
Patient Health Questionnaire - PHQ

Patient Name Date

1. Describe your symptoms

Patient Signature Date

5. During the past 4 weeks:

Indicate where you have pain or other symptoms

6. During the how much of the time has your condition interfered with your social activities?past 4 weeks
(like visiting with friends, relatives, etc)
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Not at all A little bit Moderately Quite a bit Extremely

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

Good Fair PoorExcellent Very Good

2. How often do you experience your symptoms?

Constantly (76-100% of the day)

Frequently (51-75% of the day)

Occasionally (26-50% of the day)

Intermittently (0-25% of the day)

4. How are your symptoms changing?

Getting Better

Not Changing

Getting Worse

3. What describes the nature of your symptoms?

Sharp

Dull ache

Numb

Shooting

Burning

Tingling

8. Who have you seen for your symptoms? No One
Other Chiropractor

Medical Doctor
Physical Therapist

Other

b. What tests have you had for your symptoms
and when were they performed?

Xrays CT Scan

Other

9. Have you had similar symptoms in the past? Yes No

a. If you have received treatment in the past for
the same or similar symptoms, who did you see?

10. What is your occupation?
Professional/Executive

White Collar/Secretarial

Tradesperson

Laborer
Homemaker
FT Student

Retired
Other

a. If you are not retired, a homemaker, or a
student, what is your current work status?

MRI

This Office
Other Chiropractor

Medical Doctor
Physical Therapist

Other

Full-time Self-employed
Unemployed

Off work
Part-time Other

a. What treatment did you receive and when?

date:

date:

date:

date:

a. When did your symptoms start?
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All of the time Most of the time Some of the time A little of the time None of the time

b. How did your symptoms begin?

b. How much has pain interfered with your normal work (including both work outside the home, and housework)

a. Indicate the average intensity of your symptoms

None Unbearable



New Patient Health History Form

In order to provide you the best possible wellness care, please complete this form

and bring it to your first appointment. All information is strictly CONFIDENTIAL.

Patient Data

First Name Last Name Date  Email* 

* Your email will NOT be shared with any 3d parties, and is used  for occasional office announcements and promotions.

Mailing address
Address  City  State  Zip 

Telephone (Work)  (home)  Referred By 

Age  Birth Date  Social Security #  Number of Children 

Occupation  Employer 

Marital Status  Spouse's Name  Spouse's Occupation 

Spouse's Employer  Spouse's Health Status 

Emergency Contact  Phone 

Current Complaints

Nature of Injury:  

Please describe:  

Date if Injury  Date symptoms appeared 

Have you ever had same condition?  If yes, when? 

List of other practitioners seen for this injury/condition 

Have you ever been under chiropractic care?  

If yes, please describe 

Insurance Information

Name of party responsible for payment  Phone 

Do you have health insurance?  Name of company 

* If an auto accident, please provide:

Insurance Company Name  Contact Person 

Phone:  Claim # 

Signatures

Name of the insured ________________________________________________________________________
I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier 

and myself. I understand and agree that all services rendered to me and charged are my personal 

responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for 

professional services rendered to me will be immediately due and payable.

Patient’s signature _______________________________________________ Date ____________________

Spouse’s or guardian’s signature __________________________________ Date ____________________
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Automobile* Work Other

No Yes

No Yes

No Yes



Medical History

Have you been treated for any conditions in the last year? 

If yes, please describe 

Date of last physical exam  Is there a chance that you are pregnant? 

Have you had X-rays taken?  If Yes, where? 

What medications are you taking and for what conditions (Please list dosage and amounts, etc)l

What vitamins, minerals, or herbs do you currently take? (Please list for what conditions, dosage, and  frequency).

Have you ever: No Yes Briefly Explain

Broken bones? 

Been hospitalized? 

Been in an auto accident? 

Had Sprains/Strains? 

Been struck unconscious? 

Had surgery? 

Family History
Family Members - Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)

Do you experience pain every day?

Do your symptoms interfere with daily life?

Does pain wake you up at night?

Are your symptoms worse during certain times of the day?

Do changes in weather affect your symptoms?

Do you wear orthotics?

Do you take vitamin supplements?

What activities aggravate your symptoms?

Habits None Light Moderate Heavy
Alcohol

Coffee

Tobacco

Drugs

Exercise

Sleep

Appetite

Soft Drinks

Water

Salty Foods

Sugary Foods

Artificial Sweeteners
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No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes



Have you ever suffered from:

 Alcoholism 

 Allergies 

 Anemia 

 Arteriosclerosis 

 Arthritis 

 Asthma 

 Back Pain 

 Breast Lump 

 Bronchitis 

 Bruise Easily 

 Cancer 

 Chest Pain/Conditions 

 Cold Extremities 

 Constipation 

 Cramps 

 Depression 

 Diabetes 

 Digestion Problems 

 Dizziness 

 Ears Ring 

 Excessive Menstruation 

 Eye Pain or Difficulties 

 Fatigue 

 Frequent Urination 

 Headache 

 Hemorrhoids 

 High Blood Pressure 

 Hot Flashes 

 Irregular Heart Beat 

 Irregular Cycle 

 Kidney Infection 

 Kidney Stones 

 Loss of memory

 Loss of balance 

 Loss of smell 

 Loss of taste 

 Lumps In Breast 

 Neck Pain or Stiffness 

 Nervousness 

 Nosebleeds 

 Pacemaker 

 Polio 

 Poor Posture 

 Prostate Trouble 

 Sciatica 

 Shortness of breath 

 Sinus Infection 

 Sleep problems or Insomnia 

 Spinal Curvatures 

 Stroke 

 Swelling of ankles 

 Swollen Joints 

 Thyroid Condition 

 Tuberculosis 

 Ulcers 

 Varicose Veins 

 Venereal Disease 

 Other: 

Please use the following letters to indicate TYPE and 

LOCATION of the symptoms you currently are experiencing.

A=Ache O=Other

B=Burning P=Pins & Needles

N=Numbness S=Stabbing
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Neck Index
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Patient Name 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 one statement that most closely describes your problem.

Neck
Index
Score

Pain Intensity

I 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

I have no trouble sleeping.

My sleep is slightly disturbed (less than 1 hour sleepless).

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

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

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

My sleep is greatly disturbed (3-5 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.

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

I cannot read at all because of neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severe neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care

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 I 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.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

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 off the floor, but I can manage
light to medium weights if they are conveniently positioned.

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.

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

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

I cannot drive my car as long as I want because of moderate neck pain.

I can hardly drive at all because of severe neck pain.

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 cannot do any recreation activities at all.

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

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

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

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.
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Back Index
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Patient Name 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.

Back
Index
Score

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 pain is very severe and does not vary much.

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 sleep is reduced by less than 25%.

Pain prevents me from sleeping at all.

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

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

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.

Pain prevents me from sitting more than 1 hour.

I avoid sitting because it increases pain immediately.

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

Pain prevents me from sitting more than 10 minutes.

Standing

I can stand as long as I want without pain.

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

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

I avoid standing because it increases pain immediately.

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

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

Walking

I have no pain while walking.

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

I cannot walk more than 1 mile without increasing pain.

I cannot walk at all without increasing pain.

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

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

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.

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

Washing and dressing increases 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.

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.

I can only lift very light weights.

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 off the floor, but I can manage
light to medium weights if they are conveniently positioned.

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 cause me to seek alternate forms of travel.

Pain restricts all forms of travel.

I get extra pain while traveling which causes me to seek alternate forms of travel.

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

Social Life

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

My social life is normal but increases the degree of pain.

I have hardly any social life because of the pain.

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

Pain has restricted my social life to my home.

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

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 rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.
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Terms of Acceptance 

When a patient seeks chiropractic care and we accept a patient for such care, it is essential for both parties to be working towards the same 

objective. Chiropractic care has only one goal. It is important that all patients understand both the objective and the methods that will be used to 

attain it. This will prevent any confusion or disappointment. 

Adjustment – An adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxations. Our 

chiropractic method of correction is by specific adjustments of the spine. 

Health – A state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity. 

Vertebral Subluxation – A misalignment of one or more of the 24 vertebrae which causes alteration of the nerve function and interference 

to the transmissions of mental impulses, resulting in the lessening of the body’s innate ability to express its maximum health potential. 

We do not offer to diagnose or treat any disease or condition other than vertebral subluxations. However, if during the course of a chiropractic 

spinal examination we encounter non-chiropractic or unusual findings, we will recommend that you seek the services of a health care provider that 

specializes in that area. Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed 

by others. OUR ONLY OBJECTIVE is to eliminate major interference to the expression of the body’s innate wisdom. Our only method is 

specific adjusting to correct vertebral subluxation. 

I have read and fully understand the above statements. I therefore accept chiropractic care on this basis. 

 

Patient Signature: Date:    

 

Authorization & Release 

I authorize the following release of information to family physician, insurance company and employer, the taking of photographs and x-rays for 

treatment purposes, treatment of my minor children, my name and picture to be used for promotional purposes if asked by the doctors. I 

authorize my insurance benefits to be paid directly to Optimal Health Chiropractic and Massage. Should I receive insurance payments directly, I 

will immediately present them to Optimal Health Chiropractic and Massage as payment. 
 

Patient Signature: Date:    
 

X-Rays 

Patients x-rays, taken in office, are the property of Optimal Health Chiropractic and Massage. They will be released only upon written request by 

the patient and paid in full. X-rays must be returned to Optimal Health Chiropractic and Massage within 30 days. 

Payment Policies 

Payment for your first day’s services is due at the completion of your visit, if we are reimbursed by your insurance company, we will credit your 

healthcare account. We will verify your insurance as a courtesy, however verification of benefits is not a guarantee of benefits. If you have any 

questions regarding your benefits, please contact your provider directly. 

By signing, you acknowledge that you are financially responsible for all services rendered both covered and non-covered and also understand 

and agree that if you terminate care with this office, all fees due this office will become due and payable immediately. 

Patient Signature: Date:    
 

Privacy Policies and Office 

Policies 
 

Our office will hold your personal information in strict confidence and it will not release or be used in any way without your written permission. 

We do not make your personal information available to any outside source. Your information is secure and is used only in submitting claims to 

third party carriers for payment of services. 

Our office may call you and leave a message on your home phone if it’s necessary to contact you regarding an appointment or your care at our 

office. 

Our office may send you seasonal cards or birthday cards. A family member may be present when hearing the results of your exams and tests.  

Please read the above statements and sign that you have been notified of our privacy policies. You have the right to revoke your agreement to our 

policies at any time in writing. A copy of our policies is available for your convenience. 

I also understand that it may take up to 48 hours to verify insurance benefits. My insurance may have little or no benefits for these services. I am 

responsible for all charges and services rendered to me in this office. 

 

I have read and agree to the above statements. Patient Signature: Date:    

 



APPOINTMENT REMINDERS

TEXT REMINDERS:* CELL #:__________________________________ NAME:_________________________________________

CARRIER: AT&T CRICKET NEXTEL SPRINT T-MOBILE VERIZON VIRGIN       (please circle your carrier)

*This is an automatic texting system. Please do not respond to the text reminder. If you need to change an appointment, please call our office.
OR Our system is only capable of doing one or the other.

EMAIL REMINDERS: EMAIL ADDRESS:________________________________________________________________________

PRIMARY CARE PROVIDER INFORMATION

At Optimal Health Chiropractic we like to make sure our patients get the best results possible. Please give us your Primary Care 
Physician’s information so we can keep all of your records updated. We will be sending progress reports and asking for any feedback 
from your PCP in order to coordinate a treatment plan to best suit your needs. Thank you.

Your DOB: __________________________________Provider Name: ____________________________________________________

Office Name: _______________________________________________ Phone: ____________________________________________

How long have you been under this doctor’s care? ____________________________________________________________________

MASSAGE AND ACUPUNCTURE POLICY

It is expected that you disrobe for your appointment. The only area that is exposed is the area that is being worked on. This is for your 
comfort and time efficiency throughout your massage. 

We suggest that you arrive 5-10 minutes prior to your scheduled appointment. Massages are scheduled back to back and lost time 
cannot be made up.

Please do not apply makeup, talk on the phone, etc. in the treatment room after your appointment. We have a restroom for that. 

Appointments are one hour and include an interview, charting and changing of the sheets.

IF YOU ARE UNABLE TO KEEP YOUR APPOINTMENT, WE REQUIRE 24 HOUR NOTICE. A CHARGE OF $50 WILL BE POSTED 
TO YOUR ACCOUNT IF THERE IS A LATE CANCELATION OR A NO SHOW.

We always try our best to fill the appointment time with another patient so you do not have to pay the fee, but if we cannot it is your 
responsibility. Insurance does not cover the $50 fee. Any fee accrued must be paid prior to scheduling your next appointment.

I have read and agree to all the above. 

________________________________________________________________________________   ____________________________
Signature Date

P 425.361.1839 | F. 425.967.3614 | edmonds-chiropractor.com | 7315 212TH St. SW #203 | Edmonds, WA 98026



 

Below you will find different methods of payment for care at our office. Our office is dedicated to providing excellent service and your 
health is our main priority. If you have any questions or require a special financial arrangement, please let our staff know. 
 

1. COMMERCIAL INSURANCE (Premera, Blue Cross, Lifewise, Aetna, First Choice, etc.) 
Please provide a copy of your insurance card. As a courtesy, our staff will call your insurance company to verify your chiropractic 
benefits. Once verified, our office staff will bill your insurance company. Most clients are responsible for copay, coinsurance and/or 
deductible, which is due at time of service. If your insurance company pays you directly for care rendered at our office, you shall mail or 
bring those payments to our office immediately upon receipt. Failure to do so will result in a higher balance and/or monthly payment. 
 

2. SELF-PAY / TIME OF SERVICE DISCOUNT 
Please note that these are not the usual and customary fees in our office. Also note that the Self-Pay option can be customized for 
various circumstances including changing economic conditions, hardships, insurance limitations and/or lack of insurance coverage. If 
you require a special financial arrangement, please let our staff know. 
 

3. WORK RELATED INJURY  
By law, when a person suffers from a work-related injury, their employer’s insurance is responsible to pay for medical charges incurred 
for the treatment of the injury. Worker’s Compensation insurance will pay for care until your health has reached “pre-injury” or 
“permanent and stationary” status. 
 

If you wish to seek other types of treatment for your present work-related injury (in addition to chiropractic care) please advise the 
doctor as soon as possible in order to coordinate care. 
 

4. PERSONAL INJURY/ACCIDENT RELATED 
a. Personal Injury Protection (PIP) 

Your PIP will be billed if you have PIP coverage on your auto policy. Washington State Law requires you to sign a waiver if you do not 
want PIP coverage.  

 If you were a passenger in someone else’s vehicle: 
1. Your coverage would be under the car owner’s PIP coverage.  
2. If the car owner has no PIP coverage, you would be covered under your PIP coverage. 
3. If the car was driven by someone other than the car owner, the driver’s PIP would be second after the car 

owner’s PIP is exhausted. If the car owner doesn’t have PIP coverage, the driver’s PIP coverage would be 
primary. 

b. Third Party Coverage 
This coverage is only used when your PIP coverage maxes. It is our policy to file a Doctor’s Lien with the King County Recorder’s 
Office. Once you have settled your claim and paid your account in full, a Release of Lien will be given to you, or your attorney, to file 
with the King County Recorder’s Office to release the Doctor’s Lien. It is also Divine Spine’s policy to collect a monthly payment on 
these types of accounts. 
Please provide our office with the necessary insurance information (your insurance information, the other driver’s insurance 
information, claim number, name of adjuster and their phone number, a copy of the police report, and any attorney information if 
applicable).  
 
The following office fees may be applicable: 
Chiropractic Consultation  No charge 
Chiropractic Examination  95 - 195 
Chiropractic Visit   40 - 100 
Chiropractic X-rays  25 - 150 
Doctor Conference (15 min) 50 
Massage   80 – 120 
 

 
Signature __________________________                               Date _______________   

 


