
Post-surgical  

Diagnosis (ICD codes) 
Please ensure all digits are  

entered accurately 

Current Functional Measure Score 

Patient Summary Form 
  PSF-750 (Rev: 7/1/2015) 

 

Patient name Last First MI 

Patient insurance ID# 

Patient address 

Provider Completes This Section: 

Female 

Male 

1 

2 

3 

Traumatic 

Unspecified 

Repetitive Patient Type 

Cause of Current Episode 

2° 

Patient  date of birth 

City State Zip code 

7. Address of the billing provider or facility indicated in box #1 8. City 9. State 10. Zip code 

3. Name and credentials of the individual performing the service(s) 

Date of Surgery 

Type of Surgery 

Date you want THIS  
submission to begin: 

1 ACL Reconstruction 

2 Rotator Cuff/Labral Repair 

3 Tendon Repair 

4 

5 

6 

Work related 

Motor vehicle 

1 

2 

3 

Initial onset (within last 3 months) 

Recurrent (multiple episodes of < 3 months) 
Chronic (continuous duration > 3 months) 

4 Spinal Fusion 

5 Joint Replacement 

6 Other 

Neck Index 

Back Index 

DASH 

LEFS 
(other FOM)  

1. Name of the billing provider or facility (as it will appear on the claim  form) 2. Federal tax ID(TIN) of entity in box #1 

4. Alternate name (if any) of entity in box #1   6. Phone number 

Other MT DC Both PT and OT 2 MD/DO 1 

3° 

4° 

Health plan Group number 

Referring physician (if applicable) 

1° 

ATC 

Anticipated CMT Level 
98940 

98941 

98942 

98943 

1 

2 

3 

4 

New to your office 
Est’d, new injury 
Est’d, new episode 
Est’d, continuing care 

Nature of Condition 
DC ONLY 

{ 

Referral number (if applicable) 

5. NPI of entity in box #1 

Home Care  

Provider Information 

5 6 7 8 9 

Patient Information 

3 4 OT PT  

Date referral issued (if applicable) 

Instructions 
Please complete this form within the specified timeframe.  
All PSF submissions should be completed online at 
www.myoptumhealthphysicalhealth.com unless other-
wise instructed.  
 
Please review the Plan Summary for more information. 

2 

3 

Patient Completes This Section: 

1. Briefly describe your symptoms: 

Symptoms began on: 

2. How did your symptoms start? 

3. Average pain intensity: 

4. How often do you experience your symptoms? 

5. How much have your symptoms interfered with your usual daily activities? (including both work outside the home and housework) 

6. How is your condition changing, since care began at this facility? 

7. In general, would you say your overall health right now is... 

Patient Signature:  X Date:  

Indicate where you have pain or other symptoms: 

Last 24 hours: 

Past week: 

no pain      0      1      2      3      4      5      6      7      8      9     10     worst pain 

no pain      0      1      2      3      4      5      6      7      8      9     10     worst pain 

1 Constantly (76%-100% of the time)  2 Frequently (51%-75% of the time) Occasionally (26% - 50% of the time) Intermittently (0%-25% of the time)  4 

1 Not at all 2 A little bit Moderately 4 Quite a bit 5 Extremely 

1 

Excellent 

2 3 5 7  Much better 

Very good 3 Good 4 Fair 5 Poor 

3 

A little worse  6 No change 4  Better A little better Worse Much worse  N/A — This is the initial visit 

(Please fill in selections completely) 

1 

 0 
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Please indicate “N” for current symptoms and “P” for symptoms you’ve had in the past. 

GENERAL SYMPTOMS EAR/NOSE/THROAT

__ Convulsions __ Earache GENITO-URINARY

__ Dizziness __ Ear Noises __ Blood in Urine

__ Fainting __ Enlarged Thyroid __ Frequent Urination

__ Headache __ Frequent Colds __ Kidney Infection

__ Nervousness __ Hay Fever __ Painful Urination

__ Numbness __ Nasal Blockage __ Prostate Problems

__ Wheezing __ Nose Bleeds __ Loss of Bladder Control

MUSCLES & JOINTS __ Pain Behind Eyes

__ Low Back Problems __ Poor Vision FOR WOMEN ONLY

__ Pain between Shoulders __ Sinusitis __ Birth Control _____

__ Neck Problems __ Sore Throats __ Hormone Replacement

__ Arm Problems __ Tonsillitis __ Cramps/Backaches

__ Leg Problems GASTRO-INTESTINAL __ Excessive Flow

__ Swollen Joints __ Belching/Gas __ Hot Flashes

__ Painful Joints __ Colon Problems __ Irregular Cycle

__ Stiff Joints __ Constipation __ Miscarriage

__ Sore Muscles __ Diarrhea __ Painful Periods

__ Weak Muscles __ Excessive Hunger __ Vaginal Discharge

__ Walking Problems __ Excessive Thirst __ Breast Pain

__ Sprains/Strains __ Gall Bladder Trouble Pregnant at this Time Y/N?

__ Broken Bones __ Hemorrhoids

CARDIO-VASCULAR __ Liver/Gallbladder

__ High Blood Pressure __ Nausea

__ Heart Attack __ Abdominal Pain

__ Pain over Heart __ Ulcer

__ Poor Circulation __ Poor Appetite

__ Heart Trouble __ Poor Digestion

__ Rapid Heart __ Vomiting

__ Slow Heart __ Vomiting Blood

__ Strokes __ Black Stool

__ Swelling Ankles __ Bloody Stool

__ Varicose Vein __ Weight Loss/Gain

RESPIRATORY

__ Asthma

__ Chronic Cough

__ Difficulty Breathing

__ Spitting Blood

__ Spitting Phlegm



Informed Consent to Chiropractic Treatment 
 
The nature of chiropractic treatment: The doctor will use his/her hands, mechanical device, or gentle non-force 
techniques in order to perform chiropractic adjustments & treatment that involves moving your joints, muscles, and 
other soft tissues. You may feel & hear an audible “click” or “pop”, such as the noise when a knuckle is “cracked”, and 
you may feel movement of the joint. This mechanism is known as tribonucleation and is a very safe treatment. Bones 
are not popping or cracking during an adjustment. Various ancillary procedures, such as hot or cold packs, electric 
muscle stimulation, therapeutic ultrasound or dry manual therapy may also be used.  
 
Possible Risks: As with any health care procedure, complications are possible, although very rare, following a 
chiropractic manipulation. Complications could include muscle soreness, fractures of bone, muscular strain, 
ligamentous sprain, dislocations of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular 
injury or stroke is extremely rare, but could occur upon treatment just as with other professional treatments. Severe 
injuries to arteries of the neck are possible, but exceedingly rare. A minority of patients may notice stiffness or 
soreness after the first few days of treatment. The ancillary procedures could produce skin irritation, burns or minor 
complications. These should dissipate within those few days.  
 
Probability of risks occurring: The risks of  complications  due  to  chiropractic  treatment  have  been described as 
“rare”, about as often as complications are seen from the taking of a single aspirin tablet. The risk of cerebrovascular 
injury or stroke, has been estimated at one in one million to one in twenty million, and can be even further reduced by 
screening procedures. The probability of adverse reaction due to ancillary procedures is also considered “rare”.  
 
Other treatment options, which could be considered, may include the following:Over-the-counter analgesics. The 
risks of these medications include irritation to stomach, liver and kidneys, and other side effects in a significant 
number of cases. Medical care, typically anti-inflammatory drugs, steroid injections, tranquilizers, and analgesics. 
Risks of these drugs include a multitude of undesirable side effects and patient dependence in a significant number of 
cases. Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in a 
significant number of cases. Surgery in conjunction with medical care adds the risks of adverse reaction to 
anesthesia, as well as an extended convalescent period in a significant number of cases.  
 
Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative 
changes. These changes can further reduce skeletal mobility, and induce chronic pain cycles. It is quite probable that 
delay of treatment will complicate the condition and make future rehabilitation longer and more difficult. 
 
I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the 
doctor to exercise proper judgment during the course of the procedure(s) by which the doctor feels at that time, 
based on the facts then known, are in my best interest. I understand that results are not guaranteed. I have read, or 
have had read to me, the above consent. I have also had an opportunity to ask questions about its content, and by 
signing below I agree to the above-named procedures. 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. I have read the 
explanation above of chiropractic treatment and the associated risks. I have fully evaluated the risks and benefits of 
undergoing treatment.  
 
I hereby request consent to the performance of chiropractic adjustments and other chiropractic procedures, including 
various modes of physiotherapy (or on the patient named below, for whom I am legally responsible for) by the 
doctor or intern, affiliated with LiveSmart Chiropractic & Rehabilitation. I have read, or have had this read to me, 
the above consent. By signing below, I agree to the above and allow the doctor or intern, affiliated with LiveSmart 
Chiropractic & Rehabilitation to perform such. I intend this consent form to cover the entire course of treatment 
for my present condition and for my future condition and for any future condition(s) for which I seek treatment. I 
have freely decided to undergo chiropractic care and herby give my full consent to treatment. 

 
 
 
Print Name (Print) ____________________________________ Date ____________________ 
 
 
 
Patient Signature __________________________ Guardian Signature___________________________ 
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Consent to Treat a Minor (Only if 17 y/o & younger)

Being the parent or legal guardian of this child, I hereby authorize this office and its doctors to examine and administer care to my

 son/daughter named ________________________________ as the the examining/treating doctor deems necessary.

Parent/Guardian Name: ___________________________ Signature: ______________________________
�



Financial Policy 
 
Payment for treatment: You agree to pay by cash, check, or credit card on the day that treatment is 
rendered. Unless we approve other arrangements in writing, the balance on your account is due and payable 
when the services are rendered, and is past due if not paid by this time. _________ (Initial) 
 
Insurance: If applicable, I hereby authorize my health insurance company or claims administrator (personal injury/car 
accident) to pay by check, and for it to be made directly to LiveSmart Chiropractic & Rehabilitation the expenses 
benefits allowable and otherwise payable to me under my current policy as payment toward the total charges or 
professional services rendered. I have agreed to pay in a current manner, any balance of said applicable charges. I 
agree that this office by given power of attorney to endorse/sign my name on any and all drafts for payment of my 
bill. Full payment is expected at the time of service unless prior arrangements have been made. It is the policy of this 
office that all services rendered are charged directly to you, the patient, and that ultimately the patient is 
responsible for all services, including those not reimbursed by third party payors. All insurance assignment patients 
must pay their deductibles in full and the co-payment at the time of service, or at the end of each week. ____(initial)  
Missed Appointment Fees: Patients who do not show up for an appointment or cancel with less than 24 
hours notice will be charged a the total cost of the visit unless otherwise stated by the provider. This fee 
must be paid before a new appointment is scheduled, and will be charged to the patient’s payment account on file. 
Providing updates to any and all contact information are the sole responsibility of the patient. __________(Initial) 
 
Credit History: We will report your account status to any credit-reporting agency such as a credit bureau for 
delinquent accounts. If your accounts become past due, we will take necessary steps to collect this debt. If we have to 
refer your account to a collection agency, you agree to pay all of the collection costs, which are incurred. If we have 
to refer collection of balance to a lawyer, you agree to pay all lawyers’ fees, which we incur, plus all court costs. 
________(Initial) 
 
Returned Checks: There is a fee (currently $25) for any checks returned by the bank. ________ (Initial) 
 
Waiver of Confidentiality: You understand if this account is submitted to an attorney or collection agency, if we 
have to litigate in court, or if your past due status is reported to a credit reporting agency, the fact that you 
received treatment at our office may become a matter of public record. ____________(Initial) 
 
Transferring of Records: You understand that you will need to request in writing, and pay a reasonable copying 
fee (currently $25) if you want to have a printed copy of your patient health record. ____________(Initial) 
 
Effective Date: Once you have signed this agreement, you agree to all of the terms and conditions 
contained herein and the agreement will be in full force and effect. 
 
If using a health insurance plan and the information is not accurate, or if I am not eligible to receive a health care 
benefit through this practitioner, I understand that I am liable for all charges for services rendered and I agree to 
notify this practitioner immediately whenever I have changes in my health condition or health plan coverage in the 
future. I understand that my chiropractor may need to contact my physician if my condition needs to be co-managed. 
Therefore I give authorization to my chiropractor to contact my physician, if necessary.  

Disclaimer: “A quote of benefits and/or authorization does not guarantee payment or verify eligibility. Payment of 
benefits are subject to all terms, conditions, limitations, and exclusions of the member’s contract at time of service.” 
Your health insurance company will only pay for services that it determines to be “reasonable and necessary.” Every 
effort will be made by this office to have all services and procedures authorized by your health insurance company. If 
your health insurance company determines that a particular service is not reasonable and necessary, or that a 
particular service is not covered under the plan, your insurer will deny payment for that service. If my health insurance 
company denies payment, I agree to be personally and fully responsible for payment. I also understand that if my 
health insurance company does make payment for services, I will be responsible for any co-payment, deductible, or 
coinsurance that applies. Although rare, insurance companies may provide us with incorrect information about your 
health plan. Thus, by signing below, I understand that it is ultimately my responsibility to verify my chiropractic 
insurance benefits. 

Patient Name (Print): ____________________________________ Date: _________________ 

 
Patient/Guardian (Sign): __________________________________ � �
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NOTICE OF PRIVACY PRACTICES 
 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 
 
LiveSmart Chiropractic & Rehabilitation is required, by law, to maintain the privacy and confidentiality of your 
protected health information and to provide our patients with notice of our legal duties and privacy practices with 
respect to your protected health information. 
 
HIPAA & Patient Record of Disclosures - Authorization to Release Medical Information - I authorize the release of any 
medical information necessary to process my insurance claims and also certify that all insurance information to this 
clinic is correct and complete. In general, the HIPAA privacy rule gives individuals the right to request a restriction on 
uses and disclosures of their protected health information (PHI) . The individual is also provided the right to request 
confidential communication or that a communication of PHI be made by alternative means, such as sending 
correspondence to the individual's office instead of the individual's home. I understand and agree to allow this 
chiropractic office to use their Patient Health Information for the purpose of treatment, payment, healthcare 
operation, and coordination of care. We may discuss your health information with medical doctors and your spouse or 
children. We want you to know how your Patient Health Information is going to be used in this office and your rights 
concerning those records. If you would like a more detailed account of your policy and procedures concerning the 
privacy of your Patient Health Information, we would be happy to send you more information at your request. If there 
is anyone you do not want us to discuss your medical information with or to receive your medical records, please 
inform our office. You understand we may contact you via phone call, text message, e-mail, or by mail at your current 
address on file. I understand it is my responsibility to inform you of any contact methods I do not wish to receive 
 
DISCLOSURE OF YOUR HEALTH CARE INFORMATION 
 
Treatment - We may disclose your health care information to other healthcare professionals within our practice 
for the purpose of treatment, payment or healthcare operations. 
 
Payment - If payment is not made as arranged, our office may utilize an outside collection agency, credit reporting 
agency or other means of collecting outstanding debt. Your file, containing protected health care information, may 
be reviewed by the designated collection agency or authority. 
 
Workers’ Compensation - If applicable, we may disclose your health information as necessary to comply 
with state Workers’ Compensation Laws. 
 
Emergencies - We may disclose your health information to notify or assist in notifying a family member, or 
another person responsible for your care, about your medical condition or in the event of an emergency or of 
your death. 
 
Public Health - As required by law, we may disclose your health information to public health authorities for 
purposes related to: preventing or controlling disease, injury or disability; reporting child abuse or neglect; 
reporting domestic violence; reporting to the Food and Drug Administration problems with products and reactions 
to medications; and reporting disease or infection exposure. 
 
Judicial and Administrative Proceedings - We may disclose your health information in the course of any 
administrative or judicial proceeding. 
 
Law Enforcement - We may disclose your health information to a law enforcement official for purposes such as 
identifying or locating a suspect, fugitive, material witness or missing person, complying with a court order or 
subpoena and other law enforcement purposes. 
 
Deceased Persons - We may disclose your health information to coroners or medical examiners. 
 
Public Safety - It may be necessary to disclose your health information to appropriate persons in order to prevent 
or lessen a serious and imminent threat to the health or safety of a particular person or to the general public.



Marketing, Social Media, and Other Communications- We may use social media to post pictures/video of you and 
your treatment. We may “tag” you and others may see you as a patient in our clinic. We may also contact you for 
marketing purposes or to inform you of upcoming/missed appointments, as described:  
(example) - “As a courtesy to our patients, it is our policy to call your home on the evening prior to your appointment 
to remind you of your appointment time. If you are not at home, we leave a reminder message on you answering 
machine or with the person answering the phone. No protected health information will be disclosed during this call 
other than the date and time of your scheduled appointment and a request to call our office if you need to cancel or 
reschedule your appointment. 
 
Specialized Government Agencies - We may disclose your health information for military, national security, prisoner 
and government benefits purposes. 
 
Change of Ownership - In the event that LiveSmart Chiropractic & Rehabilitation is sold or merged with another 
organization, your health information/record will become the property of the new owner. 
 
Your Health Information Rights - You have the right to request restrictions on certain uses and disclosures of your 
health information. Please be advised, however, that LiveSmart Chiropractic & Rehabilitation is not required to agree 
to the restriction that you requested. You have the right to have your health information received or communicated 
through an alternative method or sent to an alternative location other than the usual method of communication or 
delivery, upon your request. You have the right to inspect and copy your health information. You have a right to 
request that LiveSmart Chiropractic & Rehabilitation amend your protected health information. Please be advised, 
however, that LiveSmart Chiropractic & Rehabilitation is not required to agree to amend your protected health 
information. If your request to amend your health information has been denied, you will be provided with an 
explanation of our denial reason (s) and information about how you can disagree with the denial. You have a right to 
receive an accounting of disclosures of your protected health information made by LiveSmart Chiropractic & 
Rehabilitation. You have a right to a paper copy of this Notice of Privacy Practices at any time upon request. 
 
Changes to this Notice of Privacy Practices - LiveSmart Chiropractic & Rehabilitation reserves the right to amend this 
Notice of Privacy Practices at any time in the future, and will make the new provisions effective for all information 
that it maintains. Until such amendment is made, LiveSmart Chiropractic & Rehabilitation is required by law to comply 
with this Notice. LiveSmart Chiropractic & Rehabilitation is required by law to maintain the privacy of your health 
information and to provide you with notice of its legal duties and privacy practices with respect to your health 
information. If you have questions about any part of this notice or if you want more information about your privacy 
rights, please contact: LiveSmart Chiropractic & Rehabilitation by calling this office at (858) 634-2225. If LiveSmart 
Chiropractic & Rehabilitation is not available, you may make an appointment for a personal conference in person or by 
telephone within 2 working days. 
 
I have read the Privacy Notice and understand my right contained in the notice. 
 
By way of my signature, I provide LiveSmart Chiropractic & Rehabilitation with my authorization and consent to use 
and disclose my protected health care information for the purposes of treatment, payment, and health care 
operations as described in the Privacy Notice. 

 
Patient’s name (print) __________________________________ Date____________________ 
 
 
Patient/Guardian Signature______________________________ 
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The Keele STarT Back Screening Tool 
 
 
Patient name: _______________________________    Date: _____________ 
 
 
 
 
Thinking about the last 2 weeks tick your response to the following questions: 
 
 

  Disagree Agree 
  0 1 

1 My back pain has spread down my leg(s) at some time in the last 2 weeks □ □ 
2 I have had pain in the shoulder or neck at some time in the last 2 weeks □ □ 
3 I have only walked short distances because of my back pain □ □ 
4 In the last 2 weeks, I have dressed more slowly than usual because of back pain □ □ 
5 It’s not really safe for a person with a condition like mine to be physically active □ □ 
6 Worrying thoughts have been going through my mind a lot of the time □ □ 
7 I feel that my back pain is terrible and it’s never going to get any better □ □ 
8 In general I have not enjoyed all the things I used to enjoy □ □ 

 
 

9.  Overall, how bothersome has your back pain been in the last 2 weeks? 
 
 

Not at all Slightly Moderately Very much Extremely 

□ □ □ □ □ 
0 0 0 1 1 

 
 
Total score (all 9): __________________   Sub Score (Q5-9):______________ 
 
 

 
 
 

                                                                                  © Keele University 01/08/07   
Funded by Arthritis Research UK
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Back Index

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Back
Index
Score

Pain Intensity
The pain comes and goes and is very mild.

The pain is mild and does not vary much.

The pain comes and goes and is moderate.

The pain is moderate and does not vary much.

The pain comes and goes and is very severe.

The pain is very severe and does not vary much.

Sleeping
I get no pain in bed.

I get pain in bed but it does not prevent me from sleeping well.

Because of pain my normal sleep is reduced by less than 25%.

Pain prevents me from sleeping at all.

Because of pain my normal sleep is reduced by less than 50%.

Because of pain my normal sleep is reduced by less than 75%.

Sitting
I can sit in any chair as long as I like.

I can only sit in my favorite chair as long as I like.

Pain prevents me from sitting more than 1 hour.

I avoid sitting because it increases pain immediately.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting more than 10 minutes.

Standing
I can stand as long as I want without pain.

I have some pain while standing but it does not increase with time.

I cannot stand for longer than 1 hour without increasing pain.

I avoid standing because it increases pain immediately.

I cannot stand for longer than 1/2 hour without increasing pain.

I cannot stand for longer than 10 minutes without increasing pain.

Walking
I have no pain while walking.

I have some pain while walking but it doesn’t increase with distance.

I cannot walk more than 1 mile without increasing pain.

I cannot walk at all without increasing pain.

I cannot walk more than 1/2 mile without increasing pain.

I cannot walk more than 1/4 mile without increasing pain.

Personal Care
I do not have to change my way of washing or dressing in order to avoid pain.

I do not normally change my way of washing or dressing even though it causes some pain.

Washing and dressing increases the pain but I manage not to change my way of doing it.

Washing and dressing increases the pain and I find it necessary to change my way of doing it.

Because of the pain I am unable to do some washing and dressing without help.

Because of the pain I am unable to do any washing and dressing without help.

Lifting
I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

Traveling
I get no pain while traveling.

I get some pain while traveling but none of my usual forms of travel make it worse.

I get extra pain while traveling but it does not cause me to seek alternate forms of travel.

Pain restricts all forms of travel.

I get extra pain while traveling which causes me to seek alternate forms of travel.

Pain restricts all forms of travel except that done while lying down.

Social Life
My social life is normal and gives me no extra pain.

My social life is normal but increases the degree of pain.

I have hardly any social life because of the pain.

Pain has restricted my social life and I do not go out very often.

Pain has restricted my social life to my home.

Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

Changing degree of pain
My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.

My pain is rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.

Form BI100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100
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*Only fill out if you have neck pain*



Neck Index

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Neck
Index
Score

Pain Intensity
I have no pain at the moment.

The pain is very mild at the moment.

The pain comes and goes and is moderate.

The pain is fairly severe at the moment.

The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

Sleeping
I have no trouble sleeping.

My sleep is slightly disturbed (less than 1 hour sleepless).

My sleep is mildly disturbed (1-2 hours sleepless).

My sleep is completely disturbed (5-7 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).

My sleep is greatly disturbed (3-5 hours sleepless).

Reading
I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.

I cannot read at all because of neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severe neck pain.

Concentration
I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work
I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care
I can look after myself normally without causing extra pain.

I can look after myself normally but it causes extra pain.

It is painful to look after myself and I am slow and careful.

I need some help but I manage most of my personal care.

I need help every day in most aspects of self care.

I do not get dressed, I wash with difficulty and stay in bed.

Lifting
I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

I cannot lift or carry anything at all.

Driving
I can drive my car without any neck pain.

I can drive my car as long as I want with slight neck pain.

I can drive my car as long as I want with moderate neck pain.

I cannot drive my car at all because of neck pain.

I cannot drive my car as long as I want because of moderate neck pain.

I can hardly drive at all because of severe neck pain.

Recreation
I am able to engage in all my recreation activities without neck pain.

I am able to engage in all my usual recreation activities with some neck pain.

I cannot do any recreation activities at all.

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

I can hardly do any recreation activities because of neck pain.

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

Headaches
I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently. 

Form N1-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100
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*Only fill out if you have neck pain*


