
Bailey Chiropractic & Rehabilitation Center 

1190 CROSS St SE
Salem, OR 97302 

503-363-6793

REGISTRATION 

Patient. _____ _______ _ _ ___ ______ __ _ ____ Cell Phone __ _ _ _ _ _ _ _  _ 
First Name Initial Last Name 

Date Home Phone Work Phone Email 
- - ---- - - -- ----- -- - ------ - --------- -

Street Address 
-

--- - ------ -- - - - ------- -- - - -------- - - - - --
-

City ____________ _ _ ___ ______ St ate _ _ _ _____ Zip _ _ _ _ ______ _ 
Sex I M I F Age _ __ Birth date __ _ __ I Single I Married I Widov1ed I Separated I Divorced 
Insured Name 

------ -- -------

How and where did you learn about us? _ _ _ _ _ ____ _ 
Last Name 

Relationship To Insured 
First Name Initial 

I Self 
I Ill 

I Spouse 
I E 1 

I Child 
IA 

I Other 
IO h C d .. n/ Ill R 1 t d � on 1t10 ness e a e  0 ness mo ov1nent uto t 

Company Name Occupation 
EMPLOYER Address Phone I Full-time I Part-time 

Citv State Zio 
Name 

Last Name First Name Initial 
SPOUSE Birth date 
(PARENT) Employer Name Occupation 

Address Phone 
City State Zio 

PATIENT Please list any and all insurance and/or employee health care plan coverage you or your spouse may have 
INSURANC E Insurance Company or Health Care Plan Name 
INFORMATION Policy/Group#: Effective Date: 

Name of Insured: ID#: 
Are your present symptoms or conditions related to or the result of an auto accident, work-related injury or other personal injury

someone else might be legally liable for? I Yes I No Your Initials: 
MEDICAL If you answered yes, please fill out accident specific fo1m, available at the front desk. 
AND LEGAL Pregnant I Yes I No Pacemaker I Yes I No 

Family Physician Phone Nurnber 
Address 
City State Zip 

INFORMATION Person to contact in emergency (Name and Phone#) 
Attorney Telephone: 
Address 
LEGALASSIGNMENT OF BENEF ITS AND RELEASE OF MEDICALAND PLAN DOCUMENTS 

In considering the amount of rnedical expenses to be incurred, I, the undersigned, have insurance and/or 
employee health care benefits coverage with the above captioned, and hereby assign and convey directly to Bailey 
Chiropractic & Rehabilitation Center all medical benefits and/or insurance reimbursement, if any, otherwise payable to me 
for services rendered from such doctor and clinic. I understand that I am financially responsible for all charges regardless 
of any applicable insurance or benefit payments. I hereby authorize the doctor to release all medical information necessary 
to process this claim. I hereby authorize any plan administrator or fiduciary, insurer and my attorney to release to such 

PATI ENT doctor and clinic any and all plan documents, insurance policy and/or settlement information upon vvritten request from 
AGREEMENT such doctor and clinic in order to claim such medical benefits, reimbursement or any applicable remedies. I authorize the 

use of this signature on all my insurance and/or employee health benefits claim submissions. 
I hereby convey to the above named doctor and clinic to the full extent permissible under the law and under the 

any applicable insurance policies and/or employee health care plan any claim, chose in action, or other right I may have to 
such insurance and/or employee health care benefits coverage under any applicable insurance policies and/or employee 
health care plan with respect to medical expenses incurred as a result of the medical services I received from the above 
named doctor and clinic and to the extent permissible under the law to claim such medical benefits, insurance 
reimbursement and any applicable remedies. Further, in response to any reasonable request for cooperation, I agree to 
cooperate \.Yith such doctor and clinic in any attempts by such doctor and clinic to pursue such claim, chose in action or 
right against rny insurers and/or employee health care plan, including, if necessary, bring suit with such doctor and clinic 
against such insurers and/or employee health care plan in my name but at such doctor and clinic's expenses. 

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be 
considered as valid as the original. I have read and fully understand this agreement. 

Signature of Insured / Guardian Date 





Bailey Chiropractic & Rehabilitation Center 
1190 CROSS St SE
Salem, OR 97302 

503-363-6793

OFFICE POLICY 

The following is an explanation of our clinic's office policy. We believe that a clear definition of 
office policy will allow us both to concentrate on the most important issue, regaining and 
maintaining your health. We will be happy to answer any questions you may have regarding our 
office policy, your account or insurance coverage. 

. PATIENT PAYMENT POLICY 

We feel that the patient's health needs are paramount. Therefore the following payment policy is 
an attempt to allow you, the patient, to receive the care you need and keep your balance current 
with the least amount of difficulty. 

1. Our office accepts cash, personal checks, money orders and the following credit cards:
Visa, MasterCard, American Express, and Discover.

2. Payment of any deductible, co-pay, or non-covered service is expected as services are
rendered, unless special arrangements are made.

3. Any special arrangements that are made, are with the anticipation that your account will be
paid in full within 12 months.

4. Payment for orthopedic supports, orthotics, supplements, and other supplies is required at
time of purchase. Special orders must be paid for at the time the order is placed. All devices
bought are non-refundable.

5. Any refund on services paid in advance will be based on our normal and customary fees
for services rendered to date.
Refunds will be refunded within 90 days of written request for refund.

6. For rehabilitation/chiropractic visits, missed appointments will incur a $45 fee (which
insurance will not cover) unless notice is given, 24 hours in advance to reschedule a
make up day within 7 days.

7. All records are the property of Bailey Chiropractic & Rehabilitation Center and will
not be released to anyone, however copies will be provided when requested, at the
patient's expense.

Most insurance companies provide Chiropractic coverage, however the benefits and limitations 
vary widely. We will be happy to contact your company to confirm your coverage. We will submit 
your insurance claims for you, however it will be your responsibility to pay your annual deductible, 
required co-payments, and non-covered services as services are rendered, unless special 
arrangements are made. You should receive a monthly statement from your insurance company 

with all of your charges itemized. Please review these for accuracy and retain them for your 
records. If you feel there is an error on your account please contact our office immediately. 

AUTOMOBILE (NO-FAULT) INSURANCE 

Under Oregon State law, if you are injured in an automobile accident, you are covered under the 
terms of your automobile insurance for Chiropractic treatment. This also applies if you are a 
passenger or pedestrian involved in an accident. If you have been injured in an automobile related 
accident, please notify us immediately so that we can file the proper forms. Payment plans are 
available if your need for chiropractic care exceeds your medical coverage. 



WORKERS COMPENSATION INSURANCE 

If you are injured on the job, you are eligible for workers compensation insurance to pay for any 
needed Chiropractic treatment .. If you have been injured on the job, please notify us immediately 
so that we can file the proper forms. 

PLEASE READ CAREFULLY 

I also agree to pay a minimum finance charge of 1.5% per month or a minimum of$2.00 whichever 
is more on any amount not paid after 90 days. This is an annual percentage of 18%. If collection 
is made by suit or otherwise, patient and/or responsible party agrees to pay interest until paid, 
collection costs of 50% of the remaining balance, all attorney fees and court costs. 
I understand and agree to the above policies. 

Signature Date 

Witness Date 





8. Who h<1ve )'OU see,, for your symptoms?

(t) No one (2) Chiropractor (3) Medical Doctor ( 4) ·Physical r['herapist (5) Otl1er

a. What treatment did vo·u receive and whe11?

----------------- --------- -· 

b. What tests ha,,e yc)u l1ad for yot1r sy1npt<)tns a11d when were they perfc)rmed?
(1) X-rays date: ____ . (2) MRI date: ____ .
(3) CT Scan date: ____ . (4) Otl1er date: ____ .

9. Have you had similar sympt(lms in the past. (1) Yes (2) No

a. If� you have received treatn1e11t in tl1e past for the same or si1nilar symptoms, who did yot1 see'?
(1) 'T'his <:)ffice (2) Chiropractor (3) :f\.1:edical I)octor ( 4) Physical 'I'herapist (5) Other

10. What is you occupation? _______________________ .

(1) .Profess:ional/.E:xecutive (3) White Collar/Secretarial (5) 1
.,

rades person (7) I..,abor·er 
(2) H<)me1naker (4) F'f Student (6) Retired (8) Other

a. If you are not retired, a home1naker, or a stt1dent, what is your work status?
(1) f'ull-'T'ime (3) Self-e1np.loyed (5) Off work
(2) Part-Time (4) Unemployed (6) Other

Patient Signature l)ate
------------------ -------



Neck Index

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Neck
Index
Score

Pain Intensity

I have no pain at the moment.

The pain is very mild at the moment.

The pain comes and goes and is moderate. 
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.

Sleeping

I have no trouble sleeping.

My sleep is slightly disturbed (less than 1 hour sleepless).

My sleep is mildly disturbed (1-2 hours sleepless).

My sleep is completely disturbed (5-7 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).

My sleep is greatly disturbed (3-5 hours sleepless).

Reading

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.

I cannot read at all because of neck pain.

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

I can hardly read at all because of severe neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care

I can look after myself normally without causing extra pain.

I can look after myself normally but it causes extra pain.

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

I need some help but I manage most of my personal care.

I need help every day in most aspects of self care.

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

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

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

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

I cannot lift or carry anything at all.

Driving

I can drive my car without any neck pain.

I can drive my car as long as I want with slight neck pain.

I can drive my car as long as I want with moderate neck pain.

I cannot drive my car at all because of neck pain.

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

I can hardly drive at all because of severe neck pain.

Recreation

I am able to engage in all my recreation activities without neck pain.

I am able to engage in all my usual recreation activities with some neck pain.

I cannot do any recreation activities at all.

I am only able to engage in a few of my usual recreation activities because of neck pain.

I can hardly do any recreation activities because of neck pain.

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

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.

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



Back Index

Patient Name Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Back
Index
Score

Pain Intensity

The pain comes and goes and is very mild.

The pain is mild and does not vary much.

The pain comes and goes and is moderate.

The pain is moderate and does not vary much.

The pain comes and goes and is very severe.

The pain is very severe and does not vary much.

Sleeping

I get no pain in bed.

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

Because of pain my normal sleep is reduced by less than 25%.

Pain prevents me from sleeping at all.

Because of pain my normal sleep is reduced by less than 50%.

Because of pain my normal sleep is reduced by less than 75%.

Sitting

I can sit in any chair as long as I like.

I can only sit in my favorite chair as long as I like.

Pain prevents me from sitting more than 1 hour.

I avoid sitting because it increases pain immediately.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting more than 10 minutes.

Standing

I can stand as long as I want without pain.

I have some pain while standing but it does not increase with time.

I cannot stand for longer than 1 hour without increasing pain.

I avoid standing because it increases pain immediately.

I cannot stand for longer than 1/2 hour without increasing pain.

I cannot stand for longer than 10 minutes without increasing pain.

Walking

I have no pain while walking.

I have some pain while walking but it doesn’t increase with distance.

I cannot walk more than 1 mile without increasing pain.

I cannot walk at all without increasing pain.

I cannot walk more than 1/2 mile without increasing pain.

I cannot walk more than 1/4 mile without increasing pain.

Personal Care

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

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

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

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

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

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

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.

I can only lift very light weights.

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

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

Traveling

I get no pain while traveling.

I get some pain while traveling but none of my usual forms of travel make it worse.

I get extra pain while traveling but it does not cause me to seek alternate forms of travel.

Pain restricts all forms of travel.

I get extra pain while traveling which causes me to seek alternate forms of travel.

Pain restricts all forms of travel except that done while lying down.

Social Life

My social life is normal and gives me no extra pain.

My social life is normal but increases the degree of pain.

I have hardly any social life because of the pain.

Pain has restricted my social life and I do not go out very often.

Pain has restricted my social life to my home.

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

Changing degree of pain

My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.

My pain is rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.

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




