








                    Low Back Pain and Disability Questionnaire  
 

Patient name:  
--------------------------------  

 

 File #   Date:  
  ---------   ---------  

 

Please read instructions: when your back hurts, you may find it 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  

I change position frequently to try to get my back comfortable  

I walk more slowly than usual because of my back  

Because of my back, I am not doing any jobs that I usually do around the house  

Because of my back, I use a handrail to get upstairs   

Because of my back, I lie down to rest more often  

Because of my back, I have to hold on to something to get out of an easy chair  

Because of my back, I try to get other people to do things for me  

I get dressed more slowly than usual because of my back. 

I only stand up for short periods of time because of my back  

Because of my back, I try not to bend or kneel down  

I find it difficult to get out of a chair because of my back  

. My back is painful almost all of the time  

I find it difficult to turn over in bed because of my back  

,  My appetite is not very good because of my back 

I have trouble putting on my sock (or stockings) because of the pain in my back  

I can only walk short distances because of my back pain  

; I sleep less well because of my back  

.        Because of my back pain, I get dressed with the help of someone else  

   I sit down for most of the day because of my back  

I avoid heavy jobs around the house because of my back 

Because of back pain, I am more irritable and bad tempered with people than usual  

Because of my back, I go upstairs more slowly than usual  

I stay in bed most of the time because of my back  

 

  
For Office use only: 
 
Score________  
 
Improvement_______ %  





Patient Health Information Consent   

We want you to know how your Patient Health Information (PHI) is going to be used in  
this office and your rights concerning those records. Before we will begin any health  
care operations we must require you to read and sign this consent form stating that you  
understand and agree with how your records will be used. If you would like to have a  
more detailed account of our policies and procedures concerning the privacy of your  
patient Health Information we encourage you to read the HIPAA NOTICE that is  
available to you at the front desk before signing this consent.  

1.1The patient understands and agrees to allow· this chiropractic office' to use his/her   
, Patient Health Information (PHI) for the purpose of treatment, payment, healthcare  
; operations, and coordination of care. As an example, the patient agrees to allow this  
r chiropractic office to submit requested PHI to the Health Insurance Company (or  
: companies) provided to us by the patient for the purpose of payment. Be assured  
~ that this office will limit the release of all PHI to the minimum needed for what the  
; insurance companies require for payment.  
2. The patient has the right to examine and obtain a copy of his or her own health  
; records at any time and request corrections. The patient may request to know what  
: disclosures have been made and submit in writing any further restrictions on the use  
i of their PHI. Our office is not obligated to agree to those restrictions.  
3. A patient’s written consent need only be obtained one time for all subsequent care  

 1 given the patient in this office.  .  
4. The patient may provide a written request to revoke consent at any time during care.  

I' This would not effect the use of those records for the care given prior to the written  
 request to revoke consent but would apply to any care given after the request has  

 been presented.  .  
5.,. For your security and right to privacy, all staff has been trained in the area of patient.  

record privacy and a privacy official has been designated to enforce those  
procedures in our office. We have taken all precautions that are known by this office  
to assure that your records are not readily available to those who do not need them.  

6. Patients have the right to file a formal complaint with our privacy official about any  
; possible violations of these policies and procedures.  

    7.l If the patient refuses to sign this consent for the purpose of treatment, payment and  
, health care operations, the chiropractic physician has the right to refuse to give care.  

I have read and understand how my Patient Health Information will be used and I agree to 

these policies and procedures.  

 

_______________________________________________________________________________

Name of Patient                               
                 

 

Date 
 
 
  
 


