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Patient Information
Insurance Information


Name __________________________________   Today’s Date___/___/______  DOB __/___/_____Age___  Address _______________________________________ 
City _______________________State _____ Zip  ______
Home #: ________________ Cell #  _________________           Work #: _________________          Gender   M    F
Significant Other’s Name __________________________ Kid’s Names and Ages ____________________________
Your Employer __________________________________ Type of Work  ___________________________________
e-Mail Address __________________________________    Have you been to a chiropractor before? □ No   □ Yes
For what condition? ______________________________
Emergency Contact ______________________________  Phone #  _______________________________________    
How did you hear about us? ________________________ Name of Medical Doctor(s)_________________________
______________________________________________


Who is financially responsible for this account?____________ Relationship to Patient:_______________________________
Patients Insurance company:__________________________  Group Number: ____________________________________
Is patient covered by additional insurance?   Yes    No         
Subscribers Name:__________________________________   Birth Date: _________________  SSN: _________________
Relationship to Patient: ______________________________  Insurance Company ________________________________
Group Number: ____________________________________
















Accident Information



Are any of the previously listed complaints due to an accident?     Yes    No   If yes, what is the date of the accident? ___/___/_____
Type of Accident :  Auto   Work   Home   Other 
To Whom have you Reported the Accident?  
 Auto Insurance   Employer  Other   Workers Comp 










Present Complaints                              



1.________________________________ Rate the pain 0-10 (10 being the worst) ______  When did it start? _____________ Have you ever experienced this pain before/had any previous injuries to the area? If so when?  ________________________
Is it:    Dull    Sharp    Ache    Stiff    Numb / Tingle   Stabbing    Constant    Occasional    Staying the same    Getting worse   Worse in the morning    Worse in evening    Pain travels to ______________________  What makes it better?______________________ What makes it worse? _____________________ Does your condition affect:  Sleep   
 Work    Daily Routine   Sitting    Driving    Sitting    Standing    Walking    Bending    Lying down  
  Other: _________________________ What Doctor’s have you seen for this?_____________________________________ 
Type of treatment:___________________________________________
2. ________________________________ Rate the pain 0-10 (10 being the worst) ______ When did it start? _____________           Have you ever experienced this pain before/had any previous injuries to the area? If so when?  ________________________
Is it:    Dull    Sharp    Ache    Stiff    Numb / Tingle   Stabbing    Constant    Occasional    Staying the same   
 Getting worse    Worse in the morning    Worse in evening    Pain travels to __________________________________  
What makes it better?____________________________________
What makes it worse? ___________________________________ 
Does your condition affect:  Sleep    Work    Daily Routine  
 Sitting    Driving    Sitting    Standing    Walking    Bending  
  Lying down    Other:__________________________________
What Doctor’s have you seen for this?_______________________          
Type of treatment:_______________________________________
Are You Pregnant?  Yes    No    N/A  
Anything else you would like me to know? ____________________
______________________________________________________



                                            


                                                                                                                                                           


	

Please Mark Where it Hurts!
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																														  General Health History - Child

Patient Name__________________________________________   Mark the conditions that apply to you.

Past    Present			             				Past    Present                                                  
	    Headaches		  					    Vision Problems		
	    Ear Infections  		  				    Sleeping Problems		
	    Colic								    Growing Pains
	    Allergies / Asthma						    Dental Problems
	    Medication Side Effects					    Temper Tantrums
	    Recurring Fevers						    ADHD
	    Digestive problems						    Seizures		
	    Bed Wetting							    Scoliosis
	    Chronic Colds/Sinus						    Ever Needed Stitches		
	    Other ____________________________________________________________________________________________
1.  List any medications being taken: ______________________________________________________________________   
2.  Number of courses of Antibiotics child has taken in the last 6 mo._______________ Total during lifetime ______________
3.  Name of Pediatrician and Other Doctors: ________________________________________________________________
4.  Date of Last Visit _____/_____/_____ Reason: ___________________________________________________________
5.  Name of Obstetrician/Midwife: ________________________________________________________________________
6.  Location of Birth:      Hospital         Birthing Center         Home
7.  Complications During Pregnancy:    No        Yes  Explain: _________________________________________________
8.  Ultrasounds During Pregnancy: 	    No        Yes   How Many: ______________________________________________
9.  Medication During Pregnancy / Delivery     No        Yes  List: _______________________________________________
10.  Cigarette / Alcohol Use during Pregnancy:     No        Yes  
11.  Has any Doctor / Other Professional advised you to “Take the child to a Chiropractor “   No     Yes  
Name ______________________________________________________________________________________________
























Past History



12.  List any past auto collisions:_______________________________________  Was any care received _______________
13.  List any past falls bumps bruises: __________________________________  Was any care received? ______________
14.  List any past sport, recreational, or home injuries: ________________________________________________________
15.  Please describe any past conditions and treatment received:  _______________________________________________
____________________________________________________________________________________________________
16.  Please list any past hospitalizations and surgeries: _______________________________________________________
____________________________________________________________________________________________________









PAYING FOR YOUR CARE IS EASY HERE!



Mark which one is you:

❑  No Insurance:  	  Easy!  Our Care Plans and simple payment arrangements have 					  helped thousands of people and will work great for you too!

	❑  Health Insurance:    These days, insurance pays very little if anything for natural 					   drugless care to get you healthy.  So we make it easy!  
We will verify any benefits you may have and send you a superbill if you request us to do so!		 
	  Of course you can use your HSA, HRA and FSA’s here!
				  For your convenience, all payment arrangements are made in 					  advance.   We will never surprise you with a bill in the mail.

❑  Auto Injury  	Even if you were at fault or were a passenger.  You can get the                  care you need. All we need is your claim number, attorney information (if applicable) and insurance information. 

	❑  Medicare		Medicare pays for some of your care making it quite  easy.  
				We simply need a copy of your Medicare card.
				Medicare supplements normally don’t pay anything.






You have made a great decision to get care here! Our goal is to be your family chiropractor for life!




Patient Policies
Payment of Bills
It is the policy of Complete Wellness Chiropractic LLC to collect on the day of service for all services as they are rendered unless other financial arrangements are made. If care ends prematurely you are only responsible for the visits you have had based on the full price of treatment. I CLEARLY UNDERSTAND AND AGREE THAT ALL SERVICES RENDERED TO ME ARE CHARGED DIRECTLY TO ME AND THAT I AM PERSONALLY RESPONSIBLE FOR THE PAYMENT OF MY ACCOUNT. WE ARE OUT OF NETWORK WITH ALL INSURANCE COMPANIES. As a courtesy, the clinic will provide a superbill to me for all services and assist me in receiving any out-of-network benefits that I may be entitled to. I authorize Complete Wellness Chiropractic LLC to release and/or request information regarding my treatment to/from any insurance company, attorney, and/or adjustor in order to process any claims for reimbursement of charges incurred by me. 
 
Missing or Changing Appointments

Appointments should be scheduled with the front desk. Please keep your appointments and make-up any missed or rescheduled visits within a day whenever possible. Each treatment adds to the next, and we are here to get you better fast! We have a specific course of care set up for you. A certain number of visits in a set amount of time is required for us to get results we both desire. If you need to cancel or change your appointment, we ask that you please do so within 24 hours so that another patient may take your place! If you are going to be late, we also ask that you call the office ahead of time to give us a heads up!

Patient Commitment

Remember it takes time and effort to improve your health.  No time + No effort = No results. Feel welcome to refer your family and friends in for care!  We are here to help them too! I agree to allow my/family name, photo, video, or testimonial to be used during the normal course of business. I understand that adjusting time is for adjustments and I can always talk to the Doctor by special appointment or phone call.  He is here to help you any way he can.  We want you to do great!  

Acknowledgement of Complete Wellness Chiropractic’s Privacy Policies
I acknowledge that this clinic’s Notice of Privacy Practice’s has been made available to me either online or in the clinic. I also understand that this notice is available by request. 
Informed Consent for Examination and Treatment
This document explains some potential risks associated with chiropractic care and other services rendered in our office. Please read this information carefully and let our staff know if you have any questions. The doctors and staff of Complete Wellness Chiropractic LLC will do everything to assist you or your child with your health or your condition. Please be aware that, as with all healthcare systems, we cannot guarantee a cure or resolution of your problem. While chiropractic care is remarkably safe, there are some associated risks. We feel that you need to be fully informed about these risks before consenting to treatment. 



· Soreness – Chiropractic adjustments and associated therapies may sometimes cause post-treatment soreness. While soreness is often part of the healing process, please tell your doctor if you experience this. 
· Soft Tissue Injury – Rarely, chiropractic treatment may aggravate a disk injury, or cause other minor joint, ligament, tendon or other soft tissue injury. 
· Rib Injury – Adjustments to the mid back, in rare cases, may cause rib injury or fracture. Precautions such as pre-adjustment x-rays are taken for cases considered at risk for fracture. Treatment is performed carefully to minimize such risk. 
· Stroke – Stroke is the most serious complication of chiropractic care, but fortunately its occurrence is extremely rare. The most recent studies estimate that the incidence of stroke is one in five million neck adjustments. 
· Other Complications – There are occasionally other types of side effects associated with chiropractic care. While these are rare, they should be reported to your doctor promptly. 
· Decompression – Occasionally patients may experience a dull, achy soreness within the first couple weeks of care. 
We will make every reasonable effort during examination to screen for potential risks. Please be aware that if you have a condition that would otherwise not come to our attention, it is your responsibility to inform the doctor. 
I, the undersigned, agree that I have read, or have had read to me, and understand the information stated above.
I hereby authorize the doctors and staff of Complete Wellness Chiropractic LLC to perform examination procedures, including radiographs, and administer treatment to me, or to the person listed below for whom I serve as legal guardian. I understand that all procedures and treatment will be explained to me before they are performed, and that I have the right to refuse any such procedures. 

_________________________________                                       _______________ 
Print Patient’s Name                                                                          Date          
________________________________
Signature (if minor, parent’s signature) 
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