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1 WEALTM SOLUTIONS.

NEW PATIENT FORM

Please PRINT all of the following information EVEN if.the information is the same as last year. We need to verify that
we have the correct and current information in our computer.

Name: Home Phone Number: { )

Home Address: City: State: Zip:
Mailing Address: ‘ City: State: Zip:
Email Address: Cell Phone Number: { )

Date of Birth: Partner’s Name:

Employer’'s Name: Work Phone Number: ()

Work Address: City: State: Zip:
Employment Status:  [_| Full Time [_| Part Time [_| Retired

In case of emergency, please contact: Phone Number: { )

Areyouastudent? [ |Yes [ |No IfYes,areyou: [ |FullTime [ ] PartTime
Name of school:

Your primary complaints:

Is your current condition related to an accident? [:] Yes l:{ No  If Yes, please complete the following:

Date of accident: How did it occur?

tient Completes This Section |

Indicate where you have pain or other symptoms:
(Please fill in selections completely.)

Symptoms began on: l I [ 1

- 1. Briefly describe your symptoms:

2. How did your symptoms start?

3. Average pain intensity:

Last 24 hours: No Pain © D@ @B ® @ ® © G0 worst Pain
Past week: No Pain @@@@@@@@.@. Worst Pain

4. How often do you experience your symptoms?

@ Constantly (76-100% of the time) @ Frequently (51-75% of the time) @ Occasionally (26-50% of the time) @ Intermittently (0-25% of the time)
5. How much have your symptoms interfered with your usual daily activities?

@ Notatall @ Aiittle bit @ Moderately @ Quite a bit @ Extremely

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

@) N/A—This is the initial visit @ Much worse @ Worse @ Alittle worse @ No change @ A little better @ Better @ Much better

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

@ Excellent (@ Verygood () Good (@) Fair (&) Poor
Patient Signature: Date:




Neck Index

Form N1-100

Paftient Name

rev 3/27/2002

Date

This questionnaire will give your provider information about how your néck condition affects your everyday life.
Plea:se 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.

Pain Intensity

® 1 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

® 1have no trouble sleeping.

@ Mysleepis slightly disturbed (less than 1 hour sleepless).
@ Mysleepis mildly disturbed (1-2 hours sleepless),

® My sleep is moderately disturbed {2-3 hours sleepless).
@ My sleepis greatly disturbed (3-5 hours sleepless).

® My sleep is completely disturbed {6-T hours sleepless).

Reading

®© !canread as much as | want with no neck pain.
@ Ican read as much as | want with slight neck pain.
@ !can read as much as | want with moderate neck pain.

@ Icannot read as much as | want because of moderate neck pain.

@ !can hardly read at all because of severe neck pain.
® 1 cannotread at all because of neck pain.

Concenftration

®© 1can concentrate fully when | want with no difficulty,

@ 1can concentrate fully when | want with slight difficulty.

@ Ihave a fair degree of difficulty concentrating when | want.
@ Ihave a lot of difficulty concentrating when | want.

@ [have a great deal of difficulty concentrafing when | want,
® 1 cannot concentrate at all.

Work

®© 1 can do as much work as | want.

® 1canonly do my usual work but no more.

@ 1can only do most of my usual work but no more.
® 1cannot do my usual work.

@ 1can hardly do any work at all,

® | cannot do any work at all.

Perscnal Care

®© | can look after myself normally without causing extra pain.
@ 1 can look after myself normally but it causes exira pain.
@ ltis painful to look after myself and | am slow and careful,
® I need some help but | manage most of my personal care.
@ [need help every day in most aspects of self care.

® I1do not get dressed, | wash with difficulty and stay in bed,

Lifting
© I can lift heavy weights without extra pain.
@ Icanlift heavy weights but it causes extra pain.

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

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

@ 1 can only [ift very light weights.

® 1 cannot fitt or carry anything at all.

Driving

© | can drive my car without any neck pain.

@ 1 candrive my car as long as | want with slight neck pain.

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

® | cannot drive my car as long as | want because of moderate neck pain.
@ 1 can hardly drive at all because of severe neck pain.

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

Recreation

®© lam able to engage in all my recreation activifies without neck pain.

@ iamable to engage in all my usual recreation activifies with some neck pain.

® 1am able to engage in most but not all my usual recreation activities because of neck pain.
® lam only able to engage in a few of my usual recreafion acfivities because of neck pain.
@ lcan hardly do any recreation acfivities because of neck pain.

® | cannot do any recreation acfivities at all.

Headaches

© !have no headaches at all.

@ 1have slight headaches which come infrequently.

@ | have moderate headaches which come infrequently.
® !have moderate headaches which come frequently.

| have severe headaches which come frequently.

® [have headaches almost all the fime.
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Back Index

Form BI100

Patfient Name

rev 3/27/2002

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 fwo or more statements in one
section apply, please mark the one statement that most closely describes your problem.

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 painis very severe and does not vary much.

Sleeping

® 1getno pain in bed.

@ 1get pain in bed but it does not prevent me from sleeping well.
@ Because of pain my normal sleep is reduced by less than 25%.
@ Because of pain my normal sleep is reduced by less than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.
® Pain prevents me from sleeping at ll.

Sitiing

© 1cansitinany chair as long as | like,

@ 1 can only sit in my favorite chair as long as | fike.

® Pain prevents me from sitting more than 1 hour.

® Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® 1avoid sitfing because it increases pain immediately.

Standing

® Ican stand as long as | want without pain.

@ [ have some pain while standing but it does not increase with time.
@ | cannot stand for longer than 1 hour without increasing pain.

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

@ | cannot stand for longer than 10 minutes without increasing pain.
® 1avoid standing because it increases pain immediately.

Walking

© 1 have no pain while walking.

@ | have some pain while walking but it doesn’t increase with distance.
® I cannot walk more than 1 mile without increasing pain.

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

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

® 1 cannot walk at all without increasing pain.

Personal Care

@ 1do not have to change my way of washing or dressing in order to avoid pain,

® 1do not normally change my way of washing or dressing even though if causes some pain.
@ Washing and dressing increases the pain but | manage not to change my way of doing it.

® Washing and dressing increases the pain and | find it necessary fo change my way of doing it.
@ Because of the pain | am unable to do some washing and dressing without help.

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

Liffing
© | canlift heavy weights without exira pain.
@ [canlift heavy weights but it causes extra pain.

® Pain prevents me from lifting heavy weights off the floor.

® Pain prevents me from fifting heavy weights off the floor, but | can manage
if they are conveniently positicned (e.g., on a table).

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

® |can only lift very light weights.

Traveling

®© | get no pain while fraveling.

@ 1get some pain while traveling but none of my usual forms of trave] make it worse.

® | get extra pain while traveling but it does not cause me fo seek alternate forms of travel.
® 1 get exira pain while traveling which causes me to seek alternate forms of fravel.

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

® Pain restricts all forms of travel.

Sociaf Life

© My social life is normal and gives me no extra pain.
@ My social life is normal but increases the degree of pain.

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

@ Pain has restricted my social life and | do not go out very often.
@ Pain has restricted my social life to my home.
® | have hardly any social life because of the pain.

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 neither getting better or worse.
@ My pain is gradually worsening.
® My pain is rapidly worsening.

Back
: Index
[Index Score = [Sum of all statements selecied / (# of sections with a statement selected x 5).x 1 001 Score




9. HEALTH SOLUTIONS )

WELLNESS EVALUATION

In medicine today, leaky gut aka intestinal permeability, isn't typically diagnosed. However
that doesn't mean it's not affecting your health. Many health issues related to gut health go
undiagnosed, misdiagnosed, or are ignored by traditional medicine. Please complete this
evaluation to help our doctors determine how we can help your condition.

Let's get started
Please check any that apply to you:

Sub-Clinical Symptoms Including:

[J Headaches
[J Migraines

Hormone Imbalance Including:

] PMsS
[J Emotionalimbalance

Gastrointestinal Issues Including:

[J Abdominal bloating, cramps or painful gas

[ Irritable Bowel Syndrome

[] Ulcerative Colitis

[J Crohn's Disease and other intestinal disorders

Respiratory Conditions Including:
L1 Chronic sinusitis

[ Asthma

[l Allergies

Joint Conditions Including:

L1 Knee, Shoulder, or Spine

Autoimmune Conditions Including:
[[] Diabetes Mellitus

[ Lupus

[J Rheumatoid Arthritis

[0 Fibromyalgia

[J Chronic Fatigue

Thyroid Conditions Including:
[C] Hashimotos

[] Hypothyroidism

[ Hyperthyroidism

Developmental and Social Concerns Including:

[ Autism
[C1 ADD/ADHD

Skin Conditions including:
[] Eczema

[ Skin rashes

[] Hives

Circle the number that most closely fits, then add up your results.

g
2
Constipation and/or diarrhea 0
Abdominal pain or bloating o}
Mucous or blood in stool o}
Joint pain or swelling, arthritis o]
Chronic or frequent fatigue or tiredness o}
Food allergies, sensitivities or intolerance 0
Sinus or nasal congestion 0
Chronic or frequent inflammations o]
Eczema, skin rashes or hives (urticaria) o]

P B R R R Rp B Rpo Mild

NV NN NN N D Mod

W wWwWwwwww w w Severe

Asthma, Hayfever, or airborne allergies
Confusion, poor memory or mood swings
Use of NSAIDS (Aspirin, Tylenol, Motrin)
History of antibiotic use

Alcohol consumption makes you feel sick
Gluten sensitivity or Celiac's disease
Nausea

Weight issues

O OO O O O O O None
B R B R R R P R Md

YOUR TOTAL

NNV NN NN DN Med

WWwwwww w w Severe
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