
 

CONFIDENTIAL PATIENT INFORMATION 

Dear Patient: Please complete this questionnaire. Your answers will help us determine if chiropractic care can help you. 

If we do not sincerely believe your condition will respond satisfactory, we will not accept your case. THANK YOU. 

Name: ________________________________ DOB: __________________________________________ 

SS # __________________________________ AGE: __________________________________________ 

Marital Status: M S W D    Home # : _______________________________________ 

Work #: _______________________________ Occupation: _____________________________________ 

Cell Phone # : __________________________ Email Address: __________________________________ 

Home Address: _____________________________________________ 

             _____________________________________________ 

Who may we thank for referring you? ____________________________________________________________ 

Who is your Primary Care Physician?  ___________________________________________________________ 

PCP Address: ______________________________________  City: ____________________________ 

State: ___________ Zip Code: ____________________  Phone #: _________________________ 

 

INSURANCE INFORMATION 
Is this an injury due to: 

☐ Work Injury  ☐ Auto Injury  ☐ Sports Injury  ☐ Other 

Do you have Major Medical Health Insurance?  ☐ Yes  ☐ No 

Insurance Carrier: _______________________________________________ 

Address: _______________________________ City: ______________   State: _______    Zip: __________ 

Insured’s Name: _________________________ Relationship to you: ______________________________ 

Insured’s SS #: __________________________________ 

Insured’s Employer: _____________________________ 

Insured’s Work #: _______________________________ 

Do you have a referral from your Primary Care Physician? ☐ Yes  ☐ No 

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and 

myself. Furthermore, I understand that Gary Cullin, D.C. will prepare any necessary reports and forms to assist me in 

making collection from the insurance company and that any amount authorized to be paid directly to Gary Cullin, 

D.C., will be credited to my account on receipt. However, I understand and agree that all services rendered me are 

charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or 

terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable.  

 

 

Patient’s Signature: ____________________________________________________ Date: ___ / ___ / ___ 

Guardian/Spouse Signature: _____________________________________________        Date: ___ / ___ / ___ 

Information taken by: __________________________________________________ Date: ___ / ___ / ___ 



 

ASSIGNMENT, LIEN AND AUTHORIZATION 

INSURANCE BENEFITS AND ATTORNEY 

 

To Whom It May Concern: 

I hereby authorize and direct you, my Insurance company, and/or my attorney, to pay directly to Gary 

Cullin 193 N. Wellwood Ave., Lindenhurst, NY such sums as may be due and owing his office for 

services rendered to me, both by reason of accident or illness, and by reason of any other bills that are due 

this office. And to withhold such sums form any disability benefits, medical benefits, no-fault benefits, 

health and accident benefits, workmen’s compensation benefits, or any other insurance benefits obligated 

to reimburse me or from any settlement, judgement or verdict on my behalf as may be necessary to 

adequately protect said Office. I hereby further give a lien to said Office against any and all insurance 

benefits names herein, and any and all proceeds of any settlement, judgement or verdict which may be 

paid to me as a result of the injuries or illnesses for which I have been treated by said Office. This to act 

as an assignment of my rights and benefits to the extent of the Office’s services provided. 

In the event my insurance company obligated to make payments to me upon the charged made by this 

Office for their services refused to make such payments, upon demand by me or this Office, I hereby 

assign and transfer to this Office any and all causes of action that I might have or that might exist in my 

favor against such company and authorize this office to prosecute said cause of action either in my name 

or in the Office’s name and further I authorize this Office to compromise, settle or otherwise resolve said 

claim or cause of action as they see fit. 

I understand that I remain personally responsible for the total amounts due this Office for their services, I 

further understand and agree that this Assignment, Lien and authorization. I agree that the above 

mentioned Office be given the power of Attorney to endorse/sign my name on any and all checks for 

payment of my doctor bill. 

 

Date: ________________________ Signed: _____________________________________________ 

 

 

 

 

 

 

 

 

 

 



Gary Cullin, D.C. 
 

193 N. Wellwood Avenue, 

Lindenhurst, N.Y. 11757 
 

Phone: 631-842-2424  Fax: 631-842-2082 

 

I do hereby authorize Dr. Gary Cullin to furnish you, my attorney, with a full report of his examination, 

diagnosis, treatment, prognosis, and other information pertaining to my medical condition. 

I hereby authorize and direct you, my attorney, to pay directly to Dr. Cullin all sums as may be due and 

owing him for medical services rendered to me both by reason of this accident and by reason of any other 

bulls that are due his office, and to withhold such sums from any settlement, judgement, or verdict as may 

be necessary to adequately protect Dr.Cullin. furthermore, I hereby give a lien on my case to said doctor 

against any and all proceeds of my settlements, judgement or verdict which may be paid to you, my 

attorney, or myself as the result of the injuries for which I have been treated or the injuries in connection 

therewith. 

I full understand that I am directly and fully responsible to said doctor for all medical bills submitted by 

him for services rendered me and that this agreement is made solely for the doctors additional protection 

and in consideration of his awaiting payment. I further understand that such payment is not contingent on 

any settlement, judgement or verdict by which I may eventually recover said fee. 

 

Patient Print Name: ____________________________________________________________________ 

Patient Signature: _________________________________________ Date: _____________________ 

 

The undersigned being the attorney of record for the above named patient does hereby agree to observe 

all terms of the above and agrees to withhold such sums from settlement, judgement or verdict as may be 

necessary to adequately protect Dr. Cullin. 

 

Attorney Print Name: ___________________________________________________________________ 

Attorney Signature: _________________________________________ Date: _____________________ 

 

Please note: It is the policy of his office to accept cases on a Lien, only when the patient’s attorney signs in the space provided.  

 

 

 

 

 



 

NEW PATIENT WORKERS’ COMPENSATION QUESTIONS 

 

 

DATE OF ACCIDENT: ____________________________________ 

 

TIME OF ACCIDENT: ____________________________________ 

 

PLACE OF ACCIDENT: ___________________________________ 

 

EMPLOYER NAME AND ADDRESS: ___________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

WHO WAS IT REPORTED TO AND A PHONE NUMBER: __________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

HOW DID THE INJURY OCCUR? _______________________________________________________ 

_____________________________________________________________________________________ 

 

IS THE PATIENT WORKING?  YES  NO 

 

WHAT DAYS DID THE PATIENT LOSE, from ______________ to _________________ 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

HEADACHE DISABILITY INDEX 
 

Name: ____________________ Date: _______  Age: _____  Scores Total: _____ :E ____: 

F_____ 

         (100)    (52)         (48) 

Instructions: Please CIRCLE the correct response: 
 

1. I have headache:   [1] 1 per month   [2] more than but less than 4 per month   [3] more than one per week 

2. My headache is:   [1] mild            [2] moderate         [3] severe 
 

 

 

Instructions: PLEASE READ CAREFULLY: The purpose of the scale is to identify difficulties 

that you may be experiencing because of your headache. Please check off “YES”, 

“SOMETIMES”, or “NO” to each item. Answer each item as it pertains to your headache only. 

 
 

 YES SOMETIMES NO 

E1. Because of my headaches I feel handicapped ☐ ☐ ☐ 

F2. Because of my headaches I feel restricted in performing routine daily activities ☐ ☐ ☐ 

E3. No one understands the effect my headaches have on my life ☐ ☐ ☐ 

F4. I restrict recreational activities (sports, hobbies) because of headaches ☐ ☐ ☐ 

E5. My headaches make me angry ☐ ☐ ☐ 

E6. Sometimes I feel I am going to lose control because of my headaches ☐ ☐ ☐ 

F7. Because of my headaches, I am less likely to socialize ☐ ☐ ☐ 

E8. My spouse (significant other) or family and friends have no idea what I’m 

going through because of my headaches 
☐ ☐ ☐ 

E9. My headaches are so bad that I think I am going to go insane ☐ ☐ ☐ 

E10. My outlook on the world is affected by my headaches ☐ ☐ ☐ 

E11. I am afraid to go outside when I feel that a headache is starting ☐ ☐ ☐ 

E12. I feel desperate because of my headaches ☐ ☐ ☐ 

F13. I am concerned that I am paying penalties at work or at home because of my 

headaches 
☐ ☐ ☐ 

E14. My headaches place stress on my relationships with family or friends ☐ ☐ ☐ 

F15. I avoid being around people when I have a headache ☐ ☐ ☐ 

F16. I believe my headaches make it difficult to achieve my goals in life ☐ ☐ ☐ 

F17. I am unable to think clearly because of my headaches ☐ ☐ ☐ 

F18. I get tense (muscle tension) because of my headaches ☐ ☐ ☐ 

F19. I do not enjoy social gatherings because of my headaches ☐ ☐ ☐ 

E20. I feel irritable because of my headaches ☐ ☐ ☐ 

F21. I avoid travelling because of my headaches ☐ ☐ ☐ 

E22. My headaches make me feel confused ☐ ☐ ☐ 

E23. My headaches make me feel frustrated ☐ ☐ ☐ 

F24. I find it difficult to read because of my headaches ☐ ☐ ☐ 

F25. I find it difficult to focus my attention away from my headaches and on other 

things 
☐ ☐ ☐ 

 

Reference; Jacobson Gary ., Ramadan NM, et al,. The Henry Ford Hospital Headache Disability Inventory (HDI), Neurology 1994; 44:637-842 



NECK DISABILITY INDEX 

 
Patient’s Name: _________________________ Number: ____________ Date: _______ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

       

  

Scoring: Questions are scored on a vertical scale of 0-5. 

Total scores and multiply by 2. Divide by number of 

sections answered multiplied by 10. A score of 22% or 

more is considered significant activities of daily living 

disability. 

(Score____ x2) / (___Sections x10) = ______ %ADL 





 SYMPTOM DIAGRAM 

 
Name: _______________________________________________  Date: _____________ 

 

How long have you been in pain? ____ Years       ____ Months        ____ Weeks 

 

On the diagram below, please indicate where you are experiencing 

pain or other symptoms, right now. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

B = Burning S= Sharp/Shooting P = Numbness   A = Dullache 

 



I hereby request and consent to the performance of chiropractic adjustments and other 

chiropractic procedures, including various modes of massage therapy physiotherapy and 

diagnostic procedures, including various modes of massage therapy, physiotherapy and 

diagnostic X-rays and diagnostic testing, on me (or on the patient names below, for whom I am 

legally responsible) by the doctor of chiropractic named below and/or other licensed doctors of 

chiropractic who now or in the future work at the clinic or office listed below or any other office 

or clinic. 

I have had an opportunity to discuss with the Doctor of Chiropractic name below and/or with 

other office or clinic personnel the nature and purpose of chiropractic adjustments and other 

procedures. I understand that results are not guaranteed. 

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic 

there are some risks to treatment, including but not limited to fractures, disc injuries, strokes, 

dislocations and sprains. I do no expect the doctor to be able to anticipate and explain all risks 

and complications, and I wish to rely upon the doctor to exercise judgement during the course of 

the procedure which the doctor feels at the time, based upon the facts then known to him or her, 

is in my best interest. 

I have read, or have had read to me, the above consent. I have also has an opportunity to ask 

questions about its content, and by signing below I agree to the above-names procedures. I intend 

this consent form to cover the entire course of treatment for my present condition and for any 

future condition(s) for which I seek treatment. 

 

Patient Signature _______________________________________  Date ____/____/____ 

 

Witness Signature ______________________________________  Date ____/____/____ 

 

 

 

 

 

 

 

 

 

 



Please list all prescription or non-prescription medications you are currently taking: 

___________________________________________________________________________ 

 

Do you smoke? __________________ 

 

Right or left hand dominant? ___________________________________________________ 

 

Height: __________________ 

 

Weight: __________________ 

 

Have you ever had any prior motor vehicle collision or injury? If so, please briefly explain: 

___________________________________________________________________________ 

___________________________________________________________________________ 

 

Are you currently working? If so, what is your job title and what types of movements are 

required of you? 

___________________________________________________________________________ 

___________________________________________________________________________ 

 

Please state your current health conditions and history of health: ________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

 

Have you received care from another health care provider/facility for your injury? ___________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

 


