
NEW PATIENT INFORMATION 

Name____________________________         Date_____/______/______  

Birthdate____/____/____            Age_____ 

Address__________________________________________________________  

City____________________________ State______ Zip_________  

Primary Phone # (  )___________________________  

Primary Email__________________________________  

Occupation____________________ Employer___________________________  

____Male ____Female ____Single ____Married ____Divorced ____Widowed  

Name of Spouse/Partner____________________________________________  

Names of Kids____________________________________________________  

Reason for consulting our office?_____________________________________  

Referred by______________________________________________________  

Please check the following items that apply to you:  

____Present Smoker    ____Alcohol Use   ____Car Accidents  
____High Personal Stress   ____Stand a lot    ____No Exercise  
____Hard Falls     ____Former Smoker   ____Surgeries   
____Work Injury    ____Sit a lot    ____Poor Sleep  
____Flat Feet     ____Broken Bones   ____OTC/Prescription Meds 
____Play Sports   ____High Job Stress   ____Drive a lot   
____Poor/Inadequate Diet   ____Stitches   ____Use Orthotics/Heel Lifts  



Addressing the issues that brought you to our office:  

Chief Complaint(s)___________________________________________________________  

How has this affected your life?_________________________________________________ 

___________________________________________________________________________ 

Did you have an injury?____Yes____No  

If yes, please explain:_________________________________________________________ 

How long have you had this problem?____________________________________________  

Other doctors/treatments you've tried for this problem:_______________________________ 

___________________________________________________________________________ 

Have you been under chiropractic care in the past?____Yes____No  

Please check all recurring or severe symptoms you have ever had, even if they do not seem related 
to your current problem(s):  

____Headaches/Migraines  ____Recurring Infection   ____Back Stiffness  
____Loss of Taste   ____Numbness in Fingers   ____Numbness in Toes 
____Fatigue    ____Cold Hands    ____Cold Feet   
____Cold Sweats   ____Heartburn/Reflux    ____Ulcers   
____Pins/Needles in Legs/Feet   ____Infertility/Impotence/Miscarriage  ____Buzzing/Ringing in Ears 
____Numbness in Toes   ____Pins/Needles in Arms/Hands ____Sinus Problems/Allergies 
____Tension/Stress   ____Irritability/Mood Swings   ____Shortness of Breath  
____Light Bothers Eyes  ____High Blood Pressure   ____Loss of Smell 
____Loss of Balance   ____Dizziness/Vertigo    ____Nervousness/Anxiety 
____Upset Stomach   ____Neck Stiffness/Pain   ____Depression   
____Foot Problems   ____Hot Flashes    ____Dry Eyes  
____Menopause   ____Jaw/TMJ Problems      
____Pre-Menstrual Syndrome (PMS)        
____Other (Please explain):____________________________________________________  

Family Health Profile – In our office, we are not only interested in your health & well being, but also 
that of your family and loved ones. Please mention below any health conditions or concerns you may 
have about your:  

Children_____________________________ Spouse________________________________  

Parents______________________________ Siblings________________________________  

I hereby certify that the statements and answers given on this form are accurate to the best of my 
recollection and knowledge.  

Signature_______________________________________ Date_______________________  



Terms of Acceptance / Informed Consent  

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

Chiropractic has only one goal: to eliminate misalignments within the spinal column, called 
vertebral subluxations, which interfere with the function of one or more systems of the body. It is 
important that each patient understand both the objective and the method that will be used to attain our 
goal. This will prevent any confusion or disappointment.  

Chiropractic Adjustment: the specific application of forces to facilitate the body’s correction of 
vertebral subluxation. our chiropractic method of correction is gentle, specific adjustments of the spinal 
vertebrae.  

Health: a state of optimal physical, mental, and social well-being, not merely the absence of disease of 
infirmity.  

Vertebral Subluxation: a misalignment of one of the top two vertebrae in the spinal column which 
causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a 
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 analysis we encounter non-chiropractic or unusual findings, we 
will advise you. If you desire advice, diagnosis, treatment for those findings, we will recommend that you 
seek 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 treatment 
prescribed by others.  

OUR ONLY PRACTICE OBJECTIVE is to eliminate major interference to the expression of 
optimal bodily function as it relates to health. Our only method is specific adjusting to correct 
vertebral subluxations.  

Risks: As with any healthcare procedure, there are certain complications, which may arise during 
chiropractic adjustments (manipulations). These complications include but are not limited to: fractures, 
disc injuries, dislocations, muscle strain, cervical myelopathy, costovertebral strains and separations, 
bruising and burns. Some types of chiropractic adjustments of the neck have been associated with injuries 
to the arteries in the neck leading to or contributing to serious complications including stroke. Some 
patients will feel some stiffness and soreness following the first few days of treatment.  

The doctor will make every reasonable effort during the examination to screen for contraindications to 
care: however if you have a condition that would otherwise not come to the doctor’s attention it is your 
responsibility to inform the doctor.  

The Probability of Those Risks Occurring: Fractures are rare occurrences and generally result from 
some underlying weakness of the bone which will be checked during your history intake and initial 
chiropractic analysis (physical examination). Strokes have been the subject of tremendous disagreement. 
The incidence of a stroke is exceedingly rare and is estimated to occur between 1/1,000,000 to 
1/5,000,000 neck adjustments. The other complications listed are also considered rather rare.  

Release of Health Information: The undersigned authorizes the release of protected health information 
as deemed appropriate by the doctor concerning the physical condition to any third party for the 
following, but not limited to insurance payment, worker’s compensation, emergencies, public health, 
judicial and administrative proceedings, law enforcement, public safety, and changes of ownership. The 



undersigned also agrees for the doctor to obtain all records including, but not limited to all chart entries, 
diagnoses, test results, and reports for the same purpose(s).  

I, _________________________________________________ have read and fully understand these statements.   
   (Print Name)  

I, therefore, accept chiropractic care on this basis.  

_______________________________________________    ______________________   
            Signature                 Date  

CONSENT TO EVALUATE AND ADJUST A MINOR CHILD  

I, _____________________________, the parent or legal guardian of ____________________________, 
have read and fully understand the above terms of acceptance and hereby grant permission for my child to 
receive a Chiropractic analysis and obtain future Chiropractic adjustments if vertebral subluxation is 
found.  

FOR MEDICARE PATIENTS ONLY 

Beneficiary Name_____________________________________________ 

Medicare Beneficiary ID Number_________________________________ 

I request that payment of authorized Medicare benefits be made either to me or on my behalf to the name 
of provider of service and (or) supplier for any services furnished to me by that provider of service and 
(or) supplier. 

I authorize any holder of medical information about me to release to the Centers for Medicare and 
Medicaid Services and its agents any information needed to determine these benefits or the benefits 
payable for related service. 

___________________________________________________  ____________________ 
  Beneficiary signature        Date 



HIPAA PRIVACY NOTICE 

PLEASE REVIEW THIS NOTICE CAREFULLY. IT DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED AND 
DISCLOSED AND HOW YOU MAY GAIN ACCESS TO THAT INFORMATION. 

POLICY STATEMENT 

This Practice is committed to maintaining the privacy of your protected health information (“PHI”), which includes information about your 
medical condition and the care and treatment you receive from the Practice and other health care providers. This Notice details how your PHI 
may be used and disclosed to third parties for purposes of your care, payment for your care, health care operations of the Practice, and for other 
purposes permitted or required by law. This Notice also details your rights regarding your PHI. 

USE OR DISCLOSURE OF PHI 

The Practice may use and/or disclose your PHI for purposes related to your care, payment for your care, and health care operations of the 
Practice. The following are examples of the types of uses and/or disclosures of your PHI that may occur. These examples are not meant to include 
all possible types of use and/or disclosure. 

Care – In order to provide care to you, the Practice will provide your PHI to those health care professionals directly involved in your care so they 
may understand your medical condition and needs and provide advice or treatment. For example, your physician may need to know how your 
condition is responding to the treatment provided by the Practice. 

Payment – In order to get paid for some or all of the health care provided by the Practice, the Practice may provide your PHI, directly or through 
a billing service, to appropriate third party payers, pursuant to their billing and payment requirements. For example, the Practice may need to 
provide your health insurance carrier with information about health care services you received from the Practice so the Practice may be properly 
reimbursed. 

Health Care Operations – In order for the Practice to operate in accordance with applicable law and insurance requirements and in order for the 
Practice to provide quality and efficient care, it may be necessary for the Practice to compile, use and/or disclose your PHI. For example, the 
Practice may use your PHI in order to evaluate the performance of the Practice’s personnel in providing care to you. 

AUTHORIZATION NOT REQUIRED 

The Practice may use and/or disclose your PHI, without a written Authorization from you, in the following instances:  

1. De-identified Information – Your PHI is altered so that it does not identify you and, even without your name, cannot be used to 
identify you.  

2. Business Associate – To a business associate, who is someone the Practice contracts with to provide a service necessary for your 
treatment, payment for your treatment and/or health care operations (e.g., billing service or transcription service). The Practice will 
obtain satisfactory written assurance, in accordance with applicable law, that the business associate will appropriately safeguard your 
PHI.  

3. Personal Representative – To a person who, under applicable law, has the authority to represent you in making decisions related to 
your health care.  

4. Public Health Activities – Such activities include, for example, information collected by a public health authority, as authorized by 
law, to prevent or control disease, injury or disability. This includes reports of child abuse or neglect.  

5. Federal Drug Administration – If required by the Food and Drug Administration to report adverse events, product defects, problems, 
biological product deviations, or to track products, enable product recalls, repairs or replacements, or to conduct post marketing 
surveillance.  

6. Abuse, Neglect or Domestic Violence – To a government authority, if the Practice is required by law to make such disclosure. If the 
Practice is authorized by law to make such a disclosure, it will do so if it believes the disclosure is necessary to prevent serious harm 
or if the Practice believes you have been the victim of abuse, neglect or domestic violence. Any such disclosure will be made in 
accordance with the requirements of law, which may also involve notice to you of the disclosure.  

7. Health Oversight Activities – Such activities, which must be required by law, involve government agencies involved in oversight 
activities that relate to the health care system, government benefit programs, government regulatory programs and civil rights law. 
Those activities include, for example, criminal investigations, audits, disciplinary actions, or general oversight activities relating to the 
community’s health care system.  

8. Judicial and Administrative Proceeding – For example, the Practice may be required to disclose your PHI in response to a court order 
or a lawfully issued subpoena.  



9. Law Enforcement Purposes – In certain instances, your PHI may have to be disclosed to a law enforcement official for law 
enforcement purposes. Law enforcement purposes include: (1) complying with a legal process (i.e., subpoena) or as required by law; 
(2) information for identification and location purposes (e.g., suspect or missing person); (3) information regarding a person who is or 
is suspected to be a crime victim; (4) in situations where the death of an individual may have resulted from criminal conduct; (5) in the 
event of a crime occurring on the premises of the Practice; and (6) a medical emergency (not on the Practice’s premises) has occurred, 
and it appears that a crime has occurred.  

10. Coroner or Medical Examiner – The Practice may disclose your PHI to a coroner or medical examiner for the purpose of identifying 
you or determining your cause of death, or to a funeral director as permitted by law and as necessary to carry out its duties.  

11. Organ, Eye or Tissue Donation – If you are an organ donor, the Practice may disclose your PHI to the entity to whom you have agreed 
to donate your organs.  

12. Research – If the Practice is involved in research activities, your PHI may be used, but such use is subject to numerous governmental 
requirements intended to protect the privacy of your PHI such as approval of the research by an institutional review board, the de-
identification of your PHI before it is used, and the requirement that protocols must be followed.  

13. Avert a Threat to Health or Safety – The Practice may disclose your PHI if it believes that such disclosure is necessary to prevent or 
lessen a serious and imminent threat to the health or safety of a person or the public and the disclosure is to an individual who is 
reasonably able to prevent or lessen the threat.  

14. Specialized Government Functions – When the appropriate conditions apply, the Practice may use PHI of individuals who are Armed 
Forces personnel: (1) for activities deemed necessary by appropriate military command authorities; (2) for the purpose of a 
determination by the Department of Veteran Affairs of eligibility for benefits; or (3) to a foreign military authority if you are a member 
of that foreign military service. The Practice may also disclose your PHI to authorized federal officials for conducting national 
security and intelligence activities including the provision of protective services to the President or others legally authorized.  

15. Inmates – The Practice may disclose your PHI to a correctional institution or a law enforcement official if you are an inmate of that 
correctional facility and your PHI is necessary to provide care and treatment to you or is necessary for the health and safety of other 
individuals or inmates.  

16. Workers’ Compensation – If you are involved in a Workers’ Compensation claim, the Practice may be required to disclose your PHI to 
an individual or entity that is part of the Workers’ Compensation system.  

17. Disaster Relief Efforts – The Practice may use or disclose your PHI to a public or private entity authorized to assist in disaster relief 
efforts.  

18. Required by Law – If otherwise required by law, but such use or disclosure will be made in compliance with the law and limited to the 
requirements of the law.  

AUTHORIZATION 

Uses and/or disclosures, other than those described above, will be made only with your written Authorization, which you may revoke at any time. 

APPOINTMENT REMINDER 

The Practice may, from time to time, contact you to provide appointment reminders. The reminder may be in the form of a letter or postcard. The 
Practice will try to minimize the amount of information contained in the reminder. The Practice may also contact you by email or by phone and, if 
you are not available, the Practice will leave a message for you. 

TREATMENT ALTERNATIVES/BENEFITS 

The Practice may, from time to time, contact you about treatment alternatives it offers, or other health benefits or services that may be of interest 
to you.  

YOUR RIGHTS

You have the right to: 

• Revoke any Authorization, in writing, at any time. To request a revocation, you must submit a written request to the Practice’s Privacy Officer. 

• Request restrictions on certain use and/or disclosure of your PHI as provided by law. However, the Practice is not obligated to agree to any 
requested restrictions. To request restrictions, you must submit a written request to the Practice’s Privacy Officer. In your written request, you 
must inform the Practice of what information you want to limit, whether you want to limit the Practice’s use or disclosure, or both, and to 
whom you want the limits to apply. If the Practice agrees to your request, the Practice will comply with your request unless the information is 
needed in order to provide you with emergency treatment. 



• Receive confidential communications of PHI by alternative means or at alternative locations. You must make your request in writing to the 
Practice’s Privacy Officer. The Practice will accommodate all reasonable requests. 

• Inspect and copy your PHI as provided by law. To inspect and copy your PHI, you must submit a written request to the Practice’s Privacy 
Officer. In certain situations that are defined by law, the Practice may deny your request, but you will have the right to have the denial 
reviewed. The Practice may charge you a fee for the cost of copying, mailing or other supplies associated with your request. 

• Amend your PHI as provided by law. To request an amendment, you must submit a written request to the Practice’s Privacy Officer. You must 
provide a reason that supports your request. The Practice may deny your request if it is not in writing, if you do not provide a reason in 
support of your request, if the information to be amended was not created by the Practice (unless the individual or entity that created the 
information is no longer available), if the information is not part of your PHI maintained by the Practice, if the information is not part of the 
information you would be permitted to inspect and copy, and/or if the information is accurate and complete. If you disagree with the Practice’s 
denial, you have the right to submit a written statement of disagreement. 

• Receive an accounting of non-routine disclosures of your PHI as provided by law. To request an accounting, you must submit a written request 
to the Practice’s Privacy Officer. The request must state a time period which may not be longer than six years and may not include the dates 
before April 14, 2003. The request should indicate in what form you want the list (such as a paper or electronic copy). The first list you 
request within a 12 month period will be free, but the Practice may charge you for the cost of providing additional lists in that same 12 month 
period. The Practice will notify you of the costs involved and you can decide to withdraw or modify your request before any costs are 
incurred. 

• Receive a paper copy of this Privacy Notice from the Practice upon request.  
To file a complaint with the Practice, please contact the Practice’s Privacy Officer. All complaints must be in writing. 

• If your complaint is not satisfactorily resolved, you may file a complaint with the Secretary of Health and Human Services, Office for Civil 
Rights. Our Privacy Officer will furnish you with the address upon request. 

To obtain more information, or have your questions about your rights answered, please contact the Practice’s Privacy Officer. 

PRACTICE’S REQUIREMENTS 

The health care office: 

• Is required by law to maintain the privacy of your PHI and to provide you with this Privacy Notice upon request. 

• Is required to abide by the terms of this Privacy Notice. 

• Reserves the right to change the terms of this Privacy Notice and to make the new Privacy Notice provisions 

• effective for all of your PHI that it maintains. Will not retaliate against you for making a complaint. 

• Must make a good faith effort to obtain from you an acknowledgement of receipt of this Notice. 

• Will post this Privacy Notice in its lobby and on the Practice’s web site, if the Practice maintains a web site. 

I, ______________________________________, hereby acknowledge that I have read the aforementioned information contained in this HIPAA 
Privacy Notice and understand my rights as they pertain to my PHI. 

_____________________________________________    _____________________ 
  Signature            Date 
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