Chiropractic Case History/Patient Information

Date: _______________			Doctor: __________________________
Name: __________________________________
Social Security #: __________   Home Phone: ___________   Cellphone:  ___________
Address: _____________________________________________ City: ________________ State: ___ Zip: ______
E-mail address: ______________________________  Fax #: ____________________
Age: ____   Date of Birth: ___________   Marital Status:   M   S   W   D
Occupation: _____________________________ Employer: ___________________________________________
Employer's Address: _________________________________________________ Office Phone: ______________
Spouse’s Name: ___________________________________ Spouse’s Occupation: ________________________
Spouse’s Employer: __________________________________________
How many children? ____  Names and Ages of Children: ______________________________________________
Name of Emergency Contact: _______________________       Phone: _____________
How were you referred to our office? ______________________________________________________________
Family Medical Doctor: _________________________________________________________________________
When doctors work together it benefits you. May we have your permission to update your medical doctor regarding your care at this office?    ☐ Yes    ☐ No    
HISTORY OF PRESENT ILLNESS:
Chief complaint/Purpose of this appointment: _______________________________________________________
Date symptoms appeared or accident happened: ____________________________________________________
Is this due to:  Auto _____   Work _____   Other __________________________________
Have you ever had the same or a similar condition?     ☐ Yes    ☐ No    
If yes, when and describe: ______________________________________________________________________
Days lost from work: ________ Date of last physical examination: _______________________________________
PAST MEDICAL HISTORY:
Have you ever been diagnosed as having or have suffered from? (Place a check mark by conditions that apply to you):
	☐ Broken or Fractured Bones
	☐ Osteoarthritis
	☐ Eating Disorder

	☐ Circulatory Problems
	☐ Epilepsy
	☐ Alcoholism

	☐ Rheumatoid Arthritis
	☐ Pacemaker
	☐ Drug Addiction

	☐ Seizures/Convulsions
	☐ Strokes
	☐ HIV Positive

	☐ A Congenital Disease
	☐ Cancer
	☐ Gall Bladder

	☐ Excessive Bleeding
	☐ Ruptures
	☐ Depression

	☐ High/Low Blood Pressure
	☐ Coughing Blood
	☐ Ulcers

	☐ Diabetes
	☐ Migraine
	☐ Heart Disease

	☐ Kidney Disease
	
	


Do you have a history of stroke or hypertension?     ☐ Yes    ☐ No    
Have you had any major illnesses, injuries, falls, auto accidents or surgeries? (include dates) (Women, please include information about childbirth): _____________________________________________________________________
____________________________________________________________________________________________
Have you been treated for any health condition by a physician in the last year?     ☐ Yes    ☐ No    
If yes, describe: ______________________________________________________________________________
What medications or drugs are you taking? _________________________________________________________
Do you have any allergies to any medications?      ☐ Yes    ☐ No    
If yes, describe: ______________________________________________________________________________
Do you have any allergies of any kind?      ☐ Yes    ☐ No    
If yes, describe: ______________________________________________________________________________
Please list any other health problems you have, no matter how insignificant they may be: ____________________________________________________________________________________________
SOCIAL HISTORY:
Do you drink alcoholic beverages?____ If so, how much per week? ________________
Do you use any tobacco products? ____ Do you smoke? ____ If so, packs/day: ______ Have you ever smoked?__
Do you take vitamin supplements? ____ If so, please list: ______________________________________________
Do you consume caffeine? ____ If so, how much per day: _______________________
Do you exercise? _____ If yes, what is the frequency and type of exercise? _______________________________
What are your hobbies? ________________________________________________________________________
What percentage of time during the day (at home or at your job away from home) do you spend:
lifting ______   sitting ______   bending ______   working at a computer ______
FAMILY HISTORY:
Parents:
Father: Living ☐    Deceased ☐  Current age if still living: ____ Cause of death and age at death if deceased: ____________________________________________________________________________________________
Mother: Living ☐    Deceased ☐  Current age if still living: ____ Cause of death and age at death if deceased: ____________________________________________________________________________________________
Check if applicable to you:  ☐ Yes   As an adopted child, little is known of my birth parents or family.
Do you have any family members who suffer from the same condition(s) you do? If so, please list: ____________________________________________________________________________________________
FAMILY DISEASES (check if applicable and indicate whether family member is Father, Mother, Sister, Brother):
	☐ Tuberculosis ___
	☐ Cancer ___
	☐ Mental Illness ___

	☐ Diabetes ___
	☐ Asthma ___
	☐ Heart Disease ___

	☐ Stroke ___
	☐ Kidney Disease ___
	☐ Lung Disease ___

	☐ Arthritis ___
	☐ Liver Disease ___
	☐ Other: __________________


Please check any and all insurance coverage that may be applicable in this case:
☐ Major Medical     ☐ Worker's Compensation     ☐ Medicaid     ☐ Medicare     ☐ Auto Accident
☐ Medical Savings Account & Flex Plans     ☐ Other
Name of Primary Insurance Company: _____________________________________________________________
Name of Secondary Insurance Company (if any): _____________________________________________________

AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or chiropractic office. I authorize the doctor to release all information necessary to communicate with personal physicians and other healthcare providers and payors and to secure the payment of benefits. I understand that I am responsible for all costs of chiropractic care, regardless of insurance coverage. I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for professional services will be immediately due and payable.

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for the purpose of treatment, payment, healthcare operations, and coordination of care. We want you to know how your Patient Health Information is going to be used in this office and your rights concerning those records. If you would like to have a more detailed account of our policies and procedures concerning the privacy of your Patient Health Information, we encourage you to read the HIPAA NOTICE that is available to you at the front desk before signing this consent. If there is anyone you do not want to receive your medical records, please inform our office.

Patient's Signature: _______________________________________________________ Date: _______________

Guardian's Signature Authorizing Care: ________________________________________ Date: _______________
(if applicable) 


Consent for Chiropractic Treatment

Chiropractic examination and therapeutic procedures (including spinal adjustments, ultrasound, heat application, electrotherapy and manual muscle therapy) are considered safe and effective methods of care. Occasionally, however, complications may arise. Any procedure intended to help may have complications. While the chances of experiencing complications are small, it is the practice of this clinic to inform our patients about them. Side effects include but are not limited to, soreness, inflammation, soft tissue injury, dizziness, burns, and temporary worsening of symptoms. More serious complications are extremely rare and their association with spinal adjustments (manipulation) is debated. These complications include injury to the arteries in the neck which may be associated with stroke and serious neurologic impairment, injuries to the spinal discs, and spinal fractures. Serious complications are estimated to be in range of .5-2 incidents per million adjustments for adjustments of the neck, and 1 per million for adjustments of the lower back. Additional information on side-effects, complications and effectiveness of spinal adjustments is available upon request.

I have read and understand the above statements regarding treatment side-effects. I also understand that there is no guarantee or warranty for a specific cure or result. ·

Patient Signature: ________________________________________________________ Date: ________________

Guardian's Signature Authorizing Care: ________________________________________ Date: _______________
(if applicable) 

Consent for Massage Therapy

I __________________________________ (Please print Name) understand the following:

· A massage therapist does not diagnose illness or disease, or any other disorder.
· Massage therapy is not a substitute for Medical Examination or medical care, and it is recommended that I currently work with my primary caregiver for any condition I may have.
· The relationship between the client and the therapist is a confidential one and all information provided to the therapist will be kept confidential.
· My body will be draped at all times for comfort, security and warmth.
· I have the right to request and require that any procedure or technique be modified, changed or stopped.
· I have the right to have any part of my body not massaged (please let the therapist know).
· The massage therapist is a licensed professional and has the right to terminate the session under the circumstances where I use unwanted, harmful or offensive language or behavior.
· I have stated all my known physical conditions, medical conditions, and medications. I will keep my massage therapist updated on any changes.
· I will inform the therapist of any discomfort, so the application of pressure or strokes may be adjusted accordingly to fit my level of comfort.
· By signing this form, I also give consent for future sessions. I have read this form and hereby freely give my permission to be massaged.

If a minor, I have been informed in the presence of my guardian.

Patient Signature: ________________________________________________________ Date: ________________

Guardian's Signature Authorizing Care: ________________________________________ Date: _______________
(if applicable) 

Therapist Signature: _______________________________________________________ Date:_______________

Are You at Risk?

Please complete all questions below.

1.	Have you recently traveled to an area with known local spread of COVID-19?
      ☐ Yes    ☐ No    

2.	Have you come into close contact (within 6 feet) with someone who has a laboratory confirmed COVID-19 diagnosis in the past 14 days? ·
      ☐ Yes    ☐ No    

3.	Do you have a fever (greater than 100.4 F or 38.0 C) OR symptoms of lower respiratory illness such as cough, shortness of breath, difficulty breathing or sore throat?
      ☐ Yes    ☐ No    

4.	Are you a first responder, healthcare worker, or employee or attendee of a child or adult care facility?
      ☐ Yes    ☐ No    

Current recommendations are to practice social distancing and watch for symptoms. Help is available. Get the latest information at the /coronavirus/2019-ncov/index.html or the state department website.  

