
Patient Information

Major Complaint Information

Date ___________________________

First Name: ____________________ Last Name: ________________________ Initial ________

What is your major complaint(s)?____________________________________________________

_______________________________________________________________________________

When did this symptom(s) begin?____________________________________________________

If this is an injury, describe what happened:____________________________________________

RIGHT  LEFT  RIGHT

D Dull Nagging Ache
B Burning
S Sharp / Stabbing
N Numbness / Tingling

Pain Index

For example: The
image to the left 
illustrates a burning
pain in the neck, a
dull ache in the lower
back, and a sharp
pain in the left thigh.

B

Using the symbols provided in the Pain Index box, mark the areas on the illustrations below where you are experiencing pain.

D

S

SEVERITY
On a scale of 0-10, with 0 representing no pain and 10 representing
the most severe pain imaginable, use the key to the right to rate the
severity of your pain.

Sitting here today, right now, what is the intensity of your pain on a
scale of 0-10? (Please circle)

0 1 2 3 4 5 6 7 8 9 10

What is the least intense the symptom has been on a scale of 0-10?
0 1 2 3 4 5 6 7 8 9 10

What is the most intense the symptom has been on a scale of 0-10?
0 1 2 3 4 5 6 7 8 9 10

Have you experienced these symptoms before? !!!! Yes !!!! No

When? _____________________________________________________________________________

What aggravates this condition? _________________________________________________________

What decreases the symptoms / pain? ____________________________________________________

0 = None
1 = Minimal
2 = Very Mild
3 = Mild
4 = Mild to Moderate
5 = Moderate
6 = Moderate to Severe
7 = Moderately Severe,

Restricts some activity
8 = Severe, Limits most

activity
9 = Very Severe

10 = Excruciating

Key

Active Life

Chiropractic
Dr. Sara Weigel

Dr. Douglas Ness

It's your life...
be there healthy.



Check those activities below during which you experience difficulty or pain:

Lower Back Pain

Neck Pain

Headaches

!!!! Lying on back

!!!! Lying on side

!!!! Turning over in bed

!!!! Lying flat on stomach

!!!! Getting in/out of car

!!!! Dressing Self

!!!! Sexual Activity

!!!! Pushing

!!!! Pulling

!!!! Reaching

!!!! Kneeling

!!!! Stooping

!!!! Sitting

!!!! Bending forward

!!!! Bending backward

!!!! Walking

!!!! Standing for long periods

!!!! Sneezing

!!!! Coughing

!!!! Other:_______________

Does pain radiate into the leg?  !!!! Yes  !!!! No    Where: _______________     Does pain radiate to the abdomen?  !!!! Yes  !!!! No

Do you ever have impairment of bowel or urinary function?  !!!! Yes  !!!! No    Explain: __________________________________

Do you have numbness or tingling into the legs?  !!!! Yes  !!!! No   Explain:____________________________________________

If you have a neck injury, does it affect: (Check all that apply)  !!!! Hearing  !!!! Vision  !!!! Balance !!!! Cause ringing in your ears

Do you hear grating sounds?  !!!! Yes  !!!! No     Do you feel pressure or pain behind your eyes?  !!!! Yes  !!!! No

Does pain radiate into the arm?  !!!! Yes  !!!! No        Where: _______________________________________________________

Do you have difficulty lifting or turning your head?  !!!! Yes  !!!! No   If so, in which direction?  !!!! Right  !!!! Left   !!!! Up  !!!! Down

Do you get headaches?   !!!! Yes  !!!! No   Frequency _____________  Do you have a family history of headaches?   !!!! Yes  !!!! No

Do you experience the following along with your headaches:         Pain or cracking in your jaw?   !!!! Yes  !!!! No

Abnormal blood pressure?   !!!! Yes  !!!! No    !!!! High  !!!! Low     Nausea, Vomiting or Visual disturbances?   !!!! Yes  !!!! No

When was your last eye exam by a doctor?   !!!! 1 - 6 months  !!!! 6 - 12 months   !!!! 1 - 2 years  !!!! over 2 years   Results:_______

FILL OUT THE NEXT THREE SECTIONS AS THEY APPLY TO YOU

Have you seen another doctor for this condition?   !!!! Yes  !!!! No    Doctor’s Name: ______________________________________

Date consulted: _________________ Diagnosis: __________________________________________________________________

Does this condition interfere with your sleep?  !!!! Yes  !!!! No   If so, how many times do you wake up in pain per night? _________

In what position do you sleep?  !!!! Back  !!!! Side  !!!! Stomach

Do you sleep with a pillow?  !!!! Yes  !!!! No    How many?___________________________________________________________

Does heat affect the pain?  !!!! Yes  !!!! No     If so, how?_____________________________________________________________

Does cold affect the pain?  !!!! Yes  !!!! No     If so, how? ____________________________________________________________

Do you wear a heel lift?  !!!! Yes  !!!! No     If so, which side?   !!!! Right  !!!! Left

Does it cause pain to cough, grunt, or sneeze?   !!!! Yes  !!!! No   If so, where? ___________________________________________

_________________________________________________________________________________________________________

If female, are you pregnant?  !!!! Yes  !!!! No   !!!! Not Sure    If no or not sure, date of your last menstrual period: ________________

List all medications you are taking now, including over the counter medication. __________________________________________

_________________________________________________________________________________________________________

Are you allergic to any medications?  !!!! Yes  !!!! No   !!!! Not Sure     Please list: _________________________________________

_________________________________________________________________________________________________________



Additional Complaints

Emergency Contact

Areas of Interest

Do you have, or have you ever had, any diseases or medical problems not listed?  !!!! Yes  !!!! No  If so, please list: ______________

_________________________________________________________________________________________________________

Have you ever had?  !!!! Motor Vehicle Injury  !!!! Sports Injury  !!!! Work Injury  !!!! Slip and Fall Injury

If yes, please explain: ________________________________________________________________________________________

Is there any additional information you would like the doctor to know about before beginning care? __________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Name: ___________________________________________________________ Relation:_________________________________

Home Phone: (        ) ___________________________________    Work Phone: (        ) __________________________________

Address: __________________________________________________________________________________________________

_________________________________________________________________________________________________________

Please mark areas of interest or if you desire more information:

____ Nutritional Supplements ____ Neck/Body Pillows ____ Ear infection/colic/ADD

____ Plantar Fasciitis ____ Knee Pain ____ Massage

____ Headaches ____ Shoulder Pain ____ Others (list)

____ Weight Loss Information ____ Wellness Care ___________________

____ Women’s Health ____ Children’s Care ___________________

Please check all additional complaints that you have at this time:

!!!! Loss of Concentration
!!!! Eyes Sensitive to Light
!!!! Memory Loss
!!!! Heavy Feeling of Head
!!!! Dizziness
!!!! Ringing in Ears
!!!! Loss of Balance
!!!! Loss of Smell
!!!! Loss of Taste
!!!! Pain Behind Eyes
!!!! Fainting
!!!! Palpitation

!!!! Neck Stiffness
!!!! Neck Motion Restricted
!!!! Upper Back Pain / Stiffness
!!!! Mid Back Pain / Stiffness
!!!! Right / Left Shoulder Pain
!!!! Right / Left Arm Pain
!!!! Pins & Needles Arms / Legs
!!!! Right / Left Leg Pain
!!!! Low Back Pain/Stiffness
!!!! Sinus Trouble
!!!! Nervousness
!!!! Chest Pain

!!!! Shortness of Breath
!!!! Irritable
!!!! Anxiety
!!!! Depression
!!!! Insomnia
!!!! Fatigue
!!!! Excess Perspiration
!!!! Digestive Trouble
!!!! Nausea
!!!! Vomiting
!!!! Diarrhea
!!!! Constipation

!!!! Cold Hands
!!!! Cold Feet
!!!! Jaw pain
!!!! Hypertension
!!!! Diabetes
!!!! Convulsions
!!!! Allergies (Please List)
_________________________
_________________________
_________________________
!!!! Vision Problems
!!!! Anemia

!!!! Heart Disease
!!!! Arthritis
!!!! HIV (Aids)
!!!! Other (Please List)
__________________________
__________________________

Please Specify Location:
!!!! Numbness _______________
!!!! Swelling ________________
!!!! Cuts ___________________
!!!! Bruising ________________

Have you ever had any surgeries or hospitalizations?  !!!! Yes  !!!! No   Please list:

Type of Hospitalization/Surgery: Date: Type of Hospitalization/Surgery: Date:

_____________________________________ _______________ ______________________________ _______________

_____________________________________ _______________ ______________________________ _______________

Have you been x-rayed or received MRI, CAT scan in the last 12-18 months?  !!!! Yes  !!!! No  When?: ________________________

Have you ever been seen by a chiropractor before?  !!!! Yes  !!!! No   Please list:

Name of Chiropractor: Dates: Name of Chiropractor: Dates:

_____________________________________ _______________ ______________________________ _______________

Do you have a family physician?  !!!! Yes  !!!! No    Name of physician: __________________________ Phone: ________________

Address: __________________________________________________________________________________________________

City/State/Zip: _____________________________________________________________________________________________



Authorization & Assignment

Informed Consent

I authorize Active Life Chiropractic to release any information deemed appropriate concerning my physical condition to any insurance company, attorney or adjuster in order to process any claim
for reimbursement of charges incurred by me.

I authorize the direct payment to you of any sum I now or hereafter owe you by my attorney out of the proceeds of any settlement of my case, and by any insurance company obligated to make pay-
ment to me or you based in whole or in part upon the charges made for your services.

I understand that whatever amounts you do not collect from insurance proceeds (whether it be all or part of what is due) I personally owe you.

I, the undersigned do hereby appoint Active Life Chiropractic authority necessary to endorse and cash my checks, drafts or money orders which are made payable to the undersigned or as co-payee
with this clinic when said payments are due to services rendered on behalf of the undersigned by the clinic.

I understand and agree that health and accident insurance policies are an agreement between an insurance carrier and me. I clearly understand and agree that all services rendered me are charged
directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered me will be imme-
diately due and payable. I will be responsible for any costs of collection, attorney’s fee or court costs required to collect my bill.

Date ________________________ Patient’s Signature ________________________________________________________

I hereby authorize physicians and staff at Active Life Chiropractic to treat my condition as deemed appropriate. The doctor will not be held responsible for any pre-existing medically diagnosed
conditions.

I certify that the above information is correct to the best of my knowledge. I will not hold my doctor or any staff member of Active Life Chiropractic responsible for any errors or omissions that I
may have made in the completion of this form.

Chiropractic, as well as all other types of health care, is associated with potential risks in the delivery of treatment. Therefore, it is necessary to inform the patient of such risks prior to initiating
care. While chiropractic treatment is remarkably safe, you need to be informed about the potential risks related to your care to allow you to be fully informed before consenting to treatment.

Chiropractic is a system of health care delivery and therefore, as with any health care delivery system, we cannot promise a cure for any symptom, condition or disease as a result of treatment in
this office. An attempt to provide you with the very best care is our goal, and if the results are not acceptable, we will refer you to another provider who we feel can further assist you.

Specific Risk Possibilities Associated with Chiropractic Care:

Soreness - Chiropractic adjustments and physical therapy procedures are sometimes accompanied by post treatment soreness. This is normal and acceptable accompanying response to chiropractic
care and physical therapy. While it is not generally dangerous, please advise your doctor if you experience soreness and discomfort.

Soft Tissue Injury - Occasionally chiropractic treatment may aggravate a disc injury, or cause other minor joint ligament, tendon, or other soft-tissue injury.

Rib Injury - Manual adjustments to the thoracic spine, in rare cases, may cause rib injury or fracture. Precautions such as pre-adjustment x-rays are taken for cases considered at risk. Treatment is
preformed carefully to minimize such risk.

Physical Therapy Burns - Heat generated by Physical Therapy modalities may cause minor burns to the skin. This is rare, but if it occurs, you should report it to your doctor or a staff member.

Stroke - Stroke is the most serious complication of chiropractic treatment. The most recent studies estimate that the incidence of this type of stroke is 1 in every 5 million upper cervical adjust-
ments.

Other Problems - There are occasionally other types of side effects associated with chiropractic care. While these are rare, they should be reported to your doctor promptly.

If you have any question concerning this form or the above statements, please ask your doctor.

Having carefully read the above, I hereby give my informed consent to have chiropractic treatment administered.

Date ________________________ Patient’s Signature ________________________________________________________

Personal Information
Address: __________________________________________________________________________________________________

City / State / Zip: ___________________________________________________________________________________________

Home Phone: (        ) ______________________________    Work Phone: (        ) ______________________________

Mobile Phone: (        ) ______________________________  Email: __________________________________________________

Social Security #: ______________________________  Birth Date: ___________________  Age: ____________ Sex: !!!! M   !!!! F

Occupation: ____________________________________________ Employer’s Name: ___________________________________

Work Address: _____________________________________________________________________________________________

City / State / Zip: ___________________________________________________________________________________________

Marital Status:   !!!! S   !!!! M   !!!! D   !!!! W   Spouse’s Name: _____________________________ # of Children: _______________

Children’s information: _______________________________________________________________________________________

How were you referred to Active Life Chiropractice? _______________________________________________________________

_________________________________________________________________________________________________________



Patient Information

Date ___________________________

Patient Name: _______________________________________ File # ______________________

Active Life

Chiropractic
Dr. Sara Weigel

Dr. Douglas Ness

Oswestry Low Back Pain Scale
Please rate the severity of your pain by circling a number below:

No pain 0  1  2  3  4  5  6  7  8  9  10 Unbearable pain

Instructions: Please circle the ONE NUMBER in each section which most closely describes your problem

Section 1 – Pain Intensity
0. The pain comes and goes and is very mild.
1. The pain is mild and does not vary much.
2. The pain comes and goes and is moderate.
3. The pain is moderate and does not vary much.
4. The pain comes and goes and is severe.
5. The pain is severe and does not vary much.

Section 2 – Personal Care (Washing, Dressing, etc.)
0. I would not have to change my way of washing or dressing in order

to avoid pain. 
1. I do not normally change my way of washing or dressing even

though it causes some pain.
2. Washing and dressing increase the pain but I manage not to change

my way of doing it.
3. Washing and dressing increase the pain and I find it necessary to

change my way of doing it. three-quarters.
4. Because of the pain I am unable to do some washing and dressing

without help.
5. Because of the pain I am unable to do any washing and dressing

without help.

Section 3 – Lifting 
0. I can lift heavy weights without extra pain.
1. I can lift heavy weights but it gives extra pain.
2. Pain prevents me lifting heavy weights off the floor.
3. Pain prevents me lifting heavy weights off the floor, but I can

manage if they are conveniently positioned, e.g., on a table.
4. Pain prevents me lifting heavy weights but I can manage light to

medium weights if they are conveniently positioned.
5. I can only lift very light weights at most.

Section 4 – Walking
0. I have no pain on walking.
1. I have some pain on walking but it does not increase with distance.
2. I cannot walk more than 1 mile without increasing pain.
3. I cannot walk more than 1/2 mile without increasing pain. alternate

forms of travel.
4. I cannot walk more than 1/4 mile without increasing pain.
5. I cannot walk at all without increasing pain.

Section 5 – Sitting
0. I can sit in any chair as long as I like.
1. I can sit only in my favorite chair as long as I like.
2. Pain prevents me from sitting more than 1 hour.
3. Pain prevents me from sitting more than 1/2 hour.
4. Pain prevents me from sitting more than 10 minutes.
5. I avoid sitting because it increases pain immediately.

Section 6 – Standing
0. I can stand as long as I want without pain.
1. I have some pain on standing but it does not increase with time.
2. I cannot stand for longer than 1 hour without increasing pain.
3. I cannot stand for longer than 1/2 hour without increasing pain.
4. I cannot stand for longer than 10 minutes without increasing pain.
5. I avoid standing because it increases the pain immediately.

Section 7 – Sleeping
0. I get no pain in bed.
1. I get pain in bed but it does not prevent me from sleeping well.
2. Because of pain my normal nights sleep is reduced by less than

one-quarter.
3. Because of pain my normal nights sleep is reduced by less than

one-half.
4. Because of pain my normal nights sleep is reduced by less than

three-quarters.
5. Pain prevents me from sleeping at all.

Section 8 – Social Life
0. My social life is normal and gives me no pain.
1. My social life is normal but it increases the degree of pain.
2. Pain has no significant effect on my social life apart from

limiting my more energetic interests, e.g., dancing, etc.
3. Pain has restricted my social life and I do not go out very often.
4. Pain has restricted my social life to my home.
5. I have hardly any social life because of the pain.

Section 9 – Traveling
0. I get no pain when traveling.
1. I get some pain when traveling but none of my usual forms of

travel make it any worse.
2. I get extra pain while traveling but it does not compel me to

seek alternate forms of travel.
3. I get extra pain while traveling which compels to seek alternative

forms of travel.
4. Pain restricts me to short necessary journeys under 1/2 hour.
5. Pain restricts all forms of travel.

10 – Changing Degree of Pain
0. My pain is rapidly getting better.
1. My pain fluctuates but is definitely getting better.
2. My pain seems to be getting better but improvement is slow.
3. My pain is neither getting better or worse.
4. My pain is gradually worsening.
5. My pain is rapidly worsening.

Patient’s Signature: ____________________________________________________ Date: _________________________

Total __________________

It's your life...
be there healthy.



AUTO ACCIDENT FORM 
1. What was the date of the accident?

2. What time did the accident occur?

3. How many vehicles were involved in the accident?

4. What was the estimated damage to the vehicle you were in?

5. What state did the accident occur in?

6. What city did the accident occur in?

7. What street or intersection were you on when the accident occurred?

8. What direction were you traveling in?

9. What type of impact was the auto accident?

10. Did your vehicle hit anything after the accident? if yes, please describe

11. Where were you sitting in the vehicle during the accident?

12. Did you know the accident was coming?

13. What type of vehicle were you in?

14. What type of vehicle impacted yours?

15. At the time of the impact, how fast was your vehicle moving?

16. At the time of impact, how fast was the other vehicle moving?

17. During and after the crash what happened to your vehicle? (circle all that apply)
- kept going straight    - spun around  
- kept going straight hitting a car in front - spun around and hit a stationary object  
- was hit by another vehicle    - hit a stationary object      

18. Did you lose consciousness during the accident?  - yes         - no  

19. How was your head positioned during the accident?

20. How was your torso positioned during the accident?

21. How were your hands positioned during the accident?

22. Did your head hit anything during the accident?  - no     - yes, please describe

PATIENT NAME:  ____________________________________

   
DATE:____________________



23. Did your face hit anything during the accident?  - no     - yes, please describe

24. Did your shoulders hit anything during the accident?  -no     - yes, please describe

25. Did your neck hit anything during the accident?  -no     - yes, please describe

26. Did your chest hit anything during the accident?    -no     - yes, please describe

27. Did your hips hit anything during the accident?  -no     - yes, please describe

28. Did your knees hit anything during the accident?      -no     - yes, please describe

29. Did your feet hit anything during the accident?  -no     - yes, please describe

30. What kind of headrest was in your vehicle?
- movable fixed headrest  
- non-movable fixed headrest  
- no headrest  

31. Where was the headrest positioned on your head?

32. Did you have your seatbelt on during the accident?  - yes -no  

33. Did you slide out of your seatbelt during the accident?

34. What was damaged in your vehicle? (Circle all that apply)
- windshield  - rear bumper  - mirror  
- steering wheel  - front bumper  - knee bolster  
- dashboard  - trunk   - back right door  
- seat frame  - front left door  - completely totaled  
- side window  - front right door  
- rear window  - back left door  

35. Choose the items that dented inward
- floorboards - side door - dashboard  

36. Choose the doors that would not open as a result of the accident
- front left - front right  

- rear left - rear right   

37. Did you go to the hospital?   If no, why and do not answer 38-43

38. How did you get to the hospital?

39. What was the name of the hospital?

40. Were you hospitalized over night?

41. Circle what you were prescribed at the hospital
- pain medication - muscle relaxers - neck brace   

42. Did you receive any stitches for any cuts at the hospital?

43. Were x rays taken at the hospital?  If yes, which area was taken?



The Neck Disability Index
Please read instructions:
This questionnaire has been designed to give the doctor information as to how your neck pain has affected your ability to manage everyday life.
Please answer every section and mark in each section only the ONE box that applies to you. We realize that you may consider that two of the state-
ments in any one section relate to you, but please just mark the box that most closely describes your problem.

Patient Information

Date ___________________________

Patient Name: _______________________________________ File # ______________________

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 off the floor, 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 to, with moderate pain in my neck.
!!!! I can’t read as much as I want, because of moderate pain in myneck.
!!!! 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 that come infrequently.
!!!! I have moderate headaches that come infrequently.
!!!! I have moderate headaches that come frequently.
!!!! I have severe headaches that come frequently.
!!!! I have headaches almost all the time.

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 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 can 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 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 mildly disturbed (1-2 hrs sleepless).
!!!! My sleep is moderately disturbed (2-3 hrs sleepless).
!!!! My sleep is greatly disturbed (3-5 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 neck 

pain at all.
!!!! 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 few of my 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.

Instructions:
1. The NDI is scored in the same way as the Oswestry Disability Index.
2. Using this system, a score of 10-28% (i.e., 5-14 points) is considered by the authors to constitute mild disability; 30-48% is moderate; 50-68% is
severe; 72% or more is complete.

Patient’s Signature: ____________________________________________________ Date: _________________________

Active Life

Chiropractic
Dr. Sara Weigel

Dr. Douglas Ness

It's your life...
be there healthy.



Patient Information

Date ___________________________

Patient Name: _______________________________________ File # ______________________

Active Life

Chiropractic
Dr. Sara Weigel

Dr. Douglas Ness

Oswestry Low Back Pain Scale
Please rate the severity of your pain by circling a number below:

No pain 0  1  2  3  4  5  6  7  8  9  10 Unbearable pain

Instructions: Please circle the ONE NUMBER in each section which most closely describes your problem

Section 1 – Pain Intensity
0. The pain comes and goes and is very mild.
1. The pain is mild and does not vary much.
2. The pain comes and goes and is moderate.
3. The pain is moderate and does not vary much.
4. The pain comes and goes and is severe.
5. The pain is severe and does not vary much.

Section 2 – Personal Care (Washing, Dressing, etc.)
0. I would not have to change my way of washing or dressing in order

to avoid pain. 
1. I do not normally change my way of washing or dressing even

though it causes some pain.
2. Washing and dressing increase the pain but I manage not to change

my way of doing it.
3. Washing and dressing increase the pain and I find it necessary to

change my way of doing it. three-quarters.
4. Because of the pain I am unable to do some washing and dressing

without help.
5. Because of the pain I am unable to do any washing and dressing

without help.

Section 3 – Lifting 
0. I can lift heavy weights without extra pain.
1. I can lift heavy weights but it gives extra pain.
2. Pain prevents me lifting heavy weights off the floor.
3. Pain prevents me lifting heavy weights off the floor, but I can

manage if they are conveniently positioned, e.g., on a table.
4. Pain prevents me lifting heavy weights but I can manage light to

medium weights if they are conveniently positioned.
5. I can only lift very light weights at most.

Section 4 – Walking
0. I have no pain on walking.
1. I have some pain on walking but it does not increase with distance.
2. I cannot walk more than 1 mile without increasing pain.
3. I cannot walk more than 1/2 mile without increasing pain. alternate

forms of travel.
4. I cannot walk more than 1/4 mile without increasing pain.
5. I cannot walk at all without increasing pain.

Section 5 – Sitting
0. I can sit in any chair as long as I like.
1. I can sit only in my favorite chair as long as I like.
2. Pain prevents me from sitting more than 1 hour.
3. Pain prevents me from sitting more than 1/2 hour.
4. Pain prevents me from sitting more than 10 minutes.
5. I avoid sitting because it increases pain immediately.

Section 6 – Standing
0. I can stand as long as I want without pain.
1. I have some pain on standing but it does not increase with time.
2. I cannot stand for longer than 1 hour without increasing pain.
3. I cannot stand for longer than 1/2 hour without increasing pain.
4. I cannot stand for longer than 10 minutes without increasing pain.
5. I avoid standing because it increases the pain immediately.

Section 7 – Sleeping
0. I get no pain in bed.
1. I get pain in bed but it does not prevent me from sleeping well.
2. Because of pain my normal nights sleep is reduced by less than

one-quarter.
3. Because of pain my normal nights sleep is reduced by less than

one-half.
4. Because of pain my normal nights sleep is reduced by less than

three-quarters.
5. Pain prevents me from sleeping at all.

Section 8 – Social Life
0. My social life is normal and gives me no pain.
1. My social life is normal but it increases the degree of pain.
2. Pain has no significant effect on my social life apart from

limiting my more energetic interests, e.g., dancing, etc.
3. Pain has restricted my social life and I do not go out very often.
4. Pain has restricted my social life to my home.
5. I have hardly any social life because of the pain.

Section 9 – Traveling
0. I get no pain when traveling.
1. I get some pain when traveling but none of my usual forms of

travel make it any worse.
2. I get extra pain while traveling but it does not compel me to

seek alternate forms of travel.
3. I get extra pain while traveling which compels to seek alternative

forms of travel.
4. Pain restricts me to short necessary journeys under 1/2 hour.
5. Pain restricts all forms of travel.

10 – Changing Degree of Pain
0. My pain is rapidly getting better.
1. My pain fluctuates but is definitely getting better.
2. My pain seems to be getting better but improvement is slow.
3. My pain is neither getting better or worse.
4. My pain is gradually worsening.
5. My pain is rapidly worsening.

Patient’s Signature: ____________________________________________________ Date: _________________________

Total __________________

It's your life...
be there healthy.



It s your life
   Be there healthy!

Patient Information

Date:  _________________________

Patient Name:  ______________________________________________________________         File #:  _______________________

Dr. Sara Weigel
Dr. Douglas Ness

Headache Disability Index ...

INSTRUCTIONS:   Please CIRCLE the correct response:
1. I have headaches: (1) 1 per month (2) more than 1 but less than 4 per month (3) more than 1/wk
2. My headache is: (1) mild (2) moderate (3) severe

Please read carefully:  The purpose of the scale is to identify difficulties that you may be experiencing because of your 
headaches.  Please check off YES , SOMETIMES , or NO to each item.  Answer each question as it pertains to your 
headache only.

YES SOMETIMES NO 
_____  Because of my headaches I feel disabled.
_____  Because of my headaches I feel restricted in performing my routine daily activities.
 _____ No one understands the effect my headaches have on my life.
_____  I restrict my recreational activities (eg. Sports, hobbies) because of my headaches.
_____  My headaches make me angry.
_____  Sometimes I feel that I am going to lose control because of my headaches.
_____  Because of my headaches, I am less likely to socialize.

My spouse (significant other), or family and friends have no idea what I am going through 
because of my headaches.

_____  My headaches are so bad that I feel that I am going insane.
_____  My outlook on the world is affected by my headaches.
_____  I am afraid to go outside when I feel that a headache is starting.
_____  I feel desperate because of my headaches.
_____  I am concerned that I am paying penalties at work or at home because of my headaches.
_____  My headaches place stress on my relationships with family or friends.
_____  I avoid being around people when I have a headache.
_____  I believe my headaches are making it difficult for me to achieve my goals in life.
_____  I am unable to think clearly because of my headaches.
_____  I get tense (eg. Muscle tension) because of my headaches.
_____  I do not enjoy social gatherings because of my headaches.
_____  I feel irritable because of my headaches.
_____  My headaches make me feel confused.
_____  My headaches make me feel frustrated.
_____  I find it difficult to read because of my headaches.
_____  I find it difficult to focus my attention away from my headaches and on other things.
_____  I avoid traveling because of my headaches.

Instructions:  1. Using this system, if YES is checked on any given line, that answer is given 4 points a SOMETIMES 
answer is given 2 points and a NO is given zero.  2.  Using this system, a score of 10-28% is considered to 
constitute mild disability;  30-48% is moderate; 50-68% is severe; 72% or more is complete.

Patient s Signature:  _______________________________________________________________  Date:  ___________

535 S. 7th St. 
Bismarck, ND 58504
701-255-4241



ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICESI _______________, (patient’s name) acknowledge that I have received, reviewed, understand and agree to the Notice of Privacy Practices of Active Life Chiropractic which describes the Practice’s policies and procedures regarding the use and disclosure of any of my Protected Health Information created, received or maintained by Active Life Chiropractic.

________________________________________________  _______________________Signature  Date________________________________________________Print Name
HELP US HELP OTHERS!

I consent to the release of my name and testimonials to Active Life Chiropractic for the purpose of promotional activities and advertising.Examples:
• Testimonial book

• Website
• Referral Thank-You

_________________________________________________  _________________________Signature  Date



It’s your life… 
   Be there healthy! 

Patient Information……………………     

Date:  _________________________ 

Patient Name:  ______________________________________________________________   File #:  _______________________ 

Dr. Sara Weigel 
Dr. Douglas Ness 

  Dallas Pain Questionnaire …………………………………………... 

Please read carefully:  This questionnaire has been designed to give your doctor information as to how your pain has affected your life.  Be sure that 
these are your answers.  Do not ask someone else to fill out the questionnaire for you.  Please mark an “X” in the appropriate box that expresses your 
thoughts from 0 to 100 in each section. 

Section I:  Pain & Intensity 
To what degree do you rely on pain medications or pain 
relieving substances for you to be comfortable? 

Section II:  Personal Care 
How much does pain interfere with your personal care 
(getting out of bed, teeth brushing, etc.)? 

Section III:  Lifting 
How much limitation do you notice in lifting? 

Section IV:  Walking 
Compared with how far you could walk before your injury or 
back trouble, how much does pain restrict your walking now? 

Section V:  Sitting 
Back pain limits my sitting in a chair to: 

Section VI:  Standing 
How much does your pain interfere with your tolerance to stand 
for long periods? 

Section VII:  Sleeping 
How much does pain interfere with your sleeping? 

Section VIII:  Social Life 
How much does pain interfere with social life (dancing, games,  
going out, eating with friends, etc.)? 

535 S. 7th St.  
Bismarck, ND 58504 
701-255-4241 

None 
  0% 

Some All the time 
      100% 

None 
  0% 

Some Can’t get out
of bed 
100% 

None 
  0% 

Some I cannot lift 
anything 

100% 

None 
  0% 

Some 
I cannot walk 

100% 

None 
  0% 

Some I cannot sit 
100% 

None 
  0% 

Some I cannot stand 
100% 

None 
  0% 

Some I cannot sleep 
100% 

None 
  0% 

Some 
No activities 

Total loss 
100% 

Section IX:  Traveling 
How much does pain interfere with traveling in a car? 

Section X:  Vocational 
How much does pain interfere with your job? 

Section XI:  Anxiety/Mood 
How much control do you feel that you have over demands  
made on you? 

Section XII:  Emotional Control 
How much control do you feel you have over emotion? 

Section XIII:  Depression 
How depressed have you been  since the onset of pain? 

Section XIV:  Interpersonal Relationships 
How much do you think your pain has changed your  
relationships with others? 

Section XV:  Social Support 
How much support do you need from others to help you during 
this onset of pain (taking over chores, fixing meals, etc.)? 

Section XVI:  Punishing Response 
How much do you think others express irritation, frustration or 
Anger toward you because of your pain? 

Same as  
before 
  0% 

Some 
I cannot travel 
      100% 

None 
  0% 

Some I cannot work 
      100% 

Total 
  0% 

Some 

None 
100% 

Total 
  0% 

Some None 
100% 

Not depressed 
  0% 

Some Overwhelmed 
by depression 

100% 

Not changed 
  0% 

Some Drastically 
changed 

100% 

None needed 
  0% 

Some All the time 
100% 

None  
  0% 

Some All the time 
100% 
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