
Office: 832-786-8404 www.SynergyChiropracticHouston.com 5151 Katy Freeway #201

Fax: 346-204-4106                   contact@SynergyChiropracticHouston.com  Houston, TX 77007



Office: 832-786-8404 www.SynergyChiropracticHouston.com 5151 Katy Freeway #201
Fax: 346-204-4106                  contact@SynergyChiropracticHouston.com                                                   Houston, TX 77007

Synergy Chiropractic

Synergy Chiropractic

Synergy Chiropractic



Synergy Chiropractic of Houston  
5151 Katy Fwy, Ste 201 

Houston, TX 77007 
T: 832-786-8404   F: 346-204-4106 

 
Patient Consent to Shared Information 

 
I     request that you, the recipient of this notice, accommodate any 
request made by Synergy Chiropractic of Houston in regards to the sharing of, discussion of and / or 
duplicate of any information regarding my medical records. Such cooperation will ensure my ability to 
receive the most thorough and comprehensive care to foster an optimal outcome and prognosis. 
 
Patient Signature      Date 

 
 

I authorize Synergy Chiropractic of Houston to share, discuss and/ or duplicate any information regarding 
my medical records with health professional necessary for consulting on and / or active in treatment for 
care management. This would also include legal counsel, if I have retained any such counsel to represent 
me in relation to my health care needs.  

Patient Signature      Date 

 

Should any financially related party including, but not limited to, insurance companies, legal 
representation, third party insurance companies or any other party fail to fully compensate Synergy 
Chiropractic of Houston for serviced rendered to me, I accept full immediate responsibility for any 
account balances incurred by care rendered to myself or my dependents. 

Patient Signature      Date 

 

I also grant the privilege to Synergy Chiropractic of Houston to obtain like information from any 
practitioner that has previously, concurrently, and/ or may in the future treat me as a patient, to obtain any 
information on my care under another practitioner that could foster through case management. 

Thank You, 

Patient Signature      Date 

 

For Office Use Only: 

Patient Full Name:     SS#:         /        /  DOB:         /         / 
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Patient Basic Information Automobile Accident Description

Doctor’s Additional Data on This Patient
NOTE: This will be entered into the chart, but will not appear in Reports

X-rays done? Yes No Was lab work done? Yes No

Body parts X-rayed? What lab work?

The x-rays revealed…

Treatments:  Cervical Collar  Ice Other:

Medications:

Follow-up Instructions:

Visibility at the time:
GoodFairPoor

Road Conditions at
Time of Accident:
 Icy Wet Sandy
Dark Clean & Dry

Emergency Room?
Where did you go after the accident? How did you get there?
Home Work Drove Self  Ambulance
Hospital ER  Private doctor  Somebody Else  Police

Patient’s Signature:__________________________________________________ Date:_________________________

Your Vehicle Type: Your Position in Vehicle
CarS.U.V.VanBus Driver Front Passenger
Large TruckPickup Truck  L.Rear PassengerR.Rear

Passenger

Other Type:_____________ Other Position:_____________

Time/Speed/Damage
Time of Accident: Your Speed

Their Speed

Damage to your
vehicle:
Mild Moderate

Totaled

What was your vehicle doing at time of accident?
 Stopped at intersection  Stopped at intersection  Stopped at a light
Making a right turn  Stopped a left turn  Parking
 Proceeding along  Slowing down  Accelerating

Other:____________________________________________
_____
Details of Accident:

Point of Impact:
Head-On Rear-End
 Left front Right front
 Left rear Right rear

Other:________________

Who hit who/what:
 You hit other vehicle
Other vehicle hit you
You hit….(Type in object below)

Other:________________

Additional Accident Information:
In the case of a motor vehicle accident, write any additional info here.

During the Accident: Headrest
Position?

Body Position, etc.
Did you see the accident coming?….. Yes No
Were you braced for the impact?…….Yes No
Did you have a seat belt on?…………Yes No
Did you have a shoulder harness on? Yes No
Did the driver’s front air bag deploy?.. Yes No
Did passenger front air bags deploy? Yes No
Did the side air bags deploy?……… Yes No
Does your vehicle have headrests?… Yes No

What was the direction of the head at the time of impact?
 Facing straight forward  Turned to the right  Turned to the left

Even
with top of
head
Even
with bottom
of head
Even
with middle
of the neck

Address:
City, State, Zip:

Home Phone: Work Phone:

Social Security No:

Date of Birth:

Date of Injury/Onset:

Did your body strike the inside of your vehicle?………Yes No

If Yes, describe:

Did you lose consciousness during the injury?……….Yes No

If Yes, for how long?

Your vehicle’s Estimated Damage: Damage to their vehicle:
Mild Moderate Totaled

Did police show up at the scene? Was an accident report filled out?
Yes No Yes No

Dominant Hand: Right  Left  Both

Insurance Information:
Policy Holder (if different than patient):

Policy No: Claim No:

Personal Information:

First Name:

Last Name:

Middle Initial:

Description of Accident/Injury/Onset
If this is an automobile accident, you can use the MVA Section.

After the Accident:
Check off the symptoms right after and a few days following the accident.

 Headache Loss of smell  Tension  Loss of taste  Diarrhea
 Neck pain  Dizziness Irritability Toe numbness Depression
 Neck stiffness  NauseaMid back pain Constipation Anxious
 Fainting  Confusion  Low back painCold handsChest pain
 Ringing in ears  Fatigue  Nervousness  Cold Feet
 Pain behind eyes  Shortness of breath  Sleeping problems

Others:
During and after accident details
Enter details of your condition during and after the injury/onset.



Historical Information Prior Treatment Information

Treatment History 4:
Fill in any other doctor(s) seen prior to your first visit to this office. First Visit Date

4. Name: Specialty:
Last Visit Date

Types of Treatments
Received:

How many Tx’s Received? Did Tx’s help? Yes No X-rays done?

Currently Treating? Yes No Yes No

Treatment History 3:
Fill in any other doctor(s) seen prior to your first visit to this office. First Visit Date

1. Name: Specialty:
Last Visit Date

Types of Treatments
Received:

How many Tx’s Received? Did Tx’s help? Yes No X-rays done?

Currently Treating? Yes No Yes No

Treatment History 2:
Fill in any other doctor(s) seen prior to your first visit to this office. First Visit Date

2. Name: Specialty:
Last Visit Date

Types of Treatments
Received:

How many Tx’s Received? Did Tx’s help? Yes No X-rays done?

Currently Treating? Yes No Yes No

My Most Recent Prior Similar Symptoms (if applicable)

My most recent prior similar symptons occurred…

Months Years…ago OR on (Date)

Prior Treatment Section:
Summarize past treatments received here.

Social History Section:
Enter any relevant Social History here.

Occupational History Section:
Enter Occupational History, e.g. lost work, etc. Here.

Treatment History 1:
Fill in any other doctor(s) seen prior to your first visit to this office. First Visit Date

2. Name: Specialty:
Last Visit Date

Types of Treatments
Received:

How many Tx’s Received? Did Tx’s help? Yes No X-rays done?

Currently Treating? Yes No Yes No

Has your History Contributed to your Symptoms?
My history HAS contributed to my current symptoms.
My history HAS NOT contributed to my current symptoms.
 I’m NOT SURE if my history has contributed to my symptoms.

Additional Historical Information Section:
Summarize other treatments that were received here.

Familial History Section:
Enter relevant Familial History here.

Medications History Section:
Enter any Medications Historical data here.

Surgical Historical Section:
Enter any Surgical Historical data here.

Patient’s Signature:_________________________________ Date:_________________________

Prior Similar Symptoms:
 I have NOT had prior similar symptoms to current complaints.
My current complaints DID exist before, but had been dormant.
My current complaints ALREADY existed and were worsened.

Medical History Section:
Enter additional Medical Historical data here.



Back Pain Index (Oswestry)   Total Score: ________ 
 

This questionnaire has been designed to give the doctor information as to how your back pain has affected your ability to manage in 
everyday life.  Please answer every section and mark in each section only the ONE box which applies to you.  We realize you may 
consider that two of the statements in any one section relate to you, but please just mark the box which most closely describes your 
problem. 

 
 

Section 1 – Pain Intensity 
o I have no pain at the moment. (0) 
o The pain is very mild at the moment. (1) 
o The pain is moderate at the moment. (2) 
o The pain is fairly severe at the moment. (3) 
o The pain is very severe at the moment. (4) 
o The pain is the worst imaginable at the moment. (5) 

 
Section 2 – Personal Care (washing, dressing, etc.) 
o I can look after myself normally but it is very painful. (0) 
o It is painful to look after myself and I am slow and careful. (1) 
o I need some help but manage most of my personal care. (2) 
o I need help every day in most aspects of my personal care. (3) 
o I need help every day in most aspects of self-care. (4) 
o I do not get dressed, wash with difficulty, and stay in bed. (5) 

 
Section 3 – Lifting 
o I can lift heavy weights without extra pain. (0) 
o I can lift heavy weights but it gives extra pain. (1) 
o Pain prevents me from lifting heavy weights off the floor, but I 

can manage if they are conveniently positioned (i.e. on a table). (2) 
o Pain prevents me from lifting heavy weights, but I can manage 

light to medium weights if they are conveniently positioned. (3) 
o I can lift only very light weights. (4) 
o I cannot lift or carry anything at all. (5) 

 
Section 4 – Walking 
o Pain does not prevent me walking any distance. (0) 
o Pain prevents me walking more than 1mile. (1) 
o Pain prevents me walking more than ¼ of a mile. (2) 
o Pain prevents me walking more than 100 yards. (3) 
o I can only walk using a stick or crutches. (4) 
o I am in bed most of the time and have to crawl to the toilet. (5) 

 
Section 5 – Sitting 
o I can sit in any chair as long as I like. (0) 
o I can sit in my favorite chair as long as I like. (1) 
o    Pain prevents me from sitting for more than 1 hour. (2) 
o    Pain prevents me from sitting for more than ½ hour. (3) 
o    Pain prevents me from sitting for more than 10 

minutes. (4) 
o Pain prevents me from sitting at all. (5) 

 
Section 6 – Standing 
o I can stand as long as I want without extra pain. ....
o I can stand as long as I want but it gives me extra pain. 
o Pain prevents me from standing more than 1 hour. 
o Pain prevents me from standing for more than ½ an hour. 
o Pain prevents me from standing for more than 10 minutes. 
o Pain prevents me from standing at all. 

Section 7 – Sleeping 
o    My sleep is never disturbed by pain. (0) 
o   My sleep is occasionally disturbed by pain. (1) 
o   Because of pain, I have less than 6 hours sleep. (2) 
o   Because of pain, I have less than 4 hours sleep. (3) 
o   Because of pain, I have less than 2 hours sleep. (4) 
o   Pain prevents me from sleeping at all. (5) 
 
Section 8 – Sex life (if applicable) 
o   My sex life is normal and causes no extra pain. (0) 
o   My sex life is normal but causes some extra pain. (1) 
o   My sex life is nearly normal but is very painful. (2) 
o   My sex life is severely restricted by pain. (3) 
o   My sex life is nearly absent because of pain. (4) 
o   Pain prevents any sex life at all. (5) 

 
Section 9 – Social Life 
o   My social life is normal and cause me no extra pain. (0) 
o   My social life is normal but increases the degree of pain. (1) 
o Pain has no significant effect on my social life apart from limiting 

my more energetic interests (i.e. sports). (2) 
o   Pain has restricted my social life and I do not go out as often. (3) 
o   Pain has restricted social life to my home. (4) 
o   I have no social life because of pain. (5) 
 
Section 10 – Traveling 
o   I can travel anywhere without pain. (0) 
o   I can travel anywhere but it gives extra pain. (1) 
o   Pain is bad but I manage journeys of over two hours. (2) 
o   Pain restricts me to short necessary journeys under 30 minutes. (3) 
o   Pain prevents me from traveling except to receive treatment. (4) 
o   I cannot travel at all. (5) 

 
Section 11 – Previous Treatment 
Over the past three months have you received treatment, tablets or medi- 
cines of any kind for your back or leg pain? Please check the appropriate 
box. 
o   No   o     Yes (if yes, please state the type of treatment you have 

received) 
                                          _                                          _     
                                          _                                          _     
                                          _                                          _     
                                          _                                          _     

 

 
 
 



Neck Pain Index   Total Score: _________ 
 

This questionnaire has been designed to give the doctor information as to how your neck pain has affected your ability to manage in 
everyday life.  Please answer every section and mark in each section only the ONE box which applies to you.  We realize you may 
consider that two of the statements in any one section relate to you, but please just mark the box which most closely describes your 
problem. 

 

 
 

Section 1 – Pain Intensity 
o I have no pain at the moment. (0) 
o The pain is very mild at the moment. (1) 
o The pain is moderate at the moment. (2) 
o The pain is fairly severe at the moment. (3) 
o The pain is very severe at the moment. (4) 
o The pain is the worst imaginable at the moment. (5) 

 
Section 2 – Personal Care (Washing, Dressing, etc.) 
o I can look after myself normally without causing extra pain. (0) 
o I can look after myself normally but it causes extra pain. (1) 
o It is painful to look after myself and I am slow and careful. (2) 
o I need some help but manage most of my personal care. (3) 
o I need help every day in most aspects of self care. (4) 
o I do not get dressed, I wash with difficulty and stay in bed. (5) 

 
Section 3 – Lifting 
o I can lift heavy weights without extra pain. (0) 
o I can lift heavy weights but it gives extra pain. (1) 
o Pain prevents me from lifting heavy weights off the floor, but I can 

manage if they are conveniently positioned, for example on a 
table. (2) 

o Pain prevents me from lifting heavy weights, but I can manage light 
to medium weights if they are conveniently positioned. (3) 

o I can lift very light weights. (4) 
o I cannot lift or carry anything at all. (5) 

 
Section 4 – Reading 
o I can read as much as I want to with no pain in my neck. (0) 
o I can read as much as I want to with slight pain in my neck. (1) 
o I can read as much as I want with moderate pain in my neck. (2) 
o I cannot read as much as I want because of moderate pain in my 

neck. (3) 
o I can hardly read at all because of severe pain in my neck. (4) 
o I cannot read at all. (5) 

 
Section 5 – Headaches 
o I have no headaches at all. (0) 
o I have slight headaches that come infrequently. (1) 
o I have moderate headaches which come infrequently. (2) 
o I have moderate headaches which come frequently. (3) 
o I have severe headaches which come frequently. (4) 
o I have headaches almost all the time. (5) 

 
Section 6 – Concentration 
o I can concentrate fully when I want to with no difficulty. (0) 
o I can concentrate fully when I want to with slight difficulty. (1) 
o I have a fair degree of difficulty in concentrating when I want to. (2) 
o I have a lot of difficulty in concentrating when I want to. (3) 
o I have a great deal of difficulty in concentrating when I want to. (4) 
o I cannot concentrate at all. (5) 

 

Section 7 – Work 
o I can do as much work as I want to. (0) 
o I can do my usual work, but no more. (1) 
o I can do most of my usual work, but no more. (2) 
o I cannot do my usual work. (3) 
o I can hardly do any work at all. (4) 
o I cannot do any work at all. (5) 

 
Section 8 – Driving 
o I can drive my car without any neck pain. (0) 
o I can drive my car as long as I want with slight pain in my neck. (1) 
o I can drive my car as long as I want with moderate pain in my 

neck. (2) 
o I cannot drive my car as long as I want because of moderate pain in 

my neck. (3) 
o I can hardly drive at all because of severe pain in my neck. (4) 
o I cannot drive my car at all. (5) 

 
Section 9 – Sleeping 
o I have no trouble sleeping. (0) 
o My sleep is slightly disturbed (less than 1 hour sleepless). (1) 
o My sleep is mildly disturbed (1-2 hours sleepless). (2) 
o My sleep is moderately disturbed (2-3 hours sleepless). (3) 
o My sleep is greatly disturbed (3-5 hours sleepless). (4) 
o My sleep is completely disturbed (5-7 hours sleepless). (5) 

 
Section 10 – Recreation 
o I am able to engage in all my recreation activities with no neck pain 

at all. (0) 
o I am able to engage in all my recreation activities, with some pain in 

my neck. (1) 
o I am able to engage in most, but not all, of my usual recreation activi- 

ties because of pain in my neck. (2) 
o I am able to engage in a few of my usual recreation activities be- 

cause of pain in my neck. (3) 
o I can hardly do any recreation activities because of pain in my 

neck. (4) 
o I cannot do any recreation activities at all. (5) 
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