American Specialty Health (ASH)

P.O. Box 508001, San Diego, CA 92150-8001 _ INMIAL HEALT':::I»?::&
California Only Fax: 877.427.4777 All Other States Fax: 877.304.2746

Patient Name Birthdate Sex: M/F
Address City

State Zip Phone ( ) Patient Primary Language

Occupation Employer Work Phone

Address City State Zip

Subscriber Name Health Plan

Subscriber ID # Group # Spouse Name

Spouse Employer, City State Zip

Primary Care Physician Name PCP Phone

MARK AN X ON THE PICTURE WHERE
DESCRIBE YOUR CURRENT PROBLEM AND HOW I
[] Headache [] Neck Pain [] Mid-Back Pain (] Low Back Pain

[] other

YOU HAVE PAIN OR OTHER SYMPTOMS.
T BEGAN:

Is this? [] Work Related
Date Problem Began

[0 Auto Related

J NnA

How Problem Began

Current complaint (how you feel today):
|-

0 1 2 3 4 5 6 7
No Pain

9 10
Unbearable Pain

How often are your symptoms present?
(Occasional) [] 0 - 25% (126 -50%

In the past week, how much has your pain interfered with your daily activities (e.g., work, social a

[151-75%

No interference 0 1 2 3 4 5

In general would you say your overall heaith right now is:

7 8 9 10 Unable to carry

on any activities

[] 76 — 100% (Constant)
ctivities, or household chores?

[] Excellent [J Very Good [ Good [ Fair [ Poor
HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN FOR YOUR AREA(S) OF COMPLAINT? I No [] Yes
Date(s) taken What areas were taken?
Please check all of the following that apply to you:
] Alcohol/Drug Dependence [] Prostate Problems
[] Recent Fever [ ] Menstrual Problems
[] Diabetes [] Urinary Problems
[] High Blood Pressure [] Currently Pregnant, # Weeks
[] Stroke (Date) [] Abnormal Weight [] Gain [ ] Loss
[ ] Corticosteroid Use (Cortisone, Prednisone, etc.) [0 Marked Morning Pain/Stiffness
[] Taking Birth Control Pills [] Pain Unrelieved by Position or Rest
[] Dizziness/Fainting L] Pain at Night
[] Numbness in Groin/Buttocks [] Visual Disturbances
L1 Cancer/Tumor (Explain) [1 Surgeries
[] Osteoporosis [1 Tobacco Use - Type
[] Epilepsy/Seizures Frequency /Day
[] Other Health Problems (Explain) [] Medications
Family History: [ ]| Cancer [ ] Diabetes [[] High Blood Pressure

(] Heart Problems/Stroke

(] Rheumatoid Arthritis

I certify to the best of my knowledge, the above information is complete and accurate. If the health plan information
is not accurate, or if | am not eligible to receive a health care benefit through this provider, | understand that | am

liable for all charges for services rendered and | agree to notify this doctor immediately whenever | have changes in

physician, if necessary.
Patient Signature
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American Specialty Health Networks, Inc. (ASH Networks) PATIENT PROGRESS

P. O. Box 509001, San Diego, CA 92150-9001 Patient completes this form. (Chiropractic)
FAX: 877/304-2746 For questions, please call ASH Networks at 800/972-4226
(PLEASE PRINT LEGIBLY)

Patient Name

Please complste the following three (3) questions regarding how you feel today.

1. How do you feel today?

MARK AN X ON THE PICTURE WHERE YOU
HAVE PAIN OR OTHER SYMPTOMS.

u laint:
Current complaint @
I | &
0 1 2 3 4 5 6 7 8 9 10
No Pain Unbearable Pain
2. Are you getting better?
Current Condition(s)/Complaint(s) Rate your overall progress since starting care
1. % (0% = No improvement and 100% = Fully recovered)
2 % (0% = No improvement and 100% = Fully recovered)

In the past week, on average how often have your symptoms been present?
(Intermittent) [ 1 0 - 25% [ 26 - 50% [151-75% (] 76 — 100% (Constant)

In the past week, how much has your pain interfered with your daily activities (e.g., work, social activities, or household chores?

0 1 2 3 4 5 6 7 8 9 10

No interference Unable to carry

on any activities
3. Is there anything new? v
Have you had any new complaints/conditions? (ONo [OYes
Have you had any re-injuries or events that have prolonged your recovery? [JNo [ Yes
Explain:

| certify that the above information is complete and accurate to the best of my knowledge. | agree to notify this
doctor immediately whenever | have changes in my health condition or health plan coverage in the future.

Patient Signature: Date:

ASH Chi Patient P




OSWESTRY DISABILITY INDEX 2.0

NAME DATE SCORE

PLEASE READ: Could you please complete this questionnaire. It is designed to give us information as to how
your back (or leg) trouble has affected your ability to manage in everyday life.

Please answer every section. Mark one box only in each section that most closely describes you today.

SECTION 1 - Pain Intensity SECTION 6 - Standing

A [] 1 have no pain at the moment. [C] 1 can stand as long as | want without extra pain.

B [] The pain is very mild at the moment. [ I can stand as long as | want but it gives me extra pain.

C [ The pain is moderate at the moment. ] Pain prevents me from standing for more than 1 hour.

D [J The pain is fairly severe at the moment. [ Pain prevents me from standing for more than /2 hour.

E [ The pain is very severe at the moment. [ Pain prevents me from standing for more than 10 minutes.
F [ The pain is the worst imaginable at the moment. (] Pain prevents me from standing at all.

HiMMOO®>»

SECTION 2 - Personal Care (washing, dressing, etc.) ECTION 7 - Sleeping

A [ | can look after myself normally without causing extra pain. | A L] My sleep is never disturbed by pain.
B [] | can look after myself normally but it is very painful. B[] My sleep is occasionally disturbed by pain.
C [ Itis painful to look after myself and | am slow and careful. | C L[] Because of pain | have less than 6 hours' sleep.
D [J I need some help but manage most of my personal care. | D[] Because of pain | have less than 4 hours' sleep.
E [ I need help every day in most aspects of self care. E [ Because of pain | have less than 2 hours' sleep.
F [ I do not get dressed, wash with difficulty and stay inbed. | F [ Pain prevents me from sleeping at all.
SECTION 3 - Lifting SECTION 8 - Sex Life (if applicable)
A [] | can lift heavy weights without extra pain. A [] My sex life is normal and causes me no extra pain.
B [ | can lift heavy weights, but it causes extra pain. B [J My sex life is normal, but causes some extra pain.
C [ Pain prevents me from lifting heavy weights off the fioor, C [ My sex life is nearly normal but is very painful.

but | can manage if they are conveniently positioned, e.g. on D [ My sex life is severely restricted by pain.

a table. E [J My sex life is nearly absent because of pain.
D [ Pain prevents me from liting heavy weights, but | can F [ Pain prevents any sex life at all.

manage light to medium weights if they are conveniently
positioned.

E [] | can only lift very light weights, at the most.

F [ 1 cannot lift or carry anything at all.

SECTION 4 - Walking SECTION 9 - Social Life

A [ Pain does not prevent me from walking any distance. A L1 My social life is normal and causes me no extra pain.

B [J Pain prevents me from walking more than one mile. B [ My social life is normal, but increases the degree of pain.

C [ Pain prevents me from walking more than 1/4 mile. o] I:]‘Eain has no significant effect on my social life apart from

D [ Pain prevents me from walking more than 100 yards. limiting - my more energetic interests, e.g., sport, etc.

E [ can only walk while using a stick or crutches. D [] Pain has restricted my social life and | do not go out as often.

F [ 1am in bed most of the time and have to crawl to the toilet. | E [ Pain has restricted my social life to my home.
F [11have no social life because of the pain.

SECTION 5 - Sitting SECTION 10 - Traveling

A [ can sitin any chair as long as | like. A [ can travel anywhere without pain.
B [J ! can only sit in my favorite chair as long as | like. B [ can travel anywhere but | gives extra pain.
C [ Pain prevents me from sitting more than 1 hour. C [ Pain is bad but | manage journeys over 2 hours.
D [ Pain prevents me from sitting more than 1/2 hour. D [ Pain restricts me to journeys of less than 1 hour.
E [ Pain prevents me from sitting more than ten minutes. E [ Pain restricts me to short necessary journeys under 30
F [ Pain prevents me from sitting at all. minutes.
F [ Pain prevents me from traveling exoegt to receive treatment.
COMMENTS:

Roland, M. and J. Fairbank (2000). "The Roland-Morris Disability Questionnaire and the Oswestry Disability Questionnaire.” Spine 25(24): 3115-24.



Low BACK PAIN AND DISABILITY QUESTIONNAIRE
(Roland-Morris)

NAME DATE
AGE SCORE

When your back hurts, you may find if difficult to do some of the things you normally do.
Mark only the sentences that describe you today.

-_—

[_] I stay at home most of the time because of my back.

2. []1 walk more slowly than usual because of my back.

3. [ Because of my back, | am not doing any jobs that | usually do around the house.
4. []Because of my back, | use a handrail to get upstairs.

5. [] Because of my back, | lie down to rest more often.

6. [ Because of my back, | have to hold onto something to get out of an easy chair.
7. [[] Because of my back, | try to get other people to do things for me.

8. []1getdressed more slowly than usual because of my back.

9. []1stand up only for short periods of time because of my back.

10. [] Because of my back, | try not to bend or kneel down.

11. [ find it difficult to get out of a chair because of my back.

12. ] My back or leg is painful almost all of the time.

13. [ | find it difficult to turn over in bed because of my back.

14. [] ! have trouble putting on my socks (or stockings) because of pain in my back.
15. []1sleep less well because of my back.

16. [] 1 avoid heavy jobs around the house because of my back.

17. [] Because of back pain, | am more irritable and bad tempered with people than usual.
18. [] Because of my back, | go upstairs more slowly than usual.

Roland Morris Citation info - Roland, M. and J. Fairbank (2000). “The Roland-Morris Disability Questionnaire and the Oswestry Disability Questionnaire. *
Spine 25(24): 3115-24.



