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Dose/Frequency

TYPE OF COVERAGE: HEALTH INSURANCE WORK COMP AUTO/PERSONAL INJURY___
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- Patient Health Questionnaire - PHQ N

ACN Greup, Inc. - Form PHQ-202

ACN Group, Ine. Use Only  rev 7/18/05

Patient Name_ . . .. o Date

1. Describe your symptoms

a. When did your symptoms start?

b. How did your symptoms begin? o

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
@ Constantly (76-100% of the day)
@ Frequently (51-75% of the day)
@ Qcecasionally (26-50% of the day)
@ Intermittently (0-25% of the day)

3. What describes the nature of your symptoms?
® Sharp @ Shooting
@ Dull ache ® Buming
@ Numb ® Tingling

4, How are your symptoms changing?
@ Getting Better
@ Not Changing
@ Getting Worse

J )
Wi

5. During the past 4 weeks: Unbearable
a. Indicate the avarage intensity of your symptoimns @ @ @ ® o &® ® ® @

b. How much has pain interfered with your normal work (inciuding both work outside the home, end housework|
@ Not at all @ A little hit @ Moderately @ Quite a bit ® Extremely

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?
{like visiting with friends, relatives, elc)

@ All of the time @Most of the time @ Some of thetime @ Alittle of the time  ® None of the time

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

@ Exceillent @ Very Good ® Good @ Fair ® Poor
8. Who have you seen for your symptoms? ® No One ® Medical Doctor ® Other
@ Chirepractor @ Physical Therapist
a. What treatment did you receive and when?
b. What tests have you had for your symptoms @ Xrays date: @ CT Scan  date:
and when were they performed?
@MRI date: @ Other date:
9. Have you had similar symptems in the past? @ Yes @ No
a. If you have received treatment in the past for @ This Office & Medical Doctor @& Other
the same or similar symptoms, who did you see? @ Ghiropractor ® Physical Therapist
) . O Professional/Executive @ Laborer @ Retired
10. What is your occupation? _ slire
y P @ White Collar/Secretarial  ® Homemaker ® Other
@ Tradespersan ® FT Student
a. If you are not retired, @ homemaker, or a @ Full-time @ Self-employed @& Off work
student, what is your current work status? @ Part-time @ Unemployed ® Other

Patient Signature Date
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B&de 15 A LIST OF CONDITIONS W' '?w[-i MAY SEEM UNRELATED TO THE PURPOSE ®YOUR APPOINTMENT.
HOWEVER, THESE QUESTIONS MUST b ANSWERED CAREFULLY AS THESE PROBLEMs AN EFFECT YOUR

OVERALL DIAGNOSIS, TREATMENT PLAN AND POSSIBILITY OF BEING ACCEPTED FOR CARE.

PLEASE CHECK ANY QF THE FOLLOWING DISEASES YOU HAVE HAD:!

Appendicitis — Malaria ___ Chitken Pox __ Alcohoiism
- Scarlet Fever _._ Tubercuiosls ___ Diabetes — Cancer
" biptheria — Whaoplng Cough — . Mental Disorder _ Goltar
: Typhoid Fever —_.Anemia — Heart Disease _ Arthritls

Pneumonia . Measles __Venerial Infaction __ Epilepsy
— Rheumatic Fever ___Mumps __ Influenza __ tumbago
-_ Polio — Small Pox ___ Pleurisy

CHECK ANY OF THE FOLLOWING YOU HAVE OR HAVE HAD IN THE PAST 6 MONTHS:

MUSCULO-SKELETAL CODE

NERVOUS SYSTEM CODE

GENERAL CODE

—— Allergies

___ Low Back Pain ___ Numbness —__ Loss of Sleep

Pain Between Shoulders — Paralysis _ Fever
— Neck Pain __ Dizziness
~ arm Paln —_ Forgetfulness GENTO-URINARY CODE
__Joint Pain/Stiffness ___ Confuslon/Depression

Walking Prcblems __ Fainting ——_Bladder Trouble
: Difficutty Chewing — Convulsians — Painful/Excesslve Urinhation
_ Clicking Yaw - Cold/Tingling Extremities

GASTRO-INTESTINAL CODE

__ Poor/Excessive Appetite
___ Excessive Thirst

___ Freguent Nausea

. Vomiting

___ Dlarrhea

. Constipation

____ Hemorrholds

___ Liver Trouble

____ Gall Bladder Problems
_.__ Weight Trouble

___ Abdominal Cramps

—_ Gas/Bloating After Meals
__.. Heartburm

. Black/Bloody Stool

— Colitls

EENT CODE

. Vlsien Prablems
—_ Dental Problems
— Sore Throat

___ Ear Aches

— Hearing Difficulty
. Stuffed Nose

MALE/FEMALE CODE

— Genltal Herpes
... Prostate/Sexual Dysfunction
— Breast Pain/Lumps
— . Menstrual Irregularity
__ Menstrual Cramping
__ Vaglnal Paln/Infectons
Are you Pregnant Y N Unsure (Cirde One)

C-V-R.CODE

___ Chest Pain

.. Short Breath

——. Blood Pressure Problems
. lrregular Heartheat

— Heart Froblems

. Lung Probterms

—_ Lung Congestion

—. Varicose Velns

—_ Ankle Swelling

Do any of the followlng diseases run in your family? Grandparents, parents, siblings, children:
Diabetes ___ Cancer  Heart Disease — Stroke ____ Depression ___

Do you exerdse regularly? Briefly describe how often, how leng, what type:

r—

Patient's Signature

Date

Guardian or Spouse's

Signature Authorizing Care

Date
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Neck Index

ACN Group, Inc. Form M-100

Patient Name _ . —_—

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

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 cne statement that most closely describes your problem.

Pain Intensity

{@ |haveno pain at the moment,

D 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 i very severe at the moment.

& The painis the worst imaginable at the moment.

Sleeping

@ | have no trouble steeping.

@ My sleep is sfightly disturbed {less than 1 hour sleepless),
@ My sleepis mildly disturbed (1-2 hours sleepless).

@ My sleap iz moderataly disturbed (2-3 hours sleepless).
@ My sleep is greatly disturbed {3-5 hours sleepless).

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

Reading

@ 1 can read as much as [ wanl with no nack pain,

@ [ can read as much as |want with slight neck pain.

@ | can read as much as | want with moderate neck pain,

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

@ | can hardly read at all because of severe neck pain.
® | cannot read at all because of neck pain.

Concentration

@ | can concentrate fulty when | want with no difficulty.

@ | can concentrate fully when | want with slight difficuliy.

@ [ have a fair degree of difficulty concentrating when ! want.
@ | have a lot of difficulty concentrating when I wanl,

@ | have a great deal of difficulty concentrating when | want.
@ | cannol concentrate at all.

Work

@ | can do as much work as | wan,

@ | can enly do my usual work but no more.

@ 1can only do most of my usual work but no mars,
@ | cannot do my usual work.

@ ) can hardly do any work at all.

@& | cannct do any work atall,

Personal Care

@ | can look after myself normally without causing extra pain.
D I can look after myself normally but it causes extra pain.
@ Itis painful to look after myself and | am slow and careful.
@ |need some help but | manage most of my personal care.
@ | need help every day in most aspects of seif care,

@ ido not get dressed, | wash with difficulty and stay in bed.

Lifting
@ |can lift heavy weights without extra pain.
@ ¥can litt heavy weights but it causes exira pain,

@ Pain prevents me from fiing heavy weights off the flar, but | can manage
If they are conveniently posifionad (e.g., on a table}.

@ Pain prevents me from lfting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently pesitioned.

@ 1 can only lift very light weights.
® [ cannot [ift or carry anything at all.

Driving

@ | can drive my car without any neck paln.

@ [ can drive my car as long as | want with slight nack pain.

@ | can diive my car as long as | want with mocerate neck pain,

@ | cannat drive my car as long as ! want because of moderate neck pain.
@ 1 can hardly drive al all because of severe neck pain.

@& [ cannot drive my car at all bacause of neck pain,

Recreation

@ | am able to engage in all my recreation activities without neck pain,

@ | am able to engage in all my usuai recreation activities with some neck pain.

@ | am able to engage in most but not all my usual recreation activities because of neck pain,
@ tam only able to engage in & few of my usual recreation activifies because of neck pain.
@ I can hardly do any recreation activities because of neck pain.

® | cannot do any recreation activities at all.

Headaches

© fhave no headaches at alf,

@ | have slight headaches which come infrequently.

@ | have moderate headaches which come infrequently.
@ I have moderate headaches which come frequently.
@ | have severe headaches which come fraquently.

® | have headaches almost all the time.
Neck

Index

Index Score = [Sum of alf statem'ents selected / (# of sections with a statement selected x 5)] x 100 f

Score
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- Back Index

ACN Group, the.  Form BI=160

Patient Name _

AUN Graup, Inc. Use Onty rev 3/27/2003

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.

Pain Intensity

© The pain comes and goes and is very mild.

@) The pain is mild ard does hot vary much.

@ The pain somes and goes and is moderate,

(3 Tha pain is moderate and does not vary much,
@ The pain comes and goas and is very severe.
(& The painis very severe and does not vary much.

Sleeping

@ | getno painin bed.

(3 1get pain in bed but it does not prevent me from sieaping wel.
@ Because of pain my normal sleep is reduced by less than 25%.
& Because of pain my normal sleep is reduced by less than 50%.
@ Bacausa of pain my normal sfeep is reduced by less than 75%.
® Pain prevents me from sleeping at all

Sitting

@ | can sitin any chair as long as [ like.

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

@ Pain prevents me from sitting more than 1 hour,

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

Standing
@ | can stand as long as 1 want without pain.
@ 1have some pain while standing but it does not increase with time.

@ 1cannot stand for fonger than 1 hour without increasing pain.
@ [ cannot stand for langer than 1/2 hour without increasing pain.

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

Walking

@ |have no pain while walking.

@ 1 have some pain while walking but it doesn't increase with distance.
@) | 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.

® | cannot walk at all without increasing pain.

Personal Care

@ |da 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 thaugh it causes same pain.
(@ wWashing 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 to change my way of doing ¢,
@ 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.

Lifting

(@ |can it heavy weights without extra pain.

@ | can lift heavy welghts but it causes extra pain.

@ Pain prevents me from lifting heavy weights off the floor,

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

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

& | can only I very light weights.

Traveling

@ | get no pain while raveling.

@ | get some pain while traveling but none of my usual forms of travel make it worse,

@ | get extra pain while travaling but it does not cause me to seek alternate forms of traved,
@ |get extra pain while fraveling which causes me to seek alternate forms of travel.

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

@ Pain restricts all forms of travel.

Social Life

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

D 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, ete).

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

@ Pain has restricted my sceial lifs fo my home.

@ |have hardly any social fife because of the pain.

Changing degree of pain

@ My pain is rapidly getting better.

@ My pain fluciuates but overall is definitely gefting better,

@ My pain seems to be getling better but improvement is slow.
@ My pain is neither getting better or warse.

@ My pain is gradually worsening.

& My pain is rapidly worsening.
Back

Index |

Index Score = [Sum of all statemenits selected / (# of sections with a statement selected x 5)] x 100J

Score __m__m__f




