
                                                                                                                                Dr. TOBE THACKER 
                                                                                                                                   CHIROPRACTOR 

BROKEN BOW CHIROPRACTIC 
PATIENT INFORMATION 

 
Please PRINT all information: 

Name____________________________ DOB: ___/___/_____        sex:        M             F 

Pregnant?          Y          N             Did this injury occur from an accident?        Y             N   
                                                      (If the answer is YES, please explain on back of this form.) 
 
Marital Status:            S         M         D         W           Are you a Veteran?        Y             N                

Mailing Address_________________________ City___________ ST__________ Zip________ 

Home Phone_________________ Cell Phone________________ Work Phone_____________ 

Email _____________________________  Employer _________________________________ 

Spouse __________________________  Phone __________________  SSN# _____________ 

Emergency Contact Name _________________________________ Phone________________ 

DEMOGRAPHICS: 

Language:                                     Race:                                        Asian 

English                                American Indian                                Hispanic or Latino 

Spanish                              Black or African American                 Alaska Native 

Other: __________            White or Caucasian                           Other: _______________ 

MEDICATION LIST: 

         Name                                        Prescribed for                             Strength and Dosage 

______________________        ______________________       ________________________ 

______________________        ______________________       ________________________ 

______________________        ______________________       ________________________ 

______________________        ______________________       ________________________ 

______________________        ______________________       ________________________ 

who do we thank for referring us?______________________________________________________ 

 

 

 
1605 S PARK DR. 

BROKEN BOW OK   - 74728 
 

PHONE: 580 316 3387           
FAX: 580 316 3388   



 

 

 

 

Explanation of Injury or Accident:  

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

 

 

 

 

 

 

 

 



                                                                                                                                Dr. TOBE THACKER 
                                                                                                                                   CHIROPRACTOR 

           PATIENT INFORMATION CONTINUED  

ALLERGY LIST:                             None                       Food                         Environment 

                     Allergy                                         or Medication                                               Reaction 

______________________        ______________________       ________________________ 

______________________        ______________________       ________________________ 

 

SURGERIES & HOSPITALIZATIONS:               None 

                Date                                             Surgery/Broken Bones                                      Hospital 

_________________        ___________________________      ________________________ 

_________________        ___________________________      ________________________ 

_________________        ___________________________      ________________________ 

 

MAJOR ILLNESS:                 None 

Arthritis                       Heart Disease                        Lung Disease                     Seizures 

Cancer                         High Blood Pressure             Stroke                                 Stints/ Catheter 

Diabetes                      Kidney Disease                      Pacemaker                         Rods/Screws/Pins  

SOCIAL HISTORY: 

Marital Status:     Single       Married     Widowed       Divorced 

Lives:          Alone          With Spouse            With: _____________________________________________ 

Smoking Status:    Never                Current every day Smoker                         Former Smoker  

Alcohol:     None                 Casual Drinker               Moderate Drinker                            Heavy Drinker 

Drinks:      Beer                Wine 

Caffeine:      None              Less Than 3 Drinks/ Day             3-6 Drinks/Day         More Than 6 Drinks/Day 

Drug Use:     None          Daily        Weekly        Walks         Runs          Swims         Other: _______________ 

OCCUPATIONAL HISTORY: 

Status:         In School                 Retired                    Occupation: __________________________________ 

Employed                  Unemployed                        Employer: ______________________________________ 
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                                                                                                                                Dr. TOBE THACKER 
                                                                                                                                   CHIROPRACTOR 

 
BROKEN BOW CHIROPRACTIC 

FAMILY  HEALTH  HISTORY 
Many health problems are hereditary in nature and may be handed down generation after generation. 

Patient: ___________________________________________________________________ 

Please review the below-listed diseases and conditions and indicate those that are recurrent health problems of 
a family member. Leave blank those that do not apply. If you require more space, use the reverse side of this 
form. Circle your answers if your relative live around this locality, as some hereditary conditions are affect by 
similar environments. 

 
CONDITION 

FATHER MOTHER SPOUSE BROTHER(S) SISTER(S) CHILDREN NONE 
AGE (         ) AGE (         ) AGE (         ) AGE (         ) AGE (         ) AGE (         ) AGE (         ) 

Arthritis        
Asthma-Hay Fever        
Back Trouble        
Bursitis        
Cancer        
Constipation        
Diabetes        
Disc Problem        
Emphysema        
Epilepsy        
Headaches        
Heart Trouble        
High Blood Pressure        
Insomnia        
Kidney Trouble        
Liver Trouble        
Migraine        
Nervousness        
Neuritis        
Neuralgia        
Pinched Nerve        
Scoliosis        
Sinus Trouble        
Stomach Trouble        
Other:        

        
        

 
 
If any of the above family members are deceased, please list their age at death and cause: 
 
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
____________ 
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                                                                                                                                Dr. TOBE THACKER 
                                                                                                                                   CHIROPRACTOR 

BROKEN BOW CHIROPRACTIC 
TERMS OF ACCEPTANCE 

 

When a patient seeks chiropractic health care and we accept a patient for such care; it is essential for 
both to be working towards the same objective. 

Chiropractic care has only one goal. It is important that each patient understand both the objective and 
the method that will be used to attain it. This will prevent any confusion or disappointment. 

ADJUSTMENT: The specific application of forces to facilitate the body's correction of vertebral 
subluxation. 

HEALTH: State of optimal physical, mental and social well-bring, not merely the absence of disease 
of infirmity. 

VERTEBRAL SUBLUXATION: Misalignment of one or more of the 23 vertebra in the spine column 
which causes alteration of nerve function and interference to the transmission of mental 
impulses, resulting in lessening of the body's innate ability to express its maximum health 
potential. 

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. 
However, if during the course of a chiropractic spinal examination we encounter non- chiropractic or 
unusual findings, we will advise you. If you desire advice, diagnosis or treatment for those findings, we 
will recommend that you see the services of a health care provider who specializes in that area. 

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding 
treatment prescribed by others. Our only practice objective is to eliminate major interference to the 
expression the body's innate wisdom. Our only method is specific adjusting to correct vertebral 
subluxations. 

I have read and fully understand the above statements. All questions, regarding the doctor's objectives 
pertaining to my care in his office have been answered to my complete satisfaction. Therefore, I accept 
chiropractic care on this basis. 

 

 

                 Signature: _______________________________________               Date: ________________________ 
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                                                                                                                                Dr. TOBE THACKER 
                                                                                                                                   CHIROPRACTOR 

 
BROKEN BOW CHIROPRACTIC 

ACKNOWLEGEMENT OF HIPPA NOTICE 

 

 

We are required by law to maintain the privacy of and provide individuals with this notice of our legal 
duties and privacy practices with respect to protected health information. As this office follows HIPAA 
policy, copies of the privacy policy are available upon request. 

 

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION BY BROKEN BOW 
CHIROPRACTIC 

All information pertaining to patient to be released to: 

Name: _____________________________________  Phone Number: __________________________ 

Name: _____________________________________  Phone Number: __________________________ 

 

I give my permission to leave both appointment reminders AND/OR my private health information at 
the following (please circle ones you agree to): 

                               Phone Number                               Email                                  Text 

I understand that email standard SMS/text messaging are not confidential methods of communication 
and may be insecure. I further understand that, because of this, there is a risk that email and SMS/text 
messaging regarding my medical care might be intercepted and read by a third party. 

 

 

 

 

Signature: _______________________________________               Date: ________________________ 
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THE NECK DISABILITY INDEX QUESTIONNAIRE (NDI) 

Patient Name: _____________________________________________________________________________ 

Please read: This questionnaire is designed to enable us to understand how much your neck pain has affected your ability to manage 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 circle the one choice which closely describes your problem right now. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SIGNATURE: ________________________ DATE: __________                                                                                                                                       
DISABILITY INDEX SCORE:  _________%      
 

SECTION 1.  PAIN INTENSITY 
A. I have no pain at the moment. 
B. The pain is mild at the moment. 
C. The pain comes and goes and is moderate. 
D. The pain is moderate and does not vary much. 
E. The pain is severe but comes and goes. 
F. The pain is severe and does not vary much. 

SECTION 2.  PERSONAL CARE (Washing, Dressing, etc.) 
A. I can look after myself without causing extra pain. 
B. I can look after myself normally, but it causes extra pain. 
C. It is painful to look after myself and I am slow and careful. 
D. I need some help but manage most of my personal care. 
E. I need help every day in most aspects of self-care. 
F. I do not get dressed, I wash with difficulty and stay in bed. 

 

SECTION 4.  READING 
A. I can read as much as I want to with no pain in my neck. 
B. I can read as much as I want with slight pain in my neck. 
C. I can read as much as I want with moderate pain in my neck. 
D. I cannot read as much as I want because of moderate pain in 

my neck. 
E. I cannot read as much as I want because of severe pain in my 

neck. 
F. I cannot read at all. 

SECTION 8.   DRIVING 
A. I can drive my car without neck pain. 
B. I can drive my car as long as I want with slight pain in my neck. 
C. I can drive my car as long as I want with moderate pain in my neck. 
D. I cannot drive my car as long as I want because of moderate pain in my 

neck. 
E. I can hardly drive my car at all because of severe pain in my neck. 
F. I cannot drive my car at all. 

SECTION 7.  WORK 
A. I can do as much work as I want to. 
B. I can only do my usual work, but no more. 
C. I can do most of my usual work, but no more. 
D. I cannot do my usual work. 
E. I can hardly do any work at all. 
F. I cannot do any work at all. 

 

SECTION 6.  CONCENTRATION 
A. I can concentrate fully when I want to with no difficulty. 
B. I can concentrate fully when I want to with slight difficulty. 
C. I have a fair degree difficulty in concentrating when I want to. 
D. I have a lot of difficulty in concentrating when I want to. 
E. I have a great deal of difficulty in concentrating when I want to. 
F. I cannot concentrate at all. 

SECTION 5. HEADACHE 
A. I have no headaches at all. 
B. I have slight headaches which come infrequently. 
C. I have moderate headaches which come in-frequently. 
D. I have moderate headaches which come frequently. 
E. I have severe headaches which come frequently. 
F. I have headaches almost all the time. 

SECTION 9.  SLEEPING 
A. I have no trouble sleeping. 
B. My sleep is slightly disturbed (less than 1 hour sleepless). 
C. My sleep is mildly disturbed (1-2 hours sleepless). 
D. My sleep is moderately disturbed (2-3 hours sleepless). 
E. My sleep is greatly disturbed (3-5 hours sleepless). 
F. My sleep is completely disturbed (5-7 hours sleepless). 

SECTION 10.  RECREATION 
A. I am able engage in all recreational activities with no pain in my neck at 

all. 
B. I am able engage in all recreational activities with some pain in my neck. 
C. I am able engage in most, but not all recreational activities because of 

pain in my neck. 
D. I am able engage in a few of my usual recreational activities because of 

pain in my neck. 
E. I can hardly do any recreational activities because of pain in my neck. 
F. I cannot do any recreational activities at all. 

 

SECTION 3.   LIFTING 
A. I can lift heavy weights without extra pain. 
B. I can lift heavy weights, but it causes extra pain. 
C. Pain prevents me from lifting heavy weights off the floor, but 

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

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

E. I can lift very light weights. 
F. I cannot lift or carry anything at all. 

 
Vernon H and Hagino C, 1991 

(with permission from Fairbank J) 
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OSWESTRY LOW BACK DISABILITY QUESTIONNAIRE 
INSTRUCTIONS: This questionnaire been designed to give us information as to how your back pain has affected your ability to manage 
everyday life. Please answer every section and mark in each section only the ONE box which applies to you at this time. We realize 
you may consider 2 of the statements in any section may relate to you, but please mark the box which most closely describes your 
current condition. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

1. PAIN INTENSITY 
 I can tolerate the pain I have without having to use 
pain killers. 

 The pain is bad, but I manage without taking pain 
killers. 

 Pain killers give complete relief from pain. 
 Pain killers give moderate relief from pain. 
 Pain killers give very little relief from pain. 
 Pain killers have no effect on the pain, and I do not 
use them. 

 2. PERSONAL CARE (e.g. Washing, Dressing) 
 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 manage most of my personal 
care. 

 I need help every day in most aspects of self-care. 
I don't get dressed, I have difficult and stay in bed. 

 3. LIFTING 
 I can lift heavy weights without extra pain. 
 I can lift heavy weights, but it gives extra pain. 
 Pain prevents me from lifting heavy weights off the 
floor, but I can manage if they are conveniently 
positioned, i.e. on a table. 

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

 I can lift very light weights. 
 I cannot lift or carry anything at all. 

 4.WALKING 
 Pain does not prevent me walking any distance. 
 Pain prevents me walking more than one mile. 
 Pain prevents me walking more than 1/2 mile. 
 Pain prevents me walking more than 1/4 mile. 
 I can only walk using a stick or crutches. 
 I am in bed most of the time and have to crawl to the 
toilet. 

5. 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 one hour. 
 Pain prevents me from sitting more than 1/2 hour. 
 Pain prevents me from sitting more than 10 minutes. 
 Pain prevents me from sitting at all. 

 

6. STANDING 
 I can stand as long as I want WITHOUT EXTRA PAIN. 
 I can stand as long as I want but it gives me extra pain. 
 Pain prevents me from standing for more than one hour. 
 Pain prevents me from standing for more than 30 minutes. 
 Pain prevents me from standing for more than 10 minutes. 
Pain prevents me from standing at all. 

 
7. SLEEPING 

 Pain does not prevent me from sleeping well. 
 I can sleep well only by using medication. 
 Even when I take medication, I have less than 6 hrs. sleep. 
 Even when I take medication, I have less than 4 hrs. sleep. 
 Even when I take medication, I have less than 2 hrs. sleep. 
 Pain prevents me from sleeping at all. 

 
8. SOCIAL LIFE 

 My social life is normal and gives me no extra pain. 
 My social life is normal but increase the degree of pain.  
 Pain has no significant effect on my social life apart from 
limiting my more energetic interests, i.e. dancing, etc. 

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

 Pain has restricted my social life to my home. 
 I have no social life because of pain. 
9. TRAVELING 

 I can travel anywhere without extra pain. 
 I can travel anywhere but it gives me extra pain. 
 Pain is bad, but I manage journeys over 2 hours. 
 Pain restricts me to journeys of less than 1 hour 
 Pain restricts me to short necessary journeys under 30 
minutes. 

 Pain prevents me from traveling except to the doctor or 
hospital. 

 
10. EMPLOYMENT/HOMEMAKING 

 My normal homemaking/job activities do not cause pain. 
 My normal homemaking/job increase my pain, but I can 
still perform all that is required of me. 

 I can perform most of my homemaking/job duties, but 
pain prevents me from performing more physically 
stressful activities (e.g. lifting, vacuuming). 

 Pain prevents me from doing anything but light duties. 
 Pain prevents me from doing even light duties. 
 Pain prevents me from performing any job or homemaking 
chores. 
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