


If you know where going, road will get you Lewis Carroll

This section is important to read and fill out, so we have a clear understanding of what your 
goals are. This may change after we go through your patient history and physical exam or even 

. Having a goal will help us 
determine which tests to do, which treatment style will be most effective, and where we should 
focus our efforts, so we create the best results and highest satisfaction possible. Please circle as 
many of the goals as you like. If you have any questions, please let the doctor know. Our goal is 
to help you reach yours.  

My main concern(s) is/are:________________________________________________________  

______________________________________________________________________________ 

My goal(s) is/are: 

o Pain Management: uncomfortable. I recognize that pain is a

o Functional Rehabilitation: 
a deeper issue. I want to address the underlying cause of the pain so that I not only feel

o Posture Correction: 

o Health and Wellness: 
lowers stress and addresses nutrition.

o Maintenance: 
care. Just like visiting the dentist for good

o Other (Please describe):____________________________________________________

________________________________________________________________________









Patient's Name___ Number_____________ Date_____________________ 

NECK DISABILITY INDEX 

This questionnaire has been designed to give the doctor information as to how your neck pain has affected your ability to manage in 
everyday life. Please answer every section and mark in each section only ONE box which applies to you. We realize you may 
consider that two of the statements in any one section relate to you, but please just mark the box which MOST CLOSELY 
describes your problem. 

Section 1 - Pain Intensity Section 6 – Concentration 

 I have no pain at the moment.  
he pain is very mild at the moment.  
he pain is moderate at the moment.  
he pain is fairly severe at the moment. 
he pain is very severe at the moment.  
he pain is the worst imaginable at the moment. 
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Section 2 -- Personal Care (Washing, Dressing, etc.) 

 I can look after myself normally without causing extra pain. 
can look after myself normally but it causes extra pain.  
 is painful to look after myself and I am slow and careful.  
need some help but manage most of my personal care.  
need help every day in most aspects of self care.  
do not get dressed, I wash with difficulty and stay in bed. 
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Section 3 – Lifting 

 I can lift heavy weights without extra pain. 
 can lift heavy weights but it gives extra pain. 
ain prevents me from lifting heavy weights off the floor, but 

can manage if they are conveniently positioned, for 
xample on a table. 
ain prevents me from lifting heavy weights, but I can 
anage light to medium weights if they are conveniently 
ositioned. 
 can lift very light weights. 
 cannot lift or carry anything at all. 
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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 with moderate pain. 
 I can't read as much as I want because of moderate pain in 
my neck. 
 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 which come infrequently.  
I have slight headaches which come frequently.  
I have moderate headaches which come infrequently.  
I have severe headaches which come frequently.  
I have headaches almost all the time. 

Scoring: Questions are scored on a vertical scale of 0-5. Total scores 

_______________________________________________ 

and multiply by 2. Divide by number of sections answered multiplied by 
10. A score of 22% or more is considered a significant activities of daily
living disability.
(Score___ x 2) / (____Sections x 10) %AD = _____  L______________

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. 
can only do my usual work, but no more. 
can do most of my usual work, but no more. 
cannot do my usual work. 
can hardly do any work at all. 
can't do any work at all. 
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Section 8 – Driving 

 I 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 
eck.

I can't drive my car as long as I want because of moderate pain 
n my neck. 
I can hardly drive my car at all because of severe pain in my 
eck.

I can't drive my car at all. 
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Section 9 – Sleeping 

 I have no trouble sleeping. 
My sleep is slightly disturbed (less than 1 hr. sleepless). 
My sleep is moderately disturbed (1-2 hrs. sleepless). 
My sleep is moderately disturbed (2-3 hrs. sleepless). 
My sleep is greatly disturbed (3-4 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 
ain at all. 

I am able to engage in all my recreation activities, with some 
ain in my neck. 

I am able to engage in most, but not all of my usual recreation 
ctivities because of pain in my neck. 

I am able to engage in a few of my usual recreation activities 
ecause of pain in my neck. 

I can hardly do any recreation activities because of pain in my 
eck.

I can't do any recreation activities at all. 
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Comments____________________________________________
%ADL

Reference: Vernon, Mior. JMPT 1991; 14(7): 409-15

FORM 501



Informed Consent for Treatment at MindBody Med Seattle 
 
 
Financial Policy 
All patient balances are due at the time of service. This includes all deductibles, co-pays/co-insurance and cash balances.  
 
Appointment Cancellations 
Appointments are made in advance to accommodate your schedule. If you are unable to keep an appointment, notification is required at least 24 
hours in advance so that another patient has the opportunity to use that appointment.  If you do not give us at least 24 hours’ notice for the missed 
appointment you will receive a charge as follows: 
 Massage: $100 
 Acupuncture: $60 
 Chiropractic: $20 
 
Massage 
Prescriptions and Referrals  
Our office does require that the patient have a valid prescription or referral in order to bill insurances for massage therapy. If you do not have a valid 
prescription or referral at the time of service, full payment will be required at that time. You may be reimbursed some or all the payment after we 
have received a valid prescription and billed your insurance. 
 
Chiropractic 
The Material Risks Inherent in Chiropractic Adjustments:  
As with any health care procedure, there are certain complications that may arise during a chiropractic adjustment. Those complications include: 
fractures, disc injuries, dislocations and muscle strain, Horner's syndrome, diaphragmatic spasm, cervical myelopathy and costovertebral separations. 
Some types of manipulations of the neck have been associated with complications including stroke. Typically, the stroke is in progress and it is 
imperative to recognize the signs and symptoms, of which our practitioners have received extensive training to properly identify. In addition, some 
patients may feel associated stiffness and soreness following the first tew days of treatment.  
 
The Probability of Those Risks Occurring:  
Fractures are rare occurrences and generally result from some underlying weakness of the bone which is evaluated through  
the information in your history forms, your physical examination, and when necessary; x-ray studies. Stroke has been the subject of tremendous 
attention which has resulted in a thorough review of the risks; the retroactive 4-year study indicated that, at most, there is a chance of one per four 
million office visits to a health care office (including medical offices) of such an outcome. Since even that risk should be avoided if possible, we 
employ tests in our examination that help to identify whether you may be susceptible to that kind of injury.  
 
Acupuncture 
I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of acupuncture on 
me (or on the patient named below, for whom I am legally responsible) by the acupuncturist. I understand that methods of treatment may include, but 
are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tiu-Na (Chinese massage), Chinese herbal medicine, and nutritional 
counseling. I understand that the herbs may need to be prepared and the teas consumed according to the instructions provided orally and in writing. 
The herbs may be an unpleasant smell or taste. I will immediately notify a member of the clinical staff of any unanticipated or unpleasant effects 
associated with the consumption of the herbs.  

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects, including bruising, numbness or 
tingling near the needling sites that may last a few days, and dizziness or fainting. Burns and/or scarring are a potential risk of moxibustion and cupping, 
or when treatment involves the use of heat lamps. Bruising is a common side effect of cupping. Unusual risks of acupuncture include spontaneous 
miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax). Infection is another possible risk, although the clinic uses 
sterile disposable needles and maintains a clean and safe environment.  
 
By voluntarily signing below I agree that I have read, been read to, this consent to treatment. I have been told about the risks and benefits of the 
treatments provided. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for 
which I seek treatment. 
 

Patient Name (printed):   

Patient Signature:  Date:    

Parent/Guardian Signature:   Date:  

 


