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Integrated Spinal Solutions Patient Information 

Patient Name: Today’s Date: 

Address: Home Telephone: 

City/State/Zip: Work Telephone: 

Birth Date:                                  Age: Cellular Telephone: 

Height:                                        Weight: Employer’s Name: 

Social Security Number: Employer’s 
Address: 

 

Email:  

Marital Status: Single Married Divorced Widowed 
Primary 
MD 
Name & 
Address 

 

  

How were you 
referred to our 
office?       

__  Location 
__  Provider Manual 
__  Internet Search          

__  Our Web Site    
__  Yellow Pages 
__   Radio / TV 

 
__  Other:__________________________________ 
__  Spinal Talk at: ___________________________ 
__  Existing Patient:__________________________ 
 

Emergency Contact Information 

Nearest Adult Relative: Relation to Patient:   

Address: Phone #: 

For Office Use Only 

 

Insured Party:          DOB:        

Relationship to Insured:  _____ Self    _____ Spouse     _____  Child     _____  Other  _______ 

Insurance Carrier:          

ID #:          Group #:        

Phone #:         Effective Date:      

Billing Address:                   Are there Chiropractic Benefits? ___ Yes   ___ No      

                  Is Pre-Auth Required?       ___ Yes   ___  No 

                  Deductible?  ___ Yes   ___  No   $: ____________ 

Policy Limits:  Yearly: _______________________________     Per Visit Limit: $____________________________________ 
 
Other: _________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 
 
 
IN ORDER TO KEEP OUR OFFICE OVERHEAD DOWN AND KEEP OUR PATIENT FEES REASONABLE, WE 
REQUIRE PAYMENT AT THE CONCLUSION OF EACH TREATMENT FOR CASH PATIENTS AND THE CO-
PAYMENT FOR INSURANCE PATIENTS. 

 
 
Patient Signature (Parent or responsible party):_________________________________________       Date: ________________ 
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Patient Name: 
Patient History Integrated Spinal Solutions, pc 

PH: (775) 828-9665   
Fax:  (775) 622-4150 

How long have you 
been experiencing 
your complaint? 

 1 day     2 days     1 week  weeks  month  months  years 

Cause:   

 
 Car Accident 
 Fall 

 

 
 At home 
 Athletic injury 

 
 Work related 
 After surgery 

 
 Other 

Have you ever had 
a similar injury or 
complaint in the 
past? 

 
 Yes : ______________________________________________________________________________ 

 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 

 No 

 

Prior Treatment: 
 

 ER Visits    
 

 
 Physical Therapy    

 
 Surgeries    

 
 Other: 

Prior Imaging:   

 
 X-rays     

  
Imaging Center:  

 
 CT Scan      

 
 MRI      

 
 EMG 

Quality of Pain:   

 
 Local      
 Radiates      
 Radiates to legs  
 Radiates to arms    

 

 
 Electrical shock      
 Sharp      
 Dull      
 Burning      

 

 
 Ache                               
 Tingle      
 Cramping      
 Stinging 

 
 Stabbing 
 Throbbing 

Feels worse with:   

 
 Standing      
 Sitting     

 
 Lay Down     
 Walk up hill 

 
 Walk down hill        
 Bending      

 
 Lifting      
 Other: 

 

Feels better with:   

 
 Standing      
 Sitting      

  

 
 Lay Right      
 Lay Left      

 
 Bend Forward      
 Change positions              

 
 Other: 

Medical History: 

 Me Family  Me Family  Me Family 

 Heart Disease         Trauma         Lung Disease        
 Diabetes     Nerve Disease          Seizures        
 High Blood Pressure    Psychiatric Disorders    Arthritis        
 Ulcers         Depression    Toxin Exposure   

 

List All Past 

 
Work related 
Injuries: 

 

 Car Accidents: 

 

 Hospitalization: 

 

 
Surgeries: 
Broken Bones: 
Fractures:  



Integrated Spinal Solutions Patient Intake Page 3 of 6 

 
 
 
 

Please mark the areas you have pain on the diagram below. 
 

Mark all symptoms you currently 
have: 

 
 

Severity 
0 = No pain             10 = Most Severe Pain Ever 

Frequency 
0% = Absent             100% = Constant 

 

 
 

 
 
 
 
 
 

 
 

 

   

Patient Name:   

Have you 
recently 
experienced… 

 
 Other Joint Pain 
 Tightness 
 Numbness 
 Balance Loss 
 Lack of Coordination 
 Depressed Mood 
 Loss of Appetite 
 Recent Weight Gain 
 Irritability 
 Blood or dark urine 

 

 
 Fatigue 
 Sleeplessness 
 Decreased Energy 
 Nausea 
 Vomiting 
 Fevers 
 Chills 
 Recent Weight Loss 
 Anxiety 
 Shortness of Breath 

 
 Chest Pain 
 Sweating 
 Vision Changes 
 Hearing Changes 
 Dizziness 
 Headaches 
 Night Pain 
 New Lump on Body 
 Painful Bowel Movement 
 Painful urination 

Bowel or Bladder 
Dysfunction 
present?   

 No  
 Yes: ____________________________________________________________________________ 
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INTEGRATED SPINAL SOLUTIONS, PC 
TERMS OF ACCEPTANCE 

 
Agreement to  Financial Policy 
I have agreed to pay charges at the time of service.  I understand that I may pay by check, cash, or credit card.  I 
understand Emergency and after hour visits will be subject to additional charges.  I agree to be charged a missed 
appointment fee of $30 if I miss an appointment without giving at least 24 hours advanced notice.  I understand that 
as the parent or guardian, I am responsible for full payment of child's care.  I further understand that for 
unaccompanied minors, payment in full is still required at time of service.  If I have insurance coverage I hereby 
assign directly to Integrated Spinal Solutions, PC all medical benefits, if any, payable to me if any services rendered.  
I also understand that there is a 1.5% monthly interest charge on any unpaid balance over one (1) month old.  It is at 
the discretion of the doctor to collect or waive said fee and will depend upon the payment history of the account.  By 
signing below, I agree that should my account be referred to a collection agency or an attorney for collections, I will 
be directly responsible for paying all reasonable attorney's fees, other legal fees and/or any and all collection 
expenses. 
 
Patient Accepts Responsibility for Insurance Reimbursements and Approvals 
I accept responsibility to know my policy limits and requirements.  I further accept responsibility to seek pre-
authorization, bill and collect reimbursement from my insurance carrier if applicable.  I understand that my 
insurance policy is a contract between the insurance carrier and myself.  I further understand that Integrated Spinal 
Solutions, pc is in no way a guarantee of coverage or reimbursement from my insurance carrier.  I further understand 
that my health insurance will be billed as a courtesy but that I am ultimately responsible for payment.  I understand 
that some of perhaps all of the services that I receive may not be considered reasonable and necessary under the 
Medicare program and/or other insurance plans.  I understand that insurance claims that are over 90 days old and 
unpaid, will become my responsibility.  By my presence and continuation of appointments, I consent and elect care 
provided by Dr. Xavier Martinez and/or his staff. 
 
Patient Will Truthfully and Fully Disclose Health Status and History 
I hereby state that all information that I hereby give Integrated Spinal Solutions, pc and/or it’s staff will be complete 
and truthful.  I will not misrepresent my presence, nature, severity or cause of my injuries.  I further state that I will 
fully disclose my health history and authorize the release of all past medical records to Integrated Spinal Solutions, 
pc.  I present myself for health reasons only and it is not my intent to mislead, defraud or coerce this office or any 
third party or misrepresent myself in any manner.   
 
Patient Consents to Care and Accepts Responsibility 
I consent to recommendations and care by the Doctor(s) of Integrated Spinal Solutions, pc for myself (or my 
children if minors) including, but not limited to examinations, x-rays, chiropractic adjustments, rehabilitative and 
physical therapy.  I understand that my care will be individualized to me and therefore may not be comparable to 
standards or guidelines used or required by insurance companies, professional associates, and/or consensus groups.  
I understand that my treatment will comply with the inherent risks.  These risks, though rare, could occur ranging 
from minor aggravation of current condition to serious conditions such as cerebral vascular accident or death.  I am 
signing this consent after having been fully informed to my satisfaction by the Doctor(s) of Integrated Spinal 
Solutions, pc and/or his staff of the risks and benefits of the care and the risks and benefits of not having the 
recommended treatment.  I have been informed and fully understand that there are no guarantees of treatment 
success.  By my presence and continuation of appointments, I consent and elect to care provided by Doctor(s) of 
Integrated Spinal Solutions, pc and/or his staff. 
 
Medicare Limits and Responsibilities Advance Notice 
The only charge for Chiropractic that is covered by Medicare is manual manipulation of the spine.  I accept responsibility 
to know the current Medicare guidelines and limits for covered services.  I accept responsibility to pay for all covered non-
covered or denied services.  I have been notified by my physician that he believes that in my case Medicare is likely to deny 
payment for some services.  If Medicare denies payment, I agree to be personally and fully responsible for payment.  I understand 
that I must pay for services at the time of treatment.  I also understand that Integrated Spinal Solutions, pc will bill all charges 
directly to Medicare as required by law.  I authorize the release of my records as necessary for Medicare Billing. 
 
I have read, understand and agree to the provisions and terms of acceptance.  This agreement shall become effective upon signing 
and be irrevocable for the full extent of my treatment by the doctor. 
 
 
Patient Name (please print): ____________________________________________ 
 
Patient Signature: _____________________________________________________        Date:_________________ 
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LOW BACK PAIN QUESTIONNAIRE (OSWESTRY) 
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 you may feel that more than 
one statement may relate to you, but PLEASE, JUST MARK THE ONE CHOICE WHICH MOST CLOSELY DESCRIBES YOUR PROBLEM 
RIGHT NOW.  

 
SECTION 1 - Pain Intensity  SECTION 6 -Standing 

  0 The pain comes and goes and is very mild.  
  1 The pain is mild and does not vary much. 
  2 The pain comes and goes and is moderate. 
  3 The pain is moderate and does not vary much. 
  4 The pain comes and goes and is severe. 
  5 The pain is severe and does not vary much. 

  
  0 I can stand as long as I want without pain. 
  1 I have some pain on standing but it does not increase with time. 
  2 I cannot stand for longer than one hour without increasing pain. 
  3 I cannot stand for longer than 1/2 hour without increasing pain. 
  4 I cannot stand for longer than 10 minutes without increasing pain. 
  5 I avoid standing because it increases the pain immediately. 

 
SECTION 2 - Personal Care   SECTION 7 -Sleeping  

 

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

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

  2 Washing and dressing increases the pain but I manage not to 
change my way of doing it. 

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

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

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

 

  
  0 I get no pain in bed.  

 
  1 I get pain in bed but it does not prevent me from sleeping well.  

 
  2 Because of pain my normal night’s sleep is reduced by less than 1/4.  

 
  3 Because of pain my normal night’s sleep is reduced by less than 1/2.  

 
  4 Because of pain, my normal night’s sleep is reduced by less than 3/4.  

 
  5 Pain prevents me from sleeping at all.  

 
SECTION 3 - Lifting   SECTION 8 - Social Life  
 

  0 I can lift heavy weights without extra pain. 
  1 I can lift heavy weights but it causes extra pain 
  2 Pain prevents me from lifting heavy weights off the floor.  
  3 Pain prevents me from lifting heavy weights off the floor, but I 
can manage if they are conveniently positioned, e.g., on a table 

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

  5 I can only lift very light weights at the most.  
 

  
  0 My social life is normal and gives me no pain.  
  1 My social life is normal but increases the degree of my pain.  
  2Pain has no significant effect on my social life apart from limiting  
 my more energetic interests, e.g., dancing, etc.  

  3 Pain has restricted my social life, and I do not go out very often.  
  4 Pain has restricted my social life to my home.  
  5 I have hardly any social life because of the pain.  

 

SECTION 4 - Walking   SECTION 9 - Travel  

  0 I have no pain on walking. 
  1 I have some pain on walking but it does not increase with 
distance. 

  2 I cannot walk more than one mile without increasing pain. 
  3 I cannot walk more than 1/2 mile without increasing pain. 
  4 I cannot walk more than 1/4 mile without increasing pain. 
  5 I cannot walk at all without increasing pain. 

 

   0 I get no pain while traveling.  
  1 I get some pain while traveling, but none of my usual forms of travel 

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

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

forms of travel.  
  4 Pain restricts all forms of travel.  
  5 Pain prevents all forms of travel except that done lying down.  

 
SECTION 5 -Sitting   SECTION 10 - Changing degree of pain  

  0 I can sit in any chair as long as I like. 
  1 I can sit only in my favorite chair as long as I like. 
  2 Pain prevents me from sitting more than one hour. 
  3 Pain prevents me from sitting more than 1/2 hour. 
  4 Pain prevents me from sitting more than 10 minutes. 
  5 I avoid sitting because it increase the pain right away. 

 

  

  0 My pain is rapidly getting better.  
  1 My pain fluctuates but overall is definitely getting better.  
  2 My pain seems to be getting better but improvement is slow 
  3 My pain is neither getting better nor worse.  
  4 My pain is gradually worsening.  
  5 My pain is rapidly worsening.  

 
 
PATIENT NAME: _____________________________________________________  DATE: ____________________ 
 

Patient Signature: __________________________________________________________________________________ Low Back 
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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 you may feel that more than one 
statement may relate to you, but PLEASE, JUST MARK THE ONE CHOICE WHICH MOST CLOSELY DESCRIBES YOUR PROBLEM RIGHT 
NOW.  

 
SECTION 1 - Pain Intensity  SECTION 6 -Concentration 
 

  0 I have no pain at the moment. 
  1 The pain is very mild at the moment. 
  2 The pain is moderate at the moment. 
  3 The pain is fairly severe at the moment. 
  4 The pain is very severe at the moment. 
  5 The pain is the worst imaginable at the moment. 

 

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

 
SECTION 2 - Personal Care (washing, dressing, etc)  SECTION 7 -Work  

 

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

 

  
  0 I can do as much work as I want to. 
  1 I can only do my usual work, but no more. 
  2 I can do most of my usual work, but no more. 
  3 I cannot do my usual work. 
  4 I can hardly do any work at all. 
  5 I can’t do any work at all. 

 
SECTION 3 - Lifting   SECTION 8 - Driving  
 

  0 I can lift heavy weights without extra pain. 
  1 I can lift heavy weights, but it gives me extra pain. 
  2 pain prevents me from lifting heavy weights off the floor, but I 

can manage if they are conveniently positioned for example on 
a table. 

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

  4 I can with only very light weights. 
  5 I cannot lift or carry anything at all. 

 

  
  0 I can drive my car without any neck pain. 
  1 I can drive my car as long as I want with slight pain in my neck. 
  2 I can drive my car as long as I want with moderate pain in my neck. 
  3 I can’t drive my car as long as I want because of moderate pain in my 

neck. 
  4 I can hardly drive at all because of severe pain in my neck. 
  5 I can’t drive my car at all. 

 

SECTION 4 - Reading  SECTION 9 - Sleeping 
 

  0 I can read as much as I want to with no pain in my neck. 
  1 I can read as much as I want to with slight pain in my neck. 
  2 I can read as much as I want with moderate neck pain. 
  3 I can’t read as much as I want because of moderate neck pain. 
  4 I can hardly read at all because of severe pain in my neck. 
  5 I cannot read at all. 

 

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

 

SECTION 5 -Headaches  SECTION 10 -Recreation 

 

  0 I have no headaches at all. 
  1 I have slight headaches that come infrequently. 
  2 I have slight headaches that come frequently. 
  3 I have moderate headaches that come infrequently. 
  4 I have moderate headaches that come frequently. 
  5 I have headaches almost all the time. 

 

  

  0 I am able to engage in all my recreation activities with no neck pain at 
all. 

  1 I am able to engage in all my recreational activities, with some pain in 
my neck. 

  2 I am able to engage in most, but not all of my usual of recreational 
activities because of pain in my neck. 

  3 I am able to engage in a few of my recreational activities because of 
pain in my neck. 

  4 I can hardly do any recreational activities because of pain in my neck.  
  5 I can’t do any recreational activities at all. 

 
 
PATIENT NAME: ______________________________________________________  DATE: ____________________ 
 

Patient Signature: __________________________________________________________________________________ Neck 
 
 


