
WELCOME 

Name: 
wt 

Mailina Addreu: 

First 

Today'• Dau:: _____ _ 

Mt 

Phone#: (H) ________ _ (C) ________ (W) _______ _ 

Can we call you at the above phone numbers and leave a message? 1 
• Yes 1 · No 

J Yea,exc:ept _________ _ 
Emllil Address: ______________ __;' ____________ _ 

Date of Birth: rr ... 
---------- �; --------

Marital Scatus: Single , Married I Divorced i. Widowed ' Separaled 

Sex: . .' Male � Female 

.- Minor 

Occupation: ____________ Employer:· ____________ _ 

Employer Address: _____________ __,.I Phone: ----------

How did you hear about our practice? _________ ,,__ ___________ _ 

Emergency contact: Name: ___________ 
!
Relationship: ________ _

Phone#: (H) ________ (C) _____ ,__ ___ (W) _______ _ 

Acculenc I� 

ls this visit doe to an accident? :! Yes ,_; No If yes, what type? l : Auto L. Wort Olber ___ _ 

Has it been reported? . Yes J No If yes, to whom? ---.;.r ____________ _ 
I 

F� I� PLEASE PROVIDE A COPY OF YOUR D6UllANCE CA.RD(S) 
I 

Name of person responsible for this account: ___________________ _ 

Relationship to patient (if other than self): ----;:::::--Pbone •

Do you have bcaltb insurance? C Yes C No Name of _______ ____ _ 

Do you have sccondary/aupplemenlll lnlurance? C Yet CJ No Name of Cmter: ______ _

A�fMIIX/�•f. 
I cenify dial I (or my cleptadad) haw� COWflll '""'-===�==� I AU11DU7J!. RP.QUBST 
AND ASSIGN MY INSURANCE COMPANY TO PAY DIRSC11. YTO PHYSJaANIMBDICAL PRACTICE. 
Propasivc Health 111d Rdaabilhadon. Lid., INSURANCE BENEFm arHERWISE PAYABU!TO ME. I undcmaDd 
that I am financially respomiblc for all clwps....,,. aat paW hr I j,c- I..., allhoria die cloctar ID relcw alJ 
inrommlion DCCCIUly, llldudiq lbe dla,DOlis aad * recardl ol ay aam a,.,.._..._ IO ... la ardcr ID sa:ure 
die paymcat of bcoeftts. J m,lbori.r.c lbe ue or I.bit lipalirc oa all lw � iadudllll � Abeniaiom. 

SIGNAWRE(X) _____________ --J .. -,••- ---------

Paplofl 

-------



ACUPUNCTURE INFORMED CONSENT TO TREAT 

I ll'ldlr'linf that I am the dlclalon mNt for my helllh eara. Patt of thll offlal .. role II to pnMdl n "1lti Worm11on to -- '"'_, mlllq 
irlonned chalc-.. TNI PR>CW la oftln rwT9d ID• "informed c:orM1"1r' and lnY0MI my imerwtandlng Ind ..gtNIIM ,..,_�IG h ca.
racoi111.&ided, 118 ber'8lltl am r111c1 � vdth the care. allilfflllllYa, Ind 1,e po11r11i11 effect on my� It I dlOCN not to,.-.
the cme. Aoopuncve II not � to 1Ub1t1Me for cllg,10111 o, blllb1iiWl1 l'f ,,_.. dodor9 or ID be UNd • _, .... : ... ID
,_ II&) meclcal cse. It·� ht you Mt inierht c:ar9 d. pmiay can phylk8'I or medical �•t. ... peeg,•• palllrlll 
.,. � � t,yan IIJlPOl)flMI halthca'e profaulonal, lndthlltptderlll � ��a,ppo,1 ... undlrlw and., 
011001cgitl 

I 
I hereby requea Ind oonMnt to 1he periormenoe d � natrMm and ottw p,ocedlna .-., tt,e 101Jpt d h Pfmkll d 
� on me (or on the plllilnt nanied below, for whom I am legllly NJlpOnlible) 111 tw � kdcaed bltJw � ola 
lcalNd � who now or a, the Mure net me whle al,ployed by, � or w;«•• cl wtlh, or 9erW1G •�far h 
� rwned below. � thoN �•the d"1lc or afflce lad below o, Irr/ olw ofllce o, clnlc. whlltier 19...._ tD,.
form OI not. t ' 
I undema,,d that mahods of ti ... , .. may lndude, but .. not llmiled to, acupuneture, mmdb111IOf'I, � adl1c:lf drrdtllkn TII-Nil 
(Ctww n-.� a.- herbal medkiie, and nLbtlional �. I underuld ..... -v1 I lhal tw ,-t,e may need to be p,ljllNd and°'!� 
� acaonlirglolhe lnnudlona prtMdedon/lyand lnW!tirlJ. The hertle may t.Ye., Ul!llhll■nt -malor ...... fwll lmrr+- ...
notify. ffl9nber d .. �staff" Irr/ t.nan11cipeted or uns,la II rll fJffe<:11 aaodated wtlh .. � ".,. �

I 
I apprec:tet., thllt I la nol poalble ID consider ev8l'J poes1b1e compllcallon to car9. 1--. been •donned._� II" ua•� _,.
melhocl ct tle■ltl,.wt, but. • -1lt'I al typea d heetthcare lnterventlona, there are eome rtsks to care, lncludlng. bul not lmll8d to: bNarG 
numbneal 01' � nes the�.._ thel may laat • few days; am dizziness or fliwq. Bumi e,rJJor acan-v .. • poilrllal rt■k d 
moicblltlon and� ar whtln neb,..,. lnllolvea the uae d heat lamps. Bruglng la • common alcf9 eftlld d CIIPPilV- lh-..1 rtalca d
acupuncture hckJde,..... damage and o,gen ptn:ture, Including� pundl.ra (pna.mo4hora(). h'llldan II anollWpo■atie ,._ altu,Ot 
the clnic: UW ltlrile dlepoubie needes and malntair IS a dean and safe 8nYironrNP,

I � hit wtlle this docunent descri>es the major risks d baatrner(, � side lffecla and -- l1WY ocar. The hMII and 
nutntio� aupplemerq (wlldl Mtfram paint. erwnal, and mfwnl �}that hN, t,w, ,9001,mendlld.,. tridllolllll) wllidflled .. In 
1he pradioe of� Medlc:N, alhough some may be to>elc In large doles. I ...,_Id Iha acme hatl& 11WY bt II��
pNlglllrlCY. I wll roJfy a dlnlcaf staff member� II� former I am, or ISeoome. llfl9Wlt or f I am ,uaq. h,ld I become
pregnln. I wa <l9continue al herb& and aupplemel,ts unt1 I have 00nsulled and l1li)eMld advt0e from my� arldb' oballlddln. 
Some ponlble lkSe effeco of 1aklng herbs are: nausea; gas; s1omachache; �; .,_ « lddn9y damllge; hNdactw; clatit.; ,__ 
hlws;lnl�dbtorvJe. 

I 
Whle I do not e>epeet 1he clnlcal ltaff to be able to antlc:ipate and uplaln al poealble rtska and �• cl 11....., , _,.. to rely on 
the dlnlcaf stat lo exarctse jtxv,,ent during the ex>tne ct 1n18tment v.tllch the aHcal aWf fllra at the Ina. blled _, ._ _. ll9l
known. ls In my best Interest. I understand !hat, as with all heellhan approaches ,.. ... not Qlla■deed, and ... II no promlN to 
cure. 

I uiidei-.id Ihm I must Wonn, and continue lo Uy Inform, ltlis offlce d any _.,._l, hlltory, famly hatory, madlcalbll, r,wJ/ot euppe,n■ID
beir'1 taken CUTenlly (preecrtplon and over�). I uilderltalld lhe ';;;;:am� -■ff may rwlew my p.aent N00f'dl
and lab reports. but 1111 my records wll be kept conlldardal sid wlll not be '9leeHd �my_, oonwL 

I undeiata,d that thent 1n trm,lent opllonl IIYllllllble for my oondllon oCherttWI � � Theee oplar,a "9Y Include, but 
.. no1 lmlld lo: aeff«lninlltlnd an, CNW� s-, ��...,..._and 191t. meclcal care wit. pr-.,\,,tb, dNgl.
� ttwllpy, � � .. tnd uve,y. Latty, I 11.d■iilt81d hit lhallll

r. 
� ID a■-:iand � and lo aanolwoplarw 

about mydRunatlnON and....,...., .... 

By wtunta,ty avq below, I 00f6m 0. 11-. ,_,or,_. t.s rad tD me. � oonN11 to t.•••'C. ,_. been told abolA the 
rtlka end bends cL aoup«.ftClln tnd ofMW prooecuw, tnd i.. t.s an -llllfllllllv ID elk� r ■v- .ah .. QffWil or lJlan 
recxJnvnendatlcH br care. I lneend If-. 00nlS1t farm t, fRlfl ,_ _.. 0Dll'N •-••ll b' my pran cancllon tnd b' ...., flan 
001dloll(a)b'v.tlkh I leek� 

PA TlEHT NAME: 

PATIENT 8'GNATURE X 

o�r a ,._...._"'._,.....,...._41Z111, A:J/Jl.1 



INFORMED CONSENTro CHIROPRAc;r,c TREA 1MENT 

l h�by n,qucst and commt to tbc pcrf<EDIDCO of chiropractic acfiUJbnmtl ud other chiropac:tic
p�odurct includq various modea of physical tb«apy, modaliti-., and if ucccawy, diagnostic x-rays 
OD me (or OD the patient mmc:d below, h whom I am Jcpllyrespamible: ------:--:-:-) by 
the chiropnctic pbysician am'or anyooc wcniDg in this office aut,orized by the chiroinctic ph)'Sician. 

t 

I furtherundermnd that such chiroJnciic savices may be pafouilc:d by the Physician of ChiJqmlctic 
and/or other liccmed Physiciana of Chiropractic who may treat me now orin the fmn at th.ii offiee. I 
have had an opputunity to diacuss with the chiropactic physi�andlor with otbcr office or clinic 
pen;onnol thc nlllum and purpose of chiropnctic adjustmmts ud othcrproc:,cdura. 

r 

I undamand that results are not gu.nnteed. I undcn111ld and am iafon:ncd tha, u in the practice of 
modicine and all bealtbcam, the practice of chiropac:tic canics �criab to tteaanm1; includina, bu not 
limited to: fractures, disc iDjurics. strokca(CV A), dislocati<ms, � spaim. I do notapect tbeph� 
to be able to anticipam and uplain all risks and cotq)licaticm. Further, I wish to rely on tho phylicun to 
exercise judamem during the COUJSC of the procedure which the plrysiciao. feels are in my beat intaatl at 
the time, based upon the facts then known. 

I have read. or have bad read to me, the abo"YC oomcnt. I haw also h.t an opportunity to uk qUCll:ions 
aboutitsconfalb,andbysigninghelow,lagreetothetteatment�bymyphylicilo.lnmnd 
this consent fonn to covc:r tbc CDbl'C courso of trcmncnt for mypte1ent condition(•) and f « uy 
condition(s) for which I seek trcatmmt at this facility. 

To be completed by the patient: 

Print Patient's Name 

Date 

Prtnt Name of Representat:lv. 

Date 

s�re of Representatllle 

. 

I 
I 

This form should be maintained In the +••IMaltftNCOrd. 

l 
I 

·-- ·----
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PRESSURE POINT MAP 
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FINANCIAi. oma POUOES 
I 

·- - . .

1. All patients ■re on • cash buis until our staff can vertfy ■U Insurance coverap (I).
2. Your Insurance will be verified promptly and wlU be � with you If applk:able.
3. After coverage and deductible are verifltd, this office "f lY accept mlpment on most poffdes,

provided the Insured/patient signs an appropriate statement of benefits md/or I llen •uthortilna

payment to b1 Hnt to the doctor. l 
4. Wa1t1n1 for Insurance payment lJ I courtesy, and it m� be withdrawn under certain dn:umstanca.

l 5. As a patient, It Is your responsibility to take care of the �t (usually a percent or fixed dalar'
amount) and any non-covered services on a monthly b�ls.

6. This office does not warrant or guarantee that your Insurance company wit pay, nor does this office
promise that an Insurance co�pany will or should pay tf'e fees charpd. Insurance polda .. an
arrangement between the Insurance carrier and the patlent/lnsured.

7 • Any service not covered or coverage reductions by you� Insurance cmter wll be the patient's 
responslbHlty. I 

8. This office wUI submit an Insurance daim for you. We �II not enter Into_,., dJsputAt wtth your
Insurance company. If mverage problems artse, you_. be expected to assist dncdy with your

I 

Insurance adjuster or agent. Any dented or dlsputed claims will be truted as unc:ovared.
9. If your account should go to collections for any reason, t wiU be the patient's responslbllty for any

court costs, attorney's fees, and or coflectlon costs Ina,� in collectinlthe acmunt balance.
10. You authorize the release of records or information nec+ssarv to process any dalms.
11. All Insurance payments, regardless of which company issues the check first are applied to your

account as long as any balance ts due. This means refunds are made only after your balana! Is
completed and deared with this office.

I 
12. If you receive correspondence of checks from your 1nsu,rnce company, you agree tD bring these

lnto our department so that we may determine if any 1°" needs to be taken or If the chea Is on
asslsnment to this office. 

13. If you change Insurance compan1es or employers, you are to provide this offlee with the cunent
Information Immediately.

I 
14. You understand that this office accepts MmerCard, \list, Oisc::over Card, CIR CredJt (Jf qualJfled),

personal checks and cash. I 
15. If you have any questions concerning this or any other matter, please speak with the �onlst or

our Insurance department prior to seeln1 the doctor.
16. If you stop care and hwe • finandal •areement signed our office, you wW be responsible for

any/aH chirps that you have lna,mtd at our office.

Thank you for your c;oopemlon In this mattar. 
I have read and fully understand the fln■ncW office polcy ■nd ..,.. abide by lhese tffl'nS.

___ ,___ ,__ _ 

Patient Slpiture or Responslble Party Dita 

Plp7ofl 

--------------



ACKNOWLEDGMENT OF RECEIPT OF HIPAA PRIVACY Nana 

I 
I, _________ have received a copy 1f thls office's Notice of Privacy
Practices. understand that I have certain rights to privacy regardlna my
protected health Information. I understand that th s Information can and will be 

used to: Ccmduct, plan and direct my treatment an� follow-up among the health 
care providers who may be directly and indirectly I �volved In providing my 

treatment. Obtain payment from third -party paye"s. Conduct normal health care 

operations such as quality assessments and accre(j itatlon. 

Patient 

Signature 

Date 

FOR OFFICE USE ONf,.Y 
We attempted to obtain written Acknowledgment of rec�pt of our Notice of Privacy 
Practices but Acknowledgment could not be obtained bec

1
ause:

o Individual refused to slan
o Communications barriers prohibited obtaining the Ackn i,wtedgment

o An emersency situation prevented us from obtaining Al. knowlqment

o Other (Please specify)

Staff signature Date 


	WELCOME: 
	First 1: 
	First 2: 
	undefined: 
	undefined_2: 
	undefined_4: 
	undefined_5: 
	Muital Slatus Single Mmried Divorced Widowed  Sepamlcd  Minor: 
	Occupation Employer: 
	undefined_6: 
	Emergency contact Name: 
	undefined_7: 
	undefined_8: 
	Relationship: 
	undefined_9: 
	undefined_10: 
	Omer: 
	If yes what type j  Auto: 
	undefined_11: 
	I: 
	Do you have secondaryllupplcmCIUII lmurlDce C Ya  No Name of Cmlcr: 
	PATIENT NAME: 
	undefined_16: 
	undefined_19: 
	Oita: 
	undefined_22: 
	undefined_23: 
	Patient: 
	Date_2: 
	Signature1_es_:signer:signature: 
	Date_3: 
	date: 
	PATIENT 6GNATURE X Or: 
	yes: Off
	Can we call you at the above phone numbers and leave a message 1  Yes I  No: 
	undefined_12: 
	signature: 
	I have read and fullv undentlnd the flnancW office pollcy and  abide bf these terms_es_:signature: 
	To be completed by the patient: 
	undefined_3: 
	a: Off
	b: Off
	c: Off
	d: Off
	e: Off
	f: Off
	g: Off
	h: Off
	i: Off
	u: Off
	t: Off
	v: Off
	x: Off
	y: Off
	z: Off
	q: Off
	r: Off
	s: Off
	ooh: Off


