Arrowhead Chiropractic Health Profile

The following information is needed in order to better serve you. Please complete all questions. If you need help please ask the receptionist.   PLEASE PRINT.

                                                   

                                                                        Today’s Date _____________
Name __________________________________ Work Phone ______________ Cell Phone ________________
E-Mail Address _____________________________________________

Address ________________________________ City ___________________ State ________ Zip __________

Age _____ Birth date ______________________    Marital Status: S    M    W    D    Number of Children _____ 

Your Employer ______________________________ Occupation ____________________ Years On Job ____

Employer Address _____________________________ City _____________________ State _____ Zip ______

Insurance Company ___________________________________ Your Social Security # ___________________

Do you have Medicare?     Yes ____ No ____              
Name of Spouse or Parent ___________________________________      Their Birthdate _______________

Spouse Employed By ____________________________ Occupation __________________Years On Job ____
[image: image1.emf] 


                   COMPLETE THESE DIAGRAMS            

 If you are in pain, please mark the exact location of your pain

 on the diagram. Also describe the type and frequency of your

 pain, as well as any activity which brings on or aggravates     

 the pain. For example; dull, sharp, consistent, off & on, when

 standing, when sitting, etc.
                         MAJOR COMPLAINTS                          
 (Please list any condition you are being treated for or

 are experiencing.)

 ____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

Who may we thank for referring you?  ___________________________ 

Is your condition due to an accident?     Yes _____ No _____            Date of accident? ____________________ 

Type of accident?      Auto _____     Work/On Job _____     At Home _____     Other _____________________

I (we) agree to pay for services rendered to the above mentioned patient as the charge is incurred. I understand and agree that health & accident insurance policies are an arrangement between an insurance carrier and myself and that I am personally responsible for payment of any and all services covered or not covered. I also understand that if I suspend or terminate my care and treatment, any fee for professional services rendered me will be immediately due and payable.

Patient’s Signature ___________________________________________ Date _______________________

Or Guardian Signature ________________________________________ Date _______________________

Notice to our new patients: Full payment for services rendered is due at the end of each visit. If for any reason this request cannot be met, arrangements should be made in advance before seeing the doctor.
Visual Analogue Scale (VAS)

Please circle the number that best describes the question asked. If you have more than one complaint, please answer each question for each individual complaint & indicate the score for each complaint. 
Use a different symbol for each of your own complaints.
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Example:

Headache - 

Neck Pain - 

Low Back Pain- 

No Pain _______________________________________________________Worst Possible Pain
1     2
3          4            5
            6
           7
           8   
9
10


1. How would you rate your pain RIGHT NOW?




  _____________________________________________________
0  1       2
3         4          5          6           7
  8   
9
10

2. What is your typical or AVERAGE pain?
  _____________________________________________________

0 1        2
3        4           5           6           7
  8   
9
10

3. What is your pain level at its WORST?

 ______________________________________________________
0     1         2
3          4         5           6          7         8   
9
10

Functional Capacity Index Questionnaire

This questionnaire is designed to enable us to understand how much your current condition/complaint has affected your ability to manage everyday activities. Please answer each section by selecting ONE CHOICE that most applies to you. We realize that you may feel that more than one statement may relate to you, but please just click the one choice which closely describes your problem right now.

Personal Care:
(Showering/Dressing/Etc.)

· No pain and no restrictions

· Mild Pain, no restrictions

· Moderate pain, I need to go slow

· Moderate pain, I need some assistance

· Severe pain, I need 100% assistance

X-RAY AUTHORIZATION

As your health care provider, we are legally responsible for your chiropractic records. We must maintain a record of your x-rays in our files. 

At your request, we will provide you with a copy of your x-rays in our files. 

THE FEE FOR COPYING YOUR X-RAYS IS $25.00. THIS FEE MUST BE PAID IN ADVANCE.

Digital x-rays on CD will be available within 72 hours of prepayment on any regular practice hours day.

PLEASE NOTE: X-rays are utilized in this office to help locate and analyze VERTEBRAL SUBLUXATIONS. 

These x-rays are not used to investigate for medical pathology. The doctors at Arrowhead Chiropractic do not diagnose or treat medical conditions; however, if any abnormalities are found, we will bring it to your attention so that you can seek proper medical advice.
BY SIGNING BELOW YOU ARE AGREEING TO THE ABOVE TERMS AND CONDITIONS.

______________________________________



__________________

Print Name







Date

_______________________________________


Signature

FEMALE PATIENTS ONLY:

To the best of my knowledge, I BELIEVE I AM NOT PREGNANT at the time x-rays are taken at Arrowhead Chiropractic

Signature: _______________________________________

Date:________________
Please check the appropriate box for any of the following symptoms which you now have or have had previously. We want all the facts about your health before we accept your case. THIS IS A CONFIDENTIAL HEALTH REPORT.

O – OCCASIONAL F – FREQUENT

C – CONSTANT

O   F   C


   GENERAL

(  (  (   Allergy

(  (  (   Chills

(  (  (   Convulsions

(  (  (   Dizziness

(  (  (   Fainting

(  (  (   Fatigue

(  (  (   Fever

(  (  (   Headache

(  (  (   Loss of sleep

(  (  (   Loss of weight

(  (  (   Nervousness/depression

(  (  (   Neuralgia

(  (  (   Numbness 

(  (  (   Sweats

(  (  (   Tremors


   MUSCLE & JOINT

(  (  (   Arthritis

(  (  (   Bursitis

(  (  (   Foot trouble

(  (  (   Hernia

(  (  (   Low back pain

(  (  (   Neck pain or stiffness

(  (  (   Pain between shoulders


    Pain or numbness in: 

(  (  (      Shoulders

(  (  (      Arms

(  (  (      Elbows

(  (  (      Hands

(  (  (      Hips

(  (  (      Legs 

(  (  (      Knees

(  (  (      Feet

(  (  (   Painful tail bone 

(  (  (   Sciatica

(  (  (   Spinal Curvature

(  (  (   Swollen joints


O   F   C

   GASTRO-INTESTINAL

(  (  (  Belching or gas

(  (  (  Colitis

(  (  (  Colon trouble

(  (  (  Constipation

(  (  (  Diarrhea

(  (  (  Difficult digestion

(  (  (  Distension of abdomen

(  (  (  Excessive hunger

(  (  (  Gall bladder trouble

(  (  (  Hemorrhoids

(  (  (  Intestinal worms

(  (  (  Jaundice

(  (  (  Liver trouble

(  (  (  Nausea

(  (  (  Pain over stomach

(  (  (  Poor appetite

(  (  (  Vomiting

(  (  (  Vomiting of blood

EYES, EARS, NOSE    &THROAT

(  (  (  Asthma

(  (  (  Colds

(  (  (  Crossed eyes

(  (  (  Deafness

(  (  (  Dental Decay

(  (  (  Earache

(  (  (  Ear discharge

(  (  (  Ear noises

(  (  (  Enlarged glands

(  (  (  Enlarged thyroid

(  (  (  Eye pain

(  (  (  Failing vision

(  (  (  Far sightedness

(  (  (  Gum trouble

(  (  (  Hay fever

(  (  (  Hoarseness

(  (  (  Nasal obstruction

(  (  (  Near sightedness

(  (  (  Nosebleeds

(  (  (  Sinus infection

(  (  (  Sore throat

(  (  (  Tonsillitis


O   F   C 


   CARDIO-VASCULAR

(  (  (   Hardening of arteries

(  (  (   High blood pressure

(  (  (   Low blood pressure

(  (  (   Pain over heart

(  (  (   Poor circulation

(  (  (   Rapid heart beat

(  (  (   Slow heart beat

(  (  (   Swelling of ankles


   RESPIRATORY

(  (  (   Chest pain

(  (  (   Chronic cough

(  (  (   Difficult breathing

(  (  (   Spitting up blood

(  (  (   Spitting up phlegm

(  (  (   Wheezing


   SKIN

(  (  (   Boils

(  (  (   Bruise easily

(  (  (   Dryness

(  (  (   Hives or allergy

(  (  (   Itching

(  (  (   Skin eruptions (rash)

(  (  (   Varicose veins


   GENITO-URINARY

(  (  (   Bed-wetting

(  (  (   Blood in urine

(  (  (   Frequent urination

(  (  (   Inability to control Bladder
(  (  (   Kidney infection or stones

(  (  (   Painful urination

(  (  (   Prostate trouble

(  (  (   Pus in urine


   FOR WOMEN ONLY

(  (  (   Congested breasts

(  (  (   Cramps or backache

(  (  (   Excessive menstrual flow

(  (  (   Hot flashes

(  (  (   Irregular cycle

(  (  (   Menopausal symptoms

(  (  (   Painful menstruation

(  (  (   Vaginal discharge

CHECK THE FOLLOWING CONDITIONS YOU HAVE HAD:


List surgical operation and years: _______________________________________________________________________
Drugs you now take:   (  Nerve pills  (  Pain killers  (  Muscle relaxers 

 

        (  “Pep” pills  (  Tranquilizers  (  Birth control pills

Others: _____________________________________________________________________________________

Age of mattress:  ___________________    (  Comfortable   (  Uncomfortable   (  Do you use a bed board? _________

Are you wearing:     (   Heel lifts     (   Sole lifts     (   Inner soles     (   Arch supports

Have you ever had any mental or emotional disorders?     (   Yes      (   No     When? ____________________________


Have others in your family had such disorders?   (   Yes     (   No     When? _____________________________

HAVE YOU EVER:

 Been knocked unconscious?

 Used a cane, crutch, or other support?

 Been treated for a spine or nerve disorder?

 Had a fractured bone?

 Been hospitalized for anything other than surgery?         




   Yes   No

     (   (
     (   (
     (   (
     (   (
     (   (



DESCRIBE BRIEFLY

____________________________________________________________________________________________________________________________________________________________________________________________________________________________

DO YOU:

   Now take vitamins or minerals?

   Think you may need vitamins or minerals?

   Have an allergy to any drug?




        (   (
        (   (
        (   (



_____________________________________________________________________________________________________________________

DATE OF LAST:

   Spinal examination

   Physical examination

   Blood test

   Chest X- ray

   Spinal X-ray

   Dental X-ray

   Urine test




Less than 6 months

(
(
(
(
(
(
(



6-18 months

(
(
(
(
(
(
(



Over 18 months

(
(
(
(
(
(
(



Never

(
(
(
(
(
(
(
                                                                                   HABITS

   Alcohol

   Coffee

   Tobacco

   Drugs

   Exercise

   Sleep

   Appetite




Heavy

(
(
(
(
(
(
(



Moderate

(
(
(
(
(
(
(



Light

(
(
(
(
(
(
(



None

(
(
(
(
(
(
Terms of Acceptance
To set clear expectations, improve communication, and most effective application of chiropractic procedures; it is our goal to facilitate optimum health through chiropractic.

Please read and acknowledge the following regarding chiropractic care and the services that are offered through this clinic.

A. I instruct the chiropractor to deliver the care that, in his or her professional judgment, can best help me in the restoration of my health. I also understand that the chiropractic care offered in this practice is based on the best available evidence and designed to reduce or correct vertebral subluxation. Chiropractic is a separate and distinct healing art from medicine and does not proclaim to cure any named disease or entity.
B. I grant permission to be called to confirm or reschedule an appointment and to be sent occasional cards, letters, emails or health information to me as an extension of my care in this office.
C. Chiropractic seeks to maximize the inherent healing power of the human body by restoring normal nerve functions through the adjustments of spinal subluxation(s). Subluxations are deviations from the normal spinal structures and configurations that interfere with normal nerve processes. 
D. Chiropractic does not seek to replace or compete with your medical, dental or other type(s) of health professionals. They retain responsibility for care and management of medical conditions. We do not offer advice regarding treatment prescribed by others.
E. Your compliance with care plans, home and self-care, etc is essential to maximum healing and optimal health through chiropractic.
By my signature below, I have read and fully understand the above statements. All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my satisfaction. I therefore accept chiropractic care on this basis.

_________________________________




_____________________

Signature








Date

Notice of Privacy Practices

I understand that I have certain rights of privacy regarding my protected health information, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA). I understand that this information can and will be used to:

1. Conduct, plan and direct my treatment and follow-up amount the multiple health care providers who may be involved in that treatment directly and indirectly.
2. Obtain payment form third-party payers
3. Conduct normal healthcare operations, such as quality assessments and physicians certifications.
I acknowledge that I may request your NOTICE OF PRIVACY PRACTICIES containing a more complete description of the uses and disclosures of my health information. I also understand that I may request, in writing, that you restrict how my private information is used to disclosed to carry out treatment, payment, or healthcare operations. I also understand you are not required to agree to my requested restrictions, but if you agree, then you are bound by such restrictions.

____________________________________



_______________________

Signature







Date
INFORMED CONSENT TO CHIROPRACTIC TREATMENT
Medical doctors, chiropractic doctors, osteopaths, and physical therapists who perform manipulation are required by law to obtain your informed consent before starting treatment. Like any other healthcare procedure, there are risks and complications that may occur. 

I, (insert name) 

____________________________________________

of do hereby give my consent to the performance of conservative examination and noninvasive treatment to the joints and soft tissues. I understand that the procedures may consist of manipulations/adjustments involving movement of the joints and soft tissues. Active therapy, exercises, massage, orthopedic tests, range of motion testing and passive and resistant stretches may also be used. Although spinal manipulation/adjustment is considered to be one of the safest, most effective forms of therapy for musculoskeletal problems, I am aware that there are certain risks and complications which may arise during chiropractic manipulation and therapy. These complications can include: 
Soreness: I am aware that, like exercise, it is common to experience muscle and/or joint soreness after the first few treatments. Any new development of other symptoms should be reported to the doctor immediately. 
Dizziness: Temporary symptoms like dizziness and nausea can occur but are relatively rare. 
Fractures/Joint Injury: I further understand that in isolated cases underlying physical defects, deformities, or pathologies like weak bones from osteoporosis may render the patient susceptible to injury. When osteoporosis, degenerative disk, or other abnormality is detected, this office will proceed with extra caution. The most common injury we have encountered is rib sprain/strain and more rarely, fracture. This injury is more common with those with any history of smoking and/or previous rib cage injuries but can still occur in healthy individuals. Please inform the staff at Arrowhead Chiropractic of any history of short-term or long term smoking habits or injuries suffered to the ribs and sternum (chest bone), including surgical procedures. 
Stroke: Although strokes happen with some frequency in our world, strokes from chiropractic adjustments are rare. I am aware that nerve or brain damage including stroke is reported to occur once in one million to once in ten million treatments. Once in a million is about the same chance as getting hit by lightning. Once in ten million is about the same chance as a normal dose of aspirin or Tylenol causing death. 
Burns: Some of the therapies used in this office generate heat and may rarely cause a burn. Despite precautions, if a burn is obtained, there will be a temporary increase of pain and possible blistering. This should be reported to the doctor. 
Arrowhead Chiropractic and its employees will make every reasonable effort during the examination to screen for contraindications to care; however, if you have a condition that would otherwise not come to their attention, it is your responsibility to inform them. Tests have been performed on me to minimize the risk of any complication from treatment and I freely assume these risks.
TREATMENT RESULTS 
I also understand that there are beneficial effects associated with these treatment procedures including decreased pain, improved mobility and function, and reduced muscle spasm. I also understand that results from treatment are directly affected by the inability to maintain any prescribed treatment plans and frequency of treatment recommended by the doctor. However, I appreciate there is no certainty that I will achieve these benefits. I realize that the practice of medicine, including chiropractic, is not an exact science and I acknowledge that no guarantee has been made to me regarding the outcome of these procedures. I agree to the performance of these procedures by my doctor and such other persons of the doctor’s choosing. 
ALTERNATIVE TREATMENTS AVAILABLE 
Reasonable alternatives to these procedures have been explained to me including rest, home applications of therapy, prescription or over-the-counter medications, exercises and possible surgery. 
Medications: Medication can be used to reduce pain or inflammation. I am aware that long-term use or overuse of medication is always a cause for concern. Drugs may mask pathology, produce inadequate or short-term relief, undesirable side-effects, physical or psychological dependence, and may have to be continued indefinitely. Some medications may involve serious risks. 
Rest/Exercise: It has been explained to me that simple rest is not likely to reverse pathology, although it may temporarily reduce inflammation and pain. The same is true of ice, heat, or other home therapy. Prolonged bed rest contributes to weakened bones and joint stiffness. Exercises are of limited value but are not corrective of injured nerve and joint tissues. 
Surgery: Surgery may be necessary for joint stability or serious disk injury. Surgical risks may include unsuccessful outcome, increased and/or new complications, pain or reaction to anesthesia, and prolonged recovery. 
Non-treatment: I understand the potential risks of refusing or neglecting care may include increases pain, scar/adhesion formation, restricted motion, possible nerve damage, increased inflammation, and worsening pathology. The aforementioned may complicate treatment making future recovery and rehabilitation more difficult and lengthy. 
I have read or have had read to me the above explanation of chiropractic treatment. Any questions I have had regarding these procedures have been answered to my satisfaction PRIOR TO MY SIGNING THIS CONSENT FORM. I have made my decision voluntarily and freely. 
To attest to my consent to these procedures, I hereby affix my signature to this authorization for treatment 
__________________________________




________________________

Signature 








Date 
___________________________________

Printed Name
___________________________________




__________________________

Signature of Witness 







Date
Key: Use your own complaints





�: _______________________





�: ______________________





�: _______________________





Changing Degree of Pain


My pain is getting better


My pain fluctuates, but is definitely getting better


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


My pain is neither better or worse


My pain is worsening





Sitting:


I can sit in any chair as long as I’d like


I can only sit in my favorite chair as long as I’d like


Pain prevents me from sitting for more than 1hr


Pain prevents me from sitting more than 10m


I can’t sit





Lifting:


No pain; no restrictions


Mild Pain; no restrictions


Moderate Pain; need to go slow


Moderate Pain, need some assistance


Severe pain; need 100% assistance





Standing:


No pain after several hours


Increased pain after several hours


Increased pain after 1hr


Increased pain after 30min


Increased pain with any standing





Traveling/Driving:


No pain on long trips


Mild pain on long trips


Moderate pain on long trips


Moderate pain on short trips


Severe pain on short trips





Pain Intensity (Currently):


No Pain	


Mild Pain


Moderate Pain


Severe Pain


Worst Pain Possible





Walking:


No pain on long trips


Mild pain on long trips


Moderate pain on long trips


Moderate pain on short trips


Severe pain on short trips





Sleeping:


I get perfect sleep


I have mildly disturbed sleep


I have moderately disturbed sleep


I have greatly disturbed sleep


I have totally disturbed sleep





Working


Can do usual work and unlimited extra work


I can do usual work, but no extra


I can do 50% of my usual work


I can do 25% of my usual work


I can’t work at all





Social Life


I can do all activities


I can do most activities


I can do some activities


I can do a few activities


I can’t do any activities








(  Miscarriage


(  Multiple sclerosis


(  Mumps


(  Pleurisy


(  Pneumonia


(  Polio


(  Rheumatic fever








(  Scarlet fever


(  Stroke


(  Tuberculosis


(  Typhoid fever


(  Ulcers


(  Venereal disease


(  Whooping cough








(  Goiter


(  Gout


(  Heart disease


(  Influenza


(  Lumbago


(  Malaria


(  Measles








(  Cold sores 


(  Diabetes


(  Diphtheria


(  Eczema


(  Emphysema


(  Epilepsy


(  Fever blisters








(  Alcoholism


(  Anemia


(  Appendicitis


(  Arteriosclerosis


(  Arthritis


(  Cancer


(  Chorea








In case of Emergency:


Name of close friend or relative who doesn’t live in your home: __________________________________





________________________________			_______________________________


Phone Number						Relationship









