
Patient

Doctor

Date

Case No.

Preferred Name

Address

s f r

Iffi #E.sr #$$s**

CitylStatelZlP

Phone No. (Home)

Is it okay to contact

E-mail address

vou at work? ! No ! Yes

(Ce l l )

SS#

n S ing le I Married ! Separated

Age

I Widowed ! Domestic par-tner

Work No.

Web site

Birth date

EmployerOccupation

Marital status

Spouse's name

! Divorced

Phone No.

Chi ldren 's  names and aqes

Do you have any pets? D N o ! Yes l f  yes.  p lease tel l  us what k ind(s)

Emergency contact: Name

Relat ionship Phone No.

Favorite hobbies or interests

What Brings You Here?

Have you ever had chiropractic care befbre? I N o n Yes

If yes, please tell us the doctor's name

Were you please with your care?

How did you find out about our office?

Is this appointment related to

When did the incident occur?

! N o X Yes

! Work

I Personal injury

n
!

Sports

Other

!  Auto

Attorney (if appl icable)

Are you receiving care ltom other

If yes, please name them and their

Phone

health professionals? ! N o  I Y e s

specialty

Please list any drugs or medications you are taking

l' L,r (lt trlpractor',\ use

l l e igh t

We rght

X-rays

AP

t . - t . a r

I , - N  I )

Please list any vitamins/herbs/homeopathies/other you are taking

Are you pregnant? ! N o !  Yes l f  yes .  wha t  mon th?



Current Health

What are your most pressing health concerns?

For  how long?

I s  i t . . . ! Getting worse ! Improving

Where is the problem? Please us the i l lustrat ion and l ines below to explain.

I Front

I Intermittent ! Constant

! Aches

! Constant

Walking

Weather

X Can' t  say'

! Intermittent
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I Back

t.a. ."/,*' .

D o  y o u  h a v e . . .

I s  you r  pa in .  .  .

Please explain

b+

u
!

n
n

Pain

Sharp

Numbness

Dul l

!  Tingl ing

! Throbbing

Are your symptoms af f 'ected by. . . !  Si t t ing

n Bending

Standing

Lying down

I

n
u
n

Do you f-eel. . . ll Cramps

Do your svmptoms interfere wi th. . .

n Burning

I Swel l ing

! Work

I Day-to-day activit ies

! Other

! Stiffness

!  Sleep

I Other

u Play

Please explain

On a scale of  I  -  l  0 (  l  least .  I  0 most) .  p lease rate the sever i ty of  your symptoms l 0



Health History

Do you have, or have you had, any of the following (please check all that apply)

! Influenza ! Rheumatic fever

I Chickenpox ! Thyroid disease

! Depression

! Arthritis

I f  you have ever  been d iagnosed wi th  another  d isease or  condi t ion,  p lease descr ibe

f l  Pneumonia

!  Pleur isy

!  Ep i lepsy

fl Eczerna

! Mumps

!  Po l io

! Cancer

ll Measles

! Whooping cough

I Heart disease

I Smal lpox

n Diabetes

!  Anemia

! Rashes

D o  y o u  u s e . . .

Ll Neck pain

! Low back pain

I Headaches

I  Migra ines

l l  Arm/bactJt ingl ing

U Shoulder pain

!  Hand pain/ t ingl ing

ll Leg pain/tingling

!  Jaw pain

l  Chest pain

lJ  Lung prob le rns

! Heart problems

LJ Irregular heartbeat

D Ank le  swe l l ing

l-l Cold extremities

!  B lu r red  v is ion

L l  Vis ion problems

I Diff iculty breathing

! Stuffy nose

! Al lergies

lJ Faint ing

!  Weight loss

[J Poor appetite

[-J Excessive appetite

! Nervousness

I Confusion

! Depression

! Dental  problems

ll Excessive thirst

I Frequent nausea

[J Prostate problem

! Breast pain/lump

! Cramps

! Painful urination

! Bladder trouble

I Excessive urination

! Discolored urine

n Gas/bloating after meals

I Heartburn

!  Col i t is

! Irritable bowels

I Black or bloody stools

! Constipation

! Hemorrhoids

! Liver problems

n Stroke

X Paralysis

D Tingl ing

!  Numbness

I Fatigue

! Dizziness

I Loss of sleep

! Diff iculty hearing

! Ear pain

If applicable, date of last menstrual period

I Coffee

I l  Alcohol

! Tea

! Cigarettes

! Artificial sweeteners

! Recreational drues

! Sugar

I Sports injuries

I Surgery

Have you ever suflf'ered from (please check all that apply)

lJ Abnormal blood pressure [] Vomitine

Past iniuries can affect present health (please check all that apply)

I Head injuries

n Discoloration

[-] Falls/accidents

I Broken bones

[] Traction

!  Knocked unconscious

I Fights

! Spinal tap

D Ljse(d) a cane or walker [-l Extensive dental work ! Dental appliances

lf yes to any of the above, please describe



What Do You Know About Chiropractic?

In your own words, what do chiropractors do?

Do you know what spinal nerve stress or vertebral subluxation l N o n Yesi s?

If ves. olease describe

Do an1, friends or relatives see chiropractors?

If  yes.  do they use chiropract ic for . . .  !  Heal th

Are you seeking chiropract ic for . . .  I  Heal th

What would you like to grain from chiropractic care?

I N o  I Y e s

mai ntenance/opti m ization

m ai nte n an ce I optimizat i on

!

!

!

!

Health problems

Health problems

Both

Both

Are there other health

I f  yes.  p lease te l l  us :

concerns or anything else you would l ike us to know about you? ! N o n Yes

Doctors Notes:

I  -  (Mv. Wk. Sp. S/F. Hm) (Yr ) . ( D C Y / N )

I  (Mv.  Wk.  So.  S /F .  Hm)  (Yr

3  (Mv.  Wk.  Sp.  S /F .  Hm)  (Yr  ) .  (DC Y /  N)

4_ (Mv. Wk. Sp. S/F. Hm) (Yr ) . ( D C Y i N )

5 (Mv. Wk. Sp. S/F. Hm) (Yr ) . ( D C Y i N )

Other

Other -

Financial Responsibi l i fy

Who is responsible for payments?

How will you pay fbr your care?

Insurance company

! Cash ! Check I Credit Card

Group pol icy no.

Phone No.Address

Insured 's

Relat ion

name

Insured's employer

The above is accurate to the best of mv knowledee.

(s ignature)

l. parent/guardian, give permission for minor's care.

(date)

(signature) (date)



Family Chiropractic

]H6 NONCE DESCRIBES HOW CHIROPRACNC AND MEDICAI. INFORAAANON ABOTT YOU MAY BT USED AND DISCIOSED AND HOW YOU CAN GET ACCEsS TO THIS
INFORMANON. PTEASE REVIEY{ IT CAREFUII.Y.

ln thc course ol-your care as a patient at Family Chiropractic we may use or disclose personal and health related information about in the l-ollowinp wavs:*Your protected health inlbrmation. including your clinical records. m4r be disclosed to anothcr health carc provider ofhospilal if il r\ ;ccs;ary ro reter vou ti,r
lurthor diagnosis assessmenl or treatment,

'Your hcalth care records as well as vour billing rccords ma), be disclosed to another pany. such as an insuranoe oarrier. an HMO. a ppo_ or vour enlDbvcr_ il.
th{jy are or may bc responsible lbr the payment ol services provided to you.

+Your name. address. phone number. and your health care records may be used to conlact you regarding appointment reminders- inlbrmation about altemattvcs
1o your prcscDt care. or other heahh rclalcd inlbrmation that may be ofinterest to you.
You have a right to oqual rcsfictions on our use ofyour protected health information for trcatmcnt, payment and operations purposes. Such requesls are not aubmatic and
reqUirc1heagrcementofthisofl ice'Youfname.addres5te|ephonenumber.e-mailaddressandhealthrecordsmaybeusedtocontactyol lrcgaringap
lD I i l rma1 i0nabou ta l t e rna t i v€s loyou rp resen toa re .o ro the rhea l1h re |a !ed in fo rma t i on tha tmaybeo f i n te res t t oyou ' I f } ' oua reno th ;me td rccc i vcanap ( ) i n tmcn l
reDinder or olhcr rclated information. a message may be left on your answering machine or with a pcrson in your houschold. you hav! a right 1() cdnfidcntial
oonlmunicalions and to requesl reslriclions relative to such contacls. You also have the right to be conlaclcd by altemativcs means or an alternatrvc locations wc arc
pcrn(!cd nnd ma) bc rcquired &) use or disclosc your health inlbrmation wilhout your authorization in thesc fbllowrng circunrslanccs:

*ll sc pro\ ide healh iare ser\ ices lo you in an emcrgcnc)
*ll we are required by law to provide carc to you and we are unabl€ to obtain your consent aftcr attempting to do so
*lfthere are substantial baniers to communicaling with you, but in our prof€ssional j udgmenl we belicve that you lnrend tbr us to provroe care
*lfwe are ordcrcd by the courts or another appropriate agency.

Youhavca r |gh l t o r cce i vcanaccoun t i n8o I -anysuchd i sc |osu rcsmadeby th | so f } i ceAnyuseo rd i sc1osu reo fyou rp ro lec1edhca | t h i
abovc will only be made upon your written authorization. Ii'you provide and authorization of information you have the right to revoke that authorization a1 a lat€r dalc.
lnformalion that we use or disck)se hased on this privacy notice may be subjecl to re-disclosure by the person lo whom we prcvide the infbrmation and may bc no longer b(j
protecled by the lbdcral privacy rules. Wc normally provide info.mation aboul your health to you in person at the timc you recerve chiropractic carc from us. We may also
nlai l inlbmlation1oyouregard|ngvourhealthcarcoraboutthestatusol.youraccount' l fyouwould
you would like the inlbrmation in a specific form. please advise us in writing as to your pret'erences.

You hqve lt|e dght io ispect ond/or copy your heo h lrlo.mqlion for os long o! lhe Homdbn remoins in our faer. In oddion )rgu hore the dght to reqrest on
omendmenl of your heqlh intomqfion rtlould be pro/lded lio us h wrilirg.

Wo arc rcquired by state and federal law to maintain the privacy of your patient files and thc health protccted health intbrmation therein. We are also rcquircd to prc\idc
toow i1h1h i sno t i ceo fou tp . i vacyp rac t i cesw i th respec ! l oyou rhea | t h i n [o rma1 ionweare l i he
We rcserve the righl to aller or amend the terDs ofthis privacy notice. If changes are made to our privacy notice we will notily you in writing as soon as possiblc folknving
thechanges 'Anychanges inou rp r i vacyno t i ccw i l l app | y fo ra | | o f you rhea l t h i n fo rma t i on inou r f . i l e5 ' l f youhavcacomp la in t
pracliccs or an) aspect 01_our privacy activities you should direct your complaint to:

\ 1 )L |a l sohave thc . i gh l l o l odgcacomp |a in tw i t h thcsec re ta ro l . t heDepa r tmen to fHea I thand l lmanSer j ces
\Y | l h thescc re1an ' vou rca l lw i l | con t i nucandyoUrw i | | nobed i sadvan1agedby th i so t i ceo rou rs ta fT inanymann€ rwha t
, l 'hisnotlce'andanyal1crationsofamcndmcntsmadeheretowil lexpirescvenycar5af9rthcdat9uponwhfcr€oordwas

receivcd and coDv ol this notice.

Narne (p leasc pr int) Signature Date

lf y'ou arc n nrinor. or if you are being represented by anothcr party:

I )e rson l l  r cp rcsc r r l a t i vc  l p lease  p r in t ) Personal representative Signature [)ate l le lat ion to pat icnt

Polier Aulhottolion reoordino chiooroclic c(re belnq p.ovided in on "open-door" odiuslirn erwtonrnenl

ll is lhc desire ofthis oUice 1provide chiropractic carc in an "opcn-door" adjusting environment. An "open-door" approach involved the doctor moving from patient carc
arca lo patient care area and as a result patients are within sight ofon another and some ongoing routine details ofcare are discussed within earshot ofanother patients and
slat- l ' l .hiscnvironmentisusedfbrongoingcarcandisNo'I. theenvi.onmcntusedforlakingpatienthistori€s'perfbrming€xaminationorpresen1ingr€porlsol.ndin3s.
l .heseproceduresarecompleteinaprivate.contidentialsctt ing'wearerequestingisa
whatisknownasan.' inciden1aldisclosures..ofhcaIthinlbrmation'
In thc evcnt you or someone else would not agrec with us we are providing this disclosure and requesting your authoflzation. The use ol'lhis lbrmat is intendcd to mrkc
}ou rc \pc r i encew i tho t | r o t l i cemoree f I i c i en ta
adjustin8cnvironmen1o1h€rarrangeDlentswjl lbemadefbryou'Yourdecisionwil Ihavenoadversecl lctonyo!
wilh our staf}.

Your signature indicates your authorization ofthis activity.

x""r. tpri i i . prr,l Signature

Thb oulhodzqlbn moy be revoked by you qt qny frne. Revocol'ron moy be occorpfEhed by qd/blng [rs in wflirg d yo|n deslG t]o wilfurow your oultFrizolb[
Pleose ollolv o rcosonoble proce6ihg fir|e br ltE chonges h our p.oceduer io be compleie.

Date


