
PATIENTUPDATE
Patient Name BirthDate
Address
City State Zip
Phone (H) Phone (C) Phone(W)
Email Address
Marital Status Spouse̓sName Children □ yes □ no
EmergencyContact Phone
Employer Phone

□ CHECKHEREifyoudoNOThave insurancethat coverschiropractic services
Insurance Company
Policy # Group#
Pleasefill outthe informationbelowifyouareNOTtheprimaryinsuranceholder
Nameof Primary Birth Date
Primaryʼs relationshipto you Primaryʼs Phone #
Primary̓ s Address
City State Zip
Primary̓ s Employer Employer̓ s Phone
DoyouhaveaSecondaryInsurance□ yes □ no
SecondaryPolicy # Secondary Group #
Pleaseprovideourstaffwithyourinsurancecard(s)sothey cantakeaphotocopy

INFORMED CONSENT
By signingbelow, I do hereby give myconsent to the performance of conservative noninvasive

chiropractic treatment to the joints and soft tissues.I understandthat the proceduresmayconsistof
manipulations/adjustmentsinvolvingmovementof the jointsandsoft tissues. Physical therapy and
exercisesmayalsobeused. Althoughspinalmanipulation/adjustment isconsidered to beone of the

safest, mosteffective formsof therapy for musculoskeletalproblems,I am aware that there are possible
risksand complications associated with these procedures as follows; Soreness, dizziness,fractures/joint
injury, strokeandphysicaltherapy burns. I understandthe probability of anyof these risksoccurringis
rare andthat tests will be performedon meto minimizethe risk of anycomplicationfrom treatment

andI freely assumethese risks. I amaware that reasonablealternatives to chiropractic proceduresare
available to me includingrest, homeapplications of therapy, prescription or over-the-counter

medications,exercises,andpossiblesurgery. I alsounderstandthat there are beneficial effects
associated with chiropractic treatment proceduresincludingdecreased pain, improvedmobility and

function, andreducedmusclespasm.However, I appreciate there is nocertainty that I will achieve these
benefits. I agreeto the performanceof these proceduresbymydoctor andsuchother person(s)of the
doctor̓ schoosing. I have read or have hadread to methe aboveexplanationofchiropractic treatment.
Any questionI have had regardingthese procedures have been answered to my satisfaction PRIOR TO

MY SIGNING THIS CONSENTFORM. I have mademydecision voluntarily andfreely
Patient Signature Date
Staff Signature Date
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DATE
Patient Name Birth Date

HISTORYOFPRESENT COMPLAINT
Is your present complaintdue to any ofthe following;
□ AutoAccident□WorkInjury□ PersonalInjury□ Other______________________________________
Duringthe past 12months,have you had any of the following;
□ Accidents□ Falls□ Injuries□ Surgeries□ Hospitalizations□ New Diagnosis□ Major LifeEvent
Please describe yourcurrent complaint/concern

When didit start?
What Caused/Provokedit?
Describe the LOCATIONofyour complaint andmarkthe diagram→

Describequality of yourcomplaint.(What doesit feel like?)

□Ache □Sore □Tight□Burning□Pinch □Stab □Sting□Stiff
□Constricted □Cramping□Numb □Tingling□Throbbing

Do/Areyour pain/symptom(s) □ Localized/Stayin onespot □ Radiate/Travel □ Generalized/Regional
Is/Arethe pain/symptomsgetting □Better □Worse □Not changing
Howsevere is/areyourpain/symptoms?
□ Minimal (NOimpairment)
□ Slight (someimpairment)
□Moderate (ADLsdifficult/painful)
□Marked (precludeactivity)

Howfrequent is/areyourpain/symptoms?
□ Intermittent (0-25%)
□ Occasional (25-50%)
□ Frequent (50-75%)
□ Constant (75-100%)

What makesthe pain/symptomsBETTER
What makesthe pain/symptomsWORSE
What activities of daily living does/dothe pain/symptomsmakedifficult or keep you fromdoing.
Be specific if possible

□None □Self Care□ Work □ChildCare□HouseWork □ YardWork □Exercise□Recreation □Social Life
Patient Signature Date
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