
   
Patient History 

Date: _________________ 
 

Name: _________________________________________                    Social Security #: ___ ___ ___ - ___ ___ - ___ ___ ___ ___ 
                Last, First, MI 
Address: ___________________________________________________________________________________ 
       Street #           Street Name                                                 City,      State,            Zip Code 
Phone: Home (      ) ___ ___ ___ - ___ ___ ___ ___       Cell (      ) ___ ___ ___ - ___ ____ ___ ___ 
 
Birth Date: __ __ /__ __ /__ __ __ __    Age: ___ ___      □ Male   □ Female   E-mail____________________________ 
                   Month     Day        Year (4 digit) 
Marital Status: □ Married   □ Single   □ Divorced   □ Widowed           Spouse’s Name (or parent):___________________________ 
 
Employer: ________________________________________      Phone: (      ) ___ ___ ___ - ___ ___ ___ ___ 
 
Address: _________________________________________________________________ 

 Street#       Street Name                                     City, State, Zip Code 
 
How were you referred to our office? :___________________________________________ 
Have you ever had chiropractic care before? : □ Yes   □ No  If yes, when? ______________________________ 
 
Please list your chief complaints in order of severity: 
1._________________________________________________  For how long: ___ ___ months ___ ___ years 
2._________________________________________________  For how long: ___ ___ months ___ ___ years 
3._________________________________________________  For how long: ___ ___ months ___ ___ years 
 
Please list any other Doctor consulted for these conditions: 
 
1._________________________________ Address: _________________________________________________________ 
      First, Last           Street #     Street Name                           City, State     Zip Code  
 
Do you have Health Insurance? □ Yes  □ No  If yes, Insurance Name: ____________________________ 
 
Policy #:______________________________________________ Please provide Front desk with copy of Insurance cards 
 
Are you covered under any other group or individual health policy through yourself or spouse?    □ Yes    □ No 
 
Spouse Name: ___________________________________________ Date of Birth: __________________________ 
 
Spouse’s Social Security #: ___ ___ ___ - ___ ___ - ___ ___ ___ ___     Employer: _____________________________ 
 

NOTICE: Not all patients require X-rays to determine or verify a diagnosis type and length of care.  If you examination warrants X-ray analysis, the 
following office policy prevails: 
1. All first visit charges are payable when services are rendered. 
2. The fee paid for X-rays is for analysis. The film itself is the property of this office and cannot be released. 

 
Patient’s Signature: _______________________________________          Date: ______________________ 
 
 
 

 



      

   Examination Questionnaire 
 
Name: ______________________________________       Date: ______________________ 
 
The major symptoms/complaints that you reported upon initially entering this office include: 
 
 
 
 
 
______________________________________________________________________________________________ 
 
The rating scale below is designed to measure the degree to which several aspects of your life are presently 
disrupted by your health condition (pain and/or symptoms you may be experiencing.) In other words, we would 
like to know how much your health condition (pain and/or symptoms you may be experiencing) is preventing you 
from doing what you would normally do, or from doing it as well as you normally would. Respond to each 
category by indicating the overall impact of pain in your life, not just when the pain is at its worst. 
For each of the six categories of daily living listed, PLEASE INDICATE THE NUMBER WHICH BEST DESCRIBES YOUR 
CURRENT TYPICAL LEVEL OF PAIN OF THE ACTIVITIES AS THEY ARE NOW. 
 

0 meaning no disability/pain at all & 10 meaning that you cannot perform those activities at all. 
0 1 2 3 4 5 6 7 8 9 10 

Completely able           Totally unable  
to function           to function 
 

Use the scale above to answer pain for the following activities 
             Level Now 
 
Family/Home Responsibilities: activities related to the home or family          ____________      
including chores & duties performed around the house (yard work,                                                                            
doing dishes, errands, favors for family members, driving kids to school, etc.) 
 
Recreation: hobbies, sports, and other similar leisure time activities.    ____________ 
 
Social Activity: activities which involve participation with friends & people     ____________             
other than family members that include parties, theatre, concerts, dining, &                              
other social functions. 
 
Occupation: activities that are a part of or directly related to one’s job     ____________      
including non-paying jobs, such as that of a homemaker or volunteer worker. 
 
Self-Care: activities which involve personal maintenance & dependent daily   ____________             
living (taking shower, driving, getting dressed, etc.) 
 
Life Support Activity: basic behaviors such as eating, sleeping &breathing   ____________ 

 
 
 



 

 
TERMS OF ACCEPTANCE 

 
 
When a patient seeks chiropractic health care and when a chiropractor accepts a patient for such care it is essential 
that both are speaking and working for the same goals.  Chiropractic does NOT diagnose or treat disease.  
Chiropractic has only one goal: 
 

TO LOCATE, ANALYZE, AND CORRECT SPINAL INTERFERENCE TO THE NERVOUS SYSTEM. 
 
The purpose of the nervous system is to control and coordinate all bodily function.  Interference to this master 
system automatically produces improper function in the body.  The SUBLUXATION (spinal misalignment producing 
nerve interference), in and of itself, is a detriment to life and health.  Correction of the subluxation through a specific 
chiropractic adjustment allows the body to function at its optimum level.  This allows the INNATE healing power of 
the body to work at maximum efficiency to restore, maintain, and promote natural health. 
 
 

WE DO NOT DIAGNOSE CONDITION(S) OR DISEASE(S) 
OTHER THAN VERTEBRAL SUBLUXATIONS. 

 
WE OFFER NO TREATMENT OF CONDITION(S) OR DISEASE(S)  

OTHER THAN VERTEBRAL SUBLUXATIONS. 
 

WE PROMISE NO CURE FROM ANY CONDITION(S) OR DISEASE(S). 
 

THE CHIROPRACTIC ADJUSTMENT RESTORES 
LIFE AND HEALTH TO ITS FULLEST POTENTIAL!!! 

 
 
I, ______________________________, having read the above statement, and understanding it fully, do undertake 
chiropractic health care on this basis. 
 
 
    
Signature: _____________________________________                               Date: _________________________ 

 
 
 
 
 
 
 
 
 
 
 



 
Chiropractic Consent Form 

HIPPA 
The Health Insurance Portability Accountability Act of 1996 (HIPAA) requires that we receive your permission before we use the 
personal information in your medical records for any reason. 
This consent forms gives us permission to use your Protected Health Information (PHI) to carry out treatment, receive and/ or as 
part of health care operations of our practice.  
HIPAA also requires us to have a written notice of our privacy policy describing how medical information about you may be used 
and disclose. If you so desire, this written notice is available at the front desk for you to read. 
You have the right to refuse, in writing, this consent form at any time, although any services performed prior to the revocation 
of this consent are covered by this consent. 

INFORMED CONSENT 
The nature of the chiropractic adjustment: the primary treatment used is spinal manipulative therapy. The use of hands or a 
mechanical instrument may be used upon your body in such a way as to move your joints. That may cause an audible “click” or 
“pop,” much as you have experienced when you “crack” your knuckles. You may feel a sense of movement.  
The material risks inherent in a chiropractic adjustment: As with any healthcare procedure, there are certain complications 
which may arise during chiropractic manipulation and therapy. These complications include but are not limited to: fractures, disc 
injuries, dislocations, muscle strain, cervical myelopathy, costovertebral strains, separations, and burns. Some types of 
manipulations of the neck have been associated with injuries to the arteries in the neck, contributing to serious complications, 
including stroke. Some patients will feel some stiffness and soreness following the first few days of treatment. Every reasonable 
effort will be made during the examination to screen for contradictions to care; however if you have a condition that would 
otherwise not come to my attention, it is your responsibility to inform us. The probability of those risks occurring is extremely 
minimal. Fractures are a rare occurrence and generally result from some underlying weakness of the bone which is checked 
during the taking of your history, examination, and possible X-Rays. All complications mentioned are generally described as 
rare.  

PHOTO CONSENT 
We are proud of our patients and the progress that they make while under our care! There nothing that we enjoy 
more than celebrating our patient’s successes along with them. If the moment arises, we would love to share your 
photo, story, or progress on our social media pages or website in the interest of showing others that “real people” 
visit our office and are smiling while they are here and most importantly, getting results!  
Please check the line that applies to you: 
____ Sure! You can use my picture on your social media pages (i.e. Facebook, Instagram, etc.), as long as I look good in it! 
 
____ No thanks. I’ll pass for now. 

XRAY RELEASE AND CONSENT 
 
It is not unusual for our office to take digital x-rays in the process of determining how we can best help you. Please 
select from the following: 
 
____ Sure! Do whatever you feel is necessary to come up with the best care plan for me (and No, I am certainly not pregnant). 
 
____ No thanks, as I am pregnant or have another medical condition which contradicts me being exposed to x-rays. 
 
 
I attest that the information on this form, and those proceeding, is true and accurate to the best of my knowledge. 
 
_________________________________________   Date: ________________________ 
Printed Patient Name 
 
_________________________________________ 
Patient Signature  

 



    

      Professional Fee Schedule 
 
Consultation …………………………………….. No Charge 
Chiropractic Examinations ……………….. $65-$150 
Chiropractic Office Visits (average)...…. $35-$110 
Chiropractic X-ray Studies (average)…...$90-$280 
Doctor/Patient Conference …………………$50-$80 

(All fees are standard and primarily based on our professional association’s guidelines and Official Medical Fee Schedule of California) 
 

Our experience has shown that it is wise to have an understanding with our patients as to our office policies and fees.  
This form has been prepared for your convenience and information.  We offer several methods of payment for your 
Chiropractic Care at our office and you may choose the plan which best fits your needs.  Please read carefully and 
choose the plan that you prefer.  This information will enable us to better serve you and help to avoid 
misunderstandings in the future.  If special arrangements are necessary, please consult with the Doctor.  Our main 
concern is your health and well-being and we will do our best to serve you. 
 
Plan #1- Insurance - If you have insurance which covers Chiropractic care we will bill your insurance directly.  Please 
bring us an insurance claim form on or before your second visit with your portion completed.  Until we have the 
completed necessary insurance information to verify Chiropractic coverage, you will be required to pay for your care. 
Once your insurance has been verified, any payments you have made will be made to your co-pay, deductible, or 
uncovered services. If you have 100% coverage, payments will be refunded. In the event the check should come to 
you, you are expected to bring the check to us. 
 
Plan #2- Cash - Fees are to be paid at the time services are rendered unless special arrangements have been made in 
advance. 
 
Plan #3- Weekly/Monthly Cash Arrangements - For those non-transient but active patients that qualify, we will 
extend knowledgeable credit through this plan; however, should you become inactive by discontinuing your care, 
your entire unpaid balance will be due immediately.  This plan applies to all cases except Work Injury or Auto Injury 
claims.  
 
Plan #4- Worker’s Comp - You need to report your accident to your employer, bring in necessary insurance 
information, and sign industrial forms for billing by your second visit.  We will bill your insurance directly. 
 
Plan #5- Auto Injury - You need to supply us with accident report, your car insurance, health insurance, liable parties 
insurance and name of attorney if applicable.  Until necessary insurance information is gathered and verified for 
chiropractic care, you will be required to pay for your care. We will bill your insurance directly after verification of 
coverage. In the event the check should come to you, you are expected to bring the check to us. 
 
Plan #6- Medicare- per established Medicare guidelines please bring us your Medicare information on or before your 
second visit. We will bill your Medicare directly. In the event the check should come to you, you are expected to 
bring the check to us. 

 
I QUALIFY AND UNDERSTAND PLAN # ______ REQUIREMENTS. 
 
Patient’s Signature: _______________________________________                            Date: ______________________ 

 


