
Chiropractic Case History/Patient Information 

Date:__________________  Patient #___________     Doctor:___________________ 
 

Name:__________________________     Social Security #__________________Home Phone: _______________ 

Address:____________________________________City:___________________ State:______ Zip:___________ 

E-mail address:____________________________Fax # __________________ Cell Phone:__________________ 

Age:_______ Birth Date:___________ Race:______ Marital:  M  S  W  D   

Occupation:_________________________ Employer:________________________________________________ 

Employer's Address:__________________________________ Office Phone:_____________________________ 

Spouse:___________________  Occupation:________________ Employer:_______________________________ 

How many children?____________Names and Ages of Children:________________________________________ 

___________________________________________________________________________________________ 

Name of Nearest Relative:________________________  Address:______________________Phone:___________ 

How were you referred to our office?______________________________________________________________ 

Family Medical Doctor:_________________________________________________________________________ 

When doctors work together it benefits you.  May we have your permission to update your medical doctor regarding 

your care at this office?___________ 
HISTORY OF PRESENT ILLNESS: 
Chief Complaint:  Purpose of this appointment:_______________________________________________ 

Date symptoms appeared or accident happened:_________________________________________ 

Is this due to:  Auto___   Work____  Other________________________________________________ 

Have you ever had the same or a similar condition?  Yes  No  If yes, when and describe:______________ 

___________________________________________________________________________________________ 

Days lost from work:_________________ Date of last physical examination:_________________________ 

PAST MEDICAL HISTORY  
Have you ever been diagnosed as having or have suffered from? (Place a check mark by conditions that apply to 
you)  
__Broken or Fractured Bones  __Osteoarthritis  __Eating Disorder  
__Circulatory Problems   __Epilepsy   __Alcoholism  
__Rheumatoid Arthritis   __Pace Maker   __Drug Addiction  
__Seizures/Convulsions  __Strokes   __HIV Positive  
__A Congenital Disease  __Cancer   __Gall Bladder  
__Excessive Bleeding   __Ruptures   __Depression  
__High/Low Blood Pressure  __Coughing Blood  __Ulcers  
 
Do you have a history of stroke or hypertension?_____________________________________________ 
 
Have you had any major illnesses, injuries, falls, auto accidents or surgeries?  Women, please include information 

about childbirth (include dates): _________________________________________________________________ 

___________________________________________________________________________________________ 
Have you been treated for any health condition by a physician in the last year?  Yes  No 

If yes, describe:_______________________________________________________________________________ 

What medications or drugs are you taking?_________________________________________________________ 

___________________________________________________________________________________________ 

Do you have any allergies to any medications?  Yes  No  

If yes, describe:_______________________________________________________________________________ 



Do you have any allergies of any kind?  Yes  No  

If yes, describe:______________________________________________________________________________ 

Please list any other health problems you have, no matter how insignificant they may 
be:_________________________________________________________________________________________ 
___________________________________________________________________________________________ 
 
SOCIAL HISTORY: 
Do you drink alcoholic beverages?___ If so, how much per week?__________________________________ 
Do you use any tobacco products?______Do you smoke?____ If so, packs per day: _______________________ 
Do you take vitamin supplements?________  If so, please list:______________________________________ 
Do you consume caffeine?____ If so, how much per day:__________________________________________ 
Do you exercise?__________ If yes, what is the frequency and type of exercise?__________________________ 
What are your hobbies?________________________________________________________________________ 
What percentage of time during the day (at home or at your job away from home) do you spend:   
lifting_____ sitting_____ bending______working at a computer_______ 

FAMILY HISTORY: 
Parents:  
Father: living___ deceased____ Current age if still living:______ Cause of death and age at death if 
deceased:____________________ (check one) 
 
Mother: living___ deceased____ Current age if still living:______ Cause of death and age at death if 
deceased:____________________ (check one) 
 
Check if applicable to you: _________ As an adopted child, little is known of birth parents or family. 
 
Do you have any family members who suffer from the same condition you do?  If so, please 
list:___________________________________________________________________________________ 
  
FAMILY DISEASES (check if applicable and indicate whether family member is Father, Mother, Sister, Brother): 
  
Tuberculosis____     Cancer____   Mental Illness____  
Diabetes ____       Asthma____   Heart Disease ____ 
Stroke ____       Kidney Disease____  Lung Disease____  
Arthritis_____       Liver Disease ____ 
Other ________________________________________ 
 
Please check any and all insurance coverage that may be applicable in this case: 

 Major Medical      Worker's Compensation    Medicaid    Medicare     Auto Accident  
 Medical Savings Account & Flex Plans   Other 

 
Name of Primary Insurance Company:___________________________________________________________ 
Name of Secondary Insurance Company (if any):___________________________________________________ 
AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or 
chiropractic office. I authorize the doctor to release all information necessary to communicate with personal 
physicians and other healthcare providers and payors and to secure the payment of benefits. I understand that I am 
responsible for all costs of chiropractic care, regardless of insurance coverage. I also understand that if I suspend 
or terminate my schedule of care as determined by my treating doctor, any fees for professional services will be 
immediately due and payable.  

 
The patient understands and agrees to allow this chiropractic office to use their Patient Health Information 
for the purpose of treatment, payment, healthcare operations, and coordination of care. We want you to 
know how your Patient Health Information is going to be used in this office and your rights concerning 
those records. 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 HIPAA NOTICE that is 
available to you at the front desk before signing this consent.  If there is anyone you do not want to receive 
your medical records, please inform our office. 
 
Patient's Signature:_____________________________________________________ Date:________________ 

Guardian's Signature Authorizing Care:_____________________________________ Date:________________ 

 

 



 

 

 

 

SUMMARY 

1. What is your major symptom? _____________________________________________________ 

2.  What does this prevent you from doing or enjoying?_____________________________________ 

3. If this is a recurrence, when was the first time you noticed this problem?____________________ 

 How did it originally occur?________________________________________________________ 

 Has it become worse recently?  Yes ___  No ___  Same ___  Better ___  Gradually Worse _____ 

 If yes, when and how? ___________________________________________________________ 

4. How frequent is the condition?   Constant  _____  Daily  ____  Intermittent  ____  Night Only ___ 

 How long does it last?  All Day _________  Few Hours ___________  Minutes ______________ 

5. Are there any other conditions or symptoms that may be related to your major symptom? 

 Yes _____   No  _____.  If yes, describe: ____________________________________________ 

 Are there other unrelated health problems?   Yes _____  No _____. If yes, describe __________ 

 _____________________________________________________________________________ 

6. Describe the pain:  Sharp _____   Dull_____    Numbness _____   Tingling _____   Aching _____ 

 Burning _____  Stabbing _____  Other ______________________________________________ 

7. Is there anything you can do to relieve the problem?  Yes ___  No ___.   If yes, describe _______ 

 ____________________.  If no, what have you tried to do that has not helped? ______________ 

 _____________________________________________________________________________ 

8. What makes the problem worse?   Standing ____  Sitting ______  Lying ______  Bending _____ 

 Lifting _____  Twisting _____  Other ________________________________________________ 

9. List any major accidents you have had other than those that might be mentioned above: _______  

 _____________________________________________________________________________ 

10. WOMEN ONLY:  Are you pregnant or is there any possibility you may be pregnant? 

 Yes _____     No _____   Uncertain _____ 

11. Remarks: _____________________________________________________________________ 

 _____________________________________________________________________________ 

 _____________________________________________________________________________ 

  NO         EXTREME 
        SYMPTOMS                   SYMPTOMS  
 
Please place an “X” on the line above to indicate level of problem. 
 
 
Doctor’s Signature ___________________________________________   Date _____________ 
 
 



Patient Health Questionnaire - PHQ

Patient Name Date

1. Describe your symptoms

Patient Signature Date

5. During the past 4 weeks:

Indicate where you have pain or other symptoms

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?
(like visiting with friends, relatives, etc)

ACN Group, Inc. Use Only   rev 7/18/05

Not at all A little bit Moderately Quite a bit Extremely

7. In general would you say your overall health right now is...

Good Fair PoorExcellent Very Good

2. How often do you experience your symptoms?

Constantly (76-100% of the day)

Frequently (51-75% of the day)

Occasionally (26-50% of the day)

Intermittently (0-25% of the day)

4. How are your symptoms changing?

Getting Better

Not Changing

Getting Worse

3. What describes the nature of your symptoms?

Sharp

Dull ache

Numb

Shooting

Burning

Tingling

8. Who have you seen for your symptoms? No One
Chiropractor

Medical Doctor
Physical Therapist

Other

b. What tests have you had for your symptoms
and when were they performed?

Xrays CT Scan

Other

9. Have you had similar symptoms in the past? Yes No

a. If you have received treatment in the past for 
the same or similar symptoms, who did you see?

10. What is your occupation?
Professional/Executive

White Collar/Secretarial

Tradesperson

Laborer
Homemaker
FT Student

Retired
Other

a. If you are not retired, a homemaker, or a 
student, what is your current work status?

MRI

This Office
Chiropractor

Medical Doctor
Physical Therapist

Other

Full-time Self-employed
Unemployed

Off work
Part-time Other

a. What treatment did you receive and when?

date:

date:

date:

date:

a. When did your symptoms start?

ACN Group, Inc. - Form PHQ-202

All of the time Most of the time Some of the time A little of the time None of the time

b. How did your symptoms begin?

b. How much has pain interfered with your normal work (including both work outside the home, and housework)

a. Indicate the average intensity of your symptoms

None Unbearable



Neck Index

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Neck
Index
Score

Pain Intensity

I have no pain at the moment.

The pain is very mild at the moment.

The pain comes and goes and is moderate.

The pain is fairly severe at the moment.

The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

Sleeping

I have no trouble sleeping.

My sleep is slightly disturbed (less than 1 hour sleepless).

My sleep is mildly disturbed (1-2 hours sleepless).

My sleep is completely disturbed (5-7 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).

My sleep is greatly disturbed (3-5 hours sleepless).

Reading

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.

I cannot read at all because of neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severe neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care

I can look after myself normally without causing extra pain.

I can look after myself normally but it causes extra pain.

It is painful to look after myself and I am slow and careful.

I need some help but I manage most of my personal care.

I need help every day in most aspects of self care.

I do not get dressed, I wash with difficulty and stay in bed.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

I cannot lift or carry anything at all.

Driving

I can drive my car without any neck pain.

I can drive my car as long as I want with slight neck pain.

I can drive my car as long as I want with moderate neck pain.

I cannot drive my car at all because of neck pain.

I cannot drive my car as long as I want because of moderate neck pain.

I can hardly drive at all because of severe neck pain.

Recreation

I am able to engage in all my recreation activities without neck pain.

I am able to engage in all my usual recreation activities with some neck pain.

I cannot do any recreation activities at all.

I am only able to engage in a few of my usual recreation activities because of neck pain.

I can hardly do any recreation activities because of neck pain.

I am able to engage in most but not all my usual recreation activities because of neck pain.

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.

ACN Group, Inc. Form NI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



Back Index

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Back
Index
Score

Pain Intensity

The pain comes and goes and is very mild.

The pain is mild and does not vary much.

The pain comes and goes and is moderate.

The pain is moderate and does not vary much.

The pain comes and goes and is very severe.

The pain is very severe and does not vary much.

Sleeping

I get no pain in bed.

I get pain in bed but it does not prevent me from sleeping well.

Because of pain my normal sleep is reduced by less than 25%.

Pain prevents me from sleeping at all.

Because of pain my normal sleep is reduced by less than 50%.

Because of pain my normal sleep is reduced by less than 75%.

Sitting

I can sit in any chair as long as I like.

I can only sit in my favorite chair as long as I like.

Pain prevents me from sitting more than 1 hour.

I avoid sitting because it increases pain immediately.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting more than 10 minutes.

Standing

I can stand as long as I want without pain.

I have some pain while standing but it does not increase with time.

I cannot stand for longer than 1 hour without increasing pain.

I avoid standing because it increases pain immediately.

I cannot stand for longer than 1/2 hour without increasing pain.

I cannot stand for longer than 10 minutes without increasing pain.

Walking

I have no pain while walking.

I have some pain while walking but it doesn’t increase with distance.

I cannot walk more than 1 mile without increasing pain.

I cannot walk at all without increasing pain.

I cannot walk more than 1/2 mile without increasing pain.

I cannot walk more than 1/4 mile without increasing pain.

Personal Care

I do not have to change my way of washing or dressing in order to avoid pain.

I do not normally change my way of washing or dressing even though it causes some pain.

Washing and dressing increases the pain but I manage not to change my way of doing it.

Washing and dressing increases the pain and I find it necessary to change my way of doing it.

Because of the pain I am unable to do some washing and dressing without help.

Because of the pain I am unable to do any washing and dressing without help.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

Traveling

I get no pain while traveling.

I get some pain while traveling but none of my usual forms of travel make it worse.

I get extra pain while traveling but it does not cause me to seek alternate forms of travel.

Pain restricts all forms of travel.

I get extra pain while traveling which causes me to seek alternate forms of travel.

Pain restricts all forms of travel except that done while lying down.

Social Life

My social life is normal and gives me no extra pain.

My social life is normal but increases the degree of pain.

I have hardly any social life because of the pain.

Pain has restricted my social life and I do not go out very often.

Pain has restricted my social life to my home.

Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

Changing degree of pain

My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.

My pain is rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.

ACN Group, Inc. Form BI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



INSURANCE FORMS/PAYMENT 
 
If you receive any correspondence from your insurance carrier pertaining to the 
care you have received at this office or a request of more information regarding 
your care, please bring it in as soon as possible.  It is very important that we 
keep your file as up to date as possible.  Occasionally, either by mistake, or due 
to provisions in your policy, the check issued by the insurance company for 
payment of services rendered in our office, may come to you instead of our 
office.  If you should receive any unexpected check in the mail, please contact 
us to see if it does represent payment of your bill here. 
 
I have read and understand the payment policy of Care Full Chiropractic.  I 
understand that my insurance is an arrangement between myself and my 
insurance company, NOT between Care Full Chiropractic and my insurance 
company.  I request that Care Full Chiropractic prepare the customary forms at 
no charge so that I may obtain insurance benefits.  I also understand that if my 
insurance does not respond within 60 days, or if I suspend or terminate my 
schedule of care as prescribed by the doctors at Care Full Chiropractic that fees 
will be due and payable immediately. 
 
__________________________________________________ 
Patient’s signature (or guardian if patient is a minor)                    Date  
 
__________________________________________________ 
Witness 
 
SPECIAL PAYMENT INSTRUCTIONS 
 
Patient’s Name:____________________________________ 
 

1. We have verified your benefits and while your insurance company did 
not guarantee payment, they stated that you have a 
$___________deductible, $_____________of which has been met.  
Additionally, your insurance will pay _____% of covered charges, 
leaving ______% of each visit due by you. 

 
2. We have verified your benefits and while your insurance company did 

not guarantee payment, they stated that you have a 
$___________deductible, $_____________of which has been met.  
Additionally, your insurance will pay _____% of covered charges, 
leaving $______co-pay of each visit due by you. 

 
 
 
 
 
 

 
 
 

Care Full Chiropractic 
 

FINANCIAL POLICY 
 
 
 
                                
Our recommendations are based on a desire to see you get well 
and stay well.  Chiropractic care is covered under many 
insurance plans.  Most of our patients that have health or 
accident insurance will fall under one of the plans discussed in 
this policy.  Regardless of your coverage, we’ll suggest the 
chiropractic care we think you need.  We ask that you read 
and understand our policy as it applies to your particular 
situation. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



PATIENTS WITHOUT INSURANCE 
 
We request that 100% of the first visit be paid at the time of the visit.  On other 
visits, payment may be made at the end of the week if you sign a credit 
guarantee form.  We are happy to accept your check, Master Card or Visa. 
 
GROUP OR INDIVIDUAL INSURANCE 
 
Your insurance is an agreement between you and your insurance company, not 
between your insurance company and our office. We cannot be certain if your 
insurance covers Chiropractic, although most policies do provide coverage.  The 
amount they pay varies from one policy to another. When possible, we will call 
to verify benefits on your insurance; however, the benefits quoted to us by your 
insurance company are not a guarantee of payment. As a courtesy to you, our 
office will complete any necessary insurance forms at no additional charge, and 
file them with your insurance company to help you collect.  It is to be 
understood and agreed that any services rendered are charged to you directly and 
you are personally responsible for payment of any non-covered services, 
deductibles or co-pays.  You may also pay the full amount due each day thereby 
qualifying for our Time of Service Reduction in fees.  You may then submit the 
bill to your insurance carrier for reimbursement.     
 
“ON THE JOB” INJURY (Worker’s Compensation) 
 
If you are injured on the job, your care should be paid for under your employer’s 
Worker’s Compensation insurance.  You will need to inform your employer of 
the accident and obtain the name and address of the carrier of their insurance.  If 
your employer does not provide us with this information, if a settlement has not 
been made within 3 months, or if you suspend or terminate care, any fees and 
services are due immediately. 
 
PERSONAL INJURY OR AUTOMOBILE ACCIDENTS 
 
Please present your auto insurance card, your health insurance card, and tell us if 
you have retained an attorney.  There are four options available to the PI patient: 

1. Pay cash for your care and we will submit reports whenever necessary. 
2. We will bill (accept assignment) from the Med Pay portion of your auto 

insurance.   
3. We will accept a Letter of Protection or Doctor’s Lien from an attorney 

and await payment at the time of settlement as long as you remain an 
active patient. 

4. We will bill your standard health insurance plan and you will be 
responsible for all co-pays and deductibles as they are incurred. 

 
Although you are ultimately responsible for your bill, we will wait for 
settlement of your claim for up to three months after your care is completed.  

Once the claim is settled or if you suspend or terminate care, any fees for 
services are due immediately. 
 
MEDICARE  
 
We do accept assignment from Medicare.  The check is usually sent directly to 
our office in payment of the services that Medicare will cover which for 
Chiropractors is ONLY manual manipulation of the spine. Medicare pays 80% 
of the allowable fee once the deductible has been met.  You are required to pay 
the deductible and the remaining 20%. All other services we provide are NON-
COVERED.  These services include, but are not limited to, x-rays, 
examinations, therapies, orthotics, supports, and/or nutritional supplements.  
Medicare patients are fully responsible for charges of non-covered services.  
Secondary insurance may or may not pay for these non-covered services.  Our 
office completes and files the forms for Medicare at no charge.   
 
SECONDARY INSURANCE 
 
Please inform us of any secondary insurance you may have.  We will assist you 
if you need help in filing. 
 
MANAGED CARE PLANS 
 
We are preferred providers for the following companies (List Name of any 
HMO’s or PPO’s). 
 

 You are required to pay a $______co-pay at the time of service. 
 

 A referral from your primary care physician will be necessary.  Out of 
network benefits are available if a referral is not obtained. 
 

 Benefits are available for up to ______visits per year.  A $______co-pay is 
due at the time of service. 
 
FLEX PLANS/MEDICAL SAVINGS ACCOUNTS 
 
Please inform us if you have a medical savings account, sometimes known as a 
'flex plan'.  We will be happy to provide you with a statement of your charges 
for reimbursement. 
 


