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CHIROPRACTIC CENTER OF ANNAPOLIS 
108 Old Solomons Island Rd., Bldg. 2  Annapolis, MD   21401    

 (410) 266-5054 Fax (410) 266-6205 

Dr. William J. Boro 
 
 

               Patient Intake Form 

 
Patient Name: ________________________________________ SSN: __________________________________________________  

DOB: ______________________________________________  

(If minor, guardian’s name) _____________________________ Guardian SSN: __________________________________________  

Address: ____________________________________________ Home Phone: ____________________________________________  

City, State, Zip: _______________________________________ Work Phone: ____________________________________________  

Nature of Complaint: __________________________________ Have you seen a Chiropractor before? ________________________  

Date Started: _________________________________________ Referred by: ____________________________________________  

Email Address: _______________________________________ Has your case been settled?  □Yes    □No 

Is condition due to:    □Auto Accident      □Job Related Injury     □Other 

Treatment will be paid by?    □Self-Pay   □Workers Comp   □Auto Insurance   □Major Medical   □Medicare    □Other    

Insurance Company: _________________________________________________________________________________________   

Dear Patient: 

Thank you for coming to us for treatment.  Your consultation and exam will help us determine if chiropractic care can help you.   

If we do not sincerely believe your condition will respond satisfactorily, we will not accept your case.  Thank you! 

Race:  □White    □Black    □Latino    □Asian    □Other  _____________ Preferred Language: _______________________________  

Primary Care Doctor: __________________________________ Address ________________________________________________  

Do you give us permission to contact your doctor with information appropriate to your case?  □Yes     □No 

Age:__________ Height:___________ Weight:________________ Marital Status:    □Single    □Married    □Widowed    □Divorced 

Occupation: _________________________________________ Name of Spouse: __________________________________________  

Employer: ___________________________________________ Spouse’s Employer: _______________________________________  

Employer’s Address: __________________________________ Address _________________________________________________  

 ___________________________________________________   _______________________________________________________  

Ages of Children: _____________________________________ Spouse’s Work Phone: _____________________________________  

Name and phone number of nearest relative not living with you: 

Name: ______________________________________________ Relationship: _________________ Phone: _____________________  

Name: ______________________________________________ Relationship: _________________ Phone: _____________________  

 

Insurance Policy: It is our office policy to bill your insurance company for patient services as a courtesy to you, (and assist in the proper handling 

of insurance claims, providing:    1) We have all the necessary information about your policy;    2) You inform us of any changes in coverage when 

they occur;    3) You understand that the Chiropractic Center of Annapolis makes no guarantee that your insurance company will cover all bills for 

services rendered;    4) You understand that you are ultimately responsible for payment of all services rendered;    5) You pay the first visits and the 

deductible as it accrues.  This will avert the development of a large bill down the line in the event your insurance company doesn’t cover all 

expenses.  I have read and understood and agree to the above policy. 

 

Signature ________________________________________________________________________ Date _______________________  

 

Date_______________ 

1st visit_____________ 

2nd visit_____________ 
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CHIROPRACTIC CENTER OF ANNAPOLIS 
108 Old Solomons Island Rd., Bldg. 2 

Annapolis, MD   21401   (410) 266-5054 

Dr. William J. Boro 
 
 

 

                PERSONAL INJURY HISTORY 
 

Name:_______________________________________Date:________________________  

File Number:__________________________________ 

History of Occurrence: 

Date of Accident: __________________ Time: ____________________(AM/PM) 

Were you:    □ The Driver   □ Passenger   □ Front Seat    □ Back Seat   □ Pedestrian 

Number of people in vehicle:_________ Type of Your Vehicle: □ SUV  □  car  □  pickup  □ van  □ other __________ 

Type of Other Vehicle: □ SUV  □  car  □  pickup  □ van  □ other __________ 

What was approximate damage to your vehicle? __________________________________   

Visibility at time of accident: □ Poor    □ Fair    □ Good    □ Rainy 

Conditions at time of accident:   □ Road wet □ Road icy    □ Snowy    □ Clear    □ Dark     □ Other    

Your car: □ Hit another car  □ Was hit in the   □ right  □ left    □ rear    □ front    □ side 

What direction were you headed?   □ North    □ East    □ South    □ West 

Name of street:_________________________________________________________________________  

What direction was the other vehicle headed?   □ North    □ East    □ South    □ West 

Name of street: _______________________________________________  

 
Describe in detail how the accident happened: 

 ____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

Were you wearing    □ seat belts?    □ shoulder harness? 

If you wear glasses, where were they after the accident? _______________________________________________ 

Head/body position at the time of impact:    

□  head    □ turned right     □ turned left     □ looking back 

□  body    □ rotated right    □ rotated left    □ straight in sitting position 

At the time of accident, recall what parts of your head or body hit what parts on the inside of your car: __________ 

 _____________________________________________________________________________________________________________  
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As a result of the accident were you:       

□ OK      □ Rendered unconscious      □ Dazed, circumstances vague      □ Shaken but could function 

Were you able to get out of the car and walk unaided?      □ Yes      □ No 

Could you move all parts of your body?      □   Yes     □   No      If no, what parts and why? ____________________

 ____________________________________________________________________________________________ 

Did you get bleeding cuts or bruises?    □   Yes    □   No 

If yes, describe cuts or bruises: ____________________________________________________________________ 

Since this injury occurred, are your symptoms:    □ Improving      □ Getting worse      □ The same 

 

 

Symptoms are better in:      □ AM      □ Midday      □ PM 

Symptoms are worse in:      □ AM      □ Midday      □ PM 

Prior to the accident, have you ever had symptoms similar to what you’re experiencing now?    □ Yes      □ No 

Did you go seek medical help immediately/soon after the accident?    □ Yes      □ No 

If yes, how did you get there?    □ Drove own car     □ Someone else drove me   □ Ambulance    □ Police 

Doctor/Hospital/Clinic seen:  ____________________________________________________________________ 

Were you examined?   □ Yes   □  No  Were X-Rays taken?   □ Yes   □ No     Were you given treatment?   □ Yes   □ No   

If yes, what was the treatment given you? ___________________________________________________________ 

What benefits did you receive from the treatment? ____________________________________________________ 

Date of last treatment? __________________________________________________________________________ 

 

Any other treatment received: 

Name ____________________________________Type of treatment ____________________________________ 

Address __________________________________Date ___________Telephone ___________________________ 

Name ____________________________________Type of treatment ____________________________________ 

Address __________________________________Date ___________Telephone ___________________________ 

Name ____________________________________Type of treatment ____________________________________ 

Address __________________________________Date ___________Telephone ___________________________ 

  

(Please list additional treatments on a separate sheet of paper) 

 

Do you have any previous illnesses which relate to this case?    □ yes    □ no   If yes, please describe: ____________ 

 ____________________________________________________________________________________________ 

Did you have any physical complaints just before the accident?    □ yes    □ no   If yes, please describe: __________ 

 ____________________________________________________________________________________________ 

Have you ever been involved in an accident before?    □ yes    □ no    If yes, please describe, including date(s) and 

type(s) of accidents, as well as injuries received: _____________________________________________________

 ____________________________________________________________________________________________ 

Do you notice any activities of your daily routines that are different now than from before the accident? □ yes  □ no 

If yes, please describe: __________________________________________________________________________ 

Check symptoms you have notices since accident 
 

□ Headache □ Irritability □ Numbness in toes □ Muscle Jerking    □ Nausea  □ Neck pain   

□ Chest pain □ Feet cold □ Shortness of breath □ Face Flushed  □ Neck stiff □ Pins & needles in arms 

□ Fatigue  □ Tension □ Loss of balance  □ Stomach upset  □ Fainting □ Pins & needles in legs 

□ Dizziness  □ Depression □ Sleeping problems □ Low back pain  □ Fever  □ Eyes sensitive to light 

□ Ears ring □ Diarrhea □ Mid back pain  □ Head seems to heavy □ Constipation □ Loss of memory 

□ Nervousness □ Cold sweats □ Numbness in fingers □ Loss of smell  □ Loss of taste  

□ Symptoms other than above____________________________________________________________________________________ 

□ Symptoms do not change with the time of day 
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If you have ever received treatment or have been hospitalized for a health condition in the last 10 years, list below: 

Date Reason 

  

  

  

 

 
List any drugs you now take: 

 _____________________________________  

 _____________________________________  

 _____________________________________  

 _____________________________________  

 _____________________________________  
Drug Allergies __________________________  

 

 
 

 

 

 

 

 

 

Indicate ability to perform the following activities: 

 
    Painful    Difficult     Unable 

Coughing or sneezing     □       □             □  

Getting in & out of car     □       □             □ 

Bending forward to brush teeth    □       □             □ 

Turning over in bed     □       □             □ 

Walking short distance     □       □             □ 

Standing more than 1 hour        □       □             □ 

Sitting at a table      □       □             □ 

Lying on back      □       □             □ 

Lying flat on stomach     □       □             □ 

Bending over forward     □       □             □ 

Climbing      □       □             □ 

Kneeling      □       □             □ 

Balancing      □       □             □ 

Dressing self      □       □             □ 

Sleeping       □       □             □ 

Stooping      □       □             □ 

Gripping      □       □             □ 

Pushing                     □       □             □ 

Pulling       □       □             □ 

Reaching      □       □             □ 

Sexual activity      □       □             □ 

Sport Activities      □       □             □ 

 Describe:_____________________________________ 



Personal Injury History 4 10/30/2018 

 

DAILY HABITS       
 None Light Medium Heavy 

Alcohol □ □ 1-2 oz □ 3-5 oz □ >5 oz 

Appetite □ □ □ □           

Artificial Sweetener □ □ □ □ 

Caffeine/Sodas □ □ 1-2 cups □ 3-6 cups □ 7 cups 

Exercise □ □ □ □ 

Minerals, herbs or 

       Vitamins □ □ □ □ 

Salty Foods □ □ □ □ 

Sugary Products □ □ □ □ 

Tobacco □ □ 1/2 pack □ 1/2-1 pack □ >1pack  

Water □ □ 1-10 oz □ 10-30 oz □ >30 oz 

 
If any of these diseases run in your family, please circle who was affected: 

 

Diabetes Grandfather Grandmother Father Mother 

Heart Disease Grandfather Grandmother Father Mother 

High Blood Pressure Grandfather Grandmother Father Mother 

Arthritis Grandfather Grandmother Father Mother 

Cancer Grandfather Grandmother Father Mother 

 Grandfather Grandmother Father Mother 

 Grandfather Grandmother Father Mother 

 

Are you or do you  think you may be pregnant?    □yes    □no 

 

Indicate how many hours of your day are spent: 

Standing  ______________ Sitting  _______________  

Walking  _______________ Sleeping _____________  

 

Have you lost time from work as a result of this accident?   □ yes   □ no    Have you returned to work? □ yes  □ no 

     A) Did you return to your full responsibilities or have your duties or hours been reduced?  Please explain: 

 ____________________________________________________________________________________________

 ____________________________________________________________________________________________ 

     B) Dates you were out of work: from____________ to ____________. 

Type of employment:  

 

 

Patient signature: _______________________________________ Date: __________________________________ 

Do you have an attorney on this case?    □ yes    □ no     If yes, fill in below: 

 

Name:_______________________________________________________________________________  

Address:_____________________________________________________________________________  

Phone:_______________________________________________________________________________ 
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CHIROPRACTIC CENTER OF ANNAPOLIS 
108 Old Solomons Island Rd., Bldg. 2 

Annapolis, MD   21401   (410) 266-5054 

Dr. William J. Boro 
 

 

 
 

 

 

 

THE REVISED OSWESTRY PAIN QUESTIONNAIRE 

 

Name:___________________________________________________________________ 

Age: _____ Date of Birth: ________   Occupation:________________________________ 

Today’s Date:__________________ 

Use the letters below to indicate the type and location of your sensations right now: 

(Please remember to complete both sides of this form.) 

Key:     A=Ache B=Burning N=Numbness     P=Pins and needles 

S=Stabbing O=Other 
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Patient Name:__________________________________________________Date:__________________________ 

 

 

 

 

 

 

 

 

 

 

THE REVISED OSWESTRY PAIN QUESTIONNAIRE 

Please read: This questionnaire is designed to enable us to understand how much your 
low back pain has affected your ability to manage your everyday activities.  Please 
answer each Section by circling the ONE CHOICE that most applies to you.  We realize 
that more than one statement may relate to you, but PLEASE JUST CIRCLE THE ONE 
CHOICE WHICH MOST CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW. 

SECTION 1--Pain Intensity 
 A The pain comes and goes and is very mild. 
 B The pain is mild and does not vary much. 
 C The pain comes and goes and is moderate. 
 D The pain is moderate and does not vary much. 
 E The pain comes and goes and is severe. 
 F The pain is severe and does not vary much. 

SECTION 2--Personal Care 
A I would not have to change my way of washing or dressing in 

order to avoid pain. 
 B I do not normally change my way of washing or dressing          

even though it causes some pain. 
C Washing and dressing increase the pain, but I manage not to 

change my way of doing it. 
 D Washing and dressing increase the pain and I find it                 

 necessary to change my way of doing it. 
 E Because of the pain, I am unable to do some washing and 

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

dressing without help. 

SECTION 3--Lifting 
 A I can lift heavy weights without extra pain. 
 B I can lift heavy weights, but is causes extra pain. 
 C Pain prevents me from lifting heavy weights off the floor. 
 D Pain prevents me from lifting heavy weights off the floor, 
 but I can manage if they are conveniently positioned, 
 e.g., on a table. 
 E Pain prevents me from lifting heavy weights, but I can 
 manage light to medium weights if they are conveniently 
 positioned. 
 F I can only lift very light weights, at the most. 

SECTION 4--Walking 
 A Pain does not prevent me from walking any distance 
 B Pain prevents me from walking more than one mile. 
 C Pain prevents me from walking more than 1/2 mile. 
 D Pain prevents me from walking more than 1/4 mile. 
 E I can only walk while using a cane or on crutches. 
 F I am in bed most of the time and have to crawl to the toilet. 

SECTION 5--Sitting 
 A I can sit in any chair as long as I like without pain. 
 B I can only sit in my favorite chair as long as I like. 
 C Pain prevents me from sitting more than one hour. 
 D Pain prevents me from sitting more than 1/2 hour. 
 E Pain prevents me from sitting more than ten minutes. 
 F Pain prevents me from sitting at all. 

SECTION 6--Standing 
 A  I can stand as long as I want without pain. 
 B      I have some pain while standing, but it does not increase with 

time. 
 C      I cannot stand for longer than one hour without increasing pain. 
 D      I cannot stand for longer than 1/2 hour without increasing pain. 
 E      I cannot stand for longer than 10 minutes without increasing pain. 
 F      I avoid standing, because it increases the pain straight away. 

SECTION 7--Sleeping 
 A I get no pain in bed. 
 B I get pain in bed, but it does not prevent me from sleeping   well. 
C Because of pain, my normal night’s sleep is reduced by less than 

one-quarter. 
D Because of pain, my normal night’s sleep is reduced by less than 

one-half. 
E Because of pain, my normal night’s sleep is reduced by less than 

three-quarters. 
 F Pain prevents me from sleeping at all. 

SECTION 8--Social Life 
 A My social life is normal and gives me no pain. 
 B My social life is normal, but increases the degree of my pain. 
 C Pain has no significant effect on my social life apart from limiting 

my more energetic interests, e.g., dancing. 
 D Pain has restricted my social life and I do not go out very                

 often. 
 E Pain has restricted my social life to my home. 
 F I have hardly any social life because of the pain. 

SECTION 9--Traveling 
 A I get no pain while traveling. 
 B I get some pain while traveling, but none of my usual forms of 

travel make it any worse. 
 C I get extra pain while traveling, but it does not compel me to seek 

alternative forms of travel. 
 D I get extra pain while traveling which compels me to seek 

alternative forms of travel. 
 E Pain restricts all forms of travel. 
 F Pain prevents all forms of travel except that done lying down. 

SECTION 10--Changing Degree of Pain 
 A My pain is rapidly getting better. 
 B My pain fluctuates, but overall is definitely getting better. 
 C My pain seems to be getting better, but improvement is slow at 

present. 
 D My pain is neither getting better nor worse. 
 E My pain is gradually worsening. 
 F My pain is rapidly worsening. 

Comments: ______________________________________________________________________  
 _______________________________________________________________________________  
From: N. Hudson, K. Tome-Nicholson, A. Breen; 1989                                                           
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CHIROPRACTIC CENTER OF ANNAPOLIS 
108 Old Solomons Island Rd., Bldg. 2 

Annapolis, MD   21401   (410) 266-5054 

Dr. William J. Boro 
 
 

  
 

 

 
 

 

 

 

NECK DISABILITY INDEX 

 

Name: __________________________________________________________________________  

Age: _____ Date of Birth: ________   Occupation: ______________________________________  

Today’s Date: ____________________________________________________________________  

Use the letters below to indicate the type and location of your sensations right now: 

(Please remember to complete both sides of this form.) 

Key:     A=Ache B=Burning N=Numbness     P=Pins and needles 

S=Stabbing O=Other 
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Patient Name: __________________________________  Date: ______________________________  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Comments:___________________________________________________________________________
____________________________________________________________________________________ 
  
   
After Vernon & Mior, 1991, Reprinted by permission of the Journal of Manipulative and Physiological Therapeutics 

SECTION 1—Pain Intensity 
A I have no pain at the moment. 
B The pain is very mild at the moment. 
C The pain is moderate at the moment. 
D The pain is fairly severe at the moment. 
E The pain is very severe at the moment. 
F The pain is the worst imaginable at the moment.  

SECTION 2—Personal Care 
A I can look after myself normally without causing extra pain. 
B I can look after myself normally, but it causes extra pain. 
C It is painful to look after myself and I am slow and careful. 
D I need some help, but manage most of my personal care. 
E I need help every day in most aspects of self care.  
F I do not get dressed, I wash with difficulty and stay in bed. 

SECTION 3—Lifting  
A I can lift heavy weights without extra pain. 
B I can lift heavy weights, but is causes extra pain. 
C Pain prevents me from lifting heavy weights off the floor, 
 but I can manage if they are conveniently positioned, 
 e.g., on a table. 
D Pain prevents me from lifting heavy weights, but I can 
 manage light to medium weights if they are conveniently 
 positioned. 
E I can only lift very light weights, at the most. 
F I cannot lift or carry anything at all. 

SECTION 4—Reading  
A I can read as much as I want to with no pain in my neck. 
B I can read as much as I want to with slight pain in my neck. 
C I can read as much as I want to with moderate pain in my 

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

my neck.  
E I cannot read as much as I want because of severe pain in my 

neck.  
F  I cannot read at all. 

SECTION 5—Headaches  
A I have no headaches at all. 
B I have slight headaches which come infrequently. 
C I have moderate headaches which come infrequently. 
D I have moderate headaches which come frequently. 
E I have severe headaches which come frequently. 
F I have headaches almost all the time. 

SECTION 6—Concentration  
A I can concentrate fully when I want to with no difficulty. 
B I can concentrate fully when I want to with slight difficulty. 
C I have a fair degree of difficulty in concentrating when I want. 
D I have a lot of difficulty in concentrating when I want to. 
E I have a great deal of difficulty concentrating when I want to. 
F I cannot concentrate at all. 

SECTION 7—Work  
A I can do as much work as I want to. 
B I can do my usual work, but no more. 
C I can do most of my usual work, but no more. 
D I cannot do my usual work. 
E I can hardly do any work at all. 
F I cannot do any work at all 

SECTION 8—Driving 
A I can drive my car without any neck pain. 
B I can drive my car as long as I want with slight pain in my neck. 
C I can drive my car as long as I want with moderate pain in my 

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

pain in my neck. 
E I can hardly drive at all because of pain in my neck. 
F I cannot drive my car at all. 

SECTION 9—Sleeping 
A I have no trouble sleeping. 
B My sleep is slightly disturbed (less than 1 hour sleepless) 
C My sleep is mildly disturbed (1-2 hours sleepless) 
D My sleep is moderately disturbed (2-3 hours sleepless) 
E My sleep is greatly disturbed (3-5 hours sleepless 
F My sleep is completely disturbed (5-7 hours sleepless) 

SECTION 10—Recreation 
A I am able to engage in all of my recreational activities, with no 

neck pain at all. 
B I am able to engage in all of my recreational activities, with 

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

recreational activities because of pain in my neck. 
D I am able to engage in a few of my usual recreational activities. 
E I can hardly do any recreational activities because of pain in 

my neck. 
F I cannot do any recreational activities at all. 

NECK DISABILITY INDEX 
Please read: This questionnaire is designed to enable us to understand how much your neck pain has affected your ability to 
manage your everyday activities. Please answer each Section by circling the ONE CHOICE that most applies to you. We realize 
that more than one statement may relate to you, but PLEASE JUST CIRCLE THE ONE CHOICE WHICH MOST CLOSELY 
DESCRIBES YOUR PROBLEM RIGHT NOW. 
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