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___________  ______________________________________________  _________  __________________ 
TODAY’S DATE FULL NAME       AGE   DATE OF BIRTH 

 
________________________________________________________________________________________ 
STREET ADDRESS    CITY    STATE   ZIP CODE 
 
________________________  ________________________   
RACE/ETHNICITY    LANGUAGE PREFERENCE 
 

_____________________________________________     ____________________________ _M   S   W   D_ 
EMAIL ADDRESS                SOCIAL SECURITY NUMBER   MARITAL STATUS 

 
________________________________________             YES    NO _____ 
PHONE NUMBER 1      SEND APPT REMINDERS    

 
________________________________________             YES    NO _____ 
PHONE NUMBER 2      SEND APPT REMINDERS    

 
__________________________________________________________________________________________ 
OCCUPATION       EMPLOYER 

 
__________________________________________________________________________________________ 
SPOUSE/GUARDIAN      SPOUSE/GUARDIAN PHONE NUMBER 

 
__________________________________________________________________________________________ 
SPOUSE’S EMPLOYER      SPOUSE’S OCCUPATION 
 
__________________________________________________________________________________________ 
NAMES/AGES OF CHILDREN 

 
_________________________________________________________________________________________ 
EMERGENCY CONTACT    RELATIONSHIP    PHONE NUMBER 

 
_________________________________________________________________________________________ 
FAMILY MEDICAL DOCTOR/CLINIC 
 
_________________________________________________________________________________________ 
HOW DID YOU LEARN ABOUT OUR OFFICE      NAME OF PERSON WHO REFERRED YOU 
 
HISTORY OF PRESENT ILLNESS:  
 
COMPLAINT – WHAT IS THE PURPOSE OF THIS APPOINTMENT? ______________________________________________ 
__________________________________________________________________________________________________ 
 
LOCATION – WHERE DOES IT HURT? LEFT? RIGHT? BOTH SIDES? ___________________________________________ 
 
QUALITY OF PAIN - how would you describe your problem? Please circle all that apply. 

SHARP SHOOTING BURNING NUMB TINGLY 

DULL ACHY SHARP WITH MOTION SHOOTING WITH 
MOTION 

STABBING WITH MOTION 

OTHER:___________________________________________________________________________________    
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FREQUENCY OF PAIN - How often do you have this problem?    Please circle: 

CONSTANTLY (75-100% OF 
THE TIME) 

FREQUENTLY (50-75% OF 
THE TIME) 

OCCASIONALLY (25-50% OF 
THE TIME) 

INTERMITTENTLY (LESS 
THAN 25% OF THE TIME) 

        

SEVERITY – How would you rate the severity of your problem?   
MILD MODERATE SEVERE 

 

RADIATING – Does your pain radiate anywhere in your body? If yes, please describe. 
__________________________________________________________________________________________ 
 
NIGHT PAIN – Do you have pain at night?  If yes, please describe.  
__________________________________________________________________________________________ 
 
AGGRAVATING FACTORS - What makes your problem worse? Please circle all that apply. 

ALWAYS THERE GARDENING SHOVELING STANDING UP YARD WORK 

BENDING WORKING OUT SITTING STANDING (LONG TIME) WEATHER CHANGES 

DRIVING LIFTING OBJECTS SLEEPING STRESS WHILE AT WORK 

FLEXING/EXTENDING PAINTING CLIMBING STAIRS COMPUTER WORK SPORTS: 

Other_____________________________________________________________________________________ 
 
RELIEVING FACTORS - What makes your problem better? Please circle all that apply. 

ADJUSTMENTS HEAT IBUPROFEN STANDING WARM BATH 

BENDING FORWARD ICE TYLENOL STRETCHING NOTHING 

EXERCISING MASSAGE RX PAIN MEDICATION TENS/MUSCLE STIM  

PAIN RELIEVING 
CREAM 

MUSCLE RELAXER RESTING WALKING  

Other_____________________________________________________________________________________ 
 
Who have you seen for this problem? Please circle all that apply. 

CHIROPRACTOR ER DOCTOR MASSAGE THERAPIST PHYSICAL THERAPIST 

NEUROLOGIST ORTHOPEDIST PRIMARY CARE DOCTOR NO ONE 

When and Where __________________________________________________________________________ 
Other_____________________________________________________________________________________ 
 

How long have you had this problem? #_____YEAR(S) # _____MONTH(S)  #_____WEEK(S) #_____DAY(S) 
 

How did this problem begin? Please circle all that apply. 
UNKNOWN AUTO ACCIDENT WORK INJURY FALL SPORTS INJURY 

Describe___________________________________________________________________________________ 
 

If you participate in any sports? Please circle all that apply. 
AEROBICS SKIING BASKETBALL SOCCER BASEBALL 

BICYCLING SWIMMING FOOTBALL TENNIS GOLF 

LACROSSE VOLLEYBALL HOCKEY WALKING SOFTBALL 

RUNNING WORKING OUT MARTIAL ARTS YOGA/PILATES TRIATHLONS 

Other_____________________________________________________________________________________   
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For each of the conditions listed below, place a ✓ in the "past" column if you have had the condition in the 
past. If you presently have a condition listed below, place a ✓  in the "present" column. 
 

PAST PRESENT SYMPTOM PAST PRESENT SYMPTOM PAST PRESENT SYMPTOM 

  Headache   Rheumatoid Arthritis   Gallbladder disorder 

  Neck pain   Cancer   Hepatitis 

  Upper back pain   Benign tumor   Ulcer 

  Mid back pain   Asthma   General fatigue 

  Low back pain   Chronic Sinusitis   Visual disturbances 

  Shoulder pain   High blood pressure   Dizziness 

  Elbow/upper arm pain   Heart attack   Ringing in the ears 

  Wrist pain   Chest pains   Diabetes 

  Hip pain   Kidney stones   Frequent urination 

  Upper leg pain   Kidney disorder   Drug dependence 

  Knee pain   Bladder infection   Alcohol dependence 

  Ankle/foot pain   Prostate problems   Depression 

  Jaw pain   Weight gain/loss   Anxiety 

  Joint pain/stiffness   Abdominal pain   Lupus 

  Arthritis   Liver disorder   Epilepsy/seizures 

  Loss of Sleep   Heartburn   Eczema/rash 

Other ____________________________________________________________________________________ 
 
FAMILY HISTORY: (check ✓ if applicable and circle whether family member is Father, Mother, Sister, Brother): 

TUBERCULOSIS        F  M  S  B CANCER                   F  M  S  B MENTAL ILLNESS     F  M  S  B 

DIABETES                  F  M  S  B ASTHMA                  F  M  S  B HEART DISEASE       F  M  S  B 

ARTHRITIS                F  M  S  B KIDNEY DISEASE     F  M  S  B LUNG DISEASE         F  M  S  B 

STROKE                     F  M  S  B LIVER DISEASE        F  M  S  B HEADACHES             F  M  S  B 

LOW BACK PAIN      F  M  S  B NECK PAIN              F  M  S  B MIGRAINES              F  M  S  B 

Other_____________________________________________________________________________________ 
 

 
FEMALES ONLY: When was your last menstrual cycle? _____________________________________________ 
Are you pregnant?  YES ___  NO _____ NOT SURE_______  DUE DATE:_________________________________ 
 
Please ✓ if any of the following apply: 

PAST PRESENT  

  BIRTH CONTROL PILL/PATCH, SHOT ETC.  PLEASE SPECIFY: 

  HORMONE REPLACEMENT: DESCRIBE 

  LOSS/TERMINATION OF PREGNANCY: 
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MEDICATIONS: (List dose/frequency)___________________________________________________________ 

__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
NUTRITIONAL SUPPLEMENTS (vitamins, herbs, naturopathic remedies, etc.)____________________________ 
__________________________________________________________________________________________ 
 
SURGERIES/HOSPITILIZATIONS (include dates) ___________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
ALLERGIES If yes, describe: ____________________________________________________________________ 
__________________________________________________________________________________________ 
 
PAST TRAUMA (example: auto accident, work injury, broken bones/stitches.  Include dates) 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
OTHER HEALTH CONDITIONS 
Have you been treated for any health condition/any other health problems (no matter how insignificant they 
may seem be) by a physician in the last year?   Yes or No 
If yes, describe: _____________________________________________________________________________ 
 
PREVIOUS CHIROPRACTIC HISTORY 
Have you had any previous chiropractic care? Yes or No  
Clinic Name/Doctor: _________________________________________________________________________ 
When was your last adjustment:  #_____YEAR(S)     #_____MONTH(S)     #_____WEEK(S)    #_____DAY(S) 
 
SOCIAL HISTORY: 
Do you drink alcoholic beverages?  Yes or No   If yes, how much per week? _____________________________ 
Have you ever used tobacco?  Yes or No   If yes, how much per day:___________________________________ 
If a former tobacco user, date you quit _____________________ 
 
 
 
Patient's Signature: _________________________________________________ Date: ________________ 

Guardian's Signature Authorizing Care: _________________________________ Date: ________________ 

NOTES: 
 
 
 
Dr. Signature: _________________________________________   Date: __________________ 
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STANDARD CONSENT 
When a patient seeks Chiropractic health care, and we accept a patient for such care, it is essential for both 
doctor and patient to be working towards the same objective.  Chiropractic has only one goal. It is important 
that each patient understands both the objective and the method that will be used to attain it. This will prevent 
any confusion or disappointment. 
 
Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of vertebral 
subluxations. Our chiropractic method of correction is by specific adjustments of the spine. 
 
Health: A state of optimal physical, mental, and social well-being, not merely the absence of disease or infirmity. 
 
Vertebral Subluxation: A misalignment of one or more of the 24 vertebra in the spinal column which causes 
alteration of nerve function and interference to the transmission to the transmission of mental impulses, 
resulting in a lessening of the body’s innate ability to express its maximum health potential. 
 
We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. However, if 
during a Chiropractic spinal examination, we encounter non-chiropractic or unusual findings, we will advise you. 
If you desire advice, diagnosis, or treatment for these findings, we will recommend that you seek the services 
of a health care provider who specializes in that area.  
 
Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment 
prescribed by others. Our only practice objective is to eliminate a major interference to the expression of the 
body’s natural ability toward self-healing. Our only method is specific adjusting to correct vertebral 
subluxations. 
 
Any procedure intended to help may also do harm. While chiropractic procedures done in this office are usually 
considered remarkably safe and effective, please understand there are occasional and rare complications which 
have been documented. While the chances of experiencing these complications are extremely small, it is the 
practice of this office to fully inform and educate all our patients about them. Cervical manipulations have rarely 
caused injuries to the small blood vessels that go to and from the upper neck to the brain. The risk of this 
occurring is thought to be one in three million to one in fourteen million, according to several studies. These 
other complications include but are not limited to: 

pain    burns   swelling  sensory changes 
soft tissue injury  bruising  bleeding  stroke (CVA) 
discoloration   fracture  dizziness  inflammation 
disc injury                               nausea             weakness               soreness   

 
By signing below, I understand that there is no guarantee or warranty of a specific cure or result. I understand 
that I can request specific additional information from the doctor regarding treatment risk. Given this 
information, I consent to care.  
 
__________________________________________________________________  __________________ 
SIGNATURE OF PATIENT (OR RESPONSIBLE PARTY, IF MINOR)      DATE 

 
__________________________________________________________________   _________________ 
GUARDIAN/SPOUSE SIGNATURE TO AUTHORIZE CARE       DATE 
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FINANCIAL POLICY 
 
MISSED APPOINTMENT: Your time is important, as is ours.  A $50.00 fee will be charged to all accounts that miss an appointment 

without 24-hour notice.  All cancellations and reschedules must be made by calling or texting.  NO emails. This is not a fee that can be 
submitted to your insurance.  
 

INSURANCE:  Current insurance MUST be present at the time of service. All claims will be submitted to your insurance carrier unless 

otherwise specified.  Great Lakes Chiropractic will not go back to correct claims processing because of missing or invalid insurance for 
primary or secondary policies.  We will not quote coverage or benefit levels or guarantee that your insurance company will cover the 
services we have provided.  If you have questions, please call your insurance carrier directly. 
I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. 
Furthermore, I understand that Great Lakes Chiropractic will prepare any necessary reports and forms to assist me in making collection 
from the insurance company and that any amount authorized to be paid directly to Great Lakes Chiropractic will be credited to my 
account. However, I agree that I am personally responsible for all services not paid for by my insurance. I am also responsible for any 
annual deductibles applicable, copayments, or non-covered services as may be required by my insurance plan. I also understand that 
if I suspend or terminate, any fees for professional services rendered to me will be immediately due and payable.  
In the event your insurance does not process a claim, or they reverse previously processed claims for any reason, we will not go back 
more than 90 days to re-submit claims. You will be financially responsible for the self-pay office visit rate for all appointments older 
than 90 days. 

__________________________________________________________________________________________ 
INSURANCE POLICY HOLDER’S FIRST AND LAST NAME   RELATIONSHIP TO PATIENT   POLICY HOLDER’S DOB 

 

__________________________________________________________________________________________ 
WHO HAS FINANCIAL RESPONSIBLE FOR THIS PATIENT      RELATIONSHIP TO PATIENT 

 
COPAYS: Co-payments are due on the day of your appointment.  
 

SECONDARY/SUPPLEMENTAL INSURANCE: Please inform us of any secondary insurance you may have. 
 

MEDICARE: We do accept Medicare. Medicare covers manual manipulation of the spine only.  All other services are NOT covered. 

These services include, but are not limited to x-rays, examinations and therapies. You are required to pay any deductible and remaining 
balance after Medicare processes your claim. 
 

WORKER’S COMPENSATION/PERSONAL INJURY: Please inform us immediately if you are injured on the job or are involved in an 

accident. We will work with you to manage your care and submit your fees. 

 
SELF-PAY RATE/NO INSURANCE:  For patients who carry insurance in which we are not in-network or for patients who do not wish 

to submit claims to their insurance company, we offer a self-pay office visit. This charge will be due at the time of your appointment. 
 

CARD-ON-FILE: All accounts are required to have a credit card on file to cover fees, co-pays, co-insurance and deductibles. See 

separate form. 
 

COLLECTIONS: Unpaid balances of five months or more will incur an 8% of the outstanding balance late fee per month. 
After nine months, the account will be turned over to a collection agency. 
 
I have read and understand the Financial Policy of Great Lakes Chiropractic of St. Michael. I understand that I 
am responsible for all services not paid for by my insurance including deductibles, copayments, or non-covered 
services. I am also responsible for any fees incurred. 
 
_______________________________________________________________________  ___________________ 
SIGNATURE OF PATIENT (OR RESPONSIBLE PARTY, IF MINOR)     DATE 
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AUTHORIZED PEOPLE WHO HAVE ACCESS TO MY INFORMATION 

 

I authorize Great Lakes Chiropractic of St. Michael to share my account information including TREATMENT 
DETAILS, ACCOUNT INFORMATION, PAYMENT DETAILS, AND APPOINTMENT TIMES with the following people. 
(spouse, parent, children)  
 
_________________________________________________________________________               _______________________________________________ 
NAME         RELATIONSHIP TO PATEINT 
 
_________________________________________________________________________               _______________________________________________ 
NAME         RELATIONSHIP TO PATEINT 
 
_________________________________________________________________________             _____________________________________________ 
NAME         RELATIONSHIP TO PATEINT 
 

 

 Please do NOT allow anyone to access my information 
 

This is valid until revoked or changed by written communication.  
 
_____________________________________________________________  _________________________  
SIGNATURE OF PATIENT (OR RESPONSIBLE PARTY, IF MINOR)     DATE  
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AUTHORIZED CARD-ON-FILE 
 
I am providing Great Lakes Chiropractic of St. Michael with a credit card to be stored securely and used 
for all fees, co-pays, and/or co-insurance or deductibles after insurance has processed my claims. The 
card on file can be changed or removed at any time by contacting Great Lakes Chiropractic of St. 
Michael. 
 
__________ The card-on-file will only be used in these situations: 
         (Initial) 

a) when authorized by you to pay your balance 
b) automatically when you have a past due balance of over 60 days 
c) automatically for a missed appointment fee  
d) automatically when you cancel/reschedule an appointment with less than 24-hour 

notice 

I agree to respond promptly when Great Lakes Chiropractic of St. Michael notifies me that my card-on-
file does not work or has expired. 
This card-on-file can be used for the following people or family members: 
 
__________________________________________________________  ____________________________________________________ 
Name       Relationship 
 
 
__________________________________________________________  ____________________________________________________ 
Name       Relationship 
 
 
__________________________________________________________  ____________________________________________________ 
Name       Relationship 
 
 
__________________________________________________________  ____________________________________________________ 
Name       Relationship 
 
 
_________________________________________________________  ____________________________________________________ 
Name       Relationship 
 
 
 

_______________________________________________________ ___________________________________ 
SIGNATURE        TODAY’S DATE  

 
 
 
 
 
 
 
 
 
Security note from Rectangle Health, the credit card processing software vendor:   
“All cards are electronically stored and encrypted in the payment portal software, such that no direct staff at Great Lakes 
Chiropractic or support staff at Rectangle Health can view your information at any point, beyond the last 4 digits. Once 
imbedded into the software the information is encrypted and stored. 
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AUTHORIZATION TO CONSENT TO TREATMENT 

Dear Parent(s): State law requires that you consent to most medical treatments for your minor child. If an adult other than your 
child’s parent or legal guardian accompanies him/her to office visits or your child is of legal driving age and will be coming to 
appointments without you, we will be unable to provide treatment without your written authorization, except in emergency 
situations. To authorize an adult other than your child’s parent or legal guardian to consent to medical treatment for your child 
or for your child to attend visits without you, please complete the sections below. By completing this authorization, you 
consent to the sharing of your child’s protected health information with this individual as outlined in our Notice of Privacy 
Practices.  

 
 
I authorize the following individual(s): 
       

Name: _______________________________________________ Relationship to child: _______________________________  

Name: _______________________________________________ Relationship to child: _______________________________  

to consent to medical treatment for my minor child(ren) listed below:  

Name: _______________________________________________  Date of birth: ________________________  

 

 
 
I authorize my child(ren) of legal driving age to attend appointments on their own. Consent for care is still required by a legal 
guardian.  
 

Name: ______________________________________________ Date of birth: ________________________  

 
 
 
 
_____________________________________________ 
Printed Name of Parent or Legal Guardian      
 
_____________________________________________   ______________________ 
Signature of Parent or Legal Guardian     Date 
 


