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Health Questionnaire

Patient Information Date______________
Patient Title: (check one) Mr. Mrs. Ms. Miss Dr. Prof. Rev.
First Name ____________________ Last Name____________________ Nick Name________________
Date of Birth _____/_____/______Age ________                          Gender (check one) Male Female 
Marital Status (check one) Single Married Other         Spouse’s Name: _________________________
Address 1 ___________________________________________________________________________
City _________________________________State   Zip Code___________________ 
Primary Phone _______________________Secondary/Mobile Phone ____________________________ 
Email_______________________________________________________________________________
By providing my email address, I authorize my doctor to contact me via the email address provided. 

Referred by: Patient/Friend Physician Advertisement Student Community Event Sports Event 
Community Event 
Emergency Contact Information: Full Name _________________________________________________
 Relationship: ________________________ Phone Number: ___________________________________ 

Insurance Information
Primary Insurance Company: ____________________________________________________________
Subscriber ID: __________________________ Group Number: ________________________________
Insurance Holders Name: _______________________ Relationship: ____________________________
Secondary Insurance Company: _________________________________________________________
Subscriber ID: __________________________ Group Number: ________________________________
Insurance Holders Name: _______________________ Relationship: ____________________________

Patient Condition
Reason(s) for visit: _____________________________________________________________
 Is this condition due to an accident?Yes No Auto Work Home Other Date____________ 
What was the mechanism of accident/injury? ________________________________________ 
When did your symptoms appear? ______________________ Is it constant or does it come
 and go? _________ How often do you have this problem? ___________________ How long 
does the pain last? ________________ Does the pain radiate? Yes No 
If yes, Explain: ______________________________________________ 
Does it interfere with your: Work Sleep Daily Routine Recreation 
Activities or movements that are difficult / painful to perform: Sitting Standing Walking 
Bending Lying Down 
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Mark an “X” on the picture where you continue to have pain, numbness or tingling. 
Circle your pain on the below scale of 0 to 10:                                  
(at rest) No Pain 0 1 2 3 4 5 6 7 8 9 10 Extreme Pain 
(with activity) No Pain 0 1 2 3 4 5 6 7 8 9 10 Extreme Pain 
What time of day is your current pain/problem worse?
Morning Late in the day Middle of night As day progresses N/A
My current pain/problem seems to be: Getting better Staying the same 
Getting worse N/A Explain: ___________________________________________
 My current pain/problem can be described as (check all that apply): 
Electric Sharp Stabbing Knife-like Piercing Shooting Achy Griping 
Heavy Cramp-like Burning Deep Superficial Stiffness (am >1-2 hours or PM or Both) 
Spasm Tearing N/A
What treatment have you already received for your condition? 
Medications Surgery None Physical Therapy Chiropractic Care
Name of other doctor(s) who have treated you for this condition and how 
_____________________________________________________________________________________ 
Were you satisfied with the results of your treatment? Yes No 
Explain: _____________________________________________________________________ 

Medications:
Current medications, including frequency and dosage if known. If there are no current medications, check here: 

Medication Name Quantity / Dosage (i.e. 1 tablet / 5 mg) Frequency (i.e. 2 times / day) Start Date 

1 

2 

3 

4 

5 

6 

7 

Do you currently use any recreational drugs? Yes No 

Signature: ________________________________________________ Date: ________________

Allergies
Are you allergic to any medication(s)? Yes No 
If yes, which medications? ___________________
Are you allergic to any of the following? 
Bee Sting Latex Peanuts Shellfish 
Dairy EggsMold Pollen Wheat 
Nuts Other: ___________________________

Describe the reaction: ______________________ 

Smoking History 
Do you currently smoke tobacco of any kind? 
Yes Former smoke Never been a smoker 
If yes, how often do you smoke:
Current every day smoke Current sometimes smoker
If yes, what is your level of interest in quitting smoking?
0 1 2 3 4 5 6 7 8 9 10 
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Informed Consent to Chiropractic Treatment

The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in 
order 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 ancillary procedures, such as hot or cold 
packs, or electric muscle stimulation may also be used. 

Possible Risks: As with any health care procedure, complications are possible following a chiropractic 
manipulation. Complications could include fractures of bone, muscular strain, ligamentous sprain, 
dislocations 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, 
burns or minor complications.

Probability of risks occurring: The risks of complications due to chiropractic treatment have been 
described as “rare”, 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 twenty 
million, and can be further reduced by screening procedures. The probability of adverse reactions due to 
ancillary procedures is also considered “rare”.

Other treatment options which could be considered may include the following:
 Over-the-counter analgesics. The risks of these medications include irritation to stomach, 

liver, and kidneys, and other side effects in a significant number of cases.
 Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks if these 

drugs include a multitude of undesirable side effects and patient dependence in a significant 
number of cases.

 Hospitalization in conjunction with medical care adds risk of exposure to virulent 
communicable disease in a significant number of cases. 

 Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as 
well as an extended convalescent period in a significant number of cases.

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue, and 
other degenerative changes. These changes can further reduce skeletal mobility, and induce chronic 
pain cycles. It is quite probable that delay of treatment will complicate the condition and make future 
rehabilitation more difficult.

Unusual Risks: I have had the following unusual risks of my case explained to me. 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 herby give my full consent to 
treatment.

 __________________________             __________________________                     __________
Printed Name      Signature     Date
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HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use of disclose protected health 
information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by 
your signature that you have reviewed our notice before signing this consent. 

The terms of the notice may change, if so, you will be notified at your next visit to update your 
signature/date.

You have the right to restrict how you protected health information is used and disclosed for treatment, 
payment, or healthcare operations. We are not required to agree with this restriction, but if we do, we 
shall honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law 
allows for the use of the information for treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information 
and potentially anonymous usage in publication. You have the right to revoke this consent in writing, 
signed by you. However, such a revocation will not be retroactive.

By signing this form, I understand that:
 Protected health information may be disclosed or used for treatment, payment, or healthcare 

operations
 The practice reserves the right to change the privacy policy as allowed by law
 The practice has the right to restrict the use of the information but the practice does not have to 

agree to those restrictions. 
 The patient has the right to revoke this consent in writing at any time and all full disclosures will 

then cease.
 The practice may condition receipt of treatment upon execution of this consent.

May we email you to confirm appointments? Yes No
May we leave a message on your answering machine at home or on your cell phone? Yes No
May we discuss your medical condition with any member or your family? Yes No
If YES, please name the members allowed:
_____________________________________________________________________________________
_____________________________________________________________________________________

This consent was signed by: ____________________________________________
Print Name

Signature: _____________________________________________ Date: ______________
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Cancellation Policy/ No Show Policy

1. Cancellation/ No Show Policy
We understand that there are times when you must miss an appointment due 

to emergencies or obligations for work or family. However, when you do not call to 
cancel an appointment, you may be preventing another patient from getting much 
needed treatment. Conversely, the situation may arise where another patient fails to 
cancel and we are unable to schedule you for a visit, due to a seemingly “full” 
appointment book. 

If an appointment is not cancelled at least 24 hours in advance you will be 
charged a fifty-dollar ($50) fee; this will not be covered by your insurance company.

2. Scheduled appointments 
We understand that delays can happen however we must try to keep the other 

patients and doctor on time.
If a patient is 15 minutes past their scheduled time we will have to reschedule 

the appointment.

3. Account Balances
We will require that patients with private pay balances do pay their account 

balance to zero ($0) prior to receiving further services by our practice. 
We will require that patients with Insurance pay their copay, coinsurance and 

deductible payments at time of service.
Patients who have questions about their bills or who would like to discuss a 

payment plan may call and ask to speak to the biller with whom they can review their 
account and concerns.

Patients with balances over $100 may make payment arrangements prior to 
future appointments being made.

_________________________ _______________________________ ____________
Print Patient Name Signature Patient/Guardian Date


