
ChiroLife 

 

PATIENT INFORMATION 

Thank you for choosing ChiroLife for your chiropractic and acupuncture needs.  Please complete this form in ink, leaving 

nothing blank.   

If you have any questions or concerns, do not hesitate to ask for assistance. We will be happy to help. 

 

Name_________________________________________ D.O.B:                __          Age ____ 

                 Last                               First                            Middle Initial 

Gender:       Female       Male    E-mail Address:____________________________________________ 

Address ____________________________________City ___________________________________  

State ______________ Zip ___________ 

 

Marital Status: Married   Widowed  Single  Separated     Divorced Minor    

    

Employer/School ________________________ Occupation ________________  

Work Phone _________________ 

Spouse or parent’s name ____________________ Employer ________________  

Phone ___________________ 

Person to Contact in case of Emergency ____________________________Phone __________________ 

How did you hear about us?     Internet     Phone Book     Location     Insurance     Patient     Relative                                    

Who/other?:____________________________________________________________________________

__ 

Primary Care Physician: _________________________________ Phone: ____ __________________ 

 

 

 

 

 

OTHER INFORMATION 

Preferred Language: ______________________ Are you interested in a weight loss program?   YES     NO 

Are you willing to be treated in an open room (near/with other patients)?     YES      NO 

Patient communication will always be confidential.  If there is ever a need to communicate privately, you will always be accommodated.  

 

 

 
More on back. 

Cell:



Notice of Cash Practice 

 
 The purpose of this notice is to notify all patients that ChiroLife is a cash practice and will not bill or send claims to any 

insurance companies. 

 

If you would like to submit claims or information regarding your visit to this office to your insurance company, ChiroLife will 

print any ledger, SOAP note, or exam note that is required by the insurance company free of charge.  ChiroLife does not 
guarantee any insurance company will reimburse or accept any visit or procedure done in this office and any procedure not 

accepted by the insurance company is the patient’s sole responsibility. 

 
Several patients elect to use an HSA(health savings account) for their visits in this office.  ChiroLife does not guarantee that 

any visits or procedures done in this office will be covered by an HSA and any procedure performed that is not covered by an 

HSA is entirely the patient’s responsibility.  
 

 

I have read and understand the notice above: 

 
 

____________________________________        _______________ 

Patient signature                                                     Date  
 

 

____________________________________ 
Patient name 

 

 

To repeat, ChiroLife does not bill or send claims to any insurance companies. 
 

 

 

 

 

 

 

Common Costs for care 
 

        First visit: Adult- $150    Minor- $75   Infant- $35 

 

        Subsequent visits:  

                                Adjustment plus E-stim and heat- $70 

                                Just an adjustment- $45 

                                Adjustments for minors and infants- $35 

 

 

 

 

 

 

 

 

 

 

 



ChiroLife 

Patient Intake Form 
  

Do you have any pain or discomfort? Where? 
Headaches  Shoulder  Hand  Legs  

Jaw  Arm  Mid back  Knee  

Neck  Elbow  Low back  Ankle  

Upper back  Wrist  Hip  Foot  

Other: ____________________________________________________________________________  
 

Do you have any neurologic symptoms? 

Numbness Tingling Weakness Traveling Pain 

  Change in Bowel 

Habits 

  Change in Bladder 

Habits 

  

Where/Other?: ___________________________________________________________________________ 
 

General Health: 

  How would you rate your diet? (1=Bad 10=Great!) 
      1   2        3         4             5     6     7     8    9     10 

     What health supplements do you take?  
     How much water do you drink? 

______________________________________________________ 
 
 

  How would you rate your exercise? (1=Bad 10=Great!) 
      1   2        3         4             5     6     7     8    9     10 

     What kind of exercise do you do? 

______________________________________________________   

  How would you rate your stress level? (1=None 10=Lots) 
      1   2        3         4             5     6     7     8    9     10 

  What do you do to manage your stress? _____________________________________   
 

  Are you seeing any other healthcare professionals right now? 
Medical Doctor Osteopath Naturopath Acupuncturist 

Therapist Massage therapist Physical Therapist Other: ____________ 
   

  Have you had any major hospitalizations?      YES       NO     For what?  
   

  Medications?  
   

  Surgeries? ____________________________________________________________________ 
   

  Have you seen a chiropractor before?        YES        NO       When? 
   

  What are your health goals?  

   

 

 

 



Lifestyle 

  What do you do for work? 

  What does your workday consist of? 
Sitting at a desk/computer ____hours  Talk on headset/phone ____ hours Lifting, up to ____ Lbs.  

Standing at computer ____ hours Walking  Manual Labor ____ hours 

Driving truck/car ____ hours  Running  Standing _____ hours 

Other: 

________________________________________________________________________________ 

  Family health history 

Rheumatoid arthritis  Heart problems   Diabetes 

Cancer  Lupus   ALS 

  Other? 

  Major Accidents/Trauma?  

 

 

Review of Health Systems 
Symptom Now In past  Now In past  Now In past  Now In past 
Fever/chills   Nose pain   Abdominal pain   Memory Loss   
Weight Change   Nose bleeds   Diarrhea   Speech problems   
Fatigue   Mouth ulcers   Constipation   Seizures   
Night Sweats   Bleeding gums   Blood in Stool   Tremors   
Anorexia   Abnormal taste   Blood in Urine   Coordination loss   
Rash   Hoarse voice   Difficulty urinating   Falls   
Hair/nail change   Difficulty breathing   Frequent urination   Insomnia   
Itchiness   Wheezing   Urinary incontinence    Anxiety   
Decreased vision   Cough   Urinary urgency   Depression   
Blurry vision   Breast pain   Testicular pain/ Swelling   Allergies   
Double vision   Breast mass   Genital Lesions   Other:   
Eye pain/discharge   Chest pain   Irregular periods      
Ear pain/discharge   Heart palpitations   Pregnancy   Due:________      
Vertigo   Difficulty breathing   Swelling      
Decreased hearing   Edema   Bruising      
Tinnitus   Nausea   Headaches      

 

 

 

 

 

 

 

 

 

 



ChiroLife 

Informed Consent for Chiropractic Care 

 
To the patient (or their parent, legal guardian, court appointed conservator, or agent): Please read this entire form prior to 

signing it. It is important that you understand the information contained in this form. Please ask any questions prior to signing 

this form if you are unclear about anything in this form. 
Chiropractic Adjustments- 

 The primary treatment render by the Doctor of Chiropractic to you will be chiropractic adjustments, which are 

purposely intentioned movements of bones with the desired effect being to remove interferences to nerves, which then allows 

your body to use its innate ability to heal itself. Chiropractic adjustments also have the desirable effect enabling muscles, 
tendons, and ligaments to properly function and heal, and allows blood flow to properly occur. Chiropractic adjustments can be 

made be either the use of hands or mechanical instruments to any bone or joint in the body including both spinal and extremity 

bones. You may or may not hear an audible sound, which is just air being released from the joint space as bones are moved 
into their proper positions.  

Other Procedures- 

 There are several other procedures used by Chiropractic Physicians that may be used on you. A physical examination 
will be performed to obtain a baseline level of functioning as well to partially determine an appropriate course of treatment and 

associated recommendations. The physical examination may include posture checks, range of motion testing, muscle strength 

testing, various neurological and orthopedic testing, and other testing. Radiology is the use of x-rays on the human body and is 

used to gain an inside perspective of the human body that cannot be obtained from a physical examination. Treatment may 
include chiropractic adjustments, physical therapy (such as ultrasound, interferential therapies, massage therapy, exercise 

recommendations, etc.). Additionally, there may referrals to other doctors as necessary, and their treatment should involve the 

same informed consent with disclosure of risks and benefits as is being done here. For example, there can be permanent pain as 
a side effect of surgery as one possible consequence of that procedure. 

Potential Benefits of Chiropractic and Associated Care- 

 The majority of chiropractic patients tend to achieve good to excellent improvement in their physical conditions with 
chiropractic care. Improvement can be measured in many ways, including reduction in pain, increased range of motion, less 

stiffness, increased athletic performance, and other ways. It must be remembered that different people get different results; 

different people have pre-existing conditions and are of different ages and occupations (with different types of physical stress). 

Your situation is unique, and no guarantees are given. You will have to determine what results you get for yourself and report 
them to your Doctor of Chiropractic. 

Material Risks Inherent with Chiropractic Adjustments and Other Treatment- 

 As with any healthcare procedure, there are certain complications which may arise when chiropractic adjustments and 
other care/procedures are performed.  These complications include but are not limited to fractures of bones, disc injuries, 

dislocations, muscle strains, cervical myelopathy, strokes, radiations exposure, costovertebral strains and separations, and 

burns. Some patients feel some stiffness and/or soreness following the first few days of treatment. The physical exam can 

temporarily worsen symptoms but is a necessary part of chiropractic care. The Doctor of Chiropractic will make every 
reasonable effort during the examination to screen for contraindications to care, but remember it is your responsibility to 

inform the Doctor of Chiropractic of any conditions that would not otherwise come to their attention. 

Probability of Risks Occurring- 

 Fractures are rare occurrences and generally result from some underlying weakness of bone. Even though a competent 

history, examination (which may include radiography) will be performed, it is still possible for some weakness of bone to be 

undetected. Extremely rare are strokes from vertebral artery dissection which also occur in about one person in 133,000 in 
general (not related to chiropractic) but are estimated to occur in between one in one million and one in five million cervical 

adjustments. Although discs are generally helped with chiropractic care, they can be worsened even to the point of requiring 

surgical care although this rarely occurs. Physical therapy can sometimes burn skin by irritating it, although this is unlikely to 

occur. 
 A perspective on the risks of chiropractic care as compared to medical care can been seen by the money paid by 

different doctors for a $1,000,000 malpractice liability policy. The following annual premiums listed are close approximations, 

although not exact. A general medical doctor pays about $20,000 per year, an internal medicine specialist pays about $50,000 
per year, and a medical specialist such as surgeons, cardiologists, and obstetrics and gynecologists (OBGYN) pay about 

$150,000 per year for a $1,000,000 malpractice liability policy. In stark contrast to medical doctors who patients encounter 

significant more risk than Chiropractic Physicians, Chiropractic Physicians in Utah pay about $2,000 per year. If you are 

reading this, thank you! Let me know for $5 off your initial visit! Also, it has been reported that about 187,000 deaths occur 
every year from medical malpractice, but that the number for chiropractic is typically zero per year.  



Consequences of Not Obtaining Chiropractic Care- 

 Not obtaining chiropractic care will have the effect of not obtaining its benefits such as having your body function at 

its best ability, reducing pain, peak athletic performance, etc. Not obtaining chiropractic care may allow formation of adhesions 

and reduce mobility which may set up a pain reaction further reducing mobility. Over time this process may complicate 

treatment making it more difficult, requiring more time (and money), and less effective when chiropractic care is obtained later 
in time. Not obtaining chiropractic care following trauma such as whiplash or other effects of automobile accidents will cause 

injured muscles, tendons, and ligaments to heal improperly and be significantly weaker and more prone to re-injury as 

compared to receiving proper chiropractic care.  
Alternatives to Chiropractic Care- 

 Other treatment options for your condition may include rest, acupuncture, physical therapy, medical care, medications 

(both over the counter and prescribed), hospitalizations, surgery, and others. If you chose to use other treatment options, you 
should discuss the risks and benefits with your medical doctor or other health care provider.  

DO NOT SIGN THIS FORM UNTIL YOU HAVE READ AND UNDERSTAND THIS FORM. UPON DOING SO, PLEASE 

COMPLETE THE INFORMATION AND SIGN THIS FORM. 

    

    

_______________________________________________________                               Date:   __________________ 

Signature of patient or legal guardian 

 

_______________________________________________________ 

Patient Printed Name 

 

 _______________________________________________________ 

Legal Guardian Printed Name 

 

Payment Agreement 

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier 

and me. Furthermore, I understand that this healthcare office will prepare any necessary reports and forms to assist 

me in making collections from the insurance company and that any amount authorized to be paid directly to this 

healthcare office will be credited to my account upon receipt. However, I clearly understand and agree that I am 

personally responsible for payment of any services rendered to me and charged directly to me. I also understand that if 

I terminate my care and treatment, any fees for professional services rendered to me will be immediately due and 

payable. 

Initials______________ 

 

 

 

 

 

 

 

 

 

 

 

 



Notice of Privacy Practices 

ChiroLife 

 
Purpose of This Notice 

The Joint Notice of Privacy Practices describes how we may use and disclose your protected health information to carry out 
treatment, initiate payment, or conduct healthcare operations and for other purposes that are permitted or required by law. 

ChiroLife reserves the right to make changes in the Notice of Privacy Practices.  The notice describes your rights to access 

and control your protected health information.  “Protected Health Information” is the information about you including 
demographic information, that may identify you and that relates to your past, present, or future physical or mental health 

condition and related health care services.  

 

Who Will Follow This Notice 

This notice describes the privacy policies of ChiroLife and that of: 

• Any health care professional authorized to enter information into your medical records. 

• All employees of ChiroLife. 

• All contracted service providers for ChiroLife. 

 

Our Pledge Regarding Your Medical Information 

We are committed to protecting your personal health information.  A confidential record of the care and services you receive at 

our office is created and maintained at our office.  This notice applies to all of those records of your care.  

The law requires us to: 

• Ensure your personal medical information is kept confidential. 

• Provide this notice that tells of our legal duties and privacy practices regarding your personal medical information. 

• Notify you if we are unable to agree to a requested restriction. 

• Accommodate reasonable request you may have to communicate health information by alternative means or alternative 
locations.  

 

All employees will follow the terms of this notice that is currently in effect.  We may change the terms of this notice at any 

time without advance notice to you.  The new notice will be effective for all protected health information that we maintain at 
that time.  Upon your request, we will provide you with any revised Notice of Privacy Practices.  You may obtain a copy by 

contacting our Privacy Officer. 

We will not use or disclose your health information without your authorization, except as described in this notice.  If you 
believe your privacy rights have been violated, you can file a complaint with our Compliance Officer or with the Secretary of 

Health and Human Services. There will be no retaliation for filing a complaint.  

 
Examples of Disclosures for Treatment, Payment, and Health Operations 

We will use your health information for treatment. 

For example: Information obtained by the physician, chiropractic assistant, or any other member of your healthcare team will 

be recorded in your record and used to determine the course of treatment that should work best for you.  Upon request, we will 
also provide other physicians or a subsequent health care provider with copies of various reports pertaining to your care in our 

office. 

 
We will use your health information for payment. 

For example: A bill may be sent to you or insurance company.  The information on or accompanying the bill may include 

information that identifies you, as well as your diagnosis and procedures performed.  

 
We will use your health information for regular health operations.  

There are some services provided in our office through contacts with business associates. These would include diagnostic or 

laboratory services, or any entity contracted to maintain or install our data systems. To protect your health information, 
however, we require the business associates to sign a privacy agreement that they will appropriately safeguard your 

information.  

 
Communication with family; Health professionals, using their best judgment, may disclose to a family member, close personal 

friend, or any other person you authorize by written consent, health information relevant to that person’s involvement in your 

care or payment related to your care. 



 
Workers Compensation; We may disclose health information to the extent authorized by and to the extent necessary to comply 

with laws relating to workers compensation or other similar programs established by law. 

 

Public Health; As required by law, we may disclose your health information to public health or legal authorities charged with 
preventing or controlling disease, injury, or disability.  

 

Law Enforcement; we may disclose health information for law enforcement purposes as required by law or in response to a 
valid subpoena.  

 

Federal law makes provisions for your health information to be released to an appropriate health oversight agency, public 
health authority, provided that a work force member or business associate believes in good faith that we have engaged in 

unlawful conduct or have otherwise violated professional or clinical standards and are potentially endangering one or more 

patients, workers, or the public.  

 
________   I understand that my health care records maybe destroyed after a period of seven years or any period of time 

designated by federal or state law.  

 
________   I understand ChiroLife will be contacting me regarding my appointments, and insurance or billing matters, I am 

aware that if I should not be available at the time the call is made a message will be left. 

 

 
AUTHORIZATION AND HIPAA ACKNOWLEDGEMENT 

Please read carefully and sign/initial where indicated. 
 

I acknowledge I have read and understand the HIPAA policy of ChiroLife. 

 
 

_______________________________________            _________________ 

Signature of Patient/Legal Guardian                                             Date 

 
_______________________________________ 
Print name of Patient/ Legal Guardian 

 
 

To the person(s) listed below, I give my permission to ChiroLife to discuss any healthcare information including 

billing/account information on my behalf anytime: (If you do not permit anyone access to this information on your behalf, 

leave this area blank) 
 

 

_______________________________________             _____________________________________              ___________ 
Print Authorized Person’s Name                                       List Authorized Party’s Relationship to Patient              Patient Initials 

 

_______________________________________             _____________________________________              ___________ 
Print Authorized Person’s Name                                       List Authorized Party’s Relationship to Patient              Patient Initials 

 

_______________________________________             _____________________________________              ___________ 

Print Authorized Person’s Name                                       List Authorized Party’s Relationship to Patient              Patient Initials 
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