
Date

Name
Last Name First Name Middle Initial 

Address Sex M F

City Age

State Zip Birthdate

E-Mail 

Phone Number
Cell Home

Phone

Occupation 

Name
Relationship

Phone
Cell Home

Primary Insurance Secondary Insurance 

Member ID Member ID

Group Group

Subscriber Subscriber

Subscriber 
Birthdate

Subscriber 
Birthdate

1240 E. Main Street, Cottage Grove, OR 97424 
Phone (541) 767-3788 Fax (541)946-1057

Emergency Contact 

Patient Information 

Employer / School Address

Employer / School

Medications Vitamins/Herbs/Minerals Allergies 



What Treatment have you already received for your condition? 
Medication Y N Surgery Y N Physical Therapy Y N

Chiropractic Y N None Y N Other

Is this condition due to an accident?      Y     N                Date: 

Type of accident Y     N 

Name of other doctors who have treated your current condition:  

Date of Last:
Physical Exam Dental X-Ray
Spinal Exam Spinal X-Ray
Blood Test Chest X-Ray 
Urine Test MRI, CT-Scan, Bone Scan

AIDS/HIVE Y N Diabetes Y N Liver Disease Y N Rheumatoid Arthritis Y N
Alcoholism Y N Emphysema Y N Measles Y N Rheumatic Fever Y N
Allergy Shots Y N Epilepsy Y N Migraine Headaches Y N Scarlet Fever Y N
Anemia Y N Fractures Y N Miscarriage Y N STD Y N
Anorexia Y N Glaucoma Y N Mononucleosis Y N Stroke Y N
Appendicitis Y N Goiter Y N Multiple Sclerosis Y N Suicide Attempt Y N
Arthritis Y N Gonorrhea Y N Mumps Y N Thyroid Problems Y N
Asthma Y N Gout Y N Osteoporosis Y N Tonsilitis Y N
Bleeding disorders Y N Heart Disease Y N Pacemaker Y N Tuberculosis Y N
Breast Lump Y N Hepatitis Y N Parkinson's Disease Y N Tumors, Growths Y N
Bronchitis Y N Hernia Y N Pinched Nerve Y N Typhoid Fever Y N
Bulimia Y N Herniated Disk Y N Pneumonia Y N Ulcers Y N
Cancer Y N Herpes Y N Polio Y N Vaginal Infections Y N
Cataracts Y N High blood Pressure Y N Prostate Problem Y N Whooping Cough Y N
Chemical Dependency Y N High Cholesterol Y N Prosthesis Y N Other Y N
Chicken Pox Y N Kidney Disease Y N Psychiatric Care Y N

Work Activity Habits

Siting Smoking Packs/day

Standing Alcohol Drinks/week

Light Labor Coffee/Caffeine Cups/Day

Heavy Labor High Stress Level Reason 

Are you pregnant? Y N Due Date: 

Falls
Head Injuries
Broken Bones 
Dislocations
Surgeries 

Circle Yes or No to indicate if you have had any of the following

Exercise 
Circle your response 

Health History 

Date
Injuries/Surgeries 

Auto     Work     Home     Other Has this accident been reported?

None

Moderate

Daily

Heavy

Description



Symptom / Location 1

When did the symptom begin? 

(circle one)

Did the symptom start 

How did the symptoms begin? 

What makes the symptom worse?  (circle all that apply)

What makes the symptom better?  (circle all that apply) 

Other (please describe) __________________________________________________________________________

Describe the quality of the symptom (circle all that apply) 

Does the symptom radiate to another part of your body? Yes No 
If yes, where does the symptom radiate? 

Is the symptom worse at certain times of the day or night? (circle all that apply) 
Morning Afternoon Evening Night Unaffected by time of day 

Symptom / Location 2

When did the symptom begin? 

Did the symptom start Suddenly or Gradually (circle one)
How did the symptoms begin? 

What makes the symptom worse?  (circle all that apply)

What makes the symptom better?  (circle all that apply) 

Other (please describe) __________________________________________________________________________
Describe the quality of the symptom (circle all that apply) 

Does the symptom radiate to another part of your body? Yes No 
If yes, where does the symptom radiate? 
Is the symptom worse at certain times of the day or night? (circle all that apply) 
Morning Afternoon Evening Night Unaffected by time of day 

Please mark the location of pain

Any movement, bending neck forward, bending neck backward, tilting head to left, tilting head to 
right, turning head to left, turning head to right, bending forward at waist, bending backward at 
waist, tilting left at waist, tilting right at waist, twisting left at waist, twisting right at waist, sitting, 
standing, getting up from sitting position, lifting, driving, walking, running, nothing.                                                                                                                                                                                           
Other (please describe) _______________________________________________________

On a scale from 0-10, with 10 being the worst, circle the number that best describes the pain
1       2       3       4       5       6       7       8       9       10  

What percentage of day do you experience the pain at the stated intensity

Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep nagging, shooting, stinging

5     10     15     20     25     30     35     40     45     50     60     65     70     75     80     85     90     95     100

Suddenly or Gradually 

5     10     15     20     25     30     35     40     45     50     60     65     70     75     80     85     90     95     100

Please mark the location of pain
On a scale from 0-10, with 10 being the worst, circle the number that best describes the pain

1       2       3       4       5       6       7       8       9       10  
What percentage of day do you experience the pain at the stated intensity

Any movement, bending neck forward, bending neck backward, tilting head to left, tilting head to 
right, turning head to left, turning head to right, bending forward at waist, bending backward at 
waist, tilting left at waist, tilting right at waist, twisting left at waist, twisting right at waist, sitting, 
standing, getting up from sitting position, lifting, driving, walking, running, nothing.                                                                                                                                                                                           
Other (please describe) _______________________________________________________

Rest, Ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing

Rest, Ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing

Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep nagging, shooting, stinging



Activities 0 1 2 3 4

1 Pain Intensity No Pain Mild pain Moderate pain Severe pain
Worse possible 
pain

2 Sleeping Perfect sleep
Mildly disturbed 
sleep

Moderately 
disturbed sleep

Greatly disturbed 
sleep

Totally disturbed 
sleep 

3
Personal Care (washing, 
dressing, etc.)

No Pain; no 
restrictions

Mild pain; no 
restrictions

Moderate pain; 
need to go slowly

Moderate paoin; 
need some 
assistance 

Severe pain; need 
100% assistance 

4 Travel (driving, etc.)
No Pain; on long 
trips

Mild pain on long 
trips 

Moderate pain on 
long trips

Moderate pain on 
short trips 

Severe pain; need 
100% assistance 

5 Work

Can do usual work 
plus unlimited 
extra work 

Can do usual 
work; no extra 
work 

Can do 50% of 
usual work

Can do 25% of 
usual work Cannot Work 

6 Recreation
Can do all 
activities 

Can do most 
activities

Can do some 
activities 

Can do a few 
activiites 

Cannot do any 
activities 

7 Frequency of pain No Pain 
Occasional pain; 
25% of the day 

Intermittent pain; 
50% of the day 

Frequent pain; 
75% of the day 

Constant paoin; 
100% of the day 

8 Lifting
No pain with 
heavy weight

Increased pain 
with heavy weight

Increased pain 
with moderate 
weight

Increased pain 
with light weight 

Increased pain 
with any weight

9 Walking 
No pain; any 
distance

Increased pain 
after 1 mile

Increased pain 
after 1/2 mile

Increased pain 
after 1/4  mile 

Increased pain 
with all walking 

10 Standing
No pain after 
several hours 

Increased pain 
after several hours 

Increased pain 
after 1 hour

Increased pain 
after 1/2 hour 

Increased pain 
with any standing 

Name Date

Score:

Percent:

Today, do you or would you have any difficulty at all with: 

In order to properly assess your condition, we must understand how much your neck and/ or back 
problems have affected your ability to manage everyday activities.  Please select a response which most 

closely describes your condition right now. 

Functional Rating Index Neck/Back Problems Only 
Instructions 
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