
Patient Information 

Name: ___________________________________________________      Appt Date: _________________________ 

Date of Birth: _______________ SSN of patient: ____________________ Insurance Co. Name: _______________ 

Ins. Subscriber Name______________________________     Ins. Subscriber SSN: _________________________  

* Indicate if YOU or any immediate family member (father/mother, brother/sister, son/daughter) have been
diagnosed with any of the following:

□ Rheumatoid Arthritis-whom? __________ □ Diabetes-whom? __________    □ Lupus-whom? __________
□ Heart Problems-whom? ______________ □ Cancer-whom? ___________     □ ALS-whom? ___________

Do you have any of the following?  □ Pacemaker  □ Defibrillator □ Cochlear Implant □ None of these

What is your preferred method of contact for the following? (Circle One) 
Bills or statements:     EMAIL        MAIL 
Appointment Reminders:     EMAIL         PHONE CALL          TEXT MESSAGE 
Telephone Communication:   HOME       CELLULAR        WORK 
Primary/Preferred Phone Number: _______________________________      HOME (Landline) CELLULAR 

Secondary Phone Number: ______________________________________     HOME (Landline) CELLULAR 

Email Address: ____________________________________________________________________________ 

             Mailing Address: ___________________________________________________________________________ 

              _________________________________________________________________________________________ 

Employer _________________________________________________________________________________ 

Employer Address __________________________________________________________________________ 

Who is your Primary Care Physician?  ________________________________________________________ 

In an Emergency who should we contact (name/relationship/phone number)? 

_________________________________________________________________________________________ 

Medications: 
(please list any blood thinners, pain medications, anti-inflammatory, or steroids used short or long term.) 

Check Here if not Taking Any Medications _____ 



Informed Consent to Chiropractic Treatment:  
The nature and possible risks of chiropractic treatment: The doctor will use his/her hands or a mechanical device to move your joints. You 
may feel a “click” or “pop," such as the noise when a knuckle is “cracked”, and you may feel movement of the joint. Various adjunct procedures, 
such as hot or cold packs, electric muscle stimulation, therapeutic ultrasound, massage therapy or traction may also be used. As with any health 
care procedure, complications are possible following chiropractic manipulation. Complications could include fractures of bone, muscular strain, 
ligamentous sprain, dislocation of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury, or stroke, could occur upon 
severe injury to arteries of the neck. A minority of patients may notice stiffness or soreness after the first few days of treatment. The ancillary 
procedures could produce skin irritation, or in rare cases burns or other minor complications. The risks of complications due to chiropractic 
treatment rarely occur, about as often as complications are seen from the taking of a single aspirin tablet. The risk of cerebrovascular injury, or 
stroke, has been estimated at one in one million to one in ten million, and can be even further reduced by screening procedures. The probability of 
adverse reaction due to ancillary procedures is also rare.    
 Other treatment options that could be considered may include over-the-counter analgesics, medical care, hospitalization, and surgery. 

______(initial) I have read the explanation above of chiropractic treatment. I have had the opportunity to have any questions answered to my 
satisfaction. I have fully evaluated the risks and benefits of undergoing treatment. I have freely decided to undergo the recommended treatment, 
and hereby give my full consent to treatment.    

The Person Ultimately Responsible for this Account:  

Name: ______________________________________________   Relation: ______________________ SSN: ______________________  

Billing Address: _________________________________________________________ Phone: _________________________________ 

______ (initial) I authorize the release of any medical or other information necessary to process this claim. I also request payment of 
government benefits either to myself or to the party who accepts assignment below. I understand that once insurance has been billed that 
the office is unable to make any adjustments to the amount of my bill. I understand that I am ultimately responsible for knowing the terms of 
my insurance policy.  
 _______ (initial) I authorize assignment of my insurance rights and benefits directly to the provider for any and all services rendered. I fully 
understand I am solely responsible for any balance not paid by my insurance company including but not limited to copayments, 
coinsurance amounts, and deductibles and that these amounts may be due at the time of service. 
_______ (initial) I agree to be treated as a Time-of-Service patient and pay for any, and all services that I may receive while under the care 
of this office. I understand that these services are recommended by the physician providing my care, and that I may refuse to have the 
services performed. All amounts representing services rendered as a time-of-service discount must be paid at the time of service. 

_______ (initial) I understand that it is the policy of this office NOT to bill massage therapy services to specific companies including but not 
limited to Medicare and all Replacement Plans, Aetna, Cigna, United Health Care, UMR, GEHA, UK Healthcare plans, and all Humana 
Commercial plans due to the reimbursement policies of these companies and I may still receive these services at the time-of-service rate. 

_______ (initial)I understand that if this account is not paid when due, and this office should retain an attorney or collection agency, I agree 
to reimburse the collection fees of any collection agency (based on a percentage not to exceed 33 1/3% of the amount due at the time your 
account is placed in collections), all costs and expenses incurred by the collection agency for any collection efforts on my account, including 
reasonable attorney’s fees. This contract shall cover all medical treatment and services until revoked by either party in writing. 

Time of Service Discount Rates 

New Patient Examination           $80.00 
Established Patient Examination $50.00 

Adjustment (1-2)Regions  $30.00 
Adjustment (3-4)Regions $40.00 

X-rays (2) Views               $50.00 
X-rays  (3-4) Views $75.00 

Therapeutic Modalities (e-stim, ultrasound, traction) $20.00 per 15-minute Unit 

_________________________________       ____________________________________________________     _______________ 
Printed name        Signature                                                         Date  

_________________________________       ____________________________________________________     _______________ 
Witness Name          Witness Signature                                                       Date  



PATIENT HISTORY FORM 

Patient Name:  _________________________________________________ Date:  _______________      Ins: ________________ 

DOB: _______________ Height _________      Weight________     Blood Pressure L ________ R_________   MD____________ 

1. Is today's visit the direct result of: □ Auto Accident     □ Workers Compensation Incident   □ Neither
2. Please list your complaints and their location  Rate the intensity of your complaint on a scale of 1-10 

1._____________________________________________
2._____________________________________________
3._____________________________________________
4._____________________________________________

1     2    3    4     5     6     7     8     9   10 
 1     2    3    4     5     6     7     8     9   10 
1     2    3    4     5     6     7     8     9   10 
1     2    3    4     5     6     7     8     9   10 

3. Do you consider these problems to be severe?
o Yes o Yes at times o No

4. How long have you had these problems? ____________
5. How did these problems begin? ____________________________________________________________________________
6. What things relieve your problems? ________________________________________________________________________
7. What things make your problems worse? ____________________________________________________________________
8. How often do you experience your symptoms?

o Constantly (76-100% of the time)
o Occasionally (26-50% of the time)

o Frequently (51-75% of the time)
o Intermittently (1-25% of the time)

9. How would you describe your pain?
o Achy
o Burning
o Diffuse
o Dull

o Electric like
o Numb
o Sharp
o Shooting

o Stabbing
o Stiff
o Tingly
o Other___________

5. How are your symptoms changing with time?   □ Getting Worse □ Staying the Same □ Getting Better
6. What is your occupation? ________________________________________________________________________________
7. What activities do you do at work? ________________________________________________________________________
8. How much has the problem interfered with your work?

o Not at all o A little bit o Moderately o Quite a bit o Extremely
9. What activities do you do outside of work?  ________________________________________________________________
10. How much has the problem interfered with your social and day to day activities?

o Not at all o A little bit o Moderately o Quite a bit o Extremely
11. What concerns you about your problem/What does it prevent you from doing?

______________________________________________________________________________________________________
12. Have you seen a Chiropractor in the past?  __________________________ When? ________________________________



 
13. Who else have you seen for your problem?  

o Primary Physician   
o Orthopedist          

 

o Massage Therapist              
o Neurologist                 

 

o ER Physician 
o Physical Therapist 

 

o No one 
o Other: ________  

14. Have you had X-rays, or an MRI/CT performed for THESE PROBLEMS? _________________________________________  

              WHEN and at WHAT FACILITY? _______________________________________________________________________  
15. How would you rate your overall health?  □ Excellent         □ Very Good         □ Good         □ Fair         □ Poor  
16. What type of exercise do you do?  □ Strenuous            □ Moderate            □ Light            □ None  
17. Do you have any of the following?  □ Pacemaker  □ Defibrillator      □ Cochlear Implant         □ None of these 
18. Are you currently taking any of the following: 

o Blood Thinners o Steroids (current or long term) o Prescription pain medication 
19. Please list any surgical procedures you have had: 

______________________________________________________________________________________________________ 
20. Have you had significant past trauma or accidents?     □ No       □ Yes ` 

Please describe____________________________________________________________________________________  
  Have those problems or complaints resolved?   □ No       □ Yes  
21. For each of the conditions listed below, place a check in the "past" column if you have had the condition in the past.  If 

you presently have a condition listed below, place a check in the "present" column.  
               Past   Present                      Past    Present       Past    Present 

__      __ Headaches 
__      __ Neck Pain 
__      __ Mid/Upper Back Pain 
__      __ Lower Back Pain 
__      __ Shoulder Pain 
__      __Elbow/Upper Arm Pain 
__      __Wrist/Hand Pain 
__      __ Hip/Upper Leg Pain 
__      __ Knee Pain 
__      __ Ankle/Foot Pain 
__      __ Jaw Pain 
__      __ Joint Pain/Stiffness 
__      __ Osteoarthritis 
__      __ Osteoporosis 
__      __ Osteopenia 
__      __ Rheumatoid Arthritis 

__      __ Tumor 
__      __ Cancer 
__      __ Asthma 
__      __ Allergies 
__      __ Chronic Sinusitis 
__      __ High Blood Pressure 
__      __ Heart Attack 
__      __ Stroke 
__      __ Angina 
__      __ Kidney Stones 
__      __ UTI/Disorder 
__      __ Loss of Bowel/Bladder Control 
__      __ Prostate Disorder 
__      __ Abnormal Weight Loss/Gain 
__      __ Ulcer 
__      __ Hepatitis (Type ___) 

__      __ Liver/Gall Bladder Disorder 
__      __ General Fatigue 
__      __ Muscular Incoordination 
__      __ Visual Disturbance 
__      __ Dizziness 
__      __ Diabetes 
__      __ Excessive Thirst 
__      __ Frequent Urination 
__      __ Tobacco Use  
__      __ Drug/Alcohol Dependence 
__      __ Depression 
__      __ Systemic Lupus 
__      __ Epilepsy 
__      __ Dermatitis/Rash 
__      __ HIV/AIDS 
__      __ Other________________

FOR FEMALES:  

22. Are you presently pregnant or trying to become pregnant? 
o No 
o Yes (If Yes-   Date LMP___________ and/or Due Date__________) 

 
23. Anything else pertinent to your visit today? _____________________________________________________________________  
24. How did you hear about our office? _____________________________________________________________________________________________  
   
Patient Signature_______________________________________________________________   Date: __________________________  



NECK DISABILITY INDEX 
 
Name: ____________________________________ Date: ______________ Height: _________ Weight: _________ BP (L): ________ 
                     
Score_____/50      Score %________                    BP (R): ________ 

 
This questionnaire helps us to understand how much your neck pain has affected your ability to perform everyday activities. 

Please check the one box in each section that most clearly describes your problem right now. 
 
SECTION 1 – Pain Intensity     
o I have no pain at the moment.      
o The pain is very mild at the moment.     
o The pain is moderate at the moment.       
o The pain is fairly severe at the moment.           
o The pain is very severe at the moment.     
o The pain is the worst imaginable at the moment.  

  
 
SECTION 2 – Personal Care (Washing, Dressing, etc.)  
o I can look after myself normally without causing extra pain. 
o I can look after myself normally, but it causes extra pain. 
o It is painful to look after myself and I am slow and careful.   
o I need some help but manage most of my personal care. 
o I need help every day with most aspects of self-care. 
o I do not get dressed, I wash with difficulty and stay in bed. 
        
SECTION 3 – Lifting       
o I can lift heavy weights without extra pain. 
o I can lift heavy weights, but it causes extra pain. 
o Pain prevents me from lifting heavy weights off the floor, 

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

manage light to medium weights if they are conveniently 
positioned. 

o I can lift very light weights. 
o I cannot lift or carry anything at all.           
        
SECTION 4 –Work       
o I can do as much work as I want to. 
o I can only do my usual work, but no more. 
o I can do most of my usual work, but no more.   
o I cannot do my usual work.     
o I can hardly do any work at all. 
o I cannot do any work at all. 
 
SECTION 5 – Headaches     
o I have no headaches at all.      
o I have slight headaches that come infrequently.                
o I have moderate headaches that come infrequently.   
o I have moderate headaches that come frequently. 
o I have severe headaches that come frequently.    
o I have headaches almost all the time. 

 
SECTION 6—Concentration 
o I can concentrate fully without difficulty. 
o I can concentrate fully with slight difficulty. 
o I have a fair degree of difficulty concentrating. 
o I have a lot of difficulty concentrating. 
o I have a great deal of difficulty concentrating. 
o I cannot concentrate at all.  
 
SECTION 7—Sleeping 
o I have no trouble sleeping. 
o My sleep is disturbed for less than 1 hour. 
o My sleep is disturbed for up to 1-2 hours. 
o My sleep is disturbed for up to 2-3 hours. 
o My sleep is disturbed for up to 3-5 hours. 
o My sleep is disturbed for up to 5-7 hours.  
 
SECTION 8—Driving 
o I can drive my car without neck pain. 
o I can drive as long as I want with slight neck pain. 
o I can drive as long as I want with moderate neck pain. 
o I can’t drive as long as I want because of moderate neck   

pain. 
o I can hardly drive at all because of severe neck pain. 
o I can’t drive my car at all because of neck pain. 
 
SECTION 9—Reading 
o I can read as much as I want with no neck pain. 
o I can read as much as I want with slight neck pain. 
o I can read as much as I want with moderate neck pain. 
o I can’t read as much as I want because of moderate neck 

pain. 
o I can’t read as much as I want because of severe neck pain. 
o I can’t read at all due to neck pain. 
 
SECTION 10—Recreation 
o I have no neck pain during all recreational activities. 
o I have some neck pain during all recreational activities. 
o I have some neck pain during a few recreational activities. 
o I have neck pain with most recreational activities. 
o I can hardly do recreational activities due to neck pain. 
o I can’t do any recreational activities due to neck pain. 

           
          
                     
                                
         
 
 
From Vernon H, Minor S. JMPT 1991; 14(7):409-415 
 
  



REVISED OSWESTRY INDEX (Low Back) 
 
Name: ____________________________________ Date: ______________ Height: _________ Weight: _________ BP (L): ________ 
                     
Score_____/50      Score %________                    BP (R): ________ 

 
This questionnaire helps us to understand how much your low back pain has affected your ability to perform everyday activities. 

Please check the one box in each section that most clearly describes your problem right now. 
 
 
SECTION 1 – Pain Intensity 
o The pain comes and goes and is very mild.  
o The pain is mild and does not vary much. 
o The pain comes and goes and is moderately increasing. 
o The pain is moderate and does not vary much. 
o The pain comes and goes and is severe. 
o The pain is severe and does not vary much. 
      
SECTION 2 – Personal Care (Washing, Dressing, etc.)  
o I would not have to change my way of washing or dressing 

to avoid pain. 
o I do not normally change my way of washing or dressing 

even though it causes some pain. 
o Washing and dressing increase the pain, but I manage not to 

change my way of doing it. 
o Washing and dressing increase the pain and I find it 

necessary to change my way of doing it.    
o Because of the pain, I am unable to do some washing and 

dressing without help.     
o Because of the pain, I am unable to do any washing and 

dressing without help. 
 
SECTION 3 – Lifting 
o I can lift heavy weights without extra pain. 
o I can lift heavy weights, but it causes extra pain. 
o Pain prevents me from lifting heavy weights off the floor.  
o Pain prevents me from lifting heavy weights off the floor, 

but I can manage if they are conveniently positioned (e.g., 
on a table). 

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

o I can only lift very light weights at the most. 
 
SECTION 4 – Walking 
o I have no pain from walking. 
o I have some pain from walking, but it does not increase with 

distance. 
o I cannot walk more than one mile without increasing pain. 
o I cannot walk more than ½ mile without increasing pain. 
o I cannot walk more than ¼ mile without increasing pain. 
o I cannot walk at all without increasing pain. 
       
SECTION 5 – Sitting 
o I can sit in any chair as long as I like without pain. 
o I can sit only in my favorite chair as long as I like. 
o Pain prevents me from sitting for more than 1 hour. 
o Pain prevents me from sitting for more than ½ hour. 
o Pain prevents me from sitting for more than 10 minutes. 
o I avoid sitting because it increases pain immediately. 
 
 

SECTION 6—Standing 
o I can stand as long as I want without pain. 
o I have some pain on standing but it does not increase with 

time. 
o I cannot stand for longer than one hour without increasing 

pain. 
o I cannot stand for longer than ½ hour without increasing 

pain. 
o I cannot stand for longer than 10 minutes without increasing 

pain. 
o I avoid standing because it increases the pain immediately. 
 
SECTION 7—Sleeping 
o I get no pain while lying in bed or sleeping. 
o I get pain while lying in bed, but it doesn’t prevent me from 

sleeping well. 
o Because of pain my normal nights sleep is reduced by less 

than ¼. 
o Because of pain my normal nights sleep is reduced by less 

than ½. 
o Because of pain my normal nights sleep is reduced by less 

than ¾. 
o Pain prevents me from sleeping at all. 
 
SECTION 8—Social Life 
o My social life is normal and gives me no pain. 
o My social life is normal but increases the degree of my pain. 
o Pain has no significant effect on my social life apart from 

limiting my more energetic interests, e.g., dancing, etc. 
o Pain has restricted my social life to my home. 
o I have hardly any social life because of the pain. 
 
SECTION 9—Travel 
o I get no pain while traveling. 
o I get some pain while traveling, but none of my usual forms 

of travel make it any worse. 
o I get extra pain while traveling, but it does not compel me to 

seek alternative forms of travel. 
o I get extra pain while traveling, which compels me to seek 

alternative forms of travel. 
o Pain restricts all forms of travel. 
o Pain prevents all forms of travel except that done lying 

down. 
 
SECTION 10—Changing degree of pain 
o My pain is rapidly getting better. 
o My pain fluctuates, but overall is getting better. 
o My pain seems to be getting better, but slowly. 
o My pain is neither getting better nor worse. 
o My pain is gradually worsening. 
o My pain is rapidly worsening. 

 
 
From Vernon H, Minor S. JMPT 1991; 14(7):409-415 
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