
Great Lakes Chiropractic & Wellness Center 
35005 Chardon Rd., Willoughby Hills, OH 44094 
Voice: (440) 269-8030  ~ Fax: (440) 269-8027  

  

                                                                             Date: ____________________ 
Confidential Patient Information 

   

   Patients Name: _______________________________     Chief Complaint: _____________________________ 
 

   Address: ____________________________________     Home Phone: ________________________________ 
 

   City: ________________________  Zip:__________     Cell Phone: __________________________________ 
 

   SS#: _______________________________________     Email: ______________________________________ 
 

   Date of Birth: ________________________________        Marital Status:   M   S   W   D 
 

   Occupation: _________________________________      Employer: ___________________________________ 
 

   Address of Insured (if different than above): __________________________________________________________ 
 

   Are your present systems or condition related to, or the result of an auto collision, work-related injury or other     
   personal injury? (Someone else might be responsible for payment?)  ___ Yes   ___No       

   

 

Family Physician: _______________________________________________ (Note: May we send your health information to this provider  Y  /  N) 
 

Person to contact in case of emergency (Name and Phone): ________________________________________________________________ 
 

Have you ever been under Chiropractic Care?   Y   N     If so, Who? _________________________________________________________ 
 

Have you had any SPINAL X-Rays / MRI’s / CT’s taken in the last year?   Y   N   If so, Where? __________________________________ 
 

What operations have you had?  _____________________________________________________________   When? _________________ 
 

Serious Illness:  __________________________________________________________________________   When? _________________ 
 

Infectious Diseases:  ______________________________________________________________________    When? _________________ 
 

Do you have a pace maker?   Y  /  N                                        Have you ever had any Hip or Knee Replacements  Y  /  N 
 

What medications or drugs are you taking? (check those that apply):      Pain Killers ____       Insulin _____      Cholesterol Meds ________ 
Blood Pressure Meds ___ Muscle Relaxers ___  Birth Control ___  Other: __________________________________ 

 

What is your goal in our office? ______________________________________________________________________________________ 
LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS 

 

In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance and/or employee health care benefits coverage with 
the above captioned, and hereby assign at clinic’s request, and convey directly to Great Lakes Chiropractic & Nutrition Center all medical benefits and/or 
insurance reimbursement, if any, otherwise payable to me for services rendered from such doctor and clinic. I understand that I am financially responsible for 
all charges regardless of any applicable insurance or benefit payments. I hereby authorize the doctor to release all medical information necessary to process 
this claim. I hereby authorize any plan administrator or fiduciary, insurer and my attorney to release to such doctor and clinic any and all plan documents, 
insurance policy and/or settlement information upon written request from such doctor and clinic in order to claim such medical benefits, reimbursement or any 
applicable remedies.  I hereby authorize the doctor to release any and all medical information to other healthcare providers involved in my care including but 
not limited to my primary care physician. I authorize the use of this signature on all my insurance and/or employee health benefits claim submissions. 
I hereby convey to the above named doctor and clinic to the full extent permissible under the law and under the any applicable insurance policies and/or 
employee health care plan any claim, chose in action, or other right I may have to such insurance and/or employee health care benefits coverage under any 
applicable insurance policies and/or employee health care plan with respect to medical expenses incurred as a result of the medical services I received from the 
above named doctor and clinic and to the extent permissible under the law to claim such medical benefits, insurance reimbursement and any applicable 
remedies.  Further, in response to any reasonable request for cooperation, I agree to cooperate with such doctor and clinic in any attempts by such doctor and 
clinic to pursue such claim, chose in action or right against my insurers and/or employee health care plan, including, if necessary, bring suit with such doctor 
and clinic against such insurers and/or employee health care plan in my name but at such doctor and clinic's expenses.  
This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original.  I have read 
and fully understand this agreement. 
 
____________________________________________________        _____________________________ 
         Signature of Insured / Guardian                                                                         Date 
 

 

Ins. Company: ________________________________      Ins. Phone #: ____________________________________ 

ID#: ________________________________________      Group #: ________________________________________ 

Name of Policy Holder: _________________________      Policy Holder DOB: ______________________________ 

Policy Holders Employer: _________________________________________________________________________ 



 



CASE HISTORY 
Name: _________________________________        

 

1. Circle the severity (0 = No Pain to 10 = Very Severe Pain) and Frequency of pain (% of the week you experience the pain). 
 

       Condition / Problem                   Severity       Frequency (% of week)
               
                                                                Minimal                  Severe              Occasional                     Constant 
 

a.                                               0  1  2  3  4  5  6  7  8  9  10 0   10   20   30   40   50   60   70   80   90   100           

b.                                                  0  1  2  3  4  5  6  7  8  9  10  0   10   20   30   40   50   60   70   80   90   100           

c.                                                            0  1  2  3  4  5  6  7  8  9  10  0   10   20   30   40   50   60   70   80   90   100           

d.                                                     0  1  2  3  4  5  6  7  8  9  10  0   10   20   30   40   50   60   70   80   90   100 
 

e.                                                     0  1  2  3  4  5  6  7  8  9  10  0   10   20   30   40   50   60   70   80   90   100                    

              (Please mark the figures where you experience pain.) 

 
2.  Symptoms are worse in the (circle what applies) 

  

-morning  -Increase during the day 
 

-afternoon -same all day 
 

-night  -decrease during the day 
 
 

3. Symptom (a.) is:   Sharp  /  Dull  /  Burning  /  Aching  /  Throbbing  /  Numbness  /  Tingling  /  Pins & Needles 

4. Symptom (b.) is:   Sharp  /  Dull  /  Burning  /  Aching  /  Throbbing  /  Numbness  /  Tingling  /  Pins & Needles 

5. When did your symptoms begin (onset date)? __________________________________________________________ 

6. How did your symptoms begin? _____________________________________________________________________ 

7. Have you experienced these before? __________________________________________________________________ 

8. Do your symptoms radiate? _________________________________________________________________________ 

9. Has your condition?   ____ Improved   ____ Gotten Worse   ____ Stayed the same since it began 

10. Circle the things that make your problems worse: 

Bending  -  Lying  -  Walking  -  Standing  -  Sitting  -  Movement  -  Twisting  -  Lifting  -  Sleeping 

11. Is there anything you can do to relieve the problems?  ____No   ____Yes Describe: _____________________________ 

If No, what have you tried that has not helped? _________________________________________________ 

12. Have you been treated for this before?  ____No  ____Yes  How long ago? ___________________________________ 

13. What treatment did you receive? _____________________________________________________________________ 

14. Results of previous treatment?  ____Good  ____Poor   Comments _________________________________________ 

15. Were you referred to our office by anyone? _____________________________________________________________ 

16. Is this condition interfering with ____ Work   ____Sleep   ____Daily Routine   ____Recreation 

17. List any other major injuries you have had, other than those mentioned above: ________________________________ 

___________________________________________________________________________________________________ 

18. Any other Musculoskeletal  problems?   ____No  ____Yes   …Neurological problems?   ____No  ____ Yes 
_____Additional information on back side of sheet. 
 

 

I certify that the above information is accurate to the best of my knowledge. 

 

____________________________________________________        _____________________________ 

Signature of Insured / Guardian                                                                         Date 
 



 
 
 

Office Policies 
 
Welcome! Please read and understand the following information and initial after each 
paragraph. Then, sign the bottom of the sheet once you have read and understand all of 
the office policies. 
 
Office Hours:  
if you have a scheduled appointment and the office is closed due to an emergency or 
inclement weather, you will be contacted.  
 
Cancellation Policy:  
24 hours notice is required if you need to cancel your appointment. If you fail to notify 
the office 24 hours in advance, you will be charged a $40.oo cancellation fee. You may be 
asked to reschedule your appointment if you are more than 15 minutes late.  This Fee is 
subject to change without notice. We make every effort to remind you of an upcoming 
appointment, but it is not a guarantee. 
 
Payment:  
Payment is due at the time of service, unless other arrangements are made. Check or 
cash are acceptable forms of payment. The office does accept credit cards at this time. If 
your check is returned due to insufficient funds, a fee of $35.00 will be applied to your 
account. 
 
Insurance:  
Your health insurance is a contract between you and the insurance company.  You are 
ultimately responsible for anything not covered by your health insurance. 
 
Perfumes and Colognes:  
Some people are highly allergic to these substances and as a courtesy to them we ask 
that you refrain from applying perfumes and colognes just before an appointment. 
 
Financial Policy:  
I understand and agree that heath and accident insurance policies are an arrangement 
between an insurance carrier and myself. Furthermore, I understand that the doctor’s 
office will prepare any necessary reports and forms to assist me in making collection from 
the insurance company and that any amount authorized to be paid directly to the 
doctor’s office. However, I clearly understand and agree that all serviced rendered me are 
charged directly to me and that I am personally responsible for payment of any unpaid 
balances. I also understand that if I suspend or terminate, any fees for professional 
services rendered me will be immediately due and payable. 
 
 
Welcome! 
 
 
Signature_______________________________________   Date_______________ 

 


