
Mason Family Chiropractic and Wellness Re-Evaluation 

Date 
-------

Patient Name Date of Birth 
------------------ --------

Address ______________ City _____ St.__ Zip _____ _ 

Home Phone Cell Phone 
-------------- -------------

Em a i I address: (please print) 
----------------------------

Em p Io ye r's Name _____________ _ Wk Phone
----------

What is your chief complaint? 

Describe in detail. 

When is it most troublesome? 

Does it "come and go"? YES or NO 

If so, at predictable times? 

When did your symptoms start? 

What caused it? _____________ _ 

Was it work related? 

Was it related to an auto accident? 

Was it related to an injury? 

YES or NO 

YES or NO 

YES or NO 

What relieves this problem? (Ex: standing, sitting) 

What do you expect our care to accomplish? 

Have you seen any other doctor for the problem? YES or NO 

If so, please list the doctor(s) name. 

Date of last visit to PCP ________ _ 

List any surgeries, changes in health (Ex: falls, car accidents) 

List all medications and supplements currently taking: 

Indicate any other complaints or conditions. 

Describe in detail. 

When is it most troublesome? 

Describe in detail. 



Please use the symbols below to mark the areas where you feel the described sensations. 

Numbness 

I Right I 

Pins & Needles 
00000 

Pain Chart 

Left 

Burning 
xxxxx 

Aching 
***** 

Right 

Stabbing 
II II I 

Please mark on the 
pain scale from Zero to 
10 the pain you feel 
with this condition. 
(10 being the worst pain 
you have felt with this 
condition). 

Neck-Shoulder-Arm-Pain 
On a scale of zero to 10, I rate 
my discomfort as follows: 

'---------- ) 
0 10 

no pain severe pain 

Mid Back Pain 
On a scale of zero to 10, I rate 
my discomfort as follows: 
( _______ ) 

0 10 
no pain severe pain 

Low Back and Leg Pain 
On a scale of zero to 10, I rate 
my discomfort as follows: 
( _ ______ ) 

0 10 
no pain severe pain 

Date: - --------- Signature _________ _______ _ 



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 l - Pain Intensity 
□ I have no pain at the moment. 
□ The pain is very mild at the moment. 
D 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.) 
L1 I can look after myself nonnally without causing extra pain. 
D I can look aft.er myself normally but it causes extra pain. 
Cl It is painful to look after myself and I am slow and careful. 
[I I need some help but manage most of my personal care. 
cl I need help every day in most aspects of self-care. 
. J I do not get dressed, I wash with difficulty and stay in bed. 

SECTION 3 - Lifting 
□ 1 can lift heavy weights without extra pain. 
□ I can lift heavy weights but it gives extra pain. 
D Pain prevents me from lifting heavy weights off the floor, 

but I can manage if they are conveniently positioned. 
□ Pain prevents me from lifting heavy weights, but I can 

manage light to medium weights if they are conveniently 
positioned 

□ 1 can lift very light weights. 
D I cannot lift or carry anything at all. 

SECTION 4 - Reading 
D I can read as much as I want with no pain in my neck. 
n I can read as much as I want with slight pain in my neck. 
n I can read as much as I want with moderate pain in my 

neck. 
n I can't read as much as I want because of moderate pain in 

my neck. 
□ 1 can hardly read at all because of severe pain in my neck. 
D I cannot read at all due to pain. 

SECTION 5 - Headaches 
n I have no headaches at all. 
iJ I have slight headaches that come infrequently. 
0 1 have moderate headaches that come infrequently. 
IJ I have moderate headaches that come frequently. 
D I have severe headaches that come frequently. 
D I have headaches almost all the time. 
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SECTION 6 - Concentration 
□ I can concentrate fully when I want to with no difficulty. 
D I can concentrate fully when I want to with sl ight difficulty. 
D I have a fair degree of difficulty in concentrating when I 

want to. 
D I have a lot of difficulty in concentrating when I want to. 
D I have a great deal of difficulty in concentrating when 1 

want to. 
D I cannot concentrate at al I. 

SECTION 7 - Work 
D I can do as much work as I want to. 
D I can only do my usual work, but no more. 
D I can do most of my usual work, but no more . 
D I cannot do my usual work. 
□ I can hardly do any work at all. 
D I can not do any work at al I. 

SECTION 8 - Driving 
D I can drive my car without any neck pain. 
D I can drive my car as long as I want with slight pain in my 

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

my neck. 
D I can't drive my car as long as I want because of moderate 

pain in my neck. 
D I can hardly drive at all because of severe pain in my neck 
n I can' t drive my car at all. 

SECTION 9 - Sleeping 
D I have no trouble sleeping 
D My sleep is slightly disturbed (less than I hr sleepless). 
□ My sleep is mildly disturbed (1-2 hrs sleepless). 
□ My sleep is moderately disturbed (2-3 hrs sleepless). 
□ My sleep is greatly disturbed (3-5 hrs sleepless). 
□ My sleep is completely disturbed (5-7 hrs sleepless). 

SECTION 10 - Recreation 
□ I am able to engage in all my recreation activities with no 

neck pain at all. 
□ 1 am able to engage in all my recreation activities, with 

some pain in my neck. 
□ 1 am able to engage in most, but not all of my usual 

recreation activities because of neck pain. 
□ 1 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. 



BACK 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 I - Pain Intensity 

D 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
IJ The pain is moderate and does not vary much.
fJ The pain comes and goes and is severe.
IJ The pain is severe and does not vary much.

SECTION 2 - Personal Care (Washing, Dressing, etc.) 

CJ I would not have to change my way of washing or dressing 
in order to avoid pain. 

D I do not normally change my way of washing or dressing 
even though it causes some pain. 

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

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

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

D Because of the pain, I am unable to do any washing and 
dressing without help. 

SECTION 3 - Lifting 

["J I can lift heavy weights without extra pain. 
[7 I can lift heavy weights but it gives extra pain. 
D 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).

[J Pain prevents me from lifting heavy weights, but I can 
manage light to medium weights if they are conveniently 
positioned. 

D l can only lift very light weights at the most. 

SECTION 4 - Walking 

0 I have no pain on walking. 
O 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.
U I cannot walk more than ¼ mile without increasing pain.
fJ I cannot walk at all without increasing pain.

SECTION 5 - Sitting 

C I can sit in any chair as long as I like without pain. 
[i I can sit only in my favorite chair as long as I like. 
I' Pain prevents me from sitting more than I hour. 
D Pain prevents me from sitting more than ½ hour. 
rJ Pain prevents me from sitting more than IO minutes. 
; 7 I avoid sitting because it increases pain immediately. 
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SECTION 6 - Standing 

D I can stand as long as I want without pain. 
D I have some pain standing, but it does not increase with time. 
D I cannot stand for longer than I hour without increasing pain. 

D I cannot stand for longer than ½ hour without increasing 
D I cannot stand for longer than IO minutes without increasing pain. 

[J I avoid standing because it increases the pain immediately. 

SECTION 7 - Sleeping 

□ I get no pain in bed.
D I get pain in bed but it does not prevent me from sleeping well.

0 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 than½.

0 Because of pain, my normal night's sleep is reduced by less than¾. 

□ Pain prevents me from sleeping at all.

SECTION 8 - Social Life 

n My social I ife is normal and gives me no pain. 
D My social life is normal but increases the degree of pain. 
□ Pain has no significant effect on my social life apait from

limiting my more energetic interests, e.g. dancing .
D Pain has restricted my social life and I do not go much. 
D Pain has restricted my social life to my home. 
D I have hardly any social life because of my pain. 

SECTION 9 - Traveling 

0 l get no pain while traveling. 
O 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

O 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 

D My pain is rapidly getting better. 
D My pain fluctuates, but overall is definitely getting better. 
□ My pain seems to be getting better, but slowly improves.

O My pain is neither getting better nor worse.
O My pain is gradually worsening.
□ My pain is rapidly worsening.



MASON FAMILY CHIROPRACTIC INFORMED CONSENT 

1 hereby request and consent to physical examination and/or chiropractic services from Richard Mason, D.C.M.S., and/or any 
authorized persons who might now or in the future treat me while employed by, working or associated with Richard Mason 
D.C. M.S.

The primary treatment used by doctors of chiropractic is spinal manipulation, sometimes called a 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.

• Disc herniations, pinched nerves, arthritic changes and spinal mechanical issues are very common. Many people have the
above referenced issues and only feel symptoms after daily activities aggravate the underlying conditions, for which they seek
out chiropractic care.

• The material risks inherent in chiropractic adjustment.
As with any healthcare procedure, there are certain complications, which may arise during chiropractic manipulation/treatment.
Those complications include but are not limited to: worsening symptoms, fractures, disc injuries, bony dislocations, muscle &
ligament strains and sprains, injury to nerves affecting the upper and lower extremities, injury to nerves that affect the diaphragm-
which can cause breathing issues and/or shortness of breath, injury to nerves that affect the face (movement and sensation), and rib
strains/sprains and separations. Some types of manipulation has been associated with injuries to arteries of the neck(arterial tearing/
dissections) leading to or contributing to serious complications including stroke, paralysis, and death. All of the complications listed
above rarely occur.

• The most current research indicates that chiropractic care does not cause arterial tearing(dissections) or stroke, and further research
is ongoing. It has been reported that patients with arterial dissections experience neck pain, headaches, and dizziness, along with
other neurological symptoms that cause them to seek out relief from a chiropractor in the first place.

Upon request, patients may undergo treatment utilizing other techniques in our office if the above risks are concerning to them.
Using "drop" or instrument adjustments are an additional way of mobilizing the spine without hearing the crack or pop sound and
may further reduce the risk of side effects from treatment. Some patients may feel some stiffness or soreness following the first few
treatments which is common to manual medicine. If this persists, a change in treatment approach will be used to re­duce this
outcome.

• 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 (if performed). Stroke has been the subject of tremendous disagree­
ment 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.

• ____Do you have a connective tissue disorder, loose joints, or prior diagnosis of Marfans or Ehlers-Danlos syndrome?

• ____Recent head or neck trauma?

• ____Recently suffering the worst headache of your life?

• ____Recent infection?

____Fluoroquinolone medication use in the past(Cipro, Levaquin, Levofloxacin, Noroxin, or Avelox, etc?

• ____Recent onset of dizziness?

• ____Have you currently or in the past been diagnosed with a blood clotting disorder?

•

The availability and nature of other treatment options. 
Other treatment options for your condition may include: 

• Self-administered over-the-counter analgesics and rest

• Medical care with prescription drugs such as anti-intlammatories, muscle relaxants and painkillers.
• Hospitalization
• Surgery
• Physical therapy, occupational therapy, massage and acupuncture.



MASON FAMILY CHIROPRACTIC INFORMED CONSENT (continued) 

At times, certain additional physical therapy treatments may be used to reduce pain, spasm, and inflammation. 
These can include spinal decompression therapy, 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. Side effects can occur from use of above treatments, but are usually mild and transient in nature, these 
can include but are not limited to: headaches, worsening symptoms, muscle soreness/pain, and numbness and 
tingling into the arms or legs.  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 the doctor 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 

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

Printed Name 

Signature 

Signature of Parent or Guardian (if a minor) 

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 appoint­
ment 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. In the event that Patient 
is more than l 0 minutes late for an appointment, Mason Family Chiropractic may, at its sole discretion, require that Patient reschedule the 
appointment. 

Initia]___. 
If the 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 dif­
ferent 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. Patient authorizes patient's insurance company to make payment directly to 
Mason Family Chiropractic & Wellness on my behalf for any services rendered to patient, patient's minor chi ld or patients dependents. 
Patient authorizes Mason Family Chiropractic & Wellness to release any information concerning patient's health or health care services to 
patient 's insurance company or pre paid health plan. 

If patient's account with Mason Family Chiropractic & Wellness is not paid in full within 90 days the balance will accrue interest 
at 8% until the balance is paid in full. Mason Family Chiropractic & Wellness may, at its discretion, assign any account not paid within 90 
days of the date of service to a collection agency. In the event that a draft tendered by patient fo r 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 Well­
ness 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 part ies. 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. Each party agrees to personal jurisdiction in any action brought within 
the County of Hamilton, State of Indiana having subject matter jurisdiction over the matters arising under this agreement. Any suit, action, 
or proceeding arising out of or relating to this agreement shall only be instituted in the county of Hamilton, State of Indiana. Each party 
waives any objection which it may have now or hereafter to the laying of the venue of such action or proceeding and irrevocably submits 
to the jurisdiction of any such court in any suit, action or proceeding. 

MINOR/CHILD CONSENT 

I am the parent or legal guardian of _____________________ (insert name of minor child, here-
inafter referred to as "minor child"). I do hereby request and authorize Mason Fami ly 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. Par­
ent/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 




