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Greenway Chiropractic Clinic
Dr. Scott Richman
8040 S.W. Hall Blvd., Suite 200
Beaverton, Oregon 97008

CONFIDENTIAL PATIENT INFORMATION

Today's Date:

Name:

Address: City: State: Zip:
Age: D.OB. Gender: Marital Status:____ # of Children:_
Home Phone: Cell Phone:;

Occupation: Employer:

Work Phone: Social Sec. No;

Referred by:

Insurance Information:

Do you own the vehicle you were traveling in at the time of collision? . If not, who
owns the vehicle?

P.1.P. Insurance Co Claim #:

Policy Number: Adjuster's Name;

Adjuster's Phone;

Date of Injury: Time: A.M./P.M. Police Report: Yes/No

Street Location:

I understand that this chiropractic office will prepare any necessary reports and forms to
assist me in making collections from the insurance company, and any amount
authorized to be paid directly to this office will be credited to my account upon receipt. |
also give this office power of aftorney to endorse checks made out fo me, which will be
credited to my account. | understand and agree that accident insurance policies are an
arrangement between an insurance carrier and me. | understand and agree that alf
services rendered me are charged directly to me and that | am responsible for payment.

Patient Signature: Date:




Please answer the questions below. If you do not know the answer to any of the
questions, disregard that question.

1. List the make, model, and year of the vehicle you were in.

2. Check the position in the vehicle you were in when the collision occurred.
Driver
Passenger
Front seat
Back seat:
___Right side
__leftside

Other:

3. What was your vehicle doing at the time of the collision?

Slowing down Accelerating
____Stopped at an intersection Making a right turn
____Stopped in traffic Making a left turn

Stopped at a light Proceeding along

rer——

Other:

4. Who hit what?
You hit other vehicle
Other vehicle hit you

You hit

5. Speed
Your vehicle speed: mph
Their vehicle speed. mph

6. Point of impact
Rear- ended Head-on
Left Front Right front
Left Rear Right Rear
Other

7. Damage to your vehicle? 8. Damage to other vehicle?
Mild ____Mid
Moderate ___Moderate
Totaled ____Totaled
Cost:

9. Road Conditions
Clean and dry Wet ___Dark ey



Other:

10. Visibility
___Poor ___Fair __Good
11. Body Position
Did you see the accident coming? Yes No
Were you braced for the impact? Yes No
Did you have a seat belt on? Yes No
Did you have a shoulder harness on? Yes No

12. What was the position of your headrests at time of impact?
Top of head Bottom of head Mid-neck

13. What was the direction of your head at moment of impact?
Facing straight forward Turned right Turned left

14. Did your body strike the inside of your vehicle? Yes No

if yes, describe

15. Did you lose consciousness during the injury?  Yes No
if yes, for how long?

16. Did the Police show up at the scene? Yes No

17. Did air bags deploy? Yes No

18. Your symptoms during and immediately after injury:

Headache Mid back pain
Neck pain/stifiness Low back pain
Fainting Loss of Taste

Loss of smell Constipation

Pain behind eyes Cold hands
Dizziness Diarrhea

Nausea Depression
Confusion Anxious

Fatigue Chest pain
Tension Cold feet

Irritability Shortness of breath
Ringing in ears Sleeping problems
Nervousness Numbness in toe/s

Any additional symptoms not listed above (please continue on next page):



Additional symptoms, continued:

Additional accident information: Please describe the incident o the best of your
recollection, including make, model and year of cars involved.

If you draw pictures, label your vehicle "A", the first vehicle you were involved with as
"B", third car as "C" etc.
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Date .

Patient Name

This questionnaire wifl 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 staterments 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 mikd 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

@ !1getnopaininbed.

@ 1get 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 sfeeping at all.

Sitting

@ 1 can sit in any chair as long as | like.

(@ | can only sit in my favorite chair as fong as | like.

@ Pain prevenis 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,
& 1 avoid siting because it increases pain immediately.

Standing

(@ 1 can stand as long as | want without pain.

(D 1 have some pain while standing but it does not increase with time.

(2 1 cannot stand for tonger than 1 hour without increasing pain.
@ | cannof stand for longer than 1/2 hour without increasing pain.

@ 1 cannot stand for longer than 10 minutes without increasing pain.

@ | avoid standing because it increases pain immediately.

Walking

@ 1 have no pain while walking.

D thave some pain while walking but i doesn't increase with distance.

@ t cannot walk more than 1 mile without increasing pain.
@ ! cannot walk more than 1/2 mile without increasing pain.
@ | cannot walk more than 1/4 mife without increasing pain.
® 1 cannot wak at all without increasing pain.

index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)1 x 160

Personal Care

(D 1 do not have to change my way of washing or dressing in order to avoid pain.

@ | do not nermally change my way of washing or dressing even though it causes some pain.
@ Washing and dressing increases the pain but | manage not to change my way of doing it
@ Washing and dressing increases the pain and | find it necessary (o change my way of deing it.
@ Because of the pain | am unable fo do some washing and dressing without help,
@ Because of the pain | am unable to do any washing and dressing without help.

Lifting

@ 1 can lift heavy weights without extra pain.

@ tcan ift heavy weights but it causes exira pain.

@ Pafn prevents me from fifing heavy weights off the floor.

@ Pain prevents me from ifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

@ Pain prevents me from lifling heavy weights off the floor, but | can manage
light 1o medium weights if they are conveniently positioned.

® 1 can only lift very fight weights.

Traveling

@ ! getno pain while traveling.

(D | get some pain while traveling but none of my usual forms of travel make it worse.

@1 get extra pain while fraveling but it does not cause me to seek atfernate forms of fravel.
3 1gel extra pain while fraveling which causes me o seek alternate forms of fravet.

@ 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 paén.

(D My social lifs is normal bul increases the degree of pain.

@ Pain has no significant affect on my social life apart from fimiting my more
energetic interests {e.g., dancing, elc).

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

@ Pain has resiricted my social life to my home,

® 1have hardly any social life because of the pain.

Changing degree of pain
@ My pain s rapidly getling 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 getling better ar worse.
@ My pain is graduatly worsening.

(® My pain is rapidly worsening.
Back

I s Index
0!  Score




Neck Index

Form N1-100

Patient Name

rev 3/27/2003

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 Infensity

@ [ 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 af the moment.

@ The pain is very severe at the moment.

® The pain is the worst imaginabie at the moment,

Sleeping

@® 1 have no trouble sleeping.

@ My sleep s slightly disturbed (fess than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless),

@ My sieep is moderately disturbed (2-3 hours sleepless).
@ My sfeep is greatly disturbed (3-5 hours sleepless).

® My sleep is completely disturbed {5-7 hours sleepless).

Reading

@ | can read as much as Fwant with no neck pair.

@ 1can read as much as | want with slight neck pain,

@ | can read as much as | want with moderate neck pain.

(@ |carnot read as much as | want because of moderate neck pain.

@ T can hargly read at alf because of severe neck pain.
& | cannot read at all because of neck pain.

Concentration

@ | can concentrate fully when T want with no difficulty.

@ 1 can concentrate fully when 1 want with slight difficulty.

@ | have a fair degree of difficuty concentrating when I want,
@ !have a lot of difficulty concentrating when | want,

@ thave a great deal of difficulty concentrating when | want.
& | cannot concentrate at all.

Work

@ 1 can do as much work as [ want.

@ { can only do my usual work but no more.

@ | can anly do most of my usual work but no more.
3 1cannct do my usuafl work.

@ fcan hardly do any work at all.

® | cannot do any work at all.

‘f-—lﬁdex--Seore:«{-Sum of-all statements-selected/-{#-of sections-with-a-statement-selected ~><~5)]—><-m100--j

Personal Care

(@ | can look after myself normally without causing extra pain.
@ 1 can look after myself noemally but it causes extra pain,
@ it is painful to look after myself and | am slow and careful.
@ | need some help bul | manage most of my personal care,
@ | need help every day in most aspects of self care.

(® | do not get dressed, [ wash with difficuity and stay in bed.

Lifting

@ tcan Eft heavy weights without extra pain.

@ tcan lift heavy weights but it causes exira pain.

@ Pain prevents me from lifiing heavy weights off the floor, but  can manage
if they are conveniently positioned (e.g., on a table}.

@ Pair: prevents me from lifing heavy weights off the floor, but ¢ can manage
light to medium weights if they are conveniently positioned,

@ | can only Bft very light weights.

@& {cannot lift or carry anything at af.

Driving

@ 1 can drive my car without any neck pain.

@ ! can drive my car as long as | want with slight neck pain.

@ |candrive my car as Jong as | want with moderate neck pain.

@ [ cannot drive my car as long as | want because of moderate neck pain.
@ | can hardly drive at all because of severe neck pain,

® | cannot drive my car at alt because of neck pain.

Recreation

@ | am able to engage in all my recreation activities without neck pain,

@ 1am able to engage in all my usual recreation activities with seme neck pain.

(@ 1am able to engage in most but not ali my usual recreation activities because of neck pain.
D 1am only able to engage in a few of my usual recreation activifies because of neck pain.
@ 1 can hardly do any recreation activiies because of neck pain,

® cannot do any recreation activities at afl

Headaches

@ ! have no headaches at all.

@ | have slight headaches which come infrequently.

@ 1have moderate headaches which come infrequenily.
@ 1 have moderate headaches which come frequently.

@ { have severe headaches which come frequently.

® 1 have headaches almost all the time.
Neck
e e e o e e fndex
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Greenway Chiropractic Clinic
Scott Richman, DC

Informed Consent Document

PATIENT NAME:

To the Patient: Please read this entire document prior to signing it. It is important that
you understand the information contained in this document. Please ask questions before
you sign if there is anything that is unclear.

The nature of the chiropractic adjustment.

The primary treatment used by doctors of chiropractic is spinal manipulative therapy. I will use that
procedure to treat you. I may use my hands or a mechanical instrument upon your body in such a way
as to move your joints. That may cause an audible “pop” or “click,” much as you have experienced
when you “crack™ your knuckles. You may feel a sense of movement.

Analysis / Examination / Treatment

As a part of the analysis, examination, and treatment, you are consenting to the following
procedures: (Use is determined by the Dr. on a per appointment basis.)

____spinal manipulative therapy __ palpation ___ vital signs

____range of motion testing ____ orthopedic testing ___ basic neurological exam

. muscle strength testing ___ postural analysis testing

___ultrasound ___ hot/cold therapy  EMS

_ massage __ Soft tissue manipulation

____ Other (please explain)

The material risks inherent in chiropractic adjustment.

As with any healthcare procedure, there are certain complications which may arise during chiropractic
manipulation and therapy. These complications include but are not limited to: fractures, disc injuries,
dislocations, muscle strain, cervical myelopathy, costovertebral strains and separations, and burns.
Some types of manipulation of the neck have been associated with injuries to the arteries in the neck
leading to or contributing to serious complications including stroke. Some patients will feel some
stiffness and soreness following the first few days of treatment. The Doctor will make every reasonable
effort during the examination to screen for contraindications to care; however if you have a condition
that would otherwise not come to the Doctor’s attention it is your responsibility to inform the Doctor.

The probability of those risks occurring.

Fractures are rare occurrences and generally result from some underlying weakness of the

bone. Please let Dr. Richman know if you have any bone weakening condition. Stroke and /or vertebral
artery dissection caused by chiropractic manipulation of the neck has been the subject of ongoing
medical research and debate. The most current research on the topic is inconclusive as to a specific
incident of this complication occurring. If there is a causal relationship at all it is extremely rare and
remote. Unfortunately, there is no recognized screening procedure to identify patients with neck pain
who are at risk of a vertebral artery stroke.



The availability and nature of other treatment options.

Other treatment options for your condition may include:

* Self-administered, over-the-counter analgesics and rest

» Medical care and prescription drugs such as anti-inflammatory, muscle relaxants and pain-killers

* Hospitalization

*» Surgery

If you chose to use one of the above noted “other treatment™ options you should be aware that there are
risks and benefits of such options and you may wish to discuss these with your primary medical
physician.

The risks and dangers attendant to remaining untreated.

Remaining untreated may allow the formation of adhesions and reduce mobility which may set up a
pain reaction further reducing mobility. Over time this process may complicate treatment making it
more difficult and less effective the longer it is postponed. DO NOT SIGN UNTIL YOU HAVE READ
AND UNDERSTAND THE ABOVE. PLEASE CHECK THE APPROPRIATE BLOCK AND SIGN
BELOW

I have read [ ] or have had read to me [ ] the above explanation of the chiropractic adjustment and
related treatment. I have discussed it with Dr. Scott Richman and have had my questions answered to
my satisfaction. By signing below I state that I have weighed the risks involved in undergoing treatment
and have decided that it is in my best interest to undergo the treatment recommended. Having been
informed of the risks, [ hereby give my consent to that treatment.

Dated:

Patient’s Name

Signature

Signature of Parent or Guardian



