
	
  

	
  
	
   	
  

4455	
  Calder	
  Avenue	
  
Beaumont,	
  Tx	
  77706	
  	
  

	
  

NEW	
  PATIENT	
  INTAKE	
  FORM	
  
	
  

Name:	
  (First	
  MI	
  Last)	
  ____________________________________________________________________________________________________	
  
	
  
Address:	
  ________________________________________City:	
  __________________________State:	
  _______________Zip:	
  _______________	
  

	
  
Phone:	
  __________________________________________	
   	
   Date	
  of	
  birth:	
  _______/_______/______________	
  	
  

	
  	
  
o   Work	
   	
   	
   	
   	
   	
   Age:	
  _________________	
  
o   Home	
   	
   	
   	
   	
   	
  
o   Cell	
   	
   	
   	
   	
   	
   Gender:	
  	
   	
   Female	
  	
  	
  	
  	
  	
  	
  	
  	
   Male

	
  
Occupation:	
  __________________________________________Employer:	
  ______________________________________________________	
  
	
  
Emergency	
  Contact:	
  _________________________________Phone	
  #:	
  _______________________________________________________	
  
	
  
Relationship	
  to	
  Patient:	
  	
  	
  

o   Spouse	
  
o   Parent	
  
o   Child	
  
o   Other_________________________________________	
  

	
  
Primary	
  Care	
  Physician:	
  ___________________________________________	
  Phone	
  #:__________________________________________	
  

	
   	
  
	
   Have	
  you	
  ever	
  received	
  chiropractic	
  care	
  before?	
  	
  	
  	
  

o   Yes	
  	
  
o   No	
  	
  	
  

	
  
If	
  yes,	
  when	
  &	
  where?	
  _________________________________________________________________________________________________	
  
	
  
How	
  did	
  you	
  hear	
  about	
  Williamson	
  Chiropractic?	
  	
  
	
  
Name:	
  ______________________________________	
   	
   	
   	
  

o   Family	
  	
  
o   Friend	
  	
  
o   Co-­‐‑Worker	
   	
   	
   	
   	
   	
  
o   Doctor	
  	
   	
   	
   	
   	
   	
  
o   Social	
  Media	
  
o   Google/Online	
   	
   	
   	
   	
   	
  
o   Other______________________________	
  

	
  
Are	
  you	
  currently	
  covered	
  by	
  Medicare/Medicaid:	
   	
   	
   	
   	
   YES	
   	
   NO	
  
	
  
Are	
  you	
  currently/have	
  you	
  ever	
  served	
  in	
  the	
  Armed	
  Forces	
  or	
  as	
  a	
  Police	
  Officer?	
   YES	
   	
   NO	
  
	
  
Email:	
  ___________________________________________________________________________________________________________________	
  
*We	
  do	
  not	
  sell	
  our	
  email	
  list.	
  	
  

o   I	
  would	
  like	
  to	
  receive	
  emails	
  regarding	
  appointment	
  reminders,	
  office	
  closures,	
  holiday	
  hours,	
  
promotions,	
  discounts,	
  health	
  &	
  wellness	
  information,	
  monthly	
  newsletter,	
  etc.	
  

o   I	
  would	
  only	
  like	
  to	
  receive	
  emails	
  regarding	
  appointment	
  reminders,	
  office	
  closures	
  and	
  holiday	
  hours.	
  	
  
	
  
	
  



	
  
PATIENT	
  HISTORY	
  

	
  
	
  
	
  
Reason(s)	
  for	
  visiting	
  today:	
  
	
  
__________________________________________	
  
	
  
When	
  did	
  this	
  begin?	
  
	
  
__________________________________________	
  
	
  
What	
  happened?	
  
	
  
__________________________________________	
  
	
  
Have	
  you	
  ever	
  experienced	
  this	
  
pain	
  before?	
  

o   Yes	
  
o   No	
  

	
  
Describe	
  your	
  pain:	
  

o   Tingling	
  
o   Numbness	
  
o   Stabbing	
  
o   Dull	
  
o   Stiffness	
  
o   Soreness	
  
o   Sharp	
  
o   Throbbing	
  
o   Burning	
  
o   Aching	
  
o   Other	
  _________________________	
  

	
  
Improves	
  with:	
  

o   Ice	
  
o   Heat	
  
o   Stretching/Moving	
  
o   Medication	
  __________________	
  
o   Other	
  _________________________	
  

	
  
Worsens	
  with:	
  

o   Sitting	
  
o   Standing	
  
o   Walking	
  
o   Sleeping	
  
o   Lifting/Overuse	
  
o   Other	
  _________________________	
  

	
  
Is	
  the	
  pain	
  constant	
  or	
  does	
  it	
  
come	
  and	
  go?	
  

o   Constant	
  
o   Comes	
  and	
  goes	
  
o   Other_________________________	
  

Does	
  it	
  radiate?	
  
o   Yes	
  
o   No	
  

	
  
Rate	
  severity	
  of	
  pain:	
  

o   1)	
  no	
  pain	
  
o   2)	
  
o   3)	
  
o   4)	
  
o   5)	
  
o   6)	
  
o   7)	
  
o   8)	
  
o   9)	
  
o   10)	
  worst	
  pain	
  imaginable	
  

	
  
Previous	
  Treatment:	
  

o   NONE	
  
o   Chiropractor	
  

________________________________	
  
o   Medical	
  Doctor	
  

________________________________	
  
o   Physical	
  Therapy	
  

________________________________	
  
o   ER/Urgent	
  Care	
  

________________________________	
  
o   Orthopedic	
  

________________________________	
  
o   Other	
  

________________________________	
  
	
  
Previous	
  Imaging:	
  

o   NONE	
  
o   X-­‐‑ray	
  
o   CT	
  
o   MRI	
  
o   Other	
  

	
  
Have	
  you	
  ever,	
  or	
  are	
  you	
  
currently	
  experiencing:	
  

o   Headaches	
  
o   Migraines	
  
o   Neck	
  pain	
  
o   Numbness/Tingling	
  
o   Shoulder	
  pain	
  
o   Upper	
  back	
  pain/Stiffness	
  
o   Lower	
  back	
  pain	
  
o   Hip	
  pain	
  
o   Other_________________________	
  

	
  

FRONT	
   	
   	
   BACK	
  
	
  
	
  

	
  
	
  
	
  
Please	
  indicate	
  location	
  of	
  pain	
  
on	
  the	
  pictures	
  above.	
  	
  
	
  
	
  
Please	
  list	
  all	
  current	
  
medications:	
  
	
  
__________________________________________
__________________________________________
__________________________________________
__________________________________________	
  
	
  
	
  
Doctor’s	
  Notes	
  
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________	
  

	
  
	
  
	
  
	
  



	
  
REVIEW	
  OF	
  SYSTEMS	
  

	
  
Are	
  you	
  CURRENTLY	
  experiencing	
  any	
  of	
  the	
  following?	
  
	
  
Constitutional:	
  

o   Fever	
  
o   Fatigue	
  
o   Other_________________________	
  
o   NONE	
  

	
  

Musculoskeletal:	
  
o   Joint	
  Stiffness/Swelling	
  
o   Muscle	
  Stiffness/Spasms	
  
o   Broken	
  Bones________________	
  
o   Other_________________________	
  
o   NONE	
  

	
  

Neurological:	
  
o   Dizziness	
  
o   Seizures	
  
o   Tremors	
  
o   Other	
  _______________________	
  
o   NONE	
  

	
  

Psychiatric:	
  
o   Anxiety	
  
o   Depression	
  
o   Sleep	
  issues	
  
o   Memory	
  Loss/Confusion	
  
o   Other	
  _________________________	
  
o   NONE	
  

	
  

Genitourinary:	
  
o   Frequent,	
  Painful	
  urination	
  
o   Blood	
  in	
  Urine	
  
o   Incontinence	
  
o   Painful/Irregular	
  Periods	
  
o   Other	
  ________________________	
  
o   NONE	
  

	
  

Gastrointestinal:	
  
o   Loss	
  of	
  Appetite	
  
o   Blood	
  in	
  Stool	
  
o   Nausea/Vomiting	
  
o   Abdominal	
  Pain	
  
o   Diarrhea	
  
o   Constipation	
  
o   Other_________________________	
  
o   NONE	
  

	
  

Cardiovascular:	
  
o   Chest	
  Pains/Tightness	
  
o   Rapid	
  or	
  Heartbeat	
  Changes	
  
o   Swelling	
  of	
  hands,	
  feet	
  or	
  

ankles	
  
o   Other________________________	
  
o   NONE	
  

Respiratory:	
  
o   Difficulty	
  Breathing	
  
o   Cough	
  
o   Other:	
  ________________________	
  
o   NONE	
  

	
  

Eyes	
  &	
  Vision:	
  
o   Eye	
  Pain	
  
o   Blurred	
  or	
  Double	
  Vision	
  
o   Sensitivity	
  to	
  Light	
  
o   Other________________________	
  
o   NONE	
  

	
  

Head,	
  Ears,	
  Nose	
  &	
  Mouth:	
  
o   Frequent	
  Headaches	
  
o   Earaches,	
  Drainage,	
  Ringing	
  
o   Hearing	
  Loss	
  
o   Sensitivity	
  to	
  Loud	
  Noises	
  
o   Sinus	
  Problems	
  
o   Sore	
  Throat	
  
o   Other________________________	
  
o   NONE	
  

	
  

Endocrine:	
  
o   Infertility	
  
o   Recent	
  Weight	
  Changes	
  
o   Eating	
  Disorder	
  
o   Other________________________	
  
o   NONE	
  

	
  

Hematologic	
  &	
  Lymphatic:	
  
o   Excessive	
  Thirst/Urination	
  
o   Cold	
  Extremities	
  
o   Swollen	
  Glands	
  
o   Other	
  ________________________	
  
o   NONE	
  

	
  

Integumentary:	
  
o   Rash	
  or	
  Itching	
  
o   Changes	
  in	
  Skin,	
  Hair,	
  Nails	
  
o   Non-­‐‑healing	
  Sores/Lesions	
  
o   Change	
  in	
  Mole	
  Appearance	
  
o   Breast	
  Pain,	
  Lump,	
  

Discharge	
  
o   Other________________________	
  
o   NONE	
  

	
  

Allergic/Immunologic:	
  
o   Food	
  Allergies	
  
o   Environmental	
  Allergies	
  
o   Other________________________	
  
o   NONE	
  

Many	
  of	
  the	
  following	
  conditions	
  
respond	
  to	
  chiropractic	
  care.	
  	
  
	
  
Doctor’s	
  Notes:	
  
__________________________________________
__________________________________________
__________________________________________
__________________________________________	
  
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________

	
  
-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑	
  
I	
  have	
  answered	
  these	
  questions	
  to	
  the	
  best	
  of	
  my	
  knowledge	
  and	
  certify	
  them	
  to	
  be	
  correct	
  and	
  true.	
  	
  
	
  
Patient	
  or	
  Guardian	
  Signature:	
  _____________________________________________________________________________	
  Date	
  __________________________	
  



	
  
ACTIVITIES	
  OF	
  DAILY	
  LIVING	
  

	
  
	
  
	
  

	
  
Pain	
  Intensity:	
  

o   0)	
  No	
  Pain	
  
o   1)	
  Mild	
  Pain	
  
o   2)	
  Moderate	
  Pain	
  
o   3)	
  Severe	
  Pain	
  
o   4)	
  Worst	
  Possible	
  Pain	
  

	
  
Sleeping:	
  

o   0)	
  Perfect	
  Sleep	
  
o   1)	
  Mildly	
  Disturbed	
  Sleep	
  
o   2)	
  Moderately	
  Disturbed	
  Sleep	
  
o   3)	
  Greatly	
  Disturbed	
  Sleep	
  
o   4)	
  Totally	
  Disturbed	
  Sleep	
  

	
  
Personal	
  Care	
  (washing,	
  dressing,	
  etc.):	
  

o   0)	
  No	
  Pain	
  or	
  Restrictions	
  
o   1)	
  Mild	
  Pain	
  or	
  Restrictions	
  
o   2)	
  Moderate	
  Pain;	
  need	
  to	
  go	
  slowly	
  
o   3)	
  Moderate	
  Pain;	
  Need	
  some	
  assistance	
  
o   4)	
  Severe	
  Pain;	
  Need	
  100%	
  assistance	
  

	
  
Travel:	
  

o   0)	
  No	
  Pain	
  on	
  long	
  trips	
  
o   1)	
  Mild	
  Pain	
  on	
  long	
  trips	
  
o   2)	
  Moderate	
  Pain	
  on	
  long	
  trips	
  
o   3)	
  Moderate	
  Pain	
  on	
  short	
  trips	
  
o   4)	
  Severe	
  Pain	
  on	
  short	
  trips	
  

	
  
Work:	
  

o   0)	
  Can	
  do	
  usual	
  work	
  plus	
  extra	
  work	
  
o   1)	
  Can	
  do	
  usual	
  work;	
  no	
  extra	
  work	
  
o   2)	
  Can	
  do	
  50%	
  of	
  usual	
  work	
  
o   3)	
  Can	
  do	
  25%	
  of	
  usual	
  work	
  
o   4)	
  Cannot	
  work	
  

	
  

Recreation:	
  
o   0)	
  Can	
  do	
  all	
  activities	
  
o   1)	
  Can	
  do	
  most	
  activities	
  
o   2)	
  Can	
  do	
  some	
  activities	
  
o   3)	
  Can	
  do	
  few	
  activities	
  
o   4)	
  Cannot	
  do	
  any	
  activities	
  

	
  
Frequency	
  of	
  Pain:	
  

o   0)	
  No	
  Pain	
  
o   1)	
  Occasional	
  Pain;	
  25%	
  of	
  day	
  
o   2)	
  Intermittent	
  Pain;	
  50%	
  of	
  day	
  
o   3)	
  Frequent	
  Pain;	
  75%	
  of	
  day	
  
o   4)	
  Constant	
  Pain;	
  100%	
  of	
  day	
  

	
  
Lifting:	
  

o   0)	
  No	
  Pain	
  with	
  heavy	
  weight	
  
o   1)	
  Increased	
  Pain	
  with	
  heavy	
  weight	
  
o   2)	
  Increased	
  Pain	
  with	
  moderate	
  weight	
  
o   3)	
  Increased	
  Pain	
  with	
  light	
  weight	
  
o   4)	
  Increased	
  Pain	
  with	
  any	
  weight	
  

	
  
Walking:	
  

o   0)	
  No	
  pain;	
  any	
  distance	
  
o   1)	
  Increased	
  pain	
  after	
  1	
  mile	
  
o   2)Increased	
  pain	
  after	
  ½	
  mile	
  
o   3)Increased	
  pain	
  after	
  ¼	
  mile	
  
o   4)Increased	
  pain	
  with	
  any	
  walking	
  

	
  
Standing:	
  

o   0)	
  No	
  pain	
  after	
  several	
  hours	
  
o   1)Increased	
  pain	
  after	
  several	
  hours	
  
o   2)Increased	
  pain	
  after	
  1	
  hour	
  
o   3)Increased	
  pain	
  after	
  ½	
  hour	
  
o   4)Increased	
  pain	
  with	
  any	
  standing	
  

	
  
	
  
	
  

Total	
  Score	
  ____________/40	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
Patient	
  Name:	
  _______________________________________________________	
   	
  
	
   	
   	
   	
  
	
  
Patient	
  Signature:	
  ___________________________________________________	
   Date	
  __________________	
   	
  
	
  
	
  



	
  
PAST,	
  FAMILY,	
  &	
  SOCIAL	
  HISTORY	
  

	
  
	
  
Have	
  you	
  EVER	
  had	
  any	
  of	
  the	
  following?	
  
	
  
Illnesses:	
  

o   Asthma	
  
o   Autoimmune	
  Disorder	
  

________________________________	
  
o   Blood	
  Clots	
  
o   Cancer	
  _______________________	
  
o   CVA/TIA	
  (Stroke)	
  
o   Diabetes	
  
o   Migraines	
  
o   Osteoporosis	
  
o   Other________________________	
  

	
  
Injuries:	
  

o   Back	
  Injury	
  
o   Broken	
  Bones	
  
o   Head	
  Injury	
  
o   Neck	
  Injury	
  
o   Falls	
  
o   Other	
  _______________________	
  

	
  
Hospitalizations:	
  (non-­‐‑surgical)	
  

o   ________________________________
________________________________	
  

Surgeries:	
  (if	
  yes,	
  explain)	
  
o   Cancer	
  _______________________	
  

________________________________	
  
o   Shoulder

	
   R/L__________________	
  
o   Elbow/Forearm	
  

	
   R/L__________________	
  
o   Wrist/Hand

	
   R/L__________________	
  
o   Hip	
  

	
   R/L_________________	
  
o   Knee	
  

	
   R/L__________________	
  
o   Ankle/Foot

	
   R/L__________________	
  
o   Neck	
  __________________________	
  

________________________________	
  
o   Back__________________________	
  

________________________________	
  
o   Other_________________________	
  

________________________________	
  
	
  
	
  

Motor	
  Vehicle	
  Accidents:	
  
o   ________________________________

________________________________
________________________________	
  

	
  
Doctor’s	
  Notes:	
  
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________

	
   	
   	
  
-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑FAMILY	
  HISTORY-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑	
  

	
  
o   Unknown	
  
o   Unremarkable	
  (none)	
  
o   Cancer	
  
o   Stroke	
  

o   Heart	
  Disease	
  
o   Diabetes	
  
o   High	
  Blood	
  Pressure	
  

o   Other:_________________________
________________________________
________________________________	
  

	
  
	
  
-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑SOCIAL	
  AND	
  OCCUPATIONAL	
  HISTORY-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑-­‐‑	
  

	
  
Marital	
  Status:	
   	
  

o   Single	
  
o   Married	
  
o   Divorced	
  
o   Other_________________________	
  

	
  
Children:	
   	
  

o   None	
  
o   1	
  
o   2	
  
o   3	
  
o   4	
  
o   Other________________________	
  

	
  
Student	
  Status:	
  	
  	
  

o   Full	
  Time	
  
o   Part	
  Time	
  
o   Non-­‐‑Student	
  

	
  

Highest	
  level	
  of	
  Education:	
   	
  
o   High	
  School	
  	
  
o   College	
  	
  
o   Post	
  Grad	
  	
  
o   Other_____________________	
  

	
  
Employed:	
   	
  

o   Yes	
   	
  
o   No	
  	
   	
  
o   Occupation_______________	
  

	
  
Smoking/Tobacco	
  Use:	
  	
  

o   Every	
  Day	
  	
  
o   Some	
  Days	
  	
  
o   Former	
  	
  
o   Never	
  

	
  
	
  
	
  

Alcohol	
  Use:	
  
o   Every	
  Day	
  	
  
o   Weekly	
  	
  
o   Occasionally	
  
o   Never	
  

	
  
Caffeine	
  Use:	
  

o   Coffee	
  	
  
o   Tea	
  	
  
o   Soda	
  	
  
o   Energy	
  Drinks	
  	
  
o   Never	
  

	
  
Exercise	
  Frequency:	
  

o   Daily	
  	
  
o   3-­‐‑4x/week	
  	
  
o   2-­‐‑3x/week	
  	
  
o   Rarely	
  	
  
o   Never	
  

Doctor’s	
  Notes:	
  ________________________________________________________________________________________________________________________	
  
__________________________________________________________________________________________________________________________________________



	
  
WILLIAMSON	
  CHIROPRACTIC	
  SERVICES,	
  PLLC	
  

Terms	
  of	
  Acceptance	
  
	
  
	
  
	
   Patient	
  Name:	
  ___________________________________________________	
  D.O.B:	
  __________________________	
  Date:	
  _______________________	
  
	
   	
  

Before	
  Williamson	
  Chiropractic	
  begins	
  any	
  health	
  care	
  services,	
  we	
  require	
  that	
  you	
  read	
  the	
  below	
  
information	
  and	
  sign	
  this	
  form	
  stating	
  that	
  you	
  fully	
  understand	
  the	
  following	
  statements.	
  If	
  you	
  do	
  not	
  sign	
  this	
  form,	
  
Dr.	
  Williamson	
  reserves	
  the	
  right	
  to	
  refuse	
  patient	
  care.	
  	
  

	
  
	
  

	
  
AUTHORIZATION:	
  By	
  signing	
  this	
  form,	
  you	
  hereby	
  authorize	
  this	
  office/provider	
  to	
  complete	
  an	
  examination	
  and	
  
consultation	
  on	
  the	
  above-­‐‑mentioned	
  patient.	
  	
  
	
  
ACKNOWLEDGEMENT	
  OF	
  ASSIGNED	
  BENEFITS:	
  By	
  signing	
  below,	
  you	
  have	
  acknowledged	
  that	
  you	
  are	
  fully	
  
responsible	
  for	
  all	
  services	
  rendered.	
  	
  
	
  
ACKNOWLEDGEMENT	
  OF	
  NO	
  SHOW	
  FEE:	
  By	
  signing	
  below,	
  you	
  also	
  acknowledge	
  that	
  if	
  you	
  do	
  not	
  show	
  up	
  to	
  a	
  
scheduled	
  appointment	
  and	
  have	
  made	
  no	
  attempt	
  to	
  cancel,	
  you	
  will	
  be	
  charged	
  a	
  $20.00	
  no	
  show	
  fee.	
  	
  
	
  
ACKNOWLEDGEMENT	
  OF	
  CASH	
  PRACTICE:	
  By	
  signing	
  below,	
  you	
  have	
  acknowledged	
  that	
  Williamson	
  Chiropractic	
  
is	
  considered	
  a	
  cash	
  practice	
  and	
  does	
  not	
  file	
  with	
  insurance	
  providers.	
  We	
  do	
  not	
  submit	
  insurance	
  claims	
  regarding	
  
chiropractic	
  care,	
  nor	
  do	
  we	
  communicate	
  with	
  insurance	
  companies	
  in	
  regards	
  to	
  any	
  patients	
  that	
  may	
  submit	
  
claims	
  for	
  care	
  received	
  at	
  our	
  office.	
  	
  
	
  
ACKNOWLEDGEMENT	
  OF	
  NOTICE	
  OF	
  PRIVACY	
  PRACTICES:	
  We	
  are	
  very	
  concerned	
  with	
  protecting	
  your	
  personal	
  
health	
  information.	
  There	
  may	
  be	
  times	
  where	
  our	
  office	
  may	
  need	
  to	
  contact	
  you	
  regarding	
  office	
  matters.	
  By	
  signing	
  
below,	
  you	
  have	
  authorized	
  this	
  office	
  for	
  office	
  related	
  matters	
  in	
  the	
  following	
  manners:	
  work	
  phone,	
  home	
  phone,	
  
cell	
  phone,	
  e-­‐‑mail,	
  and	
  regular	
  mail.	
  Messages	
  may	
  be	
  left	
  on	
  an	
  answering	
  machine/voicemail,	
  or	
  with	
  the	
  person	
  
who	
  answers	
  you	
  work-­‐‑home-­‐‑cell	
  phone.	
  Also,	
  in	
  accordance	
  with	
  the	
  Health	
  Insurance	
  Portability	
  and	
  Accountability	
  
Act	
  of	
  1996	
  (HIPAA),	
  updated	
  on	
  September	
  23,	
  2013,	
  this	
  office	
  is	
  obliged	
  to	
  supply	
  you	
  with	
  a	
  copy	
  of	
  the	
  office	
  
privacy	
  policy	
  and	
  procedures	
  upon	
  request.	
  This	
  document	
  outlines	
  the	
  use	
  and	
  limitations	
  of	
  the	
  disclosure	
  of	
  your	
  
personal	
  health	
  information	
  and	
  your	
  rights	
  as	
  a	
  patient.	
  By	
  signing	
  below,	
  you	
  have	
  acknowledged	
  that	
  you	
  have	
  
been	
  offered	
  a	
  copy	
  of	
  this	
  document.	
  	
  

	
  
ACKNOLEDGMENT	
  OF	
  TREATMENT	
  PLAN:	
  By	
  signing	
  below,	
  you	
  have	
  acknowledged	
  that,	
  if	
  accepted	
  for	
  care,	
  you	
  
may	
  be	
  presented	
  with	
  a	
  chiropractic	
  treatment	
  plan	
  resulting	
  in	
  one	
  or	
  more	
  of	
  the	
  following	
  services:	
  chiropractic	
  
adjustments,	
  examinations,	
  and	
  supportive	
  therapies	
  and	
  procedures.	
  	
  
	
  
ACKNOWLEDGEMENT:	
  By	
  signing	
  below,	
  you	
  have	
  acknowledged	
  that	
  you	
  understand	
  and	
  agree	
  with	
  the	
  policies	
  
and	
  procedures	
  outlined	
  in	
  this	
  TERMS	
  OF	
  ACCEPTANCE	
  form.	
  By	
  signing	
  below,	
  you	
  acknowledge	
  and	
  certify	
  that	
  all	
  
information	
  given	
  to	
  the	
  office/provider	
  in	
  the	
  INTAKE	
  forms	
  are	
  true	
  and	
  accurate	
  to	
  the	
  best	
  of	
  your	
  knowledge.	
  	
  
	
  

	
  
	
  
	
  
	
  
	
  
	
   Signature	
  of	
  Patient:	
  _________________________________________________________________________	
  Date:	
  ______________	
  
	
  
	
  
	
  
	
   Signature	
  of	
  Parent	
  or	
  Guardian:___________________________________________________________Date:	
  ______________	
  
	
  
	
  



	
  
WILLIAMSON	
  CHIROPRACTIC	
  SERVICES,	
  PLLC	
  

Consent	
  for	
  Chiropractic	
  Care	
  
	
  
	
  
	
   Patient	
  Name:	
  ___________________________________________________	
  D.O.B:	
  __________________________	
  Date:	
  _______________________	
  
	
  
	
   	
  
	
  
	
  
	
  

By	
  reading	
  below,	
  I	
  have	
  been	
  made	
  aware:	
  
	
   	
  

1.   The	
  process	
  of	
  delivering	
  a	
  “Chiropractic	
  Adjustment”	
  (manipulation)	
  may	
  be	
  performed	
  manually	
  by	
  hand,	
  with	
  
a	
  table	
  mechanism,	
  or	
  with	
  a	
  hand-­‐‑held	
  instrument	
  to	
  vertebra(e)	
  of	
  the	
  spine	
  and/or	
  associated	
  structures	
  often	
  
resulting	
  in	
  an	
  audible	
  pop	
  or	
  click	
  sound;	
  

2.   That	
  on	
  occasion,	
  some	
  temporary	
  soreness	
  and/or	
  stiffness	
  may	
  occur;	
  less	
  frequently	
  aggravation	
  of	
  presenting	
  
symptoms	
  or	
  initiation	
  of	
  new	
  symptoms;	
  rarely	
  bruising,	
  swelling	
  and	
  even	
  more	
  rare,	
  separation/fracture;	
  and	
  
extremely	
  rare,	
  nerve	
  or	
  vascular	
  injury	
  may	
  occur	
  in	
  conjunction	
  with	
  the	
  process	
  of	
  a	
  Chiropractic	
  Adjustment;	
  

3.   That	
  the	
  chiropractor	
  has	
  made	
  no	
  guarantee	
  of	
  a	
  positive	
  outcome	
  from	
  treatment.	
  	
  
	
  

Additionally:	
  
	
  
1.   I	
  have	
  been	
  afforded	
  ample	
  opportunity	
  for	
  questions	
  and	
  answers.	
  	
  

	
  
	
  
	
  
	
  

THEREFORE,	
  BY	
  SIGNING	
  BELOW:	
  
	
  

I	
  consent	
  to	
  the	
  performance	
  of	
  the	
  diagnostic	
  and	
  therapeutic	
  procedures	
  performed	
  by	
  the	
  doctor	
  and	
  or	
  
the	
  staff	
  under	
  the	
  direction	
  and	
  supervision	
  of	
  the	
  office	
  chiropractor	
  involved	
  in	
  my	
  case;	
  

	
  
I	
  consent	
  to	
  the	
  performance	
  of	
  other	
  diagnostic	
  and	
  therapeutic	
  procedures	
  in	
  the	
  future	
  that	
  may	
  be	
  
deemed	
  reasonable	
  and	
  necessary	
  by	
  the	
  doctor	
  and	
  or	
  staff	
  under	
  the	
  direct	
  supervision	
  of	
  the	
  office	
  
chiropractor	
  involved	
  in	
  my	
  case.	
  	
  

	
  
I	
  understand	
  the	
  risks	
  and	
  benefits	
  associated	
  with	
  chiropractic	
  care	
  and	
  am	
  willing	
  to	
  accept	
  care	
  on	
  this	
  
basis.	
  	
  

	
  
	
  

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

Signature	
  of	
  Patient:	
  _________________________________________________________________________	
  Date:	
  ______________	
  
	
  
	
  
	
  
	
   Signature	
  of	
  Parent	
  or	
  Guardian:___________________________________________________________Date:	
  ______________	
  
	
  
	
  
	
  


