Inc. within two (2) weeks 
from date of receipt unless the bill has been paid in full by you. 
 
The above does not apply for those patients that are considered Worker’s Compensation.  However, be advised if 
you claim Worker’s Compensation benefits and are subsequently denied such benefits, you may be held 
responsible for the total amount of charges for Services rendered to you. 
 
I understand and agree that if I fail to make payments for which I am responsible within sixty (60) days of billing, I 
will be responsible for all costs of collecting monies owed, including court costs, collection agency fees and 
attorney fees.  Also, I understand and agree that ten percent (10%) interest will be added monthly to any bills left 
unpaid for more than one (1) year.   
 
I the undersigned, have read and fully understand the above information.  I UNDERSTAND MY RESPONSIBILITY FOR 
THE PAYMENT OF MY ACCOUNT AS STATED ABOVE IN THE FINANCIAL OBLIGATIONS POLICY STATEMENT SECTION. 

 
 

PATINET SIGNATURE OR SIGNATURE OF GUARDIAN    DATE 

 
 

PRINT PATIENT NAME      PRINT GUARDIAN NAME 



 

 

 

 

 



Center for Natural Health 

OSWESTRY LOW BACK DISABILITY INDEX QUESTIONAIRE 

Patient’s Name___________________________________________________  Date _____________________ 

This questionnaire has been designed to give the doctor information as to how your low back pain has affected your ability to 
manage in everyday life. Please answer every section and mark in each section only ONE box which applies to you. We 
realize you may consider that two of the statements in any one section relate to you, but please just mark the box which 
MOSTLY CLOSELY describes your problem. 

Section 1 – Pain Intensity 

 I have no pain at the moment. 
 The pain is very mild at the moment. 
 The pain is moderate at the moment. 
 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. 

Section 2 – Personal Care (Washing, Dressing, etc.) 

 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 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. 

Section 3 – Lifting 

 I can lift heavy weights without extra pain. 
 I can lift heavy weights but it gives extra pain. 
 Pain prevents me from lifting heavy weights off the floor, 
    but I can manage if they are conveniently positioned, for 
    example, on a table. 
 Pain prevents me from lifting heavy weights, but I can 
    manage light to medium weights if they are conveniently 
    positioned. 
 I can lift very light weights. 
 I cannot lift or carry anything at all. 

Section 4 – Walking 

 Pain does not prevent me from walking any distance. 
 Pain prevents me from walking more than one mile. 
 Pain prevents me from walking more than one-half mile. 
 Pain prevents me from walking move than one-quarter mile. 
 I can only walk using a stick or crutches. 
 I am in bed most of the time and have to crawl to the toilet. 

Section 5 – 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 one hour. 
 Pain prevents me from sitting more than 30 minutes. 
 Pain prevents me from sitting more than 10 minutes. 
 Pain prevents me from sitting at all. 

Section 6 – Standing 

 I can stand as long as I want without extra pain. 
 I can stand as long as I want but it gives extra pain. 
 Pain prevents me from standing more than one hour. 
 Pain prevents me from standing more than 30 minutes. 
 Pain prevents me from standing more than 10 minutes. 
 Pain prevents me from standing at all. 

Section 7 – Sleeping 

 My sleep is never disturbed by pain. 

 My sleep is occasionally disturbed by pain. 

 Because of pain, I have less than 6 hours of sleep. 

 Because of pain, I have less than 4 hours of sleep. 

 Because of pain, I have less than 2 hours of sleep. 

 Pain prevents me from sleeping at all. 

Section 8 – Sex Life (if applicable) 

 My sex life is normal and causes me no extra pain. 
 My sex life is normal but cases me some extra pain. 
 My sex life is nearly normal by is very painful. 
 My sex life is nearly normal but is very painful. 
 My sex life is severely restricted by pain. 
 Pain prevents any sex life at all. 

Section 9 – 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 effect on my social life apart from 
    limiting by more energetic interests, e.g. dancing. 
 Pain has restricted by social life and I do not go out as often. 
 Pain has restricted my social life to my home. 
 I have no social life because of pain. 

Section 10 – Traveling 

 I can travel anywhere without extra pain. 
 I can travel anywhere but it gives me extra pain. 
 Pain is bad but I manage journeys over 2 hours. 
 Pain is bad but I manage journeys less than 1 hour. 
 Pain restricts me to short necessary journeys under 30 
    minutes. 
 Pain prevents me from traveling except to the doctor or 
    hospital.  

Comments ___________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 



Center for Natural Health 

NECK DISABILITY INDEX 

Patient’s Name___________________________________________________  Date _____________________ 

This questionnaire has been designed to give the doctor information as to how your neck pain has affected your ability to 
manage in everyday life. Please answer every section and mark in each section only ONE box which applies to you. We 
realize you may consider that two of the statements in any one section relate to you, but please just mark the box which 
MOSTLY CLOSELY describes your problem. 

Section 1 – Pain Intensity 

 I have no pain at the moment. 
 The pain is very mild at the moment. 
 The pain is very moderate at the moment. 
 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. 

Section 2 – Personal Care (Washing, Dressing, etc.) 

 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 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. 

Section 3 – Lifting 

 I can lift heavy weights without extra pain. 
 I can lift heavy weights but it gives extra pain. 
 Pain prevents me from lifting heavy weights off the floor, 
    but I can manage if they are conveniently positioned, for 
    example, on a table. 
 Pain prevents me from lifting heavy weights, but I can 
    manage light to medium weights if they are conveniently 
    positioned. 
 I can lift very light weights. 
 I cannot lift or carry anything at all. 

Section 4 – Reading 

 I can read as much as I want to with no pain in my neck. 
 I can read as much as I want to with slight pain in my neck. 
 I can read as much as I want with moderate pain. 
 I can’t read as much as I want because of moderate pain in 
    my neck. 
 I can hardly read at all because of severe pain in my neck. 
 I cannot read at all. 

Section 5 – Headaches 

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

Scoring:  Questions are scored on a vertical scale of 0-5. 
Total scores and multiply by 2. Divide by number of sections 
answered multiplied by 10. A score of 22% or more is 
considered a significant activities-of-daily-living disability. 

(Score_____ x 2) / (_____ x 10) = _____ % ADL 

 

Section 6 – Concentration 

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

Section 7 – Work 

 I can do as much work as I want to. 

 I can only do my usual work, but no more. 

 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 can’t do any work at all. 

Section 8 – Driving 

 I drive my car without any neck pain. 
 I can drive my car as long as I want with slight pain in 
    my neck. 
 I can drive my car as long as I want with moderate pain in 
    my neck. 
 I can’t drive my car as long as I want because of moderate 
    pain in my neck. 
 I can hardly drive my car at all because of severe pain in 
    my neck. 
 I can’t drive my car at all. 

Section 9– Sleeping 

 I have no trouble sleeping. 

 My sleep is slightly disturbed (less than 1 hr. sleepless). 

 My sleep is moderately disturbed (1-2 hrs. sleepless). 

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

 My sleep is greatly disturbed (3-4 hrs. sleepless). 

 My sleep is completely disturbed (5-7 hrs sleepless). 

Section 10 – Recreation 

 I am able to engage in all my recreation activities with no 
    neck pain at all. 
 I am able to engage in all my recreation activities, with some 
    pain in my neck. 
 I am able to engage in most, but not all, of my usual  
    recreation activities because of pain in my neck. 
 I am able to engage in a few of my usual recreation 
    activities because of pain in my neck. 
 I can hardly do any recreation activities because of pain 
    in my neck. 
 I can’t do any recreation activities at all. 
 
 


