
 

 

NEW PATIENT INTAKE  

Name: _________________________________________________________ Today’s Date: __________________ 

Address: ______________________________________ City: ________________ State: ________ Zip: _________ 

Home Phone: (       ) ______________ Work Phone: (       ) ______________ Cell Phone: (       ) ________________ 

Email Address: _____________________________________________________   Gender :   Male   Female   Other 

Birth Date: ___________________ Age: ________            Social Security Number: ______-______-______ 

Occupation: ___________________________________________________________________________________ 

Employer Name: _______________________________________________________________________________ 

Single: __________ Married: __________ Spouse’s Name : _____________________________________________ 

Have you seen a Chiropractor before?     Yes     No      If so when?  ____________________________________ 

Who is Your Primary Care Physician: ________________________________________________________________  

Whom may we thank for referring you to our office: ___________________________________________________ 

 

YOUR HEALTH SUMMARY

Please        check all symptoms you have ever had, even if they do not seem related to your current problem.

 

❑ Pins and 

Needles in arms 
❑ Dizziness 
❑ Numbness in 

fingers 
❑ Fatigue 
❑ Sleeping 

problems 
❑ Diarrhea 
❑ Cold sweats 
❑ Mood swings 

 

❑ Pins and 

Needles in legs 
❑ Loss of smell 
❑ Buzzing in ears 
❑ Numbness in 

toes 
❑ Depression 
❑ Neck stiff 
❑ Constipation 
❑ Neck Pain 
❑ Menstrual Pain 

 

❑ Fainting 
❑ Back Pain 
❑ Ringing in ears 
❑ Loss of taste 
❑ Irritability 
❑ Cold hands 
❑ Fever 
❑ Problem 

urinating 
❑ Menstrual 

irregularity 

 

❑ Loss of balance 
❑ Nervousness 
❑ Stomach upset 
❑ Tension 
❑ Cold feet 
❑ Hot flashes 
❑ Heartburn 
❑ Ulcer 
❑ Headaches

 

 

How many servings of Fruits and Vegetables do you eat each day?     0-2     3-5     6-7      7-8   (circle one) 

How many ounces/cups of water do you drink per day?  ___________________________ 

What type of water do you drink?    Tap Water          Bottled Water         Filtered Water          Kangen Water 



 

 

List any medications and/or supplements that  you are taking 

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

This office conforms to the current HIPAA guidelines. You may request a copy of your HIPAA policy at the front 

desk. Please initial to indicate you have been made aware of its availability: ________________. 

The statements made on this form are accurate to the best of my recollection and I agree to allow this office to 

examine me for further evaluation. 

 

Patient Signature _____________________________________________________________ Date: _____________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

FAMILY HEALTH HISTORY 
 

Patient Name_________________________________________________  Date ____________________ 

Please review the below listed symptoms and conditions and indicate those that are current health problems of a family 

member  by  the  designation C under  his  or  her  column.  The  designation P should  be  used  to  indicate  a past problem. 

Leave blank those spaces that do not apply. If you require more space, use the reverse side of this form. 

 Father 
Age____ 

Mother 
Age____ 

Spouse 
Age____ 

Brother(s) 
Age____ Age____ 

Sister(s) 
Age____ Age____ 

Children 
Age____ Age____ Age____ 

Condition:       

Allergies       

Anxiety       

Arthritis       

Back Pain       

Cancer       

Constipation       

Diabetes       

Disc Problems       

Epilepsy       

Frequent Colds/Flus       

Gassy/Bloating       

Heartburn       

Heart Trouble       

High Blood Pressure       

Low Energy       

Migraine       

Neck Pain       

Pinched Nerve       

Scoliosis       

Sinus Trouble       



 

 

Sleeping Problems       

Other:       

 

 

 

 

  

INFORMED CONSENT FOR CHIROPRACTIC TREATMENT  

I understand that, as in the practice of medicine, in the practice of chiropractic care there are some risks to treatment, including and not limited to, 

fractures, disc injuries, strokes, dislocations and sprains. I do not expect the doctor to anticipate and explain all risks and complications. I wish to rely 

on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based on the facts then known, is in my best 

interest. 

By signing below I agree to the above and allow the doctor, affiliated with Core Chiropractic Center, to perform such. This consent will cover the entire 

course of my treatment. 

Patient Name: _______________________________________________________________________ Date: _____________ 

Patient or Guardian Signature: _________________________________________________________ Date: ______________ 

 

 

AUTHORIZATION FOR CARE 

I hereby authorize the Doctor to work with my condition through the entire use of adjustments to my spine, as he or she deems appropriate. I clearly 

understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment. I agree that I am 

responsible for all bills incurred at this office. The doctor will not be held responsible for any pre-existing medically diagnosed conditions nor for any 

medical diagnosis. I also understand that if I suspend or terminate my care, any fees for professional services will become immediately due and 

payable and will be at the full customary fee. 

I hereby authorize assignment of my insurance rights and benefits (if applicable) directly to the provider for services rendered. I understand and agree 

that health and accident insurance policies are an arrangement between an insurance carrier and myself. I understand that the Doctor’s Office will 

prepare the necessary reports and forms to assist me in collecting from the insurance company and that any amount authorized to be paid directly to 

the Doctor’s Office will be credited to my account on receipt. 

Ownership of X-rays: It is understood and agreed that the payments to the Doctor for X-rays is for examination of X-rays only. The X-ray will remain in 

the property of the office. They are kept on file where they may be seen at any time while I am a patient at this office. 

SIGN IF READ ABOVE: __________________________________________________________________ DATE: ____________ 

 

   

 

NOTICE OF PRIVACY POLICY 

Protecting the privacy of your personal health information is important to us. Disclosure of your protected health information without authorization 
is strictly limited to defined situations that include emergency care, quality assurance activities, public health, research, and law enforcement 
activities. Any other disclosures for purposes of treatment, payment or practice operations will be made only after obtaining your consent. 

You may request restrictions on your disclosures 

You may inspect and receive copies of your records with 30 days with a request 

You may request to view changes to your records 

In the future, we may contact you for appointment reminders, announcement and to inform 
you about             our practice and its staff  

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

Conduct, plan and direct my treatment and follow up with multiple healthcare providers who 
may be involved in that treatment directly or indirectly. 

Obtain payment from third party payers 

Conduct normal healthcare operations such as quality assessments and physician’s certificates 

I have read and understand you Notice of Privacy Practices. A more complete description can be requested. I also understand that I can request, in 



 

 

Informed Consent to Care  

You are the decision maker for your health care. Part of our role is to provide you with information to assist you in 

making informed choices. This process is often referred to as “informed consent” and involves your understanding 

and agreement regarding the care we recommend, the benefits and risks associated with the care, alternatives, 

and the potential effect on your health if you choose not to receive the care. We may conduct some diagnostic or 

examination procedures if indicated. Any examinations or tests conducted will be carefully performed but may be 

uncomfortable. Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be 

additional supportive procedures or recommendations as well. When providing an adjustment, we use our hands or 

an instrument to reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include 

restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and 

improving neurological functioning and overall well-being. It is important that you understand, as with all health 

care approaches, results are not guaranteed, and there is no promise to cure. As with all types of health care 

interventions, there are some risks to care, including, but not limited to: muscle spasms, aggravating and/or 

temporary increase in symptoms, lack of improvement of symptoms, burns and/or scarring from electrical 

stimulation and from hot or cold therapies, including but not limited to hot packs and ice, fractures (broken bones), 

disc injuries, strokes, dislocations, strains, and sprains. With respect to strokes, there is a rare but serious condition 

known as an “arterial dissection” that typically is caused by a tear in the inner layer of the artery that may cause 

the development of a thrombus (clot) with the potential to lead to a stroke. The best available scientific evidence 

supports the understanding that chiropractic adjustment does not cause a dissection in a normal, healthy artery. 

Disease processes, genetic disorders, medications, and vessel abnormalities may cause an artery to be more 

susceptible to dissection. Strokes caused by arterial dissections have been associated with over 72 everyday 

activities such as sneezing, driving, and playing tennis. Arterial dissections occur in 3-4 of every 100,000 people 

whether they are receiving health care or not. Patients who experience this condition often, but not always, present 

to their medical doctor or chiropractor with neck pain and headache. Unfortunately a percentage of these patients 

will experience a stroke. The reported association between chiropractic visits and stroke is exceedingly rare and is 

estimated to be related in one in one million to one in two million cervical adjustments. For comparison, the 

incidence of hospital admission attributed to aspirin use from major GI events of the entire (upper and lower) GI 

tract was 1219 events/ per one million persons/year and risk of death has been estimated as 104 per one million 

users. It is also important that you understand there are treatment options available for your condition other than 

chiropractic procedures. Likely, you have tried many of these approaches already. These options may include, but 

are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest, medical care 

with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the right to a second 

opinion and to secure other opinions about your circumstances and health care as you see fit. I have read, or have 

had read to me, the above consent. I appreciate that it is not possible to consider every possible complication to 

care. I have also had an opportunity to ask questions about its content, and by signing below, I agree with the 

current or future recommendation to receive chiropractic care as is deemed appropriate for my circumstance. I 

intend this consent to cover the entire course of care from all providers in this office for my present condition and 

for any future condition(s) for which I seek chiropractic care from this office. 

Patient Name: ___________________________ Signature:_________________________Date:________ 

Guardian Name: _________________________ Signature:_________________________Date:________ 



 

 

Witness Name: ___________________________ Signature:________________________ 

Date:________  



 

 

FINANCIAL POLICY 

 

 

 

 

 

 

  

SECONDARY INSURANCE 

Please inform us of any secondary insurance. 

IN-NETWORK GROUP OR INDIVIDUAL INSURANCE 

Your insurance is an agreement between you and your insurance company, 

not between your insurance company and our office. We cannot be certain 

if your insurance covers Chiropractic, although most policies do provide 

some coverage. The amount they pay varies from one policy to another. We 

will call to verify your benefits; however, the benefit quote obtained from 

your insurance company is not a guarantee of payment. The benefits we 

receive are only as good as the representative giving them. It is to be 

understood and agreed that any services rendered are charged to you 

directly and you are personally responsible for payment of any non-covered 

services, deductibles, coinsurance or co-pays. Your portion of charges is 

immediately due upon processing by insurance and will be charged to card 

on file.  

PERSONAL INJURY, AUTOMOBILE ACCIDENTS AND “ON THE JOB” 

INJURY (WORKERS COMPENSATION)  

Separate financial policies are enforced for PI and WC cases. Refer to 

Core Chiropractic Center for details. 

FLEX PLANS/MEDICAL SAVINGS ACCOUNTS 

If you have a flex spending account we will be happy to provide you 

with a statement of your charges for reimbursement. However, 

maintenance therapy may not be covered. Please see Advanced 

Beneficiary Notice (ABN) Wellness/Maintenance Care - Section 

I. 

PATIENTS WITH OUT OF NETWORK INSURANCE 

If you have insurance coverage with a company that we are not in network 

with we will attempt to verify your insurance and share the information 

with you. We do not accept assignment with all insurance companies. If we 

do not accept assignment, insurance reimbursement will be sent to you 

and your account will be handled in our office as a Cash account. Please 

see: “Cash Paying Patients.” 

 

 

INSURANCE FORMS/PAYMENT 

If you receive any correspondence from your insurance carrier 

pertaining to the care you have received at this office or a request of 

more information regarding your care, please bring it in as soon as 

possible. It is very important that we keep your file as up to date as 

possible. Occasionally, either by mistake, or due to provisions in your 

policy, the check issued by the insurance company for payment of 

service rendered in our office, may come to you instead of our office. 

If you should receive any unexpected check in the mail, please contact 

us to see if it does represent payment of your bill here. 

CASH PAYING PATIENTS 

If you do not fall under any of the other categories of payment you are a CASH patient. Since there is no insurance to bill and there are no others 

responsible for your account, you are expected to pay for your visit at the time of service. You may pay with CASH, CHECK, or CREDIT CARD. We do not 

carry patient balances unless you have signed up for a monthly payment plan. If you would like to see if you can be set up for a payment plan let us 

know. 

 

I have read and understand the payment policy of Core Chiropractic Center. I understand that my insurance is an arrangement between myself and my 

insurance company, NOT between Core Chiropractic Center and my insurance company. I also understand that if my insurance does not respond within 

60 days, or I suspend or terminate my schedule or care as prescribed by the doctor(s) at Core Chiropractic Center that fees will be due and payable 

immediately.  

 

Patient’s Signature (or guardian of patient is a minor):_________________________________________________________ Date: 

__________________ 

Witness: _____________________________________________________________________________________________ Date___________________ 

MEDICARE 

In order for a Chiropractor to see a patient with Medicare they must be 

registered as Participating or Non-Participating. Our doctors are 

participating providers in Medicare. 



 

 

Section I 

Advanced Beneficiary Notice (ABN) 
Wellness/Maintenance Care 

 
Insurance companies do not pay for everything, even some care that you or your healthcare provider have good 
reason to think you need. Your insurance will not pay for Chiropractic Maintenance/Wellness Care or services 
deemed medically unnecessary per insurance.  
 
Verbiage your insurance company may use to describe medically unnecessary treatment may include some of the 
following: 

▪ Continued chiropractic care for the same of similar condition would not be considered medically 
necessary.  

▪ Treatment will not be covered when you have recovered from the ACUTE stage of an illness or Injury. 
▪ Treatment for a chronic condition if there is no reasonable expectation of improvement.  
▪ Treatment to prevent a relapse or exacerbation (maintenance) of a condition. 
▪ Treatment provided on a routine schedule, even if intended to maintain optimal function.  
▪ Services provided after visit allotment per insurance verification/doctor's discretion. 

 
This notice is to inform you of possible non-covered services that you may be responsible for payment.  
 
Any services deemed not medically necessary or unpaid by your insurance, will be discounted to our cash fees.  
 
Upon signing this notice, I am declaring that I fully understand what has been described above and agree to pay all 
uncovered services. I fully understand that my insurance company will no longer be billed for treatment received 
and I cannot appeal to see if my insurance will pay for said treatment.  
 
Non-Covered 
I understand that I am responsible for all cost associated with chiropractic care, ancillary services, maintenance 
and wellness visits. My provider has informed me that my insurance company does not pay for certain services 
including some supportive therapies, and maintenance and wellness visits because my insurance company does 
not consider them covered services or medically necessary.  
 
Patient Signature: ________________________________________     Date: ________________ 
 
 
 
--------------------------------------------------------------------------------------------------------------------------------------------------------  
 
For the provider 

I verify that I have informed my patient that their insurance company does not allow payment for certain 

supportive therapies, maintenance and wellness visits because they do not consider them covered services or 

medically necessary. 

 

Provider Witness Signature: ________________________________________     Date: ________________ 

 
 



 

 

 
 

Insurance Form 

  
If you plan on utilizing your insurance please fill out the information below with the insurance 

policy holder’s information. If you haven’t given your insurance card and a photo ID to the front 

desk to copy please do so now. 

 

□ I AM THE POLICY HOLDER (please only sign and date below) 

 

□ I AM NOT THE POLICY HOLDER (please fill out information below) 
 

Policy Holder’s Name:____________________________________________________________ 

Insurance Company:___________________  Insurance Member ID:_______________________    

Policy Holder’s Date of Birth:____________ Insured Member’s Phone #:___________________ 

Patient’s Relationship to policy holder (circle):           Spouse           Child           Other:__________   

Policy Holder’s Home Address:_____________________________________________________ 

Policy Holder’s Place of Employment:_______________________________________________ 

 

 

Patient’s Signature:__________________________________    Today’s Date: ______________ 
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