
Name______________________________________________ Age__________ Date_____________________ 
 
Address________________________________ City____________________ State________ Zip____________ 
 
Phone (Home) ______________________ Date of Birth____________ Sex:  M   F   Marital Status:  S   M   D   W 
 
Cell Phone _____________________________   Email _____________________________________________ 
 
Occupation_______________________ Employer_____________________ Phone (Work) _________________ 
 
Insurance Company___________________________________ Telephone______________________________ 
 
Insured’s Name_____________________________________ Insured’s Date of Birth______________________ 
 
Insured’s I.D. # _______________________________________   Group # ______________________________ 
 
Spouse’s Name_______________________________ Spouse’s Occupation_____________________________ 
 
Spouse’s Employer __________________________________ Spouse’s Phone (Work) ____________________ 
 
Referred by________________________________________________________________________________ 
------------------------------------------------------------------------------------------------------------------------------------------------------ 
 
Are your present problems due to an injury?  (  ) Yes  (  ) No 
(  ) On the Job  (  ) Auto Accident  (  ) Personal Injury  (  ) Other________________________________________ 
 
Has the accident been reported? (  ) Yes  (  ) No 
(  ) To Employer  (  ) Auto Carrier  (  ) Other _______________________________________________________ 
 
Are you now or have you ever been disabled? (Service or Work)? (  ) Yes  (  ) No If yes, when? ______________ 
 
Have you retained an attorney? (  ) Yes (  ) No       Name & Address ____________________________________ 
------------------------------------------------------------------------------------------------------------------------------------------------------- 
HEALTH REPORT: 
 
Please describe the principal health problems for which you came to the office:___________________________ 
__________________________________________________________________________________________ 
 
List any other doctors seen for this:______________________________________________________________ 
 
List any diagnosis(es) and type of treatment(s):____________________________________________________ 
 
Have you had similar accidents or injuries before? (  ) Yes  (  ) No If yes, explain:__________________________ 
 
List the names of any relatives that have or have had a similar problem:_________________________________ 
 
Have you or any relative received chiropractic treatment previously? (  ) Yes  (  ) No 
If yes, explain:_______________________________________________________________________________ 
 
Have you been treated for any health condition by a physician in the last year? (  ) Yes  (  ) No 
If yes, explain:_______________________________________________________________________________ 
 
Are you currently under medication? (  ) Yes  (  ) No   If so, what kind?__________________________________ 
 
Have you been under medication in the past? (  ) Yes  (  ) No  If so, what kind?____________________________ 
 
List the approximate dates of any surgery or unusual diseases you have had:_____________________________ 
 
__________________________________________________________________________________________ 



 
 
 
 



INFORMED CONSENT 
CHIROPRACTIC 
It is important to acknowledge the difference between the healthcare specialties of chiropractic, osteopathy, 
and medicine. Chiropractic seeks to restore health through natural means without the use of drugs or 
surgery. This gives the body maximum opportunity to utilize it’s innate recuperative powers. The success of 
the chiropractic doctor’s procedures often depends on environment, underlying causes, physical and spinal 
conditions.  It is important to understand what to expect from chiropractic healthcare services. 
 
ANALYSIS 
A doctor of chiropractic conducts a clinical analysis for the express purpose of determining whether there is 
evidence of Vertebral Subluxation Syndrome (VSS) or Vertebral Subluxation Complex (VSC). When such 
VSS and/or VSC are found, chiropractic adjustments and ancillary procedures may be given in an attempt to 
restore spinal integrity. It is the chiropractic premise that spinal alignment allows nerve transmission 
throughout the body and gives the body an opportunity to use it’s innate recuperative powers. Due to the 
complexities of nature, no doctor can promise you specific results. This depends on the inherent 
recuperative powers of the body. 
 
DIAGNOSIS 
Although doctors of chiropractic are experts in chiropractic diagnosis, the VSS and VSC, they are not 
internal medical specialists. Every chiropractic patient should be mindful of his/her own symptoms and 
should secure other opinions if he/she has any concern as to the nature of his/her condition. Your doctor of 
chiropractic may express an opinion as to whether or not you take this step, but you are responsible for the 
final decision. 
 
INFORMED CONSENT FOR CHIROPRACTIC CARE 
A patient, in coming to the doctor of chiropractic, gives the doctor permission and authority to care for the 
patient in accordance with the chiropractic tests, diagnosis, and analysis. The chiropractic adjustment or 
other clinical procedures are usually beneficial and seldom cause any problem.  In rare cases, underlying 
physical defects, deformities, or pathologies may render the patient susceptible to injury.  The doctor, of 
course, will not give a chiropractic adjustment or health care, if he/she is aware that such care may be 
contraindicated. Again, it is the responsibility of the patient to make it known or to learn through health care 
procedures whatever he/she is suffering from: latent pathological defects, illnesses, or deformities, which 
would otherwise not come to the attention of the doctor of chiropractic. The patient should look to the correct 
specialist for the proper diagnostic and clinical procedures. The doctor of chiropractic provides a specialized, 
non-duplicating health service. The doctor of chiropractic is licensed in a special practice and is available to 
work with other types of providers in your healthcare regime. 
 
RESULTS 
The purpose of chiropractic services is to promote natural health through the reduction of the VSS or VSC. 
Since there are so many variables, it is difficult to predict the time schedule or efficiency of the chiropractic 
procedures. Sometimes the response is phenomenal.  In most cases, there is a more gradual, but quite 
satisfactory response. Occasionally, the results are less than expected. Two or more similar conditions may 
respond differently to the same chiropractic care. Many medical failures find quick relief through chiropractic. 
In turn, we must admit that conditions which do not respond to chiropractic care, may come under the 
control or be helped through medical science. The fact is that the science of chiropractic and medicine may 
never be so exact as to provide definite answers to all problems. Both have made great strides in alleviating 
pain and controlling disease. 
 
TO THE PATIENT 
Please discuss any questions or problems with the doctor before signing this statement of policy.  
 
I have read, and understand the foregoing. 
 
 
 
 
  
     Signature                                   Date 
 
Signature______________________, D.C. 
 



 
PATIENT HEALTH INFORMATION CONSENT FORM 
 

We want you to know how your Patient Health Information (PHI) is going to be used in this office 
and your rights concerning those records. Before we will begin any health care operations we must 
require you to read and sign this consent form stating that you understand and agree with how your 
records will be used. 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 
HIPPA NOTICE that is available to you at the front desk before signing this consent. 
 
1. The patient understands and agrees to allow this chiropractic office to use their Patient Health 

Information (PHI) for the purpose of treatment, payment, healthcare, operations, and 
coordination of care. As an example, the patient agrees to allow this chiropractic office to submit 
requested PHI to the Health Insurance Company (or companies) provided to us by the patient for 
the purpose of payment. Be assured that this office will limit the release of all PHI to the 
minimum needed for what the insurance companies require for payment. 

2. The patient has the right to examine and obtain a copy of his or her own health records at any 
time and request corrections. The patient may request to know what disclosures have been made 
and submit in writing any further restrictions on the use of their PHI. Our office is not obligated 
to agree to those restrictions. 

3. A patient’s written consent need only be obtained one time for all subsequent care given to the 
patient in this office. 

4. The patient may provide a written request to revoke consent at any time during care. This would 
not effect the use of those records for the care given prior to the written request to revoke consent 
but would apply to any care given after the request has been presented. 

5. For your security and right to privacy, all staff has been trained in the area of patient record 
privacy and a privacy official has been designated to enforce those procedures in our office. We 
have taken all precautions that are known by this office to assure that your records are not readily 
available to those who do not need them. 

6. Patients have the right to file a formal complaint with our privacy official about any possible 
violations of these policies and procedures. 

7. If the patient refuses to sign this consent for the purpose of treatment, payment and health care 
operations, our office has the right to refuse to give care. 

 
I have read and understand how my Patient Health Information will be used and I agree to these 
policies and procedures. 
 

 
 
 
____________________________________________                __________________ 
Name of Patient                                                                                           Date 

 
 

 
 
 



 
 
 

 
Patient authorization for text reminders, newsletter, emails, e-cards 

 
It is our desire for our staff to use your name, address, email, and/or telephone number 
for the purpose of contacting you to remind you about scheduled appointments or other 
appointment related issues. We will also use this information to possibly send birthday 
cards, thank you cards, health information that we feel may interest you, and/or our 
newsletter. 
 
The use of this information is intended to make your experience with our office more 
efficient and productive. If you choose not to authorize any use of this information your 
decision will have no adverse effect on the care you receive or the relationship with our 
staff.  
 
Please check which services you would like to opt in on. This authorization may be 
revoked at any time by submitting a written request. 
 
       Text message reminders of upcoming scheduled appointments (standard msg rates 
will apply) 
 
        E-cards (birthday, thank you, etc) 
 
        Emails (upcoming events, promotion we may be having, etc) 
 
        Newsletter 
 
        Health info we think might interest you 
 
        At this time I do not wish to receive any of these services 
 
 
 
 
 
_________________________________________  ________________________ 
          Signature              Date 
 
 
Please confirm your email address: ___________________________________________ 
 
Please confirm your cell number: ____________________________________________ 

 
9900 Valley Creek Rd #145 

Woodbury, MN 55125 
651-734-1123 


