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Name: 			______________  Date:________________________
Address:_________ 		City: 	_______State: 	______Zip:________
 Home Phone: 	_______Cell phone:___________Work Phone:____________ 
Date of Birth___ /__ /__     Age: 	______       Male/Female  
SS#: 			___Occupation: 		___________________

Marital Status:   M     W     D     S   Spouse Name 	_________________________ No # of Children ___________
Name of Children ___________	___________________  Email:______________________________________
1. Many patients are referred to our office by a family member or friend. What or who made you decide to visit our office?

Science tells us your spine like your teeth need to be cared for regularly.
2. How often do you get adjusted by a chiropractor?	Frequently/Only when you hurt/1 x month/Never
3. When was your last complete spinal examination including x-rays? 	_  _________	Never _____
4. Do you know if you have a Spinal curve____Spinal Arthritis____or Inherited spinal problem?_____ 
5. Over time, spinal misalignments will cause arthritis and degeneration which may result in grinding or cracking to be heard when you move your neck or back, as well as loss of nerve health. Do you hear these sounds when you move your head or neck?	     ___Yes	          ___No

6. If your spine is out of alignment for a long time it can make you feel like you need to twist, stretch, or crack your neck or back. Do you often feel the need to crack or pop your neck or lower back?	      
___Yes	 	___ No
7. Poor posture leads to poor health and early death. How would you rate your posture?
Poor 1   2   3   4   5   6   7   8   9   10   Excellent
8. Stress causes your spine to misalign and accelerates spinal damage. Rate your stress level over the last 3 months.
 			None 1   2   3   4   5   6   7   8   9   10   Intense
9. Please circle or list any health symptoms or health complaints you are experiencing.
	Neck Pain L/R
	Leg Pain L/R
	Heart Disease
	Thyroid

	Midback Pain L/R
	Asthma
	Cancer
	Allergies______________

	Low back Pain
	Headaches/Migraines
	Constipation 
	Diabetes I / II

	Arm Pain L/R 
	Numbness/Tingling L/R
	Menstrual Pain
	Other:________________



10. Prescription medications may cause various side effects and hide the severity of health problems while hindering the body's ability to heal. What medications are you currently taking? 
 1. ____________________2. _______________________	3._____________________4._________________
 5._______________________6._______________________. 

11. Please list any surgeries you have had, also include dates. 	________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

12. Do you smoke cigarettes?  ___Yes   ___No     Drink Alcohol?  ___Yes   ___No     Times a week:______

13. Spinal health is vitally important to ensure you and your baby are healthy.  Is there a chance you are pregnant?        ____ Yes     	____No

14. Daily trauma, auto accident(s), and work injuries can cause misalignment of vertebrae and serious spinal problems.
When was your most recent injury at home?_________Car accident?___________Slip or fall?____________
15. Improper sleeping positions can cause spinal misalignment and spinal damage. What sleeping position do you normally sleep in?
    ___ Back           ___ Stomach        ___ R Side          ___ L Side
16. Exercise level:	Never   1   2   3   4   5   6   7   8   9  10   Often (at least 4-5 days a week)	
17. Are you ?	         ___ Right Handed   ___ Left Handed
18. Please list vitamins/supplements you take: ______________________________________________________________________________________________________________________________________________________________________________
19. If the doctor identifies your spine to be misaligned or subluxated, are you committed to follow the recommendations to correct your problem completely?
                   ___Yes	          ___ No            

The above information is true and accurate to the best of my knowledge.

Patient Signature (Parent/Guardian): ______________________________	Date: 	__________________
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CONSENT FOR TREATMENT OF MINOR


Date:___________

I hereby authorize Harrah Family Chiropractic and whomever he may designate as assistants to administer examinations and chiropractic care as deemed necessary to:_________________________________.
I, __________being the parent or legal guardian of ________________
have read and fully understand the above informed consent and hereby grant permission for my child to receive chiropractic care. 

Printed name of parent or legal guardian:___________________

Signature of parent or legal guardian:_______________________
















Insurance Agreement
I understand I am financially responsible for any charges incurred at this office, for those patients using insurance, this would include co-pays, deductibles, and charges denied or not covered by my insurance company. I understand this office will require payment from me for any services not covered by my health insurance plan. I hereby authorize my insurance benefits to be paid directly to Dr. Tyler Haderer or Harrah Family Chiropractic. I have read this document and understand my obligations for payment for care in the absence of insurance coverage. 
Print Name:___________________________________________		Date:___________________

Signature of Patient/Parent or Guardian: ______________________________________________________


Informed Consent for Chiropractic Care
Chiropractic care has been proven to be very safe and effective. It is not unusual however, to be sore after your first few corrective adjustments. Although rare it is possible to suffer from other side effects; i.e. muscle spasms, stiffness, rib fracture, headache, dizziness and stroke. You have the right, as a patient, to be informed about the condition and the recommended care to be provided so that you make the decision whether or not to undergo chiropractic care after being advised of the known benefits, risks, and alternatives.
If at the beginning or during the course of care we encounter a non-chiropractic or unusual findings, we will advise you of those findings and recommend some further testing or refer you out to another health care provider.
All questions regarding the doctor's objective to my care in this office has been answered to my complete satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have read and fully understand the above statements and therefore accept chiropractic care on this basis.
Print Name____________________________________        Date _________________
Signature_____________________________________________	
Consent to evaluate and adjust a minor child
I, ___________________being the parent or legal guardian of __________________have read and fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care.
Pregnancy Release
This is to certify that to the best of my knowledge I am not pregnant, and the above doctor and his/her associates/staff have my permission to perform an x-ray evaluation. I have been advised that x-rays can be hazardous to an unborn child.
Date of last menstrual cycle: ___________
Signature__________________________________	Date __________________
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Pediatric Consultation     Child’s Name ________________________________________    Date _______________________     The majority of children have experienced hundreds of impacts that could cause vertebrae to become misalign or  subluxated. What we need to do now  is discover several of the traumas your child has suffered .     What was your child’s birth like?     Easy/Stressful/Complicated/ Surgical   How long was the entire labor ?____________ ___ How long did you actually push for ?________   Were you induced?     ___ YES    ___ N O     Nerve Block?     ____ YES    ___ NO    C - Section     ____ YES    ____ NO   Was there any pulling on the head?   ____ YES  ____ NO    Mid - wife ?_____   OBGYN ?_____    Forceps or vacuum extraction ?____     Science has shown that 47% of all children fall on their heads by the age o f one and have at least 200 major falls by the  age of 5 years old   When was your child’s most recent fall ?________________________________________________________________   Was any care given       ____ YES       ____ NO     Was he/she checked by a  chiropractor for subluxation ?        ____ YES      _____ NO    And fall before that ?______________________________________________ Any care given    ___ YES    ____ NO     Chiropractic Adjustment      ____ YES      _____ NO      What sports or recreational activities does your   child do ?_________________________________________________   When was your child’s most recent stress, strain or injury while doing these activities ?________________________   Any care given ?    ____ YES    _____ NO        Chiropractic Adjustment       _____ YES     __ ___ NO     Has your child ever been involved in a motor vehicle accident as a passenger ?      _____ YES      _____ NO   Briefly describe: When/Details ?______________________________________________________________________     Child seat ?      ____ YES     ____ NO   Seat bel t?   _____ YES    ____ NO   Front or Back seat ?  (circle one)     Was care given ?   ____ YES   _____ NO    Chiropractic adjustment ?    ____ YES    _____ NO     This information is important. Thank you for explaining your child’s history of accidents and traumas. This will  help the  doctor better understand where the spine is damaged or subluxated. What we need to do now is ask you a few questions  regarding your child’s current health concerns.     Does your child have any health concerns?  ____ YES  _____ NO    What are they?________ ______________________   If so, how long have they been present for?_____________________________________________________________     Subluxated vertebra will cause irritation to nerve fibers affecting organs and tissue leading to sickness and illness.     Are the re any other conditions your child is or was experiencing ?    ____ YES    _____ NO   How long and details ?______________________________________________________________________________   Depending on where and the degree of the subluxated vertebra, nerve pressure  can be constant or occasional. How  often does your child have this  condition(s )?_______________________________________________________________________________________     Does your child take multi - vitamins regularly ?    ____ YES     _____N O    What other supplem ents does your child  take ?_____________________________________________________________________________________________   Please list all medications your child  takes :___________________________________________________________________________________________ __     Signature Parent or Guardian :______________________________________________ Date :_____________________   Harrah Family Chiropractic   19857 NE 23 rd   St., Ste A,   Harrah, Oklahoma 73045   Ph: (405) 309 - 2629  


