
Cary Chiropractic Offices
Dr. Alan R. Barthen

395 C Cary-Algonquin Rd - 847.639.0010
Date _

Name Male Female Birthday _
Address City, State/Zip
Social SecurityNumber Marital Status: ~M~--::-S--W-=--D-------
Home # Work# CelI#
Email --------------
Height Weight _ Number of children Pregnant: Y N

Employer _
Address

Occupation _

Insurance Policy Holder Relationship _
Insurance Company ID #--::--_-:-- _
Date of Birth ofInsured Social Security Number ofInsured ------------
Emergency Contact Information
Name Relationship _ Phone number -----------------
Whom may we thank for referring you to us? _

Chiropractic History
Doctor Phone Last Seen
Address Consulted for -------------------
Medical History
Doctor Phone _
Address Consulted for ---------------------Medic~~m~rr~d~~ri~~~ _
Accidents Date

_______________________________ Date _
__________________________ Date _

Last Seen --------

Surgery

Past Health History
Recent Infection
Corticosteroid Use
Numbness
Visual Disturbances
Low/Mid Back Pain

Recent Fever
High Blood Pressure
Cancer/Tumor

_Depression
_Digestive Problems

HIV/AIDS
Stroke (date )

_Osteoporosis
Headaches

_Aortic Aneurysm

Diabetes
__ Dizziness/Fainting
___ Epilepsy/Seizures

Neck Pain
Arthritis

Authorization
I certify that I have read and I understand the above information to the best of my knowledge. The questions above have been
accurately answered. I authorize this office to release any information including diagnosis and the records of any treatment or
examination rendered to my or my child during this period of care to third party payers and/or health practitioners. I authorize and
request my insurance company to pay directly to this office otherwise payable to me. I understand that my insurance carrier may pay
less than the actual bill for services. I agree to be responsible for the payment for all services rendered on my behalf or my dependents.

Patient's Signature Date _
(signature of parent if the patient is a minor)



Patient Health Questionnaire • PHQ
ACN GIOUP. Inc. - Form PHQ-202

ACN GIOUP.Inc.Ih. Only ,..,7118105

Pa6entName _

1. Describe your symptoms

Date _

8. Whendid your symptoms start?

b. Howdidyour symptoms begin?

2. How often do you experience your symptoms?
(J) Constantly(76-100% of the day)
(Zl Frequently(51-75% of the day)
(3)Occasionally(26-50% of the day)
Q) IntennlttenUy(0-25% of the day)

3. What describes the nature of your symptoms?
(J) Sharp @ Shooting
~ Dull ache ~ Burning
(3)Numb $TIngling

I

Indicate where you have pain or other symptoms

eAll of the time ~ Most of the time (3) Some of the time @)A little of the time $ None of the time

8. Who have you seen for your symptoms?

a. Whattreatmentdid you receive and when?

b. Whattestshaveyou had for your symptoms
and whenweretheyperformed?

9. Have you had similar symptoms In the past?'

B. If you havereceived treatment in the past for
the sameor similar symptoms, who dId you see?

10. What Is youroccupa6on?

a. If youare not retired, a homemaker; or a
student,whatis your current work status?

----- ._-_ .

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

(!) Excellent ~ Very Good (3)Good @)Fair $ Poor

<DNo One
~ Chiropractor

(3) Medical o>octor ~ Other
@)Physical Therapist

4. How are your symptoms changing?
(J) Getting Better
~ NotChanging .
G1 Getting Worse ( .-.::~

5. During the past 4 weeks: None Unbearable
I

a. Indicatethe average intensity of your symptoms (Q) <D e <3> @) ~ ~ ~ ~ <a> e
b. Howmuchhaspain Interfered with your normal work (includingboth work outside the home, artd housework)

(!) Not at all ~ A little bit (3) Moderately @)Quite a bit CS>Extremely
;

6. During the past 4 weeks how much of the time has your condition Interfered with your s~clal actlvl6es? .
(likevisitingwithfriends,relatives,etc)

<DXrays dale: (3)CT Scan' dale:

~MRI det«: @)Other date:

<DYes ~No

e This Office <3> Medical Doctor CS>Other
e Chiropractor ~ Physical rherapist,
<DProfessional/Executive ~ Laborer ~ Retired
a> White Collar/Secretarial ~ Homemaker $ Other
~ Tradesperson $ FT Stud~nt

<DFull-time (3)Self-emp~yed cs>Offwork
~ Part-time @ Unemployed <B> Other

DatePatIent Slgnature _

.•.•••_••••• ··-'1 .-- .••.•• __••••. -- •••••-----.-



Oswestry low Back Pain Questionnaire
This questionnaire is designed to enable us to understand how much your back pain has affected your ability to manage everyd

activities. Please answer each section by circlif19 the letter that most applies to you. We realize that you may feet that more t
one stotement mer relate to you, but plcasc JUst circle thc one choice 'that most closely describes your problcan rigltt not!

Patient Name:, Date: _

1. PAININTENSITY
Go 'The Paillco"," ond goes and is very mild
b. The painis mild end does not vary much
e. Theplin cornu ond goes end is moderate
d. Thepail!is moducte cmd docs not YCJrymuch
Co The paincomes and !IOU ond i, seVCI"C
f. The painis seYUC end dou not vary much

2. PERSONALCARE
A. I wouldnot hove to chonge my way at washing 0,. d,.essing

inordu to aYOid poin
B. I do not normallychange my way ot washing or dressing

Mil thougb it causes some poin
C. W4Shillgonddressing increases the pain, but I manage not

to change my wayof doing it.
D. W4Shi"ond dressing increases the pain and I find it

neccuory to change my way at doing it.
E. ktoUSC of the poin. I om unable to do some woshing and

drcs$i" without help.
F. ~of the poi" I am not able to do any washing 0,.

drcssi"9 without help.

~ DiscsbnJfy:, _

E.

6. Standing
A I eon stand as long as 1:want without pain
B r hovc some pain while standing. but it dou not I~ with

time
c. I eonnot stand longer than one hour without increasing pain
d. I eonnot stand longer than 112 hour without Inc:rcasfng pain
e I c:Gnnot stand longer than ten minutes withoth increasing pain
t. I ovoid standing because it increases pain right away

7. SLEEPrNG
A. I get no pcin in bed,
B. I get pain in bed but it docs not pre~nt me from slecplng weir
c. Becouse of pain my normal nights sleep is reduced by less than

o ql.lO,.tcr
D. Beeeuse at pcin my normal nights sleep is reduced by less thon

one halt
Beecuse of pain my normal nights sleep is reduced by less thon
three quarte,.s
~ain prevenrs me from sleeping at allF.

3. LIfTING
A. I COlIUft heovyweights without extra pain
9. t alII 11ft heovyweights but it causes ext,.a pain
C. P4in pm'ClIts me trom litting heavy weights ott the floor,
O. P4in pmei'ltl me from lifting heavy weights off the tloo,..

but r COlI manage it they ere conveniently positioned. fo,.
~Ic, onG table.

E. P4in pM'CIItsme from lifting heavy weights, but I can
maIICJ9C fight to medium weights it they are conveniently
Iocote.d.

F. I <101I only lift very light weights. at the most

4. WAOONG
A. PIliIl docs not prew:nt me trom walking any distance
B. Poi" prcw.nts me from walking more than 1 mi te
C. .Poin prcw.ntl me trom walking mo,.e than 1/2 mile
D. Poillprcw.ntl me trom walking more than 1/4 mile
E. I <101I ollly walkwhile using a cane or crutches
F'. Iom In bed most of the time and have to crowl to the

toilet

5. SITTING
0. r aluit inony chair 0$ long as r like without pain
b. rCOlIonly sit in my foyo,.itc chair as long as I like
C. P4illpt'CYCIItl me from sitting mo,.c than an hou,.
d. P411. ~tl me:from sitting mo,.e thon 1/2 ~ou,.
Co P4rn prcwntl me:from sitting mo,.c than 10 mlnutcs
f. P4inprcYCntlme from sitting at all

Cary Chiropractic Offices - Dr. Alan R. Barthen
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8. Soclaf life
A. My sociallitc is norma' and gives me no pain
B. My sociollifc is nonnal. but incl"C4SC my dcgtu of pain
C. Poin has no significant impact on my social life apart from

limiting my more energetic interens c.g. daneing. ete
D. Pain has restriefcd my soeialUfc and I do not go out very

otten
E. Pain has restricted my social life to my home
F. I hove hardly any social lifc because ot the pain

9. Tf"<lveling
A. I get no pain while traveling
9. r get some pcin while traveling but none of my usual forms of

trevel make it worse
C. r get extra pain while tra\'Cfing btlt it dou not eompel me to

seek oltcrnote forms of tra\'Ci •
D. I get extra pain while tra\'Cling which compels me to seek

alternati~ forms at tra\'C1
E. Poin restricts aU forms of travel
F. Pain p,.events all forms of travcl

10. Changing degree of pein
Q. My poin is rapidly getting better
b. My pain fluctuates but overall is definitcJygetting better
c. My pain seerns to be getting better. but improvement is slow

at prcscnt
d. My poin Is neither gc11'ing better no,. WOr$C

e. My poin is gradually worsening
f. My poin is rapidly worsening



Neck Pain ·Disability Index Questionnaire
ThisquestiolVlQire isdesigned to enable us to understand howmuch 'your ~ck pain has affected your b"'ty t

t· 't' Pi h 0 I I 0manageeveryday
CIC IV! Id. ease answer eee section by circ:ling t~e let~er that most applies to you. We realize that you mayfccl that more

than onestotement may relate to you. but please Just Circle the one choice which most closely describu your problem now.

Potient Narnc: Date: % Dfsablllty: _

1. PAIN INTENSITY 6. CONCENTRATION
A. t ~no painat the moment. A. I can concentrate fully when r wont to with no difficulty.
9. The polni, WI')' mildat the mornent. B. I can conc~ntrate fully when I wont with slight difficulty.c. Thepainif tnOdcrateot the:mornent. C. r have 0 fOIl'degree of difficulty In conccntnrtlng whenI
D. Thepainif fairly scvereat the moment. want to.
E. ThepainI.VCY'f fCYUe at the mornent. D. r have a lot of difficulty in concentrating _belt I want to.
F. Thepain i,theworstimaginableat the mornent. E. r have 0 great deal of difficulty concentrating whentwant

to.
Z. PERsoNAl. CARE F. I cannot concentrate at all. ,

A. I canlookafter myselfnormallywithout causing extra
pain. 7. WORK

B. Icanlookafter myselfnot'lnolly,but it causes extra pain. A. I con do 0$ much work CI$ X'want to.
c. ItispainNIto lookafter myself and I om slow and. B. r cononly do my usual work, but 1'10 more.

careful. c. r con do most of my usual work, but 1'10 more.
D. r needsornehelp,but managemost of my personol Care. O. I connot do my uSUClIwork.
E. IneedhcIpC\'CIY clayinmost o.spec:tsof self-care. E. I con hardly do any work at all.
F. rdonotget drCIscd; Iwashwith difficulty and stay in F. I cannot do any work at art.

bed,

3. LIFTING 8. DRIVING
A. Iconlift heo'Jy weights.without extra pain. A. I can drive my car without any neck pain.
B. t canlift heo'Jy weights.but it gives extra poin. B. I con drive my car os long OS r wont with slight palnInmy
C. Poi"prcYCIIfS mefromlifting hcovy weights off the floor. neck.

but! C4II it theyOI"C convenientlypasitioned, for example. C. r con drive my car as long as I wont with moderate pelnin my
onotable. neck.

O. Poi"pmutt mefromlifting heavy weights. but r con D. r connot drive my car CI$ long CI$ rwont because of modcnlte
~ bghtto mediumweights if they ore conveniently pain in my neck.
baited. E. I can hordly drive at all beeease of severe paln in my neek.

E. I can6ft veryheoYy weightJ. F. r connot drive my car at all.
F. IaIIIIIOt liftOf'carryanythingat 011.

4. READING 9. SLEEPING
A. r QIIII"CGd OS INICh CIS I want to with no pain in my neck. A. I hove no trouble: sleeping.
B. Icanreados INIChClS IMUltto with slight poin in my B. My sleep Is slightly disturbed (less than 1hour slccfIJcss).

neck. c. Mysleep is mildly disturbed (1-2 hours slcCpleu).

C. I COlI readosINICh CIS I MUltto with moderate pain in my D. Mysleep is moderate:1y disturbed (2-3 hoW'$sleepless).
neck. E. Mysleep is greatly disturbed (3-5 hoUl"$sleepless).

D. IQIMOt rcodosmuchCIS r want beeeuse of moderate pain F. Mysleep is completely disturbed (5-7 hOUC'$ .lecpless). ..
i""IYned<.

E. ralllMtreadCIS/lUCh CIS I wont to beeeuse of severe pain 10. ~ECREATrON
in I'IIfIlUIt A. I 0", eble to engage: in all of my rec:reof'ional oc:tiritiu with

F. E connotreadat all. no neck pain at all.
B. I 0", able to engage in all of my recreational octivities with

5. HEADACHES some pain in my neck.
A. I have noheodadIcsat 011. c. r am able to engage in most, but not all of myusual
B. I haYcslightheadccheswhichceme infrequently. recreational activities beeeuse of pain in my neck.

C. r hoYe IIIOderote heodacheswhichcorne infrequently. D. r omable to engage In a few of my usual recreational
O. r havelIICIduatehcodaches which eeme frequently. octivities beeeese of pain In my neck.
E- X hawKYCI'C hEadadIuwhichcorne frequently. E. r can hardly do any recreational activities bcclausc of pain
F. r hawhcoc:bdIuobnolt011of the tirne. in myneck.

F. r connot do any recreational activities at all...
Cary Chiropractic Offices - Dr. Alan R. Barthen
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Cary Chiropractic Offices - Dr. Alan R. Barthen
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ConsentFor Useand Disclosure of Health Information

This notice describes how chiropractic and medical infonnation about you may be used and
disclosed, your rights as a patient, and ways for you to get additional infonnation on our policies.

Our clinic has always been very protective and respectful of your personal information. Under new federal
regulations (the HIPAA Privacy Act), we have adopted additional guidelines to ensure the proper use,
confidentiality and disclosure of your health information.

We May Release or Disclose Your Health Information:

- For treatment purposes to another health care provider or clinic if we refer you, or to providers or staff '
within our clinic that are taking part in your care.
- For billing and collection purposes, we may release records of you health care and information that you .
have provided to your insurance carrier or other financially responsible parties.
- For operational purposes within our clinic for quality control, office administration, record keeping, staff or
provider training.

Specifically, you authorize the release of any information pertinent to your case to any insurance company,
adjuster, or attomey involved in this case for the purpose of obtaining payment on your health claims.

We may also use your personal health information to contact you regarding your appointments, to send you
information about our clinic or office events, or to share treatment options. We will not disclose information
about you to anyone outside our office without your written approval.

You have the right to inspect or obtain a copy of the information we will use for these purposes. You have
the right to amend your records at this office. You also have the right to refuse to provide authorization for this
office to contact you regarding these matters. If you do not provide us with this authorization it will not affect the
care provide to you or the reimbursement avenues associated with your care. Requests to inspect, copy or
amend your health related information should be provided to the Front Desk in writing.

We normally provide information about your health to you in person at the time you receive care from us.
We may also mail information to you regarding your health care or about the status of your account. If you
would like to receive this information at an address other than your home or, if you would like the information in
a different form, please advise us in writing as to your preferences.

Information that we use or disclose based on this privacy notice may be subject to re-disclosure by the
person to whom we provide the information and may no longer be protected by the federal privacy rules.

If you have a complaint regarding our privacy notice, our privacy practices or any aspect of our privacy
activities you should direct your complaint in writing to the Clinic Director.

If you would like further information about our privacy policies and practices please see the "NOTICE OF
PRIVACY PRACTICES" binder in reception or ask for a copy at the Front desk.

DateName (Printedplease) Signature

(f you are a minor, or if you are being represented by another party:

Personal Representative (Printed) Personal Representative Signature Date


