Mason Family Chiropractic
Case History and Patient Information
Date _______________________

Referred By __________________________________________

Patient Name _______________________________________________
Age ___________

SS# __________________________

Date of Birth _____________

Address _____________________________________________________________________________________
City _______________________________
Home Phone ______________________

State _________

Zip ________________

Work Phone __________________ Cell Phone __________________

Email Address (please print) _________________________________________________________________________
Employer _____________________________________

Occupation _____________________________________

Spouse Name ___________________________________ DOB _____________ SS# ________________________

Cell Phone ____________________________

Work Phone ________________________________

Emergency Contact/Relationship __________________________________________________
Emergency Phone Number ______________________________________________
Family Doctor ___________________________________ Phone _________________

Please mark the appropriate coverage to be billed:
Major Medical ______

Medicare _________ Auto Med Pay _________ Self Pay _____________

Primary Insurance Carrier ________________________________________________________________________
Primary Card Holder (as written on card) ________________________________________________________
Date of Birth ______________________ Social Security Number _____________________________________
Secondary

Insur ance

Car r ier

_____________________________________________________________________

Secondary Card Holder (as written on card) ___________________________________________________________
Date Of Birth _____________________________

Social Security Number ______________________________

Name: ______________

PATIENT HEALTH HISTORY

Date:

Major surgery/Operations:
Appendectomy
Tonsillectomy
Gall Bladder
Hernia
Back Surgery
Broken Bones
Other: _________________________________________________________________________________________
Hospitalization (other than above) ___________________________________________________________________
Date of last chiropractic visit ________________________ Doctors Name __________________________________
For same complaint as now or other YES or NO ______________________________________________________
Do you suffer from any condition other than which you are now consulting us? YES or NO
Please check all that apply:
__ Blood clots
__ Excessive menstrual flow
__ Hot flashes
__ Irregular cycle
__ Nosebleeds
__ Lumps in breast
__ Prostate trouble
__ Colon trouble
__ Nausea
__ Heartburn
__ Indigestion
__ Ulcers
__ Hemorrhoids
__ Diarrhea/constipation
__ Venereal disease
__ Cramps

Tingling or Stiffness In:

__ Allergies/hay fever
__ Allergy to cold
__ Colds
__ Poor circulation
__ Chest pain
__ Dizziness
__ Sinus
__ Asthma
__ Pleurisy
__ Tuberculosis
__ Difficult breathing
__ Arthritis
__ Headache
__ Fatigue
__ Itching

__ Deafness
__ Ear noises
__ Ears stopped up
__ Eye pain
__ Failing vision
__ Blurred vision
__ Rapid Heartbeat
__ Slow heartbeat
__ Stroke
__ High blood pressure
__ Low blood pressure
__ Pain over heart
__ Nervousness/depression
__ Cancer
__ Pacemaker

__ Varicose veins

__ Bursitis
__ Enlarged Thyroid
__ Diabetes
__ Polio
__ Bruise easily
__ Frequent urination
__ Kidney stone/infection
__ Arrhythmias
__ Thrombophlebitis
__Raynaud’s Phenomenon
__ Acute Phlebitis
__ Loss of sleep

__ Neck pain
__ Poor posture
__ Swelling of Ankles
__ Sciatica
__ Foot trouble
__ Low back pain
__ Numbness
__ Swollen Joints
__ Pain between shoulders

__ Shoulders __ Neck __ Hips __ Arms __ Legs __ Elbows __ Knees __ Hands __ Feet __ Back

PATIENT HABITS
Do you use an orthopedic or cervical pillow YES or NO
Are you wearing (check all that apply) Heel lifts ____ Sole lifts ____ Inner sole ____ Arch support ____
Please check all that apply:
Heavy
Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep
Appetite

____________
____________
____________
____________
____________
____________
____________

Moderate
___________
___________
___________
___________
___________
___________
____________

Light
____________
____________
____________
____________
____________
____________
____________

None
____________
____________
____________
____________
____________
____________
____________

CURRENT HEALTH CONDITION
Purpose for this appointment _____________________________________________________________________
Other doctors seen for this condition YES or NO Who? _______________________________________________
Type of treatment ________________________________ Results ________________________________________
List current Medication (s) _______________________________________________________________________
______________________________________________________________________________________________
Is patient pregnant YES or NO

Do you take any supplements? YES or NO

List any major accidents or falls: ___________________________________________________________________

COMPLAINT:

Name: __________________ Date: ____________

Major _______________________________________________________
Secondary ____________________________________________________
When did this condition begin? __________________________ Has this condition occurred before YES or NO
Is this appointment a result of Auto Accident?

Yes or No

Date of accident ___________________________

Name of YOUR Auto Insurance Company __________________________________________________________
Claim # __________________________________ Phone Number ____________________________
Agents Name _______________________________________________________
How often do you experience the symptoms?
___ Constant (100%) ___ Frequent (75%) ___ Intermittent (50%) ___Occasional (25%) ___ Rare (10%)
How many days a month do you feel it ________ How many hours out of a day ___________
When:

___ Morning

___ Afternoon

___ Evening

___ Night

What increases symptoms _________________________________________________________________________
What relieves symptoms __________________________________________________________________________
Type of Pain (mark all that apply) :
___ Sharp ___ Dull ___ Aching ___ Burning ____ Throb ____ Numb ___ Other
Does it radiate YES or NO Where ________________________________________________________________
Rate on scale 0 no pain 10 unbearable circle one:
Now
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How does this symptom affect your:
Work _________________________________________________________________________________________
______________________________________________________________________________________________
Home ________________________________________________________________________________________
______________________________________________________________________________________________
Leisure activities ________________________________________________________________________________
______________________________________________________________________________________________
Sleep _________________________________________________________________________________________

Please mark area of this complaint on figures with an X:

NECK DISABILITY INDEX
Name:_______________________________________ Date:______________ File #:_______________
This questionnaire helps us to understand how much your neck pain has affected your ability to perform everyday activities.
Please check the one box in each section that most clearly describes your problem right now.
SECTION 1 - Pain Intensity
I have no pain at the moment.
The pain is very mild at the moment.
The pain is moderate at the moment.
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.
SECTION 2 - Personal Care (Washing, Dressing, etc.)
I can look after myself normally without causing extra pain.
I can look after myself normally but it causes extra pain.
It is painful to look after myself and I am slow and careful.
I need some help but manage most of my personal care.
I need help every day in most aspects of self-care.
I do not get dressed, I wash with difficulty and stay in bed.

SECTION 6 - Concentration
I can concentrate fully when I want to with no difficulty.
I can concentrate fully when I want to with slight difficulty.
I have a fair degree of difficulty in concentrating when I
want to.
I have a lot of difficulty in concentrating when I want to.
I have a great deal of difficulty in concentrating when I
want to.
I cannot concentrate at all.
SECTION 7 - Work
I can do as much work as I want to.
I can only do my usual work, but no more.
I can do most of my usual work, but no more.
I cannot do my usual work.
I can hardly do any work at all.
I can not do any work at all.

SECTION 3 - Lifting
I can lift heavy weights without extra pain.
I can lift heavy weights but it gives extra pain.
SECTION 8 - Driving
Pain prevents me from lifting heavy weights off the floor,
I can drive my car without any neck pain.
but I can manage if they are conveniently positioned.
I can drive my car as long as I want with slight pain in my
Pain prevents me from lifting heavy weights, but I can
neck.
manage light to medium weights if they are conveniently
I can drive my car as long as I want with moderate pain in
positioned
my neck.
I can lift very light weights.
I can’t drive my car as long as I want because of moderate
I cannot lift or carry anything at all.
pain in my neck.
I can hardly drive at all because of severe pain in my neck
SECTION 4 - Reading
I can’t drive my car at all.
I can read as much as I want with no pain in my neck.
I can read as much as I want with slight pain in my neck.
SECTION 9 - Sleeping
I can read as much as I want with moderate pain in my
I have no trouble sleeping
neck.
My sleep is slightly disturbed (less than 1 hr sleepless).
I can’t read as much as I want because of moderate pain in
My sleep is mildly disturbed (1-2 hrs sleepless).
my neck.
My sleep is moderately disturbed (2-3 hrs sleepless).
I can hardly read at all because of severe pain in my neck.
My sleep is greatly disturbed (3-5 hrs sleepless).
I cannot read at all due to pain.
My sleep is completely disturbed (5-7 hrs sleepless).
SECTION 5 - Headaches
I have no headaches at all.
I have slight headaches that come infrequently.
I have moderate headaches that come infrequently.
I have moderate headaches that come frequently.
I have severe headaches that come frequently.
I have headaches almost all the time.

From Vernon H, Minor S. JMPT 1991; 14(7):409-415

SECTION 10 - Recreation
I am able to engage in all my recreation activities with no
neck pain at all.
I am able to engage in all my recreation activities, with
some pain in my neck.
I am able to engage in most, but not all of my usual
recreation activities because of neck pain.
I am able to engage in a few of my usual recreation activities.
because of pain in my neck.
I can hardly do any recreation activities because of pain in
my neck.
I can’t do any recreation activities at all.

REVISED OSWESTRY INDEX

Name:_______________________________________ Date:______________ File #:_______________
This questionnaire helps us to understand how much your low back has affected your ability to perform everyday activities.
Please check the one box in each section that most clearly describes your problem now.
SECTION 1 - 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 moderately increasing
The pain is moderate and does not vary much.
The pain comes and goes and is severe.
The pain is severe and does not vary much.

SECTION 6 - Standing
I can stand as long as I want without pain.
I have some pain standing, but it does not increase with time.
I cannot stand for longer than 1 hour without increasing pain.
I cannot stand for longer than ½ hour without increasing
I cannot stand for longer than 10 minutes without increasing pain.
I avoid standing because it increases the pain immediately.

SECTION 2 - Personal Care (Washing, Dressing, etc.)
I would 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.
Washing and dressing increase the pain, but I manage not to
change my way of doing it.
Washing and dressing increase the pain and I find it
necessary to change my way of doing it.
Because of the pain, I am unable to do some washing and
dressing without help.
Because of the pain, I am unable to do any washing and
dressing without help.
SECTION 3 - Lifting
I can lift heavy weights without extra pain.
I can lift heavy weights but it gives extra pain.
Pain prevents me from lifting heavy weights off the floor.
Pain prevents me from lifting heavy weights off the floor,
but I can manage if they are conveniently positioned (e.g.
on a table).
Pain prevents me from lifting heavy weights, but I can
manage light to medium weights if they are conveniently
positioned.
I can only lift very light weights at the most.
SECTION 4 - Walking
I have no pain on walking.
I have some pain on walking but it does not increase with
distance.
I cannot walk more than one mile without increasing pain.
I cannot walk more than ½ mile without increasing pain.
I cannot walk more than ¼ mile without increasing pain.
I cannot walk at all without increasing pain.
SECTION 5 - Sitting
I can sit in any chair as long as I like without pain.
I can sit only in my favorite chair as long as I like.
Pain prevents me from sitting more than 1 hour.
Pain prevents me from sitting more than ½ hour.
Pain prevents me from sitting more than 10 minutes.
I avoid sitting because it increases pain immediately.
From Vernon H, Minor S. JMPT 1991; 14(7):409-415

SECTION 7 - Sleeping
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 night’s sleep is reduced by less than ¼.
Because of pain, my normal night’s sleep is reduced by less than ½.
Because of pain, my normal night’s sleep is reduced by less than ¾.
Pain prevents me from sleeping at all.
SECTION 8 - Social Life
My social life is normal and gives me no pain.
My social life is normal but increases the degree of pain.
Pain has no significant effect on my social life apart from
limiting my more energetic interests, e.g. dancing . . .
Pain has restricted my social life and I do not go much.
Pain has restricted my social life to my home.
I have hardly any social life because of my pain.
SECTION 9 - Traveling
I get no pain while traveling.
I get some pain while traveling, but none of my usual forms of travel make it worse.
I get extra pain while traveling, but it does not compel me to seek alternative forms of travel
.
I get extra pain while traveling which compels me to seek alternative forms of travel.
Pain prevents all forms of travel except done lying down.
Pain restricts all forms of travel.
SECTION 10 - Changing Degrees 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 slowly improves.
My pain is neither getting better nor worse.
My pain is gradually worsening.
My pain is rapidly worsening.

MASON FAMILY CHIROPRACTIC INFORMED CONSENT
The primary treatment used by doctors of chiropractic is the spinal manipulation, sometimes called spinal adjustment.


The nature of the chiropractic adjustment.
I will use my hands or a mechanical instrument upon your body in such a way as to move your joints. That may cause an
audible "pop" or "click," much as you have experienced when you "crack" your knuckles. You may feel or sense movement.



The material risks inherent in chiropractic adjustment.
As with any healthcare procedure, there are certain complications, which may arise during chiropractic manipulation. Those
complications include: fractures, disc injuries, dislocations, muscle strain, Horner'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. Some patients will feel
some stiffness and soreness following the first few days of treatment.



The probability of those risks occurring.
Fractures are rare occurrences and generally result from some underlying weakness of the bone, which we check for during the
taking of your history and during examination and X-ray. Stroke has been the subject of tremendous disagreement within and
without the profession with one prominent authority saying that there is at most a one-in-a-million chance of such an outcome.
Since even that risk should be avoided if possible, we employ tests in our examination which are designed to identify if you
may be susceptible to that kind of injury. The other complications are also generally described as "rare.
The availability and nature of other treatment options.
 Other treatment options for your condition include:
 Self-administered, over-the-counter analgesics and rest
 Medical care with prescription drugs such as anti-inflammatories, muscle relaxants and painkillers.
 Hospitalization with traction
 Surgery



The material risks inherent in such options and the probability of such risks occurring include:


Overuse of over-the-counter medications produces undesirable side effects. If complete rest is impractical, premature
return to work and household chores may aggravate the condition and extend the recovery time. The probability of such
complications arising is dependent upon the patient's general health, severity of the patient's discomfort, his pain tolerance
and self-discipline in not abusing the medicine. Professional literature describes highly undesirable effects from long term
use of over-the-counter medicines.



Prescription muscle relaxants and painkillers can produce undesirable side effects and patient dependence. The risk of such
complications arising is dependent upon the patient's general health, severity of the patient's discomfort, his pain tolerance,
self-discipline in not abusing the medicine and proper professional supervision. Such medications generally entail very
significant risks -some with rather high probabilities.



Hospitalization in conjunction with other care bears the additional risk of exposure to communicable disease, iatrogenic
(doctor induced) mishap and expense. The probability of iatrogenic mishap is remote, expense is certain, exposure to
communicable disease is likely with adverse result from such exposure dependent upon unknown variables.



The risks inherent in surgery include adverse reaction to anesthesia, iatrogenic (doctor induced) mishap, all those of
hospitalization and an extended convalescent period. The probability of those risks occurring varies according to many
factors.



The risks and dangers attendant to remaining untreated.
Remaining untreated allows the formation of adhesions and reduces mobility which sets up a pain reaction further reducing
mobility. Over time, this process may complicate treatment making it more difficult to treat and less effective the longer it
is postponed. The probability that non-treatment will complicate a later rehabilitation is very high.
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MASON FAMILY CHIROPRACTIC INFORMED CONSENT (continued)
At times during initial phases of care or when medically necessary certain additional modalities
may be used to reduce pain, spasm, and inflammation. These can include cold laser therapy,
EMS and ultrasound. These devices are used as needed and a proper history and exam will be
performed prior to their use to insure no contraindications are known. Rarely are there any side
effects from their use, but can include muscle soreness/pain mild increase in inflammation. By
signing below I understand these risks and authorize these treatments to be performed at the
Doctors discretion toward my care.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.
I have read or have had read to me the above explanation of the chiropractic adjustment and related
treatment. I have discussed it with Dr. Richard Mason and have had my questions answered to my
satisfaction. By signing below, I 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 Treatment recommended. Having
been informed of the risks, I hereby give my consent to that treatment.

___________________

_______________________________________________

Date:

Printed Name
________________________________________________

Signature
_______________________________________________

Dr. Richard G. Mason , D.C.M.S.

Signature of Parent or Guardian (if a minor)

_____________________________

_____________________________________

Printed Name

Signature

Discussed form:

Dr. initials: _____

Patient initial: _____

MASON FAMILY CHIROPRACTIC & WELLNESS PATIENT AGREEMENT AS TO FINANCIAL
RESPONSIBLIITY
I, _______________________________________ (insert patient name), (hereinafter referred to as “patient”)
agree that I am financially responsible for the cost of treatment incurred with MCHC, PC, doing business as Mason Family
Chiropractic and Wellness.
Patient acknowledges that in order to best serve all of its patients, Mason Family Chiropractic and Wellness requires
an appointment for treatment. Patient agrees that twenty-four (24) hour advanced notice is required to cancel and/or
reschedule any appointment. In the event that patient fails to contact Mason Family Chiropractic and Wellness within (24)
twenty-four hours of Patient’s appointment to cancel and/or reschedule then Mason Family Chiropractic may, at its sole
discretion charge client a fee of $35.00. To avoid incurring this fee your appointment would need to rescheduled within 48
hours of your original appointment. In the event that Patient is more than 10 minutes late for an appointment Mason Family
Chiropractic may, at its sole discretion, require that Patient rescheduled the appointment.
Initial _______
In the event that patient does not have medical insurance, the full fee for services rendered is due at the conclusion
of each visit. In the event that the patient does have medical insurance, the full co-pay is due at the time of each visit.
Patient acknowledges that the insurance co-pay does not always fully cover the cost of Patient’s visit with Mason Family
Chiropractic and Wellness. Each insurance plan has different deductibles, co-pays and limits for chiropractic treatment.
Mason Family Chiropractic and Wellness does attempt to obtain accurate insurance information for our patients. However, it
is ultimately the responsibility of Patient to know and understand Patient’s insurance benefits. In the event that Patient’s
insurance plan does not cover the full cost of treatment, Patient is responsible for the full remaining balance according to the
terms of Patient’s insurance plan.
In the event that a draft tendered by patient for payment of account at Mason Family Chiropractic and Wellness is
returned for any reason, Patient will pay a $35.00 returned check fee to Mason Family Chiropractic and Wellness in addition
to the full fee owed for services.
This Agreement reflects and contains the entire agreement between Patient and Mason Family Chiropractic and
Wellness and no statements, promises or inducements made by or on behalf of any party or its counsel that are not contained
herein shall be binding. No amendment or modification to this Agreement shall be effective unless and until agreed to in
writing and signed by the parties. In any action to enforce this agreement, Mason Family Chiropractic and Wellness shall be
entitled to recover all costs of enforcement, including, but not limited to, attorneys’ fees, filing fees, and collection costs.
The terms of this Agreement shall be construed under the law of the state of Indiana, and proper venue shall be in Hamilton
County, Indiana.
MINOR/CHILD CONSENT
I am the parent or legal guardian of _______________________________________________ (insert name of
minor child, hereinafter referred to as “minor child”). I do hereby request and authorize Mason Family Chiropractic and
Wellness to perform chiropractic treatment on minor child. I certify that minor child is covered by insurance with
________________________________________________ (insert name of insurance company) and assign directly to
Mason Family Chiropractic and Wellness all insurance benefits payable to me for services rendered by Mason Family
Chiropractic and Wellness. I understand that I am financially responsible for all charges whether or not paid by insurance
and in the event the minor child is not covered by insurance that payment for services rendered is due at the conclusion of
each visit. Parent/Legal Guardian has read and understood Mason Family Chiropractic and Wellness’ Agreement as to
Financial Responsibility, agrees he or she is a “Patient” as defined therein, and agrees to financial responsibility of charges
associated with the care of minor child as a Patient of Mason Family Chiropractic and Wellness.

Date:
Signature of Patient
Printed Name
Signature of Parent or Guardian (if minor)

_____________________________________
Printed Name of Witness

Signature of Witness

