
INFORMED CONSENT TO

CHIROPRACTIC TREATMENT

I hereby request and consent to the performance of Chiropractic adjustments and any other Chiropractic
procedures , including examination tests , diagnostic x-ray and physical therapy techniques , on me (or on the patient
named below for which I am legally responsible ) which are recommended by the doctor of Chiropractic named
below and/or other licensed doctors of Chiropractic who now, or in the future , render treatment to me , while
employed by, working for, or associated with , or serving as backup for the doctor of Chiropractic named below .

I understand that, as with any health care procedure , there are certain complications , which may arise during a
Chiropractic adjustment. Those complications include , but are not limited to ; fractures , disc injuries , dislocations ,
muscle strain , Homer's Syndrome , diaphragmatic paralysis , cervical myelopathy, and costovertebral strains and
separations . Some types of manipulation of the neck have been associated with injuries to the arteries in the neck,
leading to , or contributing to serious complications including stroke . I do not expect the doctor to be able to
anticipate all risk and complications , and I wish to rely on the doctor to exercise judgment during the course of the
procedurels which the doctor to exercise judgment during the course of the procedures which the doctor feels at the
time, based upon the facts then known , and are in my best interest .

I have had an opportunity to discuss with the doctor of Chiropractic named below and/ or with office personnel the
nature , purpose and risks of Chiropractic adjustments and other recommended procedures and have had my
questions answered to my satisfaction . I understand that the results are not guaranteed .

I have read ( ) or have had read to me ( ) the above explanation of the Chiropractic adjustment and related
treatment. I have also discussed with the doctor verbally (int.)

By signing below state that I have weighed the risks involved in undergoing treatment and have myself decided that
it is in my best interest to undergo the Chiropractic treatment recommended . Having been informed of the risks , I
hereby give my consent to that tremtn . I intend this consent form to cover the entire course of treatment for my
present condition and for any future conditions for which I seek treatment.

Neck and Back Pain Specialists

10231 Slater Ave # 113

Fountain Valley, CA 92708

Tel (714) 968 4446

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE

Printed Name of Patient

Signature of Patient

Signature of Patient's Representative

Print Name(s) of Doctor Treating this Patient

ABDEL BALTA, D.C.

RYAN STUART, D.C.

Witness to Patient's Signature

Date

Date

Date

Date



Patient :

Neck and Back Pain Specialists

10231 Slater Ave #113

Fountain Valley, CA 92708

Tel (714) 968 4446

Fax (714) 965 4968

NOTICE OF DOCTOR'S LIEN

I do hereby authorize The Doctors at Neck and Back Pain Specialists to furnish you , my attorney, with a full report of
his examination , diagnosis, treatment, prognosis , etc , of myself in regard to the accident in which I was recently
involved .

I hereby authorize and direct you , my attorney, to pay directly to said doctor such sums as may be due and owing
him for the medical service rendered me both by reason of this accident and by reason of any other bills that are
due his office and to withhold such sums from any settlement, judgement or verdict as may be necessary to

adequately protect and fully compensate said doctor. And I hereby further give a Lien on my case to said doctor
against any and all proceeds of my settlement, judgement or verdict which may be paid to you , my attorney, or
myself, as the result of the injuries for which I have been treated or injuries in connection therewith .

Date of Accident

I fully understand that I am directly and fully responsible to said doctor for all medical bills submitted by him for
service rendered to me and that this agreement is made solely for said doctor's additional protection and in

consideration of his awaiting payment . And I further understand that such payment is not contingent on any

settlement, judgement or verdict by which I may eventually recover said fee.

DATED

I agree to promptly notify said doctor of any change or addition of attorney(s) used by me in connection with this

accident, and I instruct my attorney to do the same and to promptly deliver a copy of this lien to any such substituted
attorney( s) .

Please acknowledge this letter by signing below and returning to the doctor's office. I have been advised that if my

attorney does not wish to cooperate in protecting the doctor's interest, the doctor will not await payment and may
declare the entire balance due and payable.

DATED

PATIENT'S SIGNATURE

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of the
above and agrees to withhold such sums from any settlement , judgement, or verdict , as may be necessary to
adequately protect and fully compensate said doctor above-named . Attorney further agrees that in the event this lien

is litigated , that the prevailing party will be awarded attorney fees and costs.

ATTORNEY'S SIGNATURE



Back Index

Form BI100

Patient Name

Pain Intensity

The pain comes and goes and is very mild .

The pain is mild and does not vary much.

2 The pain comes and goes and is moderate.

3 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.

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.

Sleeping

O 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%.

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

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

5 Pain prevents me from sleeping at all.

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.

2 Pain prevents me from sitting more than 1 hour.

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

4 Pain prevents me from sitting more than 10 minutes.

5 I avoid sitting because it increases pain immediately.

Standing

I can stand as long as I want without pain.

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

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

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

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

5 I avoid standing because it increases pain immediately.

Walking

O I have no pain while walking.

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

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

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

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

5 I cannot walk at all without increasing pain.

Date

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.

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

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

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

5 Because ofthe 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 .

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

3 Pain prevents me from lifting heavy weights offthe floor, but I can manage

if they are conveniently positioned (e.g. , on a table).

4 Pain prevents me from lifting heavy weights off the floor, but I can manage

light to medium weights if they are conveniently positioned.

5 I can only lift very light weights.

Traveling

O I get no pain while traveling .

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

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

3 I get extra pain while traveling which causes me to seek alternate forms oftravel.

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

5 Pain restricts all forms of travel.

Social 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).

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

Pain has restricted my social life to my home.4

have hardly any social life because of the pain.

Changing degree ofpain

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 orworse.3

My pain is gradually worsening .

65 My pain is rapidly worsening.

rev 3/27/2003

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

Back

Index

Score



Neck Index

ACN Group, Inc. Form NI-100

Patient Name

Pain Intensity

This questionnaire will give yourprovider information about how your neck condition affects your everyday life.

Please answer every section by marking the one statement that applies to you. Iftwo or more statements in one

section apply, please mark the one statement that most closely describes yourproblem.

I have no pain at the moment.

The pain is very mild at the moment.

The pain comes and goes and is moderate.

3 The pain is fairly severe at the moment.

4 The pain is very severe at the moment.

5 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).

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

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

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

5 My sleep is completely disturbed (5-7 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.

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

3 I cannot read as much as I want because of moderate neck pain.
4 I can hardly read at all because of severe neck pain.

5 I cannot read at all because of neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.
2 I have a fair degree of difficulty concentrating when I want.
3 I have a lot of difficulty concentrating when I want.

4 I have a great deal of difficulty concentrating when I want.
5 I cannot concentrate at all.

Work

I can do as much work as I want.

I can only do my usual work but no more.

2 I can only do most of my usual work but no more.
3 I cannot do my usual work.

4 I can hardly do any work at all.

6 I cannot do any work at all.

Date

Personal Care

I can look after myself normally without causing extra pain.

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

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

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

4 Ineed help every day in most aspects of self care.

5 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.

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

•

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

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

4 I can only lift very light weights.

5 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.

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

3 I cannot drive my car as long as I want because of moderate neck pain.
4 I can hardly drive at all because of severe neck pain.

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

Headaches

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

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

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

5 I cannot do any recreation activities at all.

I have no headaches at all.

I have slight headaches which come infrequently.
I have moderate headaches which come infrequently.

3 I have moderate headaches which come frequently.
4 I have severe headaches which come frequently.

5 I have headaches almost all the time.

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100
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13. What are your PRESENT complaints and symptoms?

14. Do you have any congenital (from birth ) factors which relate to this problem ? ( ) Yes ( ) No

15. Do you have any previous illnesses which relate to this case?

16. Have you ever been Involved in an accident before?

type(s ) of accidents , as well as injury (ies ) received.

17. Where were you taken after the accident?

18. Have you been treated by another doctor since the accident?

and address:

What type of treatment did you receive?

19. Since this injury occurred , are your symptoms:

20. CHECK SYMPTOMS YOU HAVE NOTICED SINCE

Irritability
Chest Pain
Dizziness

Headache
Neck Pain
Neck Stiff

Sleeping Problems
Back Pain
Nervousness
Tension

23. Other pertinent information :

Symptoms Other Than Above

21. Have you lost time from work as a result of this accident?

DATE

()Yes

( ) Improving

ACCIDENT:

Head Seems Too Heavy
Pins & Needles in Arms

□ Pins & Needles in Legs
Numbness in Fingers

Reorder H.J. Ross Co. (714 ) 539-2130
C106

a . Last Day Worked'

b . Type of Employment:

c. Present Salary:

d . Are you being compensated for time lost from work?

you are receiving:

22. Do you notice any activity restrictions as a result of this injury?

() Yes

()No

Numbness in Toes
Shortness of

Breath

□ Fatigue
Depression
Lights Bother Eyes
Loss of Memory

□ Ears Ring

()Yes

() Yes

() Yes

()Yes

()No

()No

()No

Getting Worse

If yes , please describe , including date(s) and

()No

Face Flushed

Buzzing in Ears
Loss of Balance

Fainting
Loss of Smell
Loss of Taste

□ Diarrhea

If yes, please describe:

If yes , please describe:

If yes , please list doctor's name

() Same

PATIENT'S SIGNATURE

Feet Cold

Hands Cold

Stomach Upset
Constipation
Cold Sweats

□ Fever

If yes, please complete this question .

If yes, please state type of compensation

() No If yes, please describe, in detail:



Name

Address

Age

Employer's Name

Your Ins . Co.

Name on Policy (If other than self)

Responsible Party's Name

Birthdate

Address

Policy Holder's Name

ATTORNEY

PERSONAL INJURY QUESTIONNAIRE

Policy #

Name

Address

Were there any witnesses? ( ) Yes ( ) No Name(s)

NATURE OF ACCIDENT:

1. Date of Accident

2. Were you : () Driver

3. Number of people in your vehicle?

4. What direction were you headed?

on (name of street)

5. What direction was other vehicle headed?

on (name of street)

6. Were you struck from : () Behind

7. Approximate speed of your car

8. Were you knocked unconscious?

9. Were police notified? ()Yes ()No

10. In your own words, please describe accident.

Time of Day

() Passenger

12. Please describe how you felt:

a . DURING the accident.

b . IMMEDIATELY AFTER the accident.

c. LATER THAT DAY.

d . THE NEXT DAY.

()Yes

City.

Sex

Employer's Address

() North

City.

() North () East

City

() Front Seat () Back Seat

Were you wearing seat belts?

() South

() East

S/S #

11. Did you have any physical complaints BEFORE THE ACCIDENT? () Yes

Agent's Name

() Front () Left side

mph Other car mph

() No If yes, for how long?

() South

Phone (

State

() Right side

()West

()No

Policy #

State

Policy #

Phone (

State

()West

Zip

Zip

Zip

If yes, please describe in detail :


