
 
 



 



NAME:_____________________________DATE:___________________AGE:_______ 
 

LOSS OF FUNCTIONAL CAPABILITIES OF DAILY LIVING 
DIRECTIONS: Check the ONE most appropriate statement in each section. 

 
 
SECTION 1 PAIN INTENSITY 

___  I have no pain   ___  My pain is miserable 
___  My pain is annoying  ___  My pain is intense 
___  My pain is troublesome  ___  My pain is unbearable 

 
 
 
SECTION 2 PERSONAL CARE 
(Washing, dressing, eating, bathing, urination, defecation, brushing teeth, brushing hair) 
 ___  I can provide for myself in a normal fashion. 
 ___  I can provide for myself but it creates extra pain. 
 ___  It is painful to look after myself, I am slow and careful. 
 ___  I manage most of my personal care, but it requires some help. 
 ___  I need help every day in most aspects of my self care. 
 ___  I have difficulty bathing, I stay in bed and do not dress myself. 
 
 
 
SECTION 3  COMMUNICATION 
(Writing, speaking, seeing, hearing, typing) 
 ___  I can communicate in a normal fashion. 
 ___  I can communicate but it causes some pain. 
 ___  My communication skills are normal but always painful. 
 ___  Communication skills are restricted by pain. 
 ___  Pain seriously limits my communication except for emergencies. 
 ___  Pain prevents communication abilities totally. 
 
 
 
SECTION 4 LIFTING 

___  I can lift heavy weights. 
___  I can lift heavy weights but it causes pain. 
___  I cannot lift heavy weights off the floor, but if they are on a table I can manage. 
___  I can manage light to medium weights, if they are conveniently positioned. 
___  Pain restricts lifting to only very light weights. 
___  I am unable to lift or carry. 

 
 
 
SECTION 5 AMBULATION 
(Walking, climbing stairs) 
 ___  Pain does not prevent me walking any distance. 
 ___  Pain prevents me from walking more than 1 mile. 
 ___  Pain prevents me from walking more than a ½ mile. 
 ___  Pain prevents me from walking more than a ¼ mile. 
 ___  I require the use of crutches or a cane to assist walking. 
 ___  I remain in bed for the most part-I crawl to the toilet. 
 
 



 
SECTION 6 SITTING 
 ___  I can sit in any chair as long as I like. 
 ___  I am limited to one comfortable chair without restrictions. 
 ___  Pain prevents me from sitting more than 1 hour. 
 ___  Pain prevents me from sitting more than a ½ hour. 
 ___  Pain restricts sitting for longer than 10 minutes. 
 ___  I am unable to sit due to pain. 
 
 
 
SECTION 7 STANDING 
 ___  I am able to stand as long as I like. 
 ___  I am able to stand as long as I like but it causes pain. 
 ___  I am restricted to 1 hour of standing due to pain. 
 ___  Due to pain, I am only able to stand for a ½ hour. 
 ___  Pain restricts standing for longer than 10 minutes. 
 ___  I am unable to stand due to pain. 
 
 
 
SECTION 8 SLEEP 
(Restful, nocturnal sleep patterns) 
 ___  I sleep well in a normal fashion. 
 ___  I can sleep well only by taking pills or using ice, heat, hot baths or _____________. 
 ___  I fail to realize 6 hours of sleep even with pills. 
 ___  I fail to realize 4 hours of sleep even in the presence of pills. 
 ___  I fail to realize 2 hours of sleep even in the presence of pills. 
 ___  Pain prevents sleep. 
 
 
 
SECTION 9 SEXUAL FUNCTION 
(Normal sexual function and usual participation in sexual activities) 
 ___  I am able to engage in normal sexual activities without pain. 
 ___  I am able to participate sexually but it creates pain. 
 ___  I engage normally in sexual activities but it is very painful. 
 ___  I am restricted in activities due to pain. 
 ___  Pain has created a near absence sex life. 
 ___  Due to pain, I abstain from any sexual activities. 
 
 
 
SECTION 10 SOCIAL & RECREATIONAL ACTIVITIES 
(Ability to participate in group activities) 

___  I am enjoying a normal, active social life with no restrictions. 
___  I participate in a normal social life but pain is increased during activity. 
___  The presence of pain effects only the more energetic components of social life -          
 (bowling, golfing, dancing, etc.) 
___  Pain has restricted my social life and I do not want to go out as often. 
___  I am restricted to social life at home due to pain. 
___  Due to pain, I have no social life. 

  
 
 



 
SECTION 11 TRAVELING 
(Driving, flying, riding) 
 ___  I am able to travel anywhere without restrictions. 
 ___  I am able to travel almost anywhere but it causes pain. 
 ___  Pain is bad, but I can manage journeys over 2 hours. 
 ___  Due to pain, I am limited to travel of less than 1 hour. 
 ___  Only short, urgent trips are possible due to pain limitations. 
 ___  I am restricted in travel due to pain other than emergencies of short distance                          
 (hospital/doctor) 
 
 
 
SECTION 12 NON-SPECIALIZED HAND ACTIVITIES 
(Grasping, lifting, tactile discrimination) 
 ___  I can grasp and lift in a normal fashion. 
 ___  I can utilize grip and tactile discrimination but there is some pain. 
 ___  My grip and lift capabilities are normal but always painful. 
 ___  Grip strength, sensations and lifting are restricted by pain. 
 ___  Pain limits my grip and lifting to near absence. 
 ___  Pain prevents grasping, lifting and tactile discrimination. 
 
 
 
SECTION 13 THE EFFECTS OF MEDICATION 
(Pain killers, muscle relaxants, tranquilizers, psychotropics) 
 ___  I am able to tolerate my pain and use no pain killers. 
 ___  I use no pain killers, even though the pain is bad. 
 ___  I use pain killers and experience complete relief of pain. 
 ___  I use pain killers for moderate pain relief. 
 ___  My pain killers offer only very little relief from pain. 
 ___  Pain killers fail to offer relief, I no longer use them. 
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Office Policy Review 
 
Introduction 
The purpose of this review is to allow us to serve you and get the best results.  It is our experience that those patients 
who adhere to the following policies get the best results. 
 
Signing In 
Please sign in. When your name is called your Healthcare Assistant will direct you to the appropriate treatment room. 
 
Lectures 
It is mandatory that all patients attend our Patient Health Consultation.  This consultation explains how the body 
functions, how Chiropractic and  Acupuncture work and how results are consummated.  Family and friends are 
welcome.  There is no charge for the Patient Health Consultation.   
 
Classes and lectures on different aspects of health care are often scheduled and may be attended at no cost.  Please 
bring family and friends.  Look for announcements regarding the classes. 
 
Canceling or Changing Appointments 
The Doctor has prepared a specific course of treatment for you to get the results we both desire.  If you need to 
change the time of your appointment, plan to come at another time the same day.  If the same day is not possible, be 
sure to make up the missed appointment within 1 week. 
 
Progress Evaluations and Reexaminations 
During your treatment sequence, progress evaluations and reexaminations may take place.  You will be advised of 
your progress and need for future care. 
 
Diets and Food Supplements 
Diets should be followed and food supplements taken as recommended by the Doctor.  Any problem you may have 
with these recommendations should be communicated to the Doctor.   
 
Answering Service 
In the event that we are unable to answer your call our phone answering machine automatically picks up the phone.  
Please leave a message to include your name, phone number, time you are calling and whether or not it involves an 
emergency. 
 
Emergency Policy 
We realize that from time to time health emergencies do arise.  The Doctor calls the answering machine for 
messages after office hours and throughout the weekend, so if any emergency arises please call.  The Doctor will 
call you. 
 
Referral Policy 
It makes each of us feel great that we are able to help so many.  If you have a friend or relative that you feel may 
have a chiropractic or acupuncture problem, have them schedule an interview to talk to the Doctor at no charge.  As 
with all our patients, if yours is a chiropractic or acupuncture problem we will let you know and, if not, be assured 
we will refer you to the proper specialist.   
 
 
           Continued…  
 
 
 
 
Hours 
Monday, Tuesday, Wednesday & Friday 9 A.M.-12 Noon, 3 P.M.-7 P.M. 



Thursday 3 P.M.-7 P.M.      Saturday 8:30 A.M.-11 A.M. 
 
X-rays 
X-rays are the property of the clinic.  Please see the receptionist about copies or X-ray reports. 
 
Payment of Bills 
We will expect you to honor the financial arrangements you make with our office.  If you find that you cannot fulfill 
the agreement you have made with us, advise our financial manager immediately so new arrangements can be made.  
Failure of the patient to make payment or to otherwise communicate will result in prompt legal action. 
 

Worker’s Compensation 
Patient Payment: Approved services for injuries covered by Worker’s Compensation are covered 100% by 
insurance. 
Explanation of Benefits: Worker’s Compensation covers all examination, treatment and x-ray costs once care has 
been authorized.  Your employer has the right to decide whether to grant authorization for treatment or not.  
Authorization can also be granted by your supervisor on the job.  If authorization is refused, the patient may receive 
treatment using alternate payment methods and plans.   
Office Policy: Patients involved in a Worker’s Compensation case must bring signed authorization for treatment to 
our office.  If signed authorization for treatment is not brought to our office by your second visit, the balance will be 
transferred to your account.  Compensation cases that involve lawsuits are expected to be paid for by your insurance 
or by yourself, not your attorney or court settlement.  If your insurance carrier refuses payment, due to a lawsuit 
pending, you will be notified and the bill can be submitted to your group health insurance or paid by you.  To aid us 
in this matter, please notify our office as to your attorney’s name and address. 
 
Personal Injury Patients: (car accident, home accident) 
On most insurance policies there is a deductible.  You are personally responsible for all services rendered  until the 
deductible is met.  Once the deductible is met our office policy requires you to pay the co-payment. Payment is 
expected at the time services are rendered. 
 
Insurance Patients 
For your convenience, we have a qualified insurance staff to handle your insurance claims.  We ask that you fill out 
our insurance questionnaire and provide us with your insurance cards and drivers license so we can photocopy them. 
You are responsible for any deductible due, plus any co-payment.  We will submit your insurance to your insurance 
carrier.  You are responsible for any charges that the insurance carrier will not pay.  Payment of your co-pay balance 
will be due at the time services are rendered or as per your financial agreements.  Personal balances of the co-pay 
due cannot exceed $100. 
 
Non-Insured Patients 
Per visit payment is due in full.  We do accept cash, check, VISA and Mastercard.  Services are to be paid for on the 
date they are rendered.  It may be necessary to do a credit check. 
 
If a need to change your financial arrangements arises, please talk to our financial manager immediately.   
 
Our Healthcare Assistants are here to read over these office policies with you and answer any questions you may 
have. 
 
 
 
 
The purpose of The Washleski Chiropractic and Acupuncture Center is to Support Each Individual in 
Achieving Their Optimum Health in as Many Health Paradigms as Possible. To Educate Them so that They 
May Understand Health and in Turn Educate Others.     

  
 



 
PATIENT HEALTH INFORMATION CONSENT FORM 

 
 

We want you to know how your Patient Health Information (PHI) is going to be used in 
this office and your rights concerning those records.  Before we will begin any health 
care operations we must require you to read and sign this consent form stating that you 
understand and agree with how your records will be used.  If  you would like to have a 
more detailed account of  our policies and procedures concerning the privacy of  your 
Patient Health Information we encourage you to read the HIPAA NOTICE that is 
available to you at the front desk before signing this consent. 
 
1. The patient understands and agrees to allow this chiropractic and acupuncture 
office to use their Patient Health Information (PHI) for the purpose of  treatment, 
payment, healthcare operations, and coordination of  care. As an example, the patient 
agrees to allow this office to submit requested PHI to the Health Insurance Company 
(or companies) provided to us by the patient for the purpose of  payment. Be assured 
that this office will limit the release of  all PHI to the minimum needed for what the 
insurance companies require for payment. 
2. The patient has the right to examine and obtain a copy of  his or her own health 
records at any time and request corrections. The patient may request to know what 
disclosures have been made and submit in writing any further restrictions on the use of  
their PHI. Our office is not obligated to agree to those restrictions. 
3. A patient’s written consent need only be obtained one time for all subsequent 
care given to the patient in this office. 
4. The patient may provide a written request to revoke consent at any time during 
care. This would not effect the use of  the records for the care given prior to the written 
request to revoke consent but would apply to any care given after the request has been 
presented. 
5. For your security and right to privacy, all staff  has been trained in the area of  
patient record privacy and a privacy official has been designated to enforce those 
procedures in our office. We have taken all precautions that are known by this office to 
assure that your records are not readily available to those who do not need them. 
6. Patients have the right to file a formal complaint with our privacy official about 
any possible violations of  these policies and procedures. 
7. If  the patient refuses to sign this consent for the purpose of  treatment, payment 
and health care operations, Dr. Washleski has the right to refuse to give care. 
 
I have read and understand how my Patient Health Information will be used and I agree 
to these policies and procedures. 
 
 
Signature of  Patient___________________________________ Date_______________ 
Or Parent/Guardian 
 
 
PLEASE PRINT NAME______________________________ 
 
 
 



HUNTERDON COUNTY ACUPUNCTURE CENTER 
Robert A. Washleski, DC, D.A.B.C.O., LAc. 

 
ACUPUNCTURE  INFORMED CONSENT 

 
I hereby request and consent to acupuncture treatment and/or herbal supplement recommendations, on me (or my legal charge) by the 
licensed acupuncturist named above and/or other licensed acupuncturists who may treat me at the direction of the above named 
acupuncturist.  I understand that the acupuncturist will explain all known risks and complications, and I wish to rely on the 
acupuncturist to exercise judgement during the course of the procedure which the acupuncturist feels at the time, based upon the facts 
then known, is in my best interests.  I may request another person of my choice to be present in the treatment room during treatment. 
 
Acupuncture has the effect to normalize physiological functions, to modify the perception of pain, and to treat certain diseases or 
dysfunction of the body.  I understand the results are not guaranteed.  While it is a safe method of treatment, it can occasionally cause 
microhemorrages in the tissues.  This bleeding usually resolves with pressing dry cotton on the local spot.  There may also be a 
sensation of warmth, tightness, soreness, or tingling when the needle reaches the acupuncture point.  This sensation is called “de qi” 
and is considered to be a normal response.  It usually subsides soon after the needle is removed.  There have been very rare instances 
reported of fainting, infections and scarring as a result of the needle insertion. 
 
The acupuncturist is licensed by the State Medical Board of New Jersey to practice acupuncture as defined by the State.  He is not a 
licensed medical doctor. 
 
If any procedure is to be used in conjunction with acupuncture, such as those listed below, the acupuncturist will discuss them with me 
before my treatment begins.  I understand that they may be beneficial in my treatment, but that there is a particular risk to their use.  I 
have read the information below and agree to the acupuncturist’s use of this treatment (if indicated): 
 
 Traditional Chinese Herbal Supplements: The supplements recommended are traditionally considered safe.  However, I 

understand that some patients may experience gastro-intestinal upset or other reactions to the herbs.  I will inform the 
acupuncturist immediately if I experience any side effects.  I understand that some herbs may be inappropriate during pregnancy 
and may have damaging effects on the fetus.  Recognizing these risks, I accept full responsibility to inform the acupuncturist of a 
suspected or confirmed pregnancy, or if I am a nursing mother. 

 Oriental Massage/Acupressure:  The technique of oriental massage may require disrobing.  I understand all attempts will be 
made to assure my privacy. 

 Indirect Moxibustion:  This technique involves burning/smoldering an herbal material near the skin or on an acupuncture needle.  
Every precaution is taken to prevent skin contact, but the possibility of skin contact and burn exists. 

 Cupping:  This technique involves a localized suction produced by heating a small glass cup.  There is a possibility of local 
bruising from the suction and slight burning or blistering due to the heat involved in the technique. 

 Gua Sha:  This technique involves vigorous local massage over a small area of skin.  Local bruising is likely to occur at the site 
where the Gua Sha is performed. 

 Tapping, Plum Blossom, Bleeding, Pricking:  These and similar techniques involve multiple needle pricks at a localized site.  
Slight bleeding and/or bruising at the treatment site is likely to occur.  This procedure will be performed with single use, 
disposable needles. 

 Electrical Stimulation/TENS:  This form of therapy uses microcurrent electricity to stimulate acupuncture points.  A mild 
sensation of electric tingling or slight “pins and needles” will be felt. 

 
I have read, or have had read to me, the above consent, and have also had the opportunity to ask questions and discuss this with the 
Acupuncturist.  By signing below I agree to acupuncture treatment, including the above named procedures for treatment of my present 
condition and any future condition(s) for which I seek treatment.  I have the right to refuse or discontinue treatment at any time and 
understand that this refusal may effect the expected results. 
  
 
_________________________________________   ___________________________ 
   Signature of Patient (or guardian)              Date 
 
_________________________________________ 

Patient’s Name (please print) 
 

 


