Taylor County Chiropractic Rehabilitation, LLC.
Patient Information Form

Please Print
Electronic. acces:s to your health information
is available upon request
Full Name Date / /
Language Race D American Indian or Alaska Native [] Asian
Ethnicity [] Not Hispanic or Latino [C] Biack or Atrican American ]____] White
[[] Hispanic or Latino [] Native Hawaiian or Other Pacitic Islander
Date ot Birth / 7 Sex: [:[ Male [ ]Female Social Security #
Home Address
Street City State Zip Code

Preferred Method of Contact DHome Phone DMobile Phone [ ]Email [JLetter

Home Phaone ( ) Work Phone { ) Mobile Phone { )
Home Email Fax# ( )
[0 Student [7] Employed [] Uunemployed
Employer/School
[] sSingle [] Married [] Divorced [] Wwidowed [] Separated
Does your current address match your insurance policy address? D Yes D No
If No:
Street City State Zip Code
Primary Care Physician Office # | )

How did you hear about us?

Were you referred by a patient? Yes No If yes, please list name

Providing this information constitutes your permission for Taylor County Chiropractic and Rehabilitation, LLC to contact you regarding related
infarmation via mail, e-mail, fax, and phone.

Consent for Treatment Authorization expires 3 years from date signed
I request and consent to the performance of chiropractic, examination, adjustment/manipulation and any and all other

chiropractic procedures permitted by our State law, including medical records review, various modes of physiotherapy and
necessary diagnostic x-rays on myself (or on the patient named below, for whom | am legally responsible) by any of the treating
doctors of chiropractic on staff and/or any licensed chiropractor deemed appropriate by the office. | understand that results of
treatment are not guaranteed. | further understand and am informed that, as in the practice of medicine, in the practice of
chiropractic there are risks associated with treatment, although rare, including, but not limited to, fracture, disc injuries, strokes,
dislocations, strains, and worsening symptoms. | do not expect the doctor to be able to anticipate and explain all risks and
complications, and | wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at
the time, based on the facts then known, and is in my best interest. This consent form covers the entire course of treatment for
my present condition and for any future conditions(s) for which | seek treatment. :

1 understand it is my responsibility to fill out my case history completely and to the best of my knowledge, and to inform

the doctor of any information that is not listed on my case history. I also understand that it is my responsibility to inform

the doctor of any changes that may occur once 1 have filled out that information. | authorize Taylor County Chiropractic &
Rehabilitation, LLC to treat me.

| have read and understand the foregoing.

Signed: Date I /
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Taylor County Chiropractic Rehabilitation, LLC.
Patient Information Form
Please Print

Emergency Information

Name Home Phone | ) Work Phone | )

Privac Receipt of Notice of Privacy Practices Written Acknowledgement
Y (Please Initial One)

| was provided a Notice of Privacy Practices by T.C.C.R,, LLC to read and keep as my own.
| declined a copy that was offered to me, but | am aware of my rights.

{Please Initial)
[ authorize the release of my medical or incidental information necessary to provide continuity of my (the patient's)
medical care and to process my (the patient's) medical insurance.

1 will allow this office to treat me in both private and open treatment rooms

1 will allow this office to record my medical information, including consultation and examination, for documentation
purposes, if necessary.
My Protected Health Information may be disclosed to:

Financial Policy (Please Initial all notices)

I understand that | am financially responsible for any balance. Our office participates with all major health plans.
We will file primary and secondary claims for you. All deductible and copays are your respansibility.

If your plan requires a referral, it is your responsibility to obtain that referral prior to your visit.

For any services rendered, | authorize the assignment of benefits (payments) from my insurance to come directly to
Taylor County Chiropractic Rehabilitation, LLC.

Do you have health insurance? [ Yes [7] No

If no, payment is expected at time of service. We accept Cash, Check, Visa or Mastercard.

Primary Insurance: Secondary insurance:

If yes, are you the policy holder? [] ves [ No

If No, please provide policy holder's information: Name of Policy Holder:
Relationship to Patient: Date of Birth: / /
Address
Street City State Zip Code
Print Name: D.0.B. / /
Signed: Date / 7
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Printed Name:

Great News!

Taylor County Chiropractic & Rehabilitation has a great new
appointment reminder system that can help you remember your
upcoming appointments!

simply check the boxes below to begin receiving text message, phone call or email reminders
the day before your next scheduled appointment. Please update staff if you have a change in
your cell/home # and email address.

L__l By checking this box, | hereby give permission to Taylor County Chiropractic & Rehabilitation to notify me
via Phone call of my scheduled upcoming appointments. | can revoke permission at any time by notifying staff.

Home Phone Number:

By checking this box, 1 hereby give permission to Taylor County Chiropractic & Rehabilitation to notify me
via email of my scheduled upcoming appointments. | can revoke permission at any time by notifying staff.

Email Address:

[_—_l By checking this box, | hereby give permission to Taylor County Chiropractic & Rehabilitation to notify me via
text message of my scheduled upcoming appointments. | can revoke permission at any time by notifying staff. Text

message charges from my cell phone provider may apply.

Cell phone number:

Patient signature Today's date



HIP. .A Notice of Privac, . ractices

Uses and Disclosures of Protected Health Information :
)(owpmctedheaiﬂ:infmmaﬁonmaybeusedanddisclumdbyymwphysician, our office staff and others outside of our office that are
involved in your care and treatment for the pmposeofprovidhgheﬂﬂ:msuﬁmMyou,mpayyomhealﬂ:mbﬂls, to support the
operation of the physician’s practice, and any other use required by law .

Pavment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example,
obtainingapyrovalforahcspimls&ymayreqmtbatyourmlevantmwmdhenlthﬁafmmnﬁonbedisc!omdmﬁ:eheat&plmto
obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities
of your physician's practice. These activities include, but are not limited to, quality assessment activities, employee review activities,
training of medical students, licensing, and conducting or arranging for other business activities. For example, we may disclose your
protected health information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at the
registration desk where you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting
room when your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you
to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These situations
include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight: Abuse or Neglect:
Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation:
Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation: Inmates: Required Uses and
Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and
Human Services to investigate or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to Objec
unless required by law.

You may revoke this authorization, at any time, inwriﬁng,excepttoﬂ:emﬂmtywphysicianmthephysician’spmﬁeehm
taken an action in reliance on the use or disclosure indicated in the authorization.



ave the right to inspect and copy vour protected heaith inform however, you may not inspect or
copy_t!:efqﬂowmgmmﬂs;psyghoﬂmapynowe;mﬁ)mmﬁonmmpﬂedh:monableanﬁcipwonoiorusei’n,acivﬂ,cﬁminal,or
z_tdmm:sq-atweacnonorpmoeedmg,mdpmmmdhealﬂainfmmﬁonth&tissubjecttolawthatpmhibitsancessmpmedhealth

.0u have the right to request a restriction i protected health information. This means vou ask us not to use or
dxscloseanypmofyompmemdheﬂthinﬁnnﬁonforﬂxemofmmpmmmmmewmayalso
requestﬂ:atanypar_t of your protected healﬂainfomaﬁonnotbedisciosedwﬁmﬂy members or fiiends who may be involved in your
care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction
requested and to whom you want the restriction to apply.

DI oY s . 3@ Yight fo have voun! RRYSican amens il leCied alth information. meymmwmmﬂ,
youhaveﬂ:enghttoﬁleastatementofdxsagmemmwiﬁmsandwemayprepmeambmmltoyowsmmandwinpmvideycuwiﬂl
a copy of any such rebuttal.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object
or withdraw as provided in this notice.

Compjaints

YoumaycomplaintousmmmeSmmyomemmsm&ywbemwympﬁvuyﬂghuhawbmviolatedbyus.
You may file a complaint with us by notifying our privacy contact of your complaint. We will ne aliste against vou for filing ¢
complaint.

This notice was published and becomes effective on/or before June 1. 2019,

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy
practices with respect to protected health information. I you have any objections to this form, please ask to speak with
our HIPAA Compliance Officer in person or by phone at our Main Phone Number.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Print Name: Signature Date




—
Ta.  CBunty Chiropractic & Reha  _i6n, LLC
100 Greenbriar Drive -
Campbelisville, KY 42718
(270) 465-5200
www.taylorcountychiropractic.com

PaﬁentHealﬂalnfonnannCommFonn

stating that you understand and agree with how your records will be sams. 1f you would like to have a more detailed account
of our policies and procedures concerning the privacy of your Patient Health Information we encourage you to read the
HIPAA NOTICE that is available to you at the front desk before signing this consent.

1. Thepaﬁentunderstandsandagmesbatbwﬂaisdmopfacﬁcoﬂioetousemeirhﬁenweamummaﬁon(PHI)forthe
purposeofﬁwnent,pamnt,healﬂwareomraﬁons. andmmdhaﬁonofmAsanexample,mepaﬁentagmesto
allow this chiropractic office to submit requested PHI to the Health Insurance Company (or companies) provided to us
bymemmformapumweofpaymt Beassuredﬂ!atmisofﬁcewiulimitmerelsaseofaﬂPHmmeminimum
needed for what the insurance companies require for payment.

2. The patient has the right to examine and obtain a copy of his or her own health records at any time and request
corrections. Thepatientmayraquwtokmwwhatdisdosumhavebunmdeand submit in writing any further
restrictions on the use of their PHI. Ouramcaisobugmdbagmtoﬁmsemsiﬁcﬁmsomymmemmmeycomcide

3. Apatient’swrittanconsentneadon!ybeobtainedona&meforalisubsequentmgivenﬂ:epaﬁentinthisofﬁca.
4. Thepaﬁentmayprovideavgﬁttenrpquesttorevokeoonsentatanyt&nedurhgcare. This would not effect the use of

5. Qur office may contact you periodically regarding appointments, treatments, products, services, or charitable work
performed by our office. Youmychomwom-outofmymarkeﬁngorﬁmdraismgmmuniwﬁonsatanytims.

6. Foryoursecuﬁtyandrighttopﬁvacy,aﬂstaﬁhmbeenhamdinmeareaofpaﬁentmomprivacyandapﬁvacyofﬁciai
has been designated to enforce those procedures in our office. We have taken il precautions that are known by this
ﬁﬁcemassurethatyaurrecordsm'anotreedilyavailab!atothosewhodonotneedmem. )

7. Patients have the right to file a formal complaint with our privacy official and the Secretary of HHS about any possible
violations of these policies and procedures without retaliation by this office. : » :

8. Our office reserves the right to make changes to this notice and to make the nev{nonoepmmzonseffectwgforaii
protected health information that it maintains. Youwillbepmwdedwimanewmatyournextvisitfoﬂowmg any

change.
9. is notice is effective on the date stated below.
10. ;!f-hme patient refuses to sign this consent for the purpose of treatment, payment and health care operations, the
ropractic ician has the right to refuse to give care. i .
i1 fﬁ;dmmmg?snmumngm an open adjusting area, where privacy is limited. Iunderstandthatlca_m meet with
‘thedocmrpnvately‘ in a closed room upon my request. Unless a request is made, it is understood that | will be treated
in the open adjusting room. g ) o
ndersta some 'tinﬂmfummmatinmfersommmmsofﬁoe.matmynameanplmagemayappe
" ::tl: aﬂlankngofmb:w orotfl’m?nnutaﬁon(s) throughout this office, that is in plain view of other individuals that are in this

office
1 have read and understand how my Patient Health Information will be used and | agree to these policies and procedures.

Name of Patient;

{Please print)

Signature:.

(Of patient or legal guardian)

For further information regarding this notice, please contact our Doclor at (502) 962-2277



Taylor County Chiropractic Rehabilitation, LLC.

Case History
Please Print
History of Present lliness Approximately when did the conditions or symptoms begin to
occur? (date)
Is this the result of aworkinjury?  [JYes [ ]No Or an Auto Accident? [“]Yes [ |No

Describe the conditions, symptoms or purpose of the appointment:

Social
Do you smoke? DYes [INo Do you drink alcohol? [“]Yes [T]No
Number of packs (per week) Number of drinks (per week)
Female patient: Are you pregnant? [ ]Yes [[JNo  [[]Unsure but could be
Date of last menstrual cycle: DReguIar [ Jirreguiar |___|Using Birth control?

Medications Please list any current medications:
[] 1will provide a list of medications.

Prescribed for:

Prescribed for:

Prescribed for:

Prescribed for:

A“ergies Please list any known allergies, and allergies to medications.
3

4

INHI.FUJNH

Past Medical History

List any past surgeries (including appendix, tonsils, wisdom teeth, etc)
1

3 4

List any other hospitalizations & when & for what

List any major or minor falls & when they occurred

List any cracked or broken bones & when they occurred

To be filled in by the office staff.

Height Weight Blood Pressure |:] Right [ ]| Left Pulse [] Right handed
ins. Ibs / mmHG [] seated? BPM [ ] Left handed
Print Name: D.0.B. / /
Signed; Date /

This was published and becomes effective October 2014
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Taylor County Chiropractic Rehabilitation, LLC.
Case History
Please Print

Additional Information Related to the Condition:

Describe your pain: [C]Burning [Jsharp [CJouit [JAche
What caused it?

What aggravates it?

What relieves it?

Has the patient ever had the same or similar symptoms to this condition? DYes D No
When? / /
Describe

Please indicate any other healthcare providers who the patient has seen for the condition:

Name Type of Licensure Date of Last Visit
/ /
/ /
Have you missed work or school due to your injuries? [IYes [JNo

Have you experienced any of the below symptoms in the past 2

Review of Systems weeks or since your last visit?

[ JHeadache [[JTension [[JNeck Stitt [[]Pain in legs/teet
[[]Loss ot Memory [JLoss ot smeli [ _JFace tlushed []Sharp / shooting pain
[T]Hands Cold [T]Burning muscle pain [[]Nervousness DNeck pain
DNumbness arms/hands [ ]Light bothers eyes []Fainting []earsring
DColdsweats D Feet cold D Pain in arms/hands I:l Back pain
[Jirritability [JTingling in legs/feet []pitficulty swallowing [Jtoss of Balance
[]Loss of Strength - Arms [TJConstipation [ JHead seems too heavy [ ]Fatigue

[ ]Dizziness [JShortness of Breath []Tingling in arms/hands [_]Jaw pain
[JClumsiness [JChest pain/rib pain [ ]Nausea [[]other
[]Sleeping Problems [[JLoss of strength - legs [JNumbness legs/teet

[JBuzzing in ears []piarrhea [Jrever

Changes in Systems Have you experienced changes to any of the following?

[JEves (sight) []Ears (hearing) [[JNose {smell) [JMouth (taste) []Bladder
[ ]Bowels [[JSleep [ JEmotion [JAppetite Please Explain:

[[JFatigue [ ]Depression [ ]Osteopenia/Osteoporosis [ ]Heart Disease []Stroke [ ] Tuberculosis
[T]Obesity [ |Diabetes [ ]Spinal Degeneration [ JAutoimmune Disorder (List)

Have you been diagnosed with or xperienced any of the following?

[JProstate Disorder [ JKidney problems [[JHigh blood pressure []COPD [ Cancer {List)

[]Thyroid Problems ["]Asthma [ JUlcer ["]Seizure Disorder [ ]Smoker [ ]Other (List)

Print Name: D.0.B. / /

Signed: Date / /

This was published and becomes effective October 2014

Page 2 of 2



Pain Index

We would like to know how much your pain presently prevents you from doing what you would normally do. Regarding each
category, please indicate the overall impact your present pain has on your life, not just when the pain is at its worst.

Please circle the number which best describes how your typical level of pain affects these six categories of activities.

1. Family/Home responsibilities such as yard work, chores around the house or driving the kids to school -

Taylor County Chiropractic Rehabilitation, LLC.
Pain Index Questionnaire
Please Print

0 1 2 3 4 5 6 7 8 9 10
completely able totally unable to
to function function
2. Recreation including hobbies, sports or other leisure activities -
0 1 2 3 4 5 ) ¥ 8 9 10
completely able totally unable to
to function function

3. Social activities including parties, theater, concerts, dining-out and attending social functions with friends -

0 1 2 3 4 5 6 I 8 S 10
completely able totally unable to
to function function
4. Employment including volunteer work and homemaking tasks -
] 1 2 3 4 5 6 7 8 9 10
completely able totally unable to
to function function
5. Self-care such as taking a shower, driving or getting dressed -
0 : 4 2 3 4 5 6 7 8 9 10
completely able totally unable to
to function function
6. Life-support activities such as eating and sleeping -
0 i Zz 3 4 5 6 7 8 9 10
completely able totally unable to
to function function
Score |60} Benchmark -5=
S [/A\l
(e 3
e S g Please mark the areas on the picture below that
ot { i | correspond to the areas of your body where you feel
;“‘«'? : :_\t\j o ’{ the described sensations. Use appropriate symbols.
¥ “{(\R_‘/J ,j i ¥ s leshy Mark areas of radiation. Include all affected areas.
| [~ P A e i A
bl oshy <ol Lo Py Do Not Simply Circle The Affected Area
W W e
it PG S s T If = Numbness -~ Aching ===~
“I ,.'i |-}};;’—’J
[f“ 7 If ‘),‘! ll Pins & Needles o000
{ e
i i = N
3 / }Ja LY Burning 000 Stabbing ////
| Sk
{Af_ \?& 1-! ‘\-;a
Print Name: D.O.B. i 7§
Signed: Date / {
Pagelof1l

This was published and becomes effective October 2014



@ mmmmmubwym

O The pain i miid and doss notvary much,

@ The paln comes and goes and is moderats.

@ Tha pain is modarats and doss not vary much.
@ The pain comes and goes and Is very severe,
(7] The pain is very severs ant does not vary much.

@ lwumhmmwwamcmnmuwm

L0)] lmmmquawGﬂaﬂmmmnmmm
@ mwm’mmmmnmuwwmymdmn

@ mmmmhmutmnmybmmmamu
& m«umlpmubmwmmmm

® maumammuummummm

Slesping - Lifting

© 1getno painin bed. ] 1 can iRt heavy weights witheut extra pain.

@© immhumnmmmmmmu o 1 can fift heavy weights but i causes extra pain.

@ Because of pain my normal sieep is reduced by less than 25% © Pain prevents me from Bfting heavy welghts off the floor,

o4 &mqummkmwhumm @ mmmmmmwwﬂumm1mm
® Secaute of pain ay nonmal sieep is reduced by less then 75% i thay are conveniently positioned (e.g., on a tabie).

© Pain prevents me from siseping atail ® Paln provents ms from Riting heavy weights off the flocr, but | can manage

fighttc medium weights if they are conveniently positioned,
© 1can only Bt very Boht walghts.

Siiging Tsavsiing

1 ean sit in any chairas long as | fiks. © 1getno pein whils traveling. ;
Ican enly sit in my favorite chair ss fong as 1 Hke. 0] igetsoms pain while trawsling but nens of my wsusl forms of travel make 1 worse.
Pain prevents me from sitfing more than 1 hour. @ i gst exira peio while fraveling but it does not cause me 10 sesk alternate forms of fravel,
Pain prevents me from siting more then 122 hour. =] i gstexira pain whils traveling which causes me to seek aliemats forms of travel,
Fain provents ms from shiing more than 10 minutes. 1] Pain resiricts ail forms of travel except that done while ying down.
Lavoid siiting because it ncresses paln Immediately, © Pain restricts a3 forms of travel.

odeQee

® i can stand as long 2= Fwant without pain. Lo Sy socis] iifs s normal end gives me no extrs pain.

0] 1 hiave soms pain while standing but it does notincress with fime. @ Ey social Bfe Is normal but incresses the degree of pain.

@ § cannot stand for longer than 1 hoor witheut increasing pain. @ MMmWMwnmﬁﬁmmmwm
=) tcannot stand for longer than 112 hour without inerassing pain. energetic intaresty fe.g., dancing. etc).

® lmﬁuhmmwmmmm -] Pain hes restricied my social ife end 1 do not §o out very ofien.

@ lavaid standing becsuse it incresses pain tmmetizately, @ Pain hes restricted my soclai Bfe to my home.

@ { havs hardly any soctal Hfe bessuse of the pain.

Walking '

©@ I have no pain while walking,

@ 1have some pain while waiking but & dossn’t tncresss with distance,
@ | canniot walicmore than 4 mils without increasing pain,

@ | cannot waik more than 112 mlle without incrassing gain.

) By paia fluctustss but overall is definitaly getting better.

@ By pala seems to be getfing betier but improvement is slow.
© 8y pain s neither gatting betier or worae,

@ ? cannot walk more than 14 mlio without increasing pain, © My paia is graduatly worsening.
@ 8y paln is rapidly worssntng.

® { cannotwalk at afl witheut lncressing pain.

§RE




Patient Name:

L Chiropractic & Rehabifitation
i i Dr, Comphelisville KY. 42718
«05-53808 www.iaylorcountychira.com

Date:

ﬁiaquMﬂmwmmmmmWMWMWmﬁﬁ, Please answer
every section by marking the one statement that applies to you. If two or more statements in one section apply, please markthe
one statement that most closely describes your problem.

Pain intansity

@ thave no paln at the moment.

@ The pain is very miid at the moment.

@ The pain comss and goes and ks moderate.

® The pain is fairly severe at the moment.

@ The paln is very severe stthe moment

© Tae pain is the worst imaginable st the moment.

Sieeping

@ 1have no touble slssping.

® wiysiesp is slightly disturbed {less than 1 hour sleeplese).
@ 8y sleap Is mildly disturbied {1-2 hours alsepless).

@ My siesp Is moderately disturbed (2-8 hours slespless).
@ Wy sleap Is greatly disturbed (3-5 hours sieenless).

® ity sieep is completely disturbed {57 hours slsepisss).

Reading

@ 1can read as much as | want with no neck pain.

@ 1can read 28 moch as | want with slight neck paia.
@ 1can read as much as | want with moderate neck pain.

@ {cannctread as much as | want because of moderate neck pain.
@ | can hardly read at all bscause cf ssvers neck pain.
® |cannotread atafl hecause of neck pain.

Concentration

1 can concentrate fully when § want with no difficutly.

1 can concentrate fully when 1 want with slight difficuity.

1 have a fair degres of difficully concentrating when | want.
1 have a lot of difficulty concentrating when | want.

1 have a greet deal of difficuily concentrating when fwant.
1 cannot congentreto atall,

o0 Ee

Work

@ 1candoas much workas i want

@ 1ean enly do my ueual work but oo more.

@ 1canonly do most of my ustal work but no more.
@ 1cannot do my usual work.

@ \conherdly doany workatall

® 1cannotdoanyworkatall

Personal Care

©@ 1 can look after myself nonmally without causing exira pain.
@ 1can lock afier myself normally but it causes exira pain.
@ ftis painful to ook after myself and | am siow and careful. -
@ insed some help but | manage most of my parsonal care.
@ lmtﬂ:m&yhmwo{sﬁm

@ ido notgetdressed, 1 wash with difficully and stay in bed.

Lifting

" @ icanlifthesvy weights without extra pain.
* (@ 1cen Hitheavy weights but it cavsss exira pain.

@ Pain prevents me from Hfiing heavy weights off the floor; but ] can manags

~ Hthey are convaniently postifonad {e.g.. on atable).

© Pain prevents me from [iting heevy weights off the fioor, but§ can manage
mnmmﬁmawm

@ 1canonly lift very Hght weights.

® |cannotiiftorcany anything atall.

Driving <

@ 1cen drive my car without any neck pain.

@ 1can drive my car 2= long as | want with sfight neck pain.

@ 1can drive my car 35 long as | want with moderate neck pain.

@ I cennotdrive my caras long as | want beesuse of moderate nock pain.
@ 1can haydly drive st all because of severe neck pain.

® 1cannctdrive my caratall because of neck pain.

Recreation

@ 1am ableto engage in all my recrestion activities without neck paln.

@ 1amabieto engage in all my ususl recvestion activities with some neck pain.

@ 1amablsto engage in most but notall my ususl recreation activities besause of neck pain.
@ 1iamonlyableio engage in a few of my ueual recreetion activities becanse of neck pain.
L] lmmwwmmmdmm

& icannot do any recreation acfivifies atall

Hesdaches

@ 1have noheagaches atall _

@ 1 have shight headaches which come infrequently.
@ 1 have moderate headaches which come Infrequently.

. @ | have moueTa® hexuaches wiich come fregquently.

& 1have severe hewdeshes which come frequently.
© | have hesdaches almost all of the time.

Index Score = ofall

=slacied ] (& of selections with a slelement selecled X S} X 100

f8 K




