





OSWESTRY DISABILITY QUESTIONNAIRE

This questionnaire has been designed to give us information as to how your back or leg pain is affecting your ability
to manage in everyday life. Please answer by checking ONE box in each section for the statement which best
applies to you. We realize you may consider that two or more statements in any one section apply, but please just
shade out the spot that indicates the statement which most clearly describes your problem.

Section 1: Pain Intensity
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| 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.)
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| can look after myself normally without causing extra pain.

| can look after myself normally, but it causes extra pain.

It is painful to look after myself, and | am slow and careful.

I need some help, but can manage most of my personal care.
I need help every day in most aspects of self-care.

I do not get dressed, wash with difficulty, and stay in bed.

Section 3: Lifting
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I can lift heavy objects without extra pain.

I can lift heavy weights, but it causes me extra pain.

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

Pain prevents me from lifting heavy weights, but | can
manage light to medium weight if they are conveniently
placed.

| can only lift very light weights.
| cannot lift or carry anything.

Section 4: Walking*
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Pain does not prevent me from walking any distance.
Pain prevents me from walking more than 2km/1.2 miles.
Pain prevents me from walking more than 1km/0.6 miles.

Pain prevents me from walking more than 500 metres/0.3
miles.

| can only walk using a stick or crutches.
I am in bed most of the time.

Section 5: Sitting
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| can sit in any chair as long as | like.

| can only sit in my favorite chair as long as | like.
Pain prevents me from sitting more than one hour.
Pain prevents me from sitting more than 30 minutes.
Pain prevents me from sitting more than 10 minutes.
Pain prevents me from sitting at all.

Name:

Section 6: Standing
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| can stand as long as | want without extra pain.

| can stand as long as | want, but it gives me extra pain.
Pain prevents me from standing for more than 1 hour.
Pain prevents me from standing for more than 30 minutes.
Pain prevents me from standing for more than 10 minutes.
Pain prevents me from standing at all.

Section 7: Sleeping
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My sleep is never disturbed by pain.

My sleep is occasionally disturbed by pain.
Because of pain, | get less than 6 hours of sleep.
Because of pain, | get less than 4 hours of sleep.
Because of pain, | get less than 2 hours of sleep.
Pain prevents me from sleeping at all.

Section 8: Sex Life (if applicable)
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My sex life is normal and causes no extra pain.
My sex life is normal, but causes extra pain.
My sex life is nearly normal, but is very painful.
My sex life is severely restricted by pain.

My sex life is nearly absent because of pain.
Pain prevents any sex life at all.

Section 9: Social Life
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My social life is normal and gives me no extra pain at all.

My social life is normal, but increases my degree of pain.

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

Pain has restricted my social life, and | do not go out as often.
Pain has restricted my social life to my home.

I have no social life because of pain.

Section 10: Traveling
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| can travel anywhere without pain.

| can travel anywhere, but it gives me extra pain.

Pain is bad, but I manage trips over 2 hours.

Pain restricts me to trips of less than 1 hour.

Pain restricts me to short, necessary trips under 30 minutes.
Pain prevents me from traveling except to receive treatments.

Index Score:

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




Virginia Familq Chiropractic Health Center, PC.

Thank you for choosing Virginia Family Chiropractic Health Center, P.C. (VFCHC) for your healthcare needs.
The following is a statement of our financial policy which advises you of your responsibilities with respect
to services received.

Patient Responsibility

It is your responsibility to present your current insurance card at the time of your first visit. If the
information you provide is incorrect (either intentionally or unintentionally), you will be responsible
for all charges.

According to the specifics of your insurance plan, you are responsible for payments due to your
deductible, co-payment, co-insurance, and payment for non-covered services.

It is your responsibility to provide a referral (either written or electronic) if required by your
insurance.

Types of Coverage

Co-payments - Insurance plans require that we collect your co-payment at the time of each visit.

Co-insurance - Many plans require you pay a percentage of allowable charges. We may collect a
deposit to cover some or all of your co-insurance responsibility at the time of your visit.

Deductibles - Many plans require you to pay a predetermined amount before insurance will cover
any charges. We may collect a deposit to cover some or all of your deductible responsibility at the
time of your visit.

Self-Pay - Patients without health insurance coverage are expected to pay for all services rendered
on the same date provided.

Personal Injury - Third party Pl accounts will require a $35.00 Good Faith payment at the time of
each appointment. If you receive any claim payments directly the amount will be due within 5
business days or account will be subject for legal action.

Patient Fees

We accept cash, checks, Visa, MasterCard, Discover and American Express. There is a $50.00 charge
for checks returned as non-payable.

Missed appointments will be charged $35.00 for chiropractic and $50.00 for massage.

Any account turned over to the collection agency will be charged an extra 30% fee of the total
amount due to cover our cost.

12546 Dillingham Square, Suite 102
Lake Riclge, VA 22192
(703) 750-1600
(703) 590-1260 fax



Authorization and Assignment of Insurance Benefits

| permit a copy of this authorization and signature to be used for manual, electronic, or telephone
transmission. | authorize VFCHC to apply for benefits for services rendered to myself or a minor
child/dependent under any health insurance policies providing benefits from my insurance company to
VFCHC. lirrevocably authorize all such payments to VFCHC. | authorize VFCHC to contact my employer or
my insurance company for insurance verification and/or coverage of benefits.

In consideration for chiropractic service rendered | acknowledge notice of the financial policy below and
agree to pay for said services according to the above terms.

My signature below indicates that | have read and agree to the above policy.

X

Patient/Responsible Party Printed Name Date

X

Patient/Responsible Party Signature Date




Consent for Release and Use of Confidential Information
And
Acknowledgement of Notice of Privacy Practices

I, , hereby
(Name of Patient or Authorized Agent)
give my consent to VA Family Chiropractic Health Center, PC to use or disclose, for the
purpose of carrying out treatment, payment, or health care operations, all information
contained in the patient record of:

[ acknowledge the review and/or receipt of the physician’s Notice of Privacy Practices. The
Notice of Privacy Practice provides detailed information about how the practice may use
and disclose my confidential information.

[ understand the physician has reserved the right to change his/her privacy practices that
are described in the Notice. I also understand that a copy of any revised notice will be
available to me upon written request to the Privacy Officer.

[ understand that this consent is valid until it is revoked by me. I understand that [ make
revoke this consent at any time by giving written notice of my desire to do so, to the
physician. I also understand that I will not be able to revoke this consent in cases where the
physician has already relied on it to use or disclose my health information. Written
revocation of consent must be sent to the physician’s office.

[ understand that I have the right to request that the practice restricts how my individually
identifiable health information is used and/or disclosed to carry out treatment, payment,
or health operations. [ understand the practice and their agents must adhere to such
restrictions.

Signed: Date:

If you are NOT the patient, please specify your relationship to the patient:

Virginia Family Chiropractic
Health Center, PC
Dr. Fermin A. de la Jara, CCSP
12546 Dillingham Square, Ste. #102
Lake Ridge, VA 22192
703.730.1600
www.vafamilychiropractichc.com



Virginia Family Chiropractic Health Center, P.C.

Informed Consent to Chiropractic Treatment

The nature of chiropractic treatment: The doctor will use his hands or a
mechanical instrument in order to move your joints. You may feel a “click” or
“pop”, such as a noise when a knuckle is “cracked”, and you may feel movement
of the joint. Various ancillary procedures such as hot or cold packs, electrical
muscle stimulation, therapeutic ultrasound, dry needling and stretching or
strengthening programs may be used.

Possible Risk: As with any health care procedure, complications are possible
following a chiropractic adjustment. Complications could include fractures,
muscle strain, ligament sprain, dislocations of joints, or injury to intervertebral
disc, nerves or spinal cord. Cerebrovascular injury or stroke could occur upon
severe injury to arteries of the neck. A minority of patients may notice stiffness or
soreness after the first days of treatment. The ancillary procedures could produce
skin irritations, burns or minor complications.

Probability of risk: The risk of complications due to chiropractic treatment have
been described as “rare”, about as often as complications are seen from taking of a
single aspirin tablet. The risk of cerebrovascular injury or stroke has been
estimated at one in one million to one in twenty million, and can even be reduced
by screening procedures. The probability of adverse reaction due to ancillary
procedures is also considered “rare’.

Risk of remaining untreated: Delay of treatment allows formation of adhesions,
scar tissue and other degenerative changes. These changes can further reduce
skeletal mobility and induce chronic pain cycles. It is quite probably that delay of
treatment will complicate the condition and make future rehabilitation more
challenging.

Unusual risk: | have had the following unusual risk explained to me.

Patient’s Name (print):

Signature: Date:

12546 Dillingham Square, Suite 102
Lake Riclge, VA 22192
(703) 750-1600
(703) 590-1260 fax
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

PICA PICA
. MEDICARE MEDICAID TRICARE CHAMPVA OTHER | 1a. INSURED’S I.D. NUMBER (For Program in Item 1)
HEALTH PLAN BLK L
l:l (Medicare #) I:' (Medicaid #) I:' (Sponsors SSN) I:' (Member ID#) I:' (SSN or ID) (SSN) I:' (ID)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. PATIENT'S BIRTH DATE
MM

Y O o

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

Self|:| Spouse|:| Child|:| Other|:|

7. INSURED’S ADDRESS (No., Street)

CITY

STATE

ZIP CODE TELEPHONE (Include Area Code)

()

8. PATIENT STATUS
Other I:'

CITY STATE

Single I:' Married I:'
Part-Time
Student I:'

Employed Student

ZIP CODE TELEPHONE (Include Area Code)

C )

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED’S POLICY OR GROUP NUMBER

b. OTHER INSURED’S DATE OF BIRTH SEX
MM

Ealn

| |
c. EMPLOYER’S NAME OR SCHOOL NAME

Full-Time
10. IS PATIENT'S CONDITION RELATED TO:

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (Current or Previous)

[ Jno

|:| YES

a. INSURED’S DATE OF BIRTH SEX
MM | DD |  YY
L Ml ] F[]

b. AUTO ACCIDENT?

|:| YES

PLACE (State)

b. EMPLOYER’S NAME OR SCHOOL NAME

[Jnvo
c. OTHER ACCIDENT?

[[Jves [ Ino

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

I:' YES D NO

If yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT’'S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

13. INSURED’S OR AUTHORIZED PERSON'’S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for

services described below.

PATIENT AND INSURED INFORMATION ——— > |<— CARRIER—)>-

below.
SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM | DD | Y INJURY (Accident) OR GIVE FIRSTDATE MM | DD Yy MM DD Yy MM | DD Yy
} | PREGNANCY(LMP) } } FROM ! ; TO ! !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
__ o MM, DD | YY MM | DD | Yy
17b.| NPI FROM ! ! TO ! !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

[ Jves [ Jno |

For govt. claims, see back)

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 to Item 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
L. < T
23. PRIOR AUTHORIZATION NUMBER
P — 4 L
24. A DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. . J.
From To PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS Dé\és E:i[if; ID. RENDERING

MM DD YY MM DD YY |SERVICE | EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS Plan | QUAL. PROVIDER ID. #
| | | | | | | | e
N N T N T I R | I R
| | | | | | | | r—— - —————————=—= =~
| | | | | | | | | | | | | | | | | NP
I I I I I I I I
oL | | ol e
I I I I | I I 1 NPI
} } } | | I | | r—— 14—~~~ ——————-—1
R N R N B A S N | A N B
o o | . | | T R
A N S O I A B Y
[ [ [ [ \ [ [ | el It
A N N T I O ] L] [we

25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT’7 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

SIGNED DATE

|:| |:| YES NO $ | $ ‘\ $ }
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)
a. b.

a. |b.

OR SUPPLIER INFORMATION

PHYSICIAN

NUCC Instruction Manual available at: www.nucc.org
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