Re-Examination Progress Questionnaire

Patient Name: Date:

1) How do you classify your improvement since the beginning of your care?
__ Excellent __Good __ Fair __Poor

2) On ascale from 1 to 10, with 10 being the best, how would you rate your improvement?

3) From 1 to 10, with 10 being unbearable pain, how would you rate your discomfort on an average day?

4) What is your current frequency of pain?
__Not daily; __Occasional pain; __Intermittent pain; __ Frequent Pain; __Constant Pain;
25% of the day 50% of the day 75% of the day 100% of the day

5) Which of your symptoms have improved?

6) Which of your symptoms have NOT improved?

7) What changes have been made in your general feelings? (Check all that apply)
__ Stronger __More Relaxed __More Alert
__Less Nervous __Sleep Better __Improved Appetite

8) Which of the following do you find easier? (Check all that apply)

__Sleeping __Personal Care __ Sitting __ Work
__Recreation __Lifting __Walking __Standing
9) Is there any other condition that we have not covered that you would like to discuss? __Yes __ No

If yes, please explain:

10) Has anyone asked about your progress?  __ Yes No

11) Have you referred anyone for chiropracticcare?  __Yes No

Patient Signature:

weeeeemenmeaneeees BELOW THIS LINE IS FOR THE DOCTOR TO COMPLETE  ----enmrommmecnnees

Cervical Norm | ROM | Pain Lumbar MNorm | ROM | Pain L Orthopedic Tests R
Flex 60 Flex 60 Jackson's
Ext 75 Ext 25 Scheppelman’s
R. Rot 80 R. Rot 30
L Rot 80 L Rot 30 hempa
R. Lateral | 45 R. Lateral | 25 SLR
L. Lateral 45 L. Lateral 25 -
S| Compression

Update/ New Condition/ Re-Exam  New Onset: Day(s) Week(s) Month(s) Year(s)
% Response: 0-20% 20-40% 40-60 80-100% Exacerbation Re-Occurrence MMI
Tx Plan: (3x/2x/1x per week) /Bi-Monthly/3 weeks/Monthly Begin NewPlan: 30 24 20 18 12
New Condition: Type of Pain: Sharp Stabbing Burning Achy Dull Stiff & Sore

Frequency: Off & On/Constant Radiating: N/Y

Better: Ice Heat Rest Movement Stretching OTC Other:

Worse: Sit Stand Walk Lying Sleep Overuse Other:




Functional Rating Index

For use with Neck and/or Back Problems only.

In order to properly assess your condition, we must understand how much your neck and/or back problems
has affected your ability to manage everyday activities. For each item below, please circle the number which
most closely describes your condition right now.

1. Pain Intensity

} 0 I I } 2 } 3 I 4
No Mild Moderate Severe Worst
pamn pain pain pain possible

pain

2. Sleeping

o [ 1 | 2 | 3 | 4

Perfect Mildly Moderately Greatly Totally
sleep disturbed disturbed disturbed disturbed
sleep sleep sleep sleep

3. Personal Care (washing, dressing, etc.)

| o | 1 | 2 | 3 | 4

No pain; Mild Moderate Moderate Severe
no pain; no pain; nced to pain; nced pain; need

restrictions restrictions 2o slowly some 100%
assistance assistance

4. Travelling (driving, etc.)

| o [ 1 | 2 | 3 | 4

[ | i i

No pamn on Mild pain Moderate Moderate Severe pain
long trips on long pain on pain on short on short
trips long trips trips Irips
5. Work
o |1 | 2 | 3 | 4

I I I I

Can do Can do Can do Can do
usual work usual 50% of 25% of
plus work: no usual work usual work

unlimited exira work

extra work

Cannot
work

Patient’s Signature

For Office Use Only:

Practitioner 1D#:

Total Score

6. Recreation

| o |1 | 2

| 3

| 4

Can do Can do Can do Cando a Cannot do
all most some few any
activities activities activities activities activity

7. Frequency of Pain
o [ | 2 | 3 | 4
No Occasional Internuttent Frequent Constant
pain pam; 25% pain, pain; 75% pain.
of the day 50% of the of the day 100%s of
day the day
8. Lifting
[o [ 1 | 2 | 3 | 4
No pain Increased Increased pain Increased Increased
with pain with with moderate pain with pain with
heavy heavy weight light any
weight weight weight weight
9. Walking
| o | 1 | 2 | 3 | 4
No pain; Increased Increased pain Increased Increased
any pain after | after 1.2 mile pain after pain with all
distance mile 1/4 mile walking
10. Standing
| o |1 | 2 | 3 | 4
No pain Increased Increased Increased Increased
after pain after pain after 1 pain after pain with
several several hour 1/2 hour any
hours hours standing

Date

Clinical Diagnosis Codes:

Patient [D#:
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