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(SF-12 v2 Standard, US Version 2.0)

To be completed by the PATIENT

SF-12v2    Health SurveyTM

Directions:  This survey asks for your views about your health.  This information will help you keep track of how you feel and how
well you are able to do your usual activities. If you need to change an answer, completely erase the incorrect mark and fill in the
correct circle. If you are unsure about how to answer a question, please give the best answer you can. 

Today's Date (MM/DD/YY)

/ /
Shade circles like this:
Not like this:

Mark only one answer for each question.
Please do not mark outside the circles or
make stray marks on the questionnaire.

© 1994, 2002 by QualityMetric Inc. and Medical
    Outcomes Trust.  All Rights Reserved.
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Excellent Very Good  Good Fair Poor

During the past 4 weeks, 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 your physical health?

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

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

03. Climbing several flights of stairs

04. Accomplished less than you would like

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

01. In general, would you say your health is:

06. Accomplished less than you would like

07. Did work or activities less carefully than usual

During the past 4 weeks, 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)?

08. During the past 4 weeks, how much did pain interfere with
your normal work (including both work outside the home
and housework)?

Not at all A little bit Moderately Quite a bit Extremely

These questions are about how you feel and how things have been
with you during the past 4 weeks.  For each question, please give
the one answer that comes closest to the way you have been feeling.
How much of the time during the past 4 weeks...

12. During the past 4 weeks, how much of the time has your
physical health or emotional problems  interfered with your
social activities (like visiting friends, relatives, etc.)?

09. Have you felt calm and peaceful

10. Did you have a lot of energy

11. Have you felt downhearted and depressed

 All
of the
 time

 Most
of the
 time

Some
of the
 time

A little
 of the
  time

None
of the
 time

 All
of the
 time

 Most
of the
 time

Some
of the
 time

A little
 of the
  time

None
of the
 time

 All
of the
 time

 Most
of the
 time

Some
of the
 time

A little
 of the
  time

None
of the
 time

 Yes,
limited
 a lot

  Yes,
limited
a little

No, not
limited
at all
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Name:  _______________________________________________  Date:  _____________________  File #:  ___________________ 
 
O: 
 
P:  B: 
     W: 
Q: 
 
R: 
 
S:    
 
T:    C100-75   F75-50   O50-25   I25  -  M   A   E   -  Course:  S   B  W   
 
 

 
Other: (How Long, Frequency of Sx, #/10) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
History of accident(s):           DC History: 
 

  
Diet:  

 
 
 
Surgeries & Complication(s):        Work History:   
 
 
ADL(s) limited:          Medication(s):   
 
ANYTHING ELSE WE NEED TO KNOW TO HELP US HELP YOU?       

Medical Treatment(s)/Result(s): 
 
 
 
 
 
 
 
 
 
 
 
E  /  I 
S  /  N 
T  /  F 
J  /  P 

Now Worst Best Avg 
    /10     /10     /10     /10 

 

CN Deficit(s):  
 
12  - HYPOGLOSSAL 
     Tongue Dev -  L  R  N 
     Fasciculation  -  P  N 
     Scalloping  -  P  N 
     Tongue Obs: 
11 - SPINAL ACCESSORY 
     Weak SCM -  L  R  N 
     Weak Trap -  L  R  N 
10/9 - VAGUS/GLOSSOPHARYNGEAL 
     Hard Pal Drag -  L  R  N 
     Gag Ref -  Hypo  Hyper  N  
7 - FACIAL 
     Eyebrows -  L  R  N 
     Smile -  L  R  N 
5 - TRIGEMINAL 
     Light touch -  L  R  N 
     Pin Prick -  L  R  N 
3 - OCCULOMOTOR 
     Ptosis -  L  R  N 
     Pupil Cons  -  L  R  N 
     Pupil Size (both) -  Sm  Lrg  Same 
      
3, 4, 6 - TROCHLEAR/ABDUCENTS 
     H - Pattern 
2 - OPTIC 
     Snellen Chart 
1 - OPHTHALMIC 

     Smell Lt -  Hypo  N,    Rt -  Hypo  N 
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1. If you feel you need some assistance from a family member or parent with making a decision about your care, it is advisable that 

you bring them with you when the Doctor talks with you about your care. 

2. ESTABLISHING A NEW PATIENT FOR SPINAL CARE: The purpose of the consultation is to determine if you have a problem we 
can help you with, this does NOT imply free examination, x-rays, doctor's reports, and/or check-ups.  Fees for service begin with 
examination, x-rays, doctors' reports, spinal corrections, check-ups, and re-exam's etc. Please note that our fees are updated 
annually and are subject to change without notice.    

3. We are NOT in-network with any insurance provider.  At this time our office will send a bill to your insurance company on your 
behalf for reimbursement for services rendered.  It is your responsibility to know if you have benefits for Chiropractic services 
prior to your appointment if this is of concern to you.  This office does not warrant or guarantee that your insurance will pay. Nor 
does this office promise that an insurance company will or should pay the fees charged. Insurance policies are an arrangement 
between an insurance carrier and a patient or insured. 

4. PAYMENT:  All patients are on a cash basis.  Payment is due at the time of service unless otherwise noted.  This office accepts: 
Visa, MasterCard, Discover, Cash, and Personal Checks.  

5. If the patient is referred to another specialist or discontinues care for any reason other than discharge by the Doctor, the bill is due 
and payable in full immediately, regardless of any claims submitted. 

6. RETURNED CHECKS will incur a $37 service charge.  You will be asked to bring cash, certified funds or a money order to 
cover the amount of the returned check plus the $37 service charge to pay the balance prior to receiving services from our 
staff or the Doctor.   

7. LATE FEES:  I understand that after 30 days of non-payment a $37 dollar late fee will be added to my outstanding balance 
monthly until it is paid in full.   

8. COLLECTION FEES:   I understand that after 90 days of non-payment for services rendered that my account may be placed 
with a collection agency and in some instances small claims court, any additional fees incurred due to this will be added to 
your outstanding balance.  This includes but is not limited to late fees, collection agency fees, court costs, interest, and fines.  
I understand that these additional fees will be my responsibility to pay.     

9. PERSONAL INJURY CASES:  After coverage and deductible are verified, this office may accept assignment on most policies 
provided the Insured/Patient signs an appropriate assignment of benefits and or lien (authorizing payment to be sent to the 
doctor).  Waiting for insurance payment is a courtesy and it may be withdrawn under certain circumstances.   

10. PERSONAL INJURY or GENERAL INSURANCE CASES:  All insurance payments, regardless of which company issues a 
check first, are applied to your account as long as any balance is due. This means refunds are made only AFTER YOUR 
BALANCE IS COMPLETELY CLEARED WITH THIS OFFICE.  This office will resubmit a claim ONE TIME. We will not enter 
into any dispute with your insurance company. If coverage problems arise, you will be expected to assist directly in dealing 
with your insurance company, adjuster, or agent. Any denied or disputed claims will be treated as uncovered services and you 
will be expected to pay such charges on a timely basis.  If you receive any correspondence or checks from your insurance 
company, you agree to bring these into our office so that we may determine if any action needs to be taken or if the check is 
an assignment to this office. 

11. RESPONSIBILITY FOR PAYMENT:  I understand that I am personally responsible for all charges accrued in the 
office. We reserve the right to charge a $71 fee for missed or no show appointments without 24 hours notice. 

12. All care plans that are not completed or if you stop or suspend care, payment for ALL services provided to date is 
due in full. If a refund is requested it will be reimbursed less any discount given at our standard fees.  All care plan 
visits, re-exams etc,. must be completed in the allotted time stated, i.e. 7 months, 12 months etc. There will be no 
refund past the allotted time frame.  Please note that it is your responsibility to keep up with your appointments.  

If you have questions concerning any of the above information or any other matter, please speak with the receptionist or our 
insurance department prior to seeing the Doctor. We reserve the right to review and update these terms.  
 

I have read and understand the Financial Office Policy and agree to abide by these terms. 
 

 
 

Patient Signature  Date 
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  ____________________________ 
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