
Allied Chiropractic, P.A.

'Patient Health Questionnaire - PH Q

For Office Use Only:

Neck Index _
Back Index _

Padent/VaIne l)ate _

1. Describe your health concerns _

2. How often do you experience your symptoms?
CDConstantly (76-100% of the day)
@Frequently (51-75% of the day)
®Occasionally (26-50% of the day)
@Intermittently (0-25% of the day)

3. What describes the nature of your symptoms?
CDSharp ®Shooting
@Dull ache @Buroing
®Numb ®Tingling

4. How are your sYInptOInS changing?
CDGetting Better
@Not Changing
@Getting \X/orse

5. l)uring the past 4 weeks: None
a. Indicate the average intensity @ CD

of your symptoms

Indicate where you are having trouble:

® ® ®
Unbearable
® ®>

b. How much has pain interfered with your normal work (including both work outside the home, and housework)
CDNot at all ~A little bit ® Moderately @Quite a bit ~Extremely

6. l)uring the past 4 weeks how rnucb of the time has YOll1'condition interfered with your social activities?
(Like visiting with friends, relatives, etc)

CDNone of the time @A little of the time @ Some of the time ®Most of the time @All of the time

7. In general would you say your overall health right now is:
CDExcellent @Very Good ® Good

8. Are you: a. Diabetic CDYes @No

®Fair

b. Pregnant (DYes

~Poor

@No

9. What is your estimated height: _ weight: _

10. What tests have you had for your sYInptOInS
and when were they performed?

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

CDXrays date: @CT Scan date: _
@MRI date: @Other date: _

CDYes
CDThis 0ffice
~ Chiropractor

@No
@Medical Doctor
®Physical Therapist

~Other

12. W'l1atis your occupation? _
a. If you are not retired, a homemaker, or a student, what is your current work status? _

Patient Signaturc Detc _



Welcome to Allied Chiropractic Date / /

Name: ----~--------------------------
Social Security Number: _
Birthdate: Age: _
Home Phone: --------------------------
Cell Phone: ----~~--~----------------
Is this auto or work related? -------------------------------------------------------
Do you have insurance that you would like to use in our clinic? -------------------------------POLICY HOLDER'S DATE OF BIRTH:
Have you had x-rays or other tests for this problem in the past 8 months? _
Confirm appointment time and date. _

Address: Apt# _
City:--------------------------------
State: Zip: _
Work Phone: ---------------------------

Insurance Information: Company Name _
Phone Number: Policy #/ ID # : _
Group #: Policy Holder: _

***Please complete this section and check for errors above.
Sex: Male Female Occupation: _
Business/Employer: Alternate Contact Person: ------------------Name of Family Doctor Alternate Contacts Phone #: _
Doctors Location Referred By: _
Doctors Phone: Number of Children: ---------------------
May we contact your doctor? Marital Status: _

Email Address: -------------------------------------------------------------

I authorize the release of any medical information necessary to process this claim. I
have read the Privacy Notice ofthis Clinic. I also request payment of government
benefits either to myself or to the party who accepts assignment below. I authorize
payment of medical benefits to Allied Chiropractic, P.A.
Signed: Date: _

Consent For Treatment Of AMinor
I hereby authorize Allied Chiropractic, P. A. to evaluate and treat

This may include the use of X-ray.
Signed Relationship to minor _
Print Name Date -----------------------------
*************************************************************************************
*************************** For Office Use Oniy*******************************

File
___Diagnosis / Disability

Financial Discussed
Insurance Information Obtained

___ Insurance Formed Signed
___ Computer Entries
___ Consultation and Exam Transcription
___ Treatment Card Completed
___Add to Mailing List in Microsoft
___ Verify Insurance

Referral checklist
Feedback Letter

Schedule of Care
New Patient Phone Call

___ Treatment Card Complete
___ Exam Form Signed
___ ROF reported
___ Letter to Family Doctor
___ Advocate Follow-Up Call Ordered


