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~~PaUadian 

First name 

PLEASE COMPLETELY FILL IN THE ONE CIRCLE THAT BEST DESCRIBES YOUR ANSWER. (Example : • ) 
1. Why are you here today? If there are many reasons, please choose only the most important or most severe one. 
o Neck 0 Shoulder 0 Hip 0 Headache 
o Upperl 0 Elbow 0 Knee 0 Other 

mid back 0 Wrist 0 Ankle 
o Lower back 0 Hand 0 Foot 

2. When did this problem first begin? 

• 

o Less than 1 month ago 0 1-3 months ago 0 4-6 months ago 0 7-12 months ago o More than 1 year ago 

Has this problem... No Yes 
_.~ _." resulted from a w9.rk_inju,y (i.e. wo.~~!~~o.l11~n5ation insurance cla im,'-!)"-? ____ . __ .. __ o 0 

4. " resulted from a motor vehicle accident (i .e. no fault insurance claim)? o 0 ._--'-- ._- .. _-_. -_._._- -- . --_._ .. ....... _._--_ .. _ ... ------_.- ---- .. _. __ .- ... ---- _. __ .. --
5. . .. recently been evaluated I)ya medica l doctor? o 0 

Since this problem began, have you noticed... No Yes 
6. ... so much weakness In both your arms that you are unable to 11ft them? 0 0 

. __ .. , ---_._--- .-----_ ... _._---_.-
7. . .. so much weakness in both your legs that you are unable to walk without help? 0 0 

. .... . -- ....... ~.-. . __ . .. '-'."'- '."---'---,-.-.. - _._-_ ... __ . . .... ..• _--_._-_ ........ .. - ._ ---_ .. - .. ,._ .. - - .. .. -. 
S. ... difficulty controll ing your bowel or bladder, or have you been unable to urinate? 0 0 ._- --_.-.. ... . . .... _-- - ---_.-,. ._ .. --_ .. _ .. __ .. -

.. . pain in your chest, shortness of breath, or coughing up blood? o 0 ._------_._-_. __ . 

o 
~ .• ___ _ ___ _ • ___ - _ _ ••• _.~ ,. _____ •• •• _, 'M"'" 

o 0 

13. . ~_ha~~Ltyp~ s~rgery!_su!~~c'!..IJCo.ce.d~~e.' ?r. ~edical p~o_~~~_~r~L ______ .. _ . o o 
14. ... lost a lot of ~/!!l0u~~ly try~~~.t?J~ .. ':..~~thout being on a diet)?: __ _ o o 
15. .. . had any type of accident, fall, or trauma? o o 

Have you ever... No Yes 

18. '" been diagnosed with a weakened immune system? --_ . .. _----- ----_ .... ,- . ... ,- --_ .. _ . . -, " , - - .,.. ..". ' .. _. . ... ,'._.--... -.. __ ._._ - ---

!..~:~.~ us~.~ any injected drugs (ie. ~on:er~s,::p_t~o!: .. ?::~~.s)?_ ...... _ . _ _ 

20. .. . used steroids such as prednisone for more than 4 weeks? 

o o 
o o 

--- -------
o 0 

o 0 ,-._-- ----- ------_. __ ...... . 
. 0 0 

Is this problem something that ... No Yes 
21. ... you've had before? o o 
22. ... generally gets worse (ie. more severe or frequent) with movement, adivity, or exercise? o o 

-, . .. .. _._---------_ .. __ .. _- - '." _ ..... __ .. _._-_._ .... -. '- -, ._ .. _ .. _ -_.-, 

23. . .. generally gets better (ie. less severe or frequent) with rest? o o 
24 . ... was recently examined with diagnostic imaging tests such as x-rays, MRI scan, or CT scan ? 0 0 --.------- - -.- .•. - -- ---_._ --,-- -----... -_. - .- ,- ...... _.- . _. .. __ ... _------_.- .--
25. ... is also be ing treated by a health professional other than a chiropractor? 0 0 
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DC Patient Outcomes Form 
(version 1.1 ) 

w#w.palladianhealth.comlmembers ~OPanadian • 
PLEASE COMPLETELY FILL IN THE ONE CIRCLE THAT BEST DESCRlBES YOUR ANSWER. Example: _ 

Last Name First Name 

1.ln general, would you say your health is 
Excel/ent Very good Good Fair Poor 

0 0 0 0 0 
The following qUClstions are about activities you might do during a typical day. 
Does your health now limit you in these activities? If so, how much? 

2. Moderate activities. such as moving a table. 
pushing a vacuum cleaner, bowling, or playing golf 

Yes, limited a lot 
o 

Yes, limited a little No. not limited at al/ 
o 0 

3. Climbing several flights of stairs o o o 
During the past week, how much of Ihe lime have you had any of Ihe following problems with your work or other 
regular daily activities as a result of your physical health? 

4. Accomplished less than you would like 

5. Were limited in the kind of work or other activities 

All of 
the time 

o 
o 

Most of 
the time 

o 
o 

Some of 
the time 

o 
o 

A little of 
the time 

o 
o 

None of 
the time 

o 
o 

During the past week, how much of the time have you had any of the following problems with your work or other 
regular daily activities as a result of any emotional problems (such as feeling depressed or anxious)? 

All of . Most of Some of A little of None 'of 
the time the time the time the time the time 

6. Accomplished less than you would like 0 0 0 0 0 

7. Did work or other activities less carefully than usual 0 0 0 0 0 

8. During the past week, how much did pain interfere w~h your Not at all A little bit Moderatfi!ly Quite a bit Extremely 
normal work (including work outside the home and houseWOrk)? 0 0 0 0 0 

These questions are about how you feel and how things have been with you during the past week. 
For each question, please give the one answer that comes closest to the way you have been feeling. 

0 0 

0 0 

15. At its best 0 0 0 0 

16. At its worst 0 0 0 0 
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