
	   	  
	  

New	  Patient	  Record	  	  
	  
Name__________________________Sex____Age______DOB____________Date___________	  

Address____________________________________City____________State____Zip_________	  

Primary	  phone____________________________	  (home/cell)	  Email______________________	  

Occupation_____________________________Employer_______________________________	  

Emergency	  contact	  Name	  and	  Phone	  _______________________________________________	  

How	  did	  you	  hear	  about	  our	  office	  	  ________________________________________________	  

Have	  you	  ever	  been	  to	  a	  Chiropractor	  Y	  	  N	  If	  yes,	  what	  doctor___________________________	  

Mark	  an	  X	  area	  of	  Complaint	  

	  

	  

  

Rate	  your	  pain	  by	  circling	  the	  
number	  that	  best	  describes	  your	  
pain	  	  
	  
1	  	  2	  	  3	  	  4	  	  5	  	  6	  	  7	  	  8	  	  9	  	  10	  



	   	  
	  
 
Goals | What are your goals for coming to this clinic ___________________________________ 
 
Limitations | What limitations or concerns do you have, if any, in working with the doctors at 
Active Health?  
______________________________________________________________________________
______________________________________________________________________________ 
 
Stress Level | Rate your stress level currently on a scale from 1-10 (10 being the most stress). 
Note that stress can come in forms such as overwork, relationships, health concerns, etc. 
Overall stress:_________ Main reasons for stress:_____________________________________  
If over a level 5, what steps are you currently taking to reduce your stress?__________________ 
 
Exercise | Do you exercise?_______________How often?_______________________________ 
For how long per session?___________ What type of exercise do you do?__________________  
 
Smoking | Do you currently smoke? ______How much?________________________________ 
How long have you smoked? ________________________ 
 
Daily Habits | For each of these items listed below specify if you consume them and how often 
(i.e. 2 cups/day). 
Coffee/Tea_____________Soda:______________Alcohol:____________Water:__________ 
Fast food:____________________ Vitamins/Minerals:_________________________________  
 
Medications | Please list any medications you are taking, or have taken in the past, and for how 
long. State the reason for taking it. 
______________________________________________________________________________
______________________________________________________________________________ 
 
Surgeries/Hospitalizations | Please indicate any surgeries, traumas, fractures, car accidents, etc. 
that you have had 
______________________________________________________________________________
______________________________________________________________________________  
 
Family History | Please list if any family member or immediate relative has a history of arthritis, 
blood disorders, cancer, diabetes, heart disease, epilepsy and any pertinent family history we 
need to be aware of: 
______________________________________________________________________________
______________________________________________________________________________ 

 

 



	   	  
	  
 

Informed Consent  

I, the undersigned, have voluntarily requested that the doctors of chiropractic at Active Health Spine & Sport, 
(herein ‘the doctors’), assist me in the management of my health concerns. I understand that the doctors are 
chiropractors and that their services are not to be construed or serve as a substitute for standard medical care. 
The doctors recommends that I undergo regular routine medical check-ups by my medical doctor.  

Medical doctors, doctors of chiropractic, osteopaths, and physical therapists who perform manipulation are 
required by law to obtain your informed consent before starting treatment. I, the undersigned, do hereby give 
my consent to the performance of conservative noninvasive treatment to the joints and soft tissues. I 
understand that the procedures may consist of manipulations/adjustments involving the movement of the joints 
and soft tissues. Physiotherapy modalities (ex: Graston Technique, motor never stim, cold laser, etc), in-office 
exercises, taping, nutritional supplements/dietary recommendations, among others, may also be used.  

Routine chiropractic examination and treatment involve some of the following methods:  

• Observation and Inspection: Viewing/looking at body parts. Visualization includes general body viewing in a 
standing position from the front, back, and side. All symptomatic (painful) body parts may be viewed. 
Although not usually required, if clothing interferes with examination or treatment of an area patient gowning 
will be utilized. Patients may request an observer be present at any time during examination and/or treatment.  

• Auscultation: Using a stethoscope to listen for blood pressure and other body sounds. • Palpation: This 
means the doctor will touch you. The doctor will feel for tenderness, heat, swelling,  

nodularity, laxity/integrity of tissues, and other abnormalities. • Percussion: Using a rubber hammer and 
tapping on bones or tendons  

• Orthopedic/neurological testing: These are standard tests to assess your neuromusculoskeletal systems.  

• Muscle testing: testing muscles for weakness and/or pain with contraction.  

• Myofascial and/or Graston Technique: muscle work sometimes involving tools to increase flexibility and 
break up adhesions in muscle or myofascial tissues. 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 
possible risks and complications associated with these procedures as follows:  

• Kinesiology Taping: If necessary Rocktape will be used for treatment. This may cause skin irritation or even 
a rash. If you have a skin disease or an adverse reaction please notify your doctor immediately.  

Risks from Treatment Soreness: I am aware that like exercise it is possible to experience muscle soreness in 
the first few treatments.  

Dizziness: Temporary symptoms like dizziness and nausea can occur but are relatively rare. Please inform the 
doctor if you experience these symptoms.  

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, a degenerative disc, or other abnormality is revealed, this office will proceed with extra caution.  



	   	  
	  
Stroke: Although strokes happen with some frequency in our world, strokes from chiropractic adjustments are 
extremely 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. A 
2009 study of 100 million person-years found “no evidence of excess risk of stroke associated with 
chiropractic care compared to primary care.” If you have any questions about this please ask the doctor. We 
would be happy to discuss other options and answer any of your questions.  

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. However, I appreciate 
there is no certainty that I will achieve these benefits. I realize that the practice of medicine as well as 
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.  

Reasonable alternatives to these procedures include rest, home applications of therapy, prescription or over-
the- counter medications, exercises and possible injections and/or 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. We cannot advise you regarding any medication/s. 
Please consult your M.D.  

Rest/Exercise: 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 conditions such as joint instability or serious disk rupture, among 
others. Surgical risks may include unsuccessful outcome, complications, pain or reaction to anesthesia, and 
prolonged recovery.  

Non-treatment: I understand the potential risks of refusing or neglecting care may include increased 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. The doctor has also asked 
me if I want a more detailed explanation; I am satisfied with the explanation and do not want any further 
information. I have made my decision voluntarily and freely. To attest to my consent to these examination and 
treatment procedures, I hereby affix my signature to this Informed Consent document.  

*By signing this document you are also giving permission for the doctor to add you to his email list. This gives 
you the ability to stay up to date on the practice information and receive health tips. Once on the email list, if 
you wish to no longer receive emails, you can unsubscribe at any time.  

Patient’s/Parental guardian Signature: ____________________________________ Date:_________________  

I discussed the procedures, alternatives, and risks in conference with the patient.  

Doctor’s Signature: ____________________________________ Date:____________________  


