
    







  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please take a few moments to complete  

this form so that we can better serve you. 

If you have any questions along the way  

please do not hesitate to ask.   

thank you. 
 

Financial Responsibility  


 Non-Insurance Patient: I understand that I am financially 
responsible for all charges incurred at Carson Chiropractic, 

including, but not limited to, treatment cost, x-rays, products and/or other 
services.  My account balance is to be paid in full at time of service, 
unless other financial arrangements have been made with the billing 
department.   
 

_______________________________________ 
signature of patient, parent or guardian.        Date 

 

______________________________________ 
 Print Patient’s name                 relationship to patient 

 

Insurance Patient: (Please Mark one) 

  Major Medical   Medicare    Medicaid 

 

Insurance Assignment and Release 
 

I certify that I, and/or my dependant(s), assign directly to Carson 
Chiropractic all insurance benefits, if any, otherwise payable to me for 
services rendered.  I understand my financial responsibility for all charges, 
whether or not paid by insurance including, but not limited to, deductible, 
co-pay, co-insurance, x-rays, and products or services not covered by my 
insurance policy.  I authorize Carson Chiropractic to disclose any health 
care information to my insurance company for the purpose of obtaining 
payment for services and determining insurance benefits, and I agree to 
pay all balances due in a timely manner. 

________________________________________ 
signature of patient, parent or guardian.        Date 
 

_______________________________________ 
Print Patient’s name           relationship to patient 

 

Accident Patient: Is condition the result of an automobile 
accident, personal injury or work accident?  
 No     Yes, Auto/Personal Injury   Yes, Workers Compensation 

 

 

 

 

 

 
 

X-ray Policy 
     

If deemed necessary by both patient and doctor, x-rays may be taken in 
the office.   

      I understand that in order to provide me with the best quality of care, it 
is Carson Chiropractic’s policy to have any  
x-rays taken in the office interpreted by the board certified radiologists at 
Gregerson Radiology Consults.   

     I accept that I am responsible for any additional fees charged for  
x-ray readings. I release any medical information pertaining to my 
condition for billing purposes.   I understand that I and/or my insurance, 
if applicable, may be billed directly by Gregerson Radiology 

Consults for their services and that I am responsible for any remaining 
balance. 

 

Signature:  ___________________________________________________ 

Date: ______________________ 

___________________________________________________________________

__________________________   

Manual Therapy/Massage Cancellation Policy 



 I understand that if I am unable to make my scheduled manual 
therapy/massage appointment, that 24 hour notice is required.  

Failure to show for a scheduled appointment will result in a $25 fee for each half hour 
missed, billed directly to me, the patient.  I accept that I am personally 
responsible, and not insurance, for this cancellation fee. 

 

Signature:  _____________________________________________________ 

 

 

Patient Information 




 

Name:           Last                                      First                             M.I. 





               Called Name                                              Suffix 

 

Address:  

 

City:                                                     State:                Zip:  

 

Birth date:                                                        Male    Female 

 

Minor        Single             Married       Partnered     

Separated     Divorced       Widowed             

 

Primary Phone:                                                       Cell  Home 

 

Secondary Phone:                                                Cell  Home   

 

E-Mail:           

 

Occupation:   

 

Employer:   



Race/Ethnicity:   
 

African American  Native American 

Asian                     Pacific Islander 

Caucasian   Prefer not to answer 

Hispanic/Latino Other: ________________ 

        

Primary Language:   

 

Who may we thank for referring you?  

 

 

Emergency Contact:  

      

Name: 

      

Relationship to Patient:  

 

Phone: _________________________________________________ 

Welcome 

I authorize Carson Chiropractic to request any/all medical records related to my condition from other health care providers who have treated me. 
 

Print Name:  _____________________________________________________             Signature:   _________________________________________________ 

 
Office Use Only 



Welcome Form/Licsense copy/Consent/HIPPA completed and signed      Medicare: ABN form signed 

 PI or WC Accounts: intake form completed & pain assessments                  General Information: entered into EZ Bis (INCLUDING PHONE #) 

EHR: entered in EZ BIS History                                                                       Insurance: Entered into EZ BIS and noted on travel card 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Exercise 
 

none   

moderate    

daily   

heavy   

Medications and Dosages 

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

_________________________ 
 

 Allergies 

_____________________________________________________

_____________________________________________________

_____________________________________________________ 
 

 

What treatment(s) have you received for your 

current condition? 
 

none    chiropractic servicesphysical therapy     

medication: _________________________________________ 

_____________________________________________________    

surgery: ___________________________________________  

_____________________________________________________

other: _______________________________________________ 

_____________________________________________________   

 

What treatments, if any, did you find helpful?  

_____________________________________________________

_____________________________________________________ 

 

What treatments have aggravated your condition? 

_____________________________________________________ 

_____________________________________________________ 
 

Date of last:  

Spinal exam: _______________   spinal x-ray:  _______________       

Chest x-ray: _____________________    CT-scan:  _________________________ 

MRI: ______________________________ 

Name and phone number of any doctor(s) who have treated your 

condition:  

_____________________________________________________ 

_____________________________________________________

_____________________________________________________ 

 

  

 

Vitamins/Supplements  

______________________

______________________

______________________

______________________

______________________

______________________

_____________________ 

Medical Information 

(Date and Description) 

Primary care   Provider:  ________________________ 

Date of last physical? ___________________________ 

Falls:________________________________________________________ 

_______________________________________________________________ 

Head Injuries:  ______________________________________________ 

______________________________________________________________ 

Broken Bones/fractures/Dislocations:  _______________ 

______________________________________________________________ 

Surgeries:  __________________________________________________ 

_______________________________________________________________ 

___ 

 

Family Health History 

(notate specific type and relation) 
 

Arthritis: _____________________________________ 

_____________________________________________

_____________________________________________ 

Cancer: ______________________________________ 

_____________________________________________

_____________________________________________ 

Diabetes: _____________________________________ 

_____________________________________________

_____________________________________________ 

Heart Disease: _________________________________ 

_____________________________________________

_____________________________________________ 

Other: _______________________________________ 

_____________________________________________

_____________________________________________ 

 
Habits 

 

smoking  packs/day: ________         

former smoker             when did you quit:  _______ 

 Alcohol  drinks/week: _________         

coffee/caffeine  cups/day: ____________ 

high stress level reason: ______________         

Other:___________  frequency: __________ 

Patient Record of Disclosure 
 

      The HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of protected health 

information (PHI) and provides the right to request confidential communications be made by alternative means indicated by 

you, the patient. A detailed copy of the Hipaa Privacy Notice can be made available to you upon your request. 

 

Please indicate Below how you Wish to be contacted (Please Check all that Apply) and Sign Below: 

 

Mobile Number: (           ) _____________________                                  Home Number  (            ) ____________________ 

Okay to Leave Detailed Message   Okay to Leave Detailed Message   

Leave Message  With Call back number only                           Leave Message With Call back number only 

Okay to Text message 

                               Written Communication  

Work Number: (           ) _____________________                                        Okay to mail to my Home address ___________________________________ 
Okay to Leave Detailed Message                                                            

Leave Message  With Call back number only           Signature: ______________________________________________________________                                                                                        

Exercise 
 

none   moderate    heavy   daily               

 

Type of exercise:  ________________________________ 

___________________________________________ 

Work Activity 


sitting       standing         light labor      heavy labor 

 

Briefly Describe Work Activity:   ________________________________ 

________________________________________________ 

________________________________________________ 

 

 

 

Name: 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pain/Tension: neck               
Pain/Tension: mid/upper back               
Pain/Tension: low back               
Extremities: _____________               
Headaches               
Other: ___________________               

 Patient Condition 
 

 

Primary Reason for visit:  

_________________________________

_________________________________ 

 

When did symptoms first appear? 

_________________________________ 

 

Is this condition getting progressively 

worse?   Yes   No     
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

How often does pain occur? 

__________________________ 

 

Does your pain interfere with…?  
 

work        sleep      daily routine       

recreation 

 

Hypertension/high blood pressure:      Yes    No         

Kidney Disease:    Yes    No                     

Liver Disease/Hepatitis:  Yes    No         

Migraine Headaches:   Yes    No         

Miscarriage:    Yes    No         

Multiple Sclerosis:   Yes    No         

Osteoporosis:    Yes    No         

Pacemaker:    Yes    No         

Parkinson’s disease:   Yes    No         

Pinched Nerve:    Yes    No         

Pneumonia:    Yes    No         

Prostate Problems:   Yes    No         

Prosthesis:    Yes    No         

Psychiatric Care:    Yes    No         

Scoliosis:    Yes    No         

Shingles:    Yes    No         

Stroke:     Yes    No         

Suicide Attempt:   Yes    No         

Thyroid Problems:   Yes    No         

Ulcers:     Yes    No         
 

       Other:  ____________________________________ 
 

ADD/ADHD:                              Yes    No 

Aids/HIV:                  Yes    No 

Alcoholism:                  Yes    No 

Anemia:                     Yes    No 

Appendicitis:                  Yes    No 

Arthritis: Rheumatoid/osteo/lupus              Yes    No 

Asthma:                  Yes    No  

Bi-Polar disorder:                                                               Yes    No 

Bleeding Disorder:                  Yes    No 

Breast lump:                   Yes    No 

Bronchitis:                   Yes    No  

Cancer:                    Yes    No         

Chemical Dependency:    Yes    No         

Diabetes:     Yes    No         

Eating Disorder:    Yes    No         

Emphysema:     Yes    No         

Epilepsy:     Yes    No         

Eye Issues:     Yes    No         

Heart Disease:     Yes    No         

Hernia:      Yes    No         

Herniated Disc:     Yes    No         

High Cholesterol:    Yes    No         

 

              

Mark if you experience any of the 

following: 

 

Fatigue _                                  Yes  No      

Irritability/Mood Swings      Yes No 

Poor Digestion_                     Yes  No     

Difficulty Sleeping Yes  No 

Please mark 

an X where 

you have 

pain or 

symptoms: 
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Rate Pain 0-10, 

0=no pain, 

10=severe pain 

Is the pain 
constant or 

comes & goes? 
Condition 

Rate Only the Areas Bringing you 

in for Care 

Are you pregnant?                Yes    No         
 

Weeks pregnant: _______   Due date:  ________ 

 Health History 
 

If Yes, Please Notate Dates and Treatments 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

Name: 



Patient Name:                                              INFORMED CONSENT 

 _______________________________ 
 

The nature of the chiropractic adjustment: 
 

The primary treatment I use as a Doctor of Chiropractic is spinal manipulative therapy.  I will use that procedure to treat you.  I may use 
my hands or a mechanical instrument upon your body in such a way as to move your joints.  That may cause an audible “pop” or 
“click,” much as you have experienced when you “crack” your knuckles.  You may feel a sense of movement. 
 

Analysis/Examination/Treatment 

 As part of the analysis, examination, and treatment, you are consenting to one or all of the following procedures: 
 

Spinal manipulative therapy Radiographic Studies Concussion assessment  Vital Signs 
Range of motion testing  Orthopedic testing Basic neurological testing  Palpation 
Muscle strength testing  Hot/Cold Therapy  Ultrasound   Active Release Technique® 
Kinesiology Taping  Exercise instruction  Home exercise plan  Postural analysis 
EMS (electric stimulation)  Manual Muscle Soft-Tissue work (instrument or hands-on) 
Other: ________________________ 
 

The material risks inherent in spinal manipulative therapy (chiropractic adjustment) and other treatments at this clinic: 
As with any healthcare procedure, there are certain complications which may arise during chiropractic manipulation and therapy.  
These complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, cervical myelopathy, 
costovertebral strains and separations, and burns. Some types of manipulation of the neck have been associated with injuries to the 
arteries in the neck leading to or contributing to serious complications including stroke. Some patients will feel some stiffness and 
soreness following the first few days of treatment. With any muscle therapy there is the possibility of soreness felt the same or next 
day. With instrument-assisted massage and ART®, there is the possibility of bruising or redness in the worked area.  I 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 my attention, it is your responsibility to inform me. 
 

The probability of those risks occurring:  Fractures are rare occurrences and generally result from some underlying weakness of the 
bone which we will check for during the taking of your history, examination and X-ray. Stroke and/or arterial dissection caused by 
chiropractic manipulation of the neck has been the subject of ongoing research and debate. The most current research on the topic is 
inconclusive as to a specific incident of this complication occurring. If there is a causal relationship at all it is extremely rare and remote. 
Unfortunately, there is no recognized screening procedure to identify patients with neck pain who are at risk of arterial stroke.  
 

The availability and nature of other treatment options for your condition may include: 
 Over-the-counter analgesics (self-administered) and rest 

 Physical Therapy 

 Surgery 

 Hospitalization 
 Medical care and prescription drugs such as anti-

inflammatory, muscle relaxants and pain-killers

If you choose to use one of the above noted “other treatment” options, you should be aware that there are risks and benefits of such 
options and you may wish to discuss these with your primary medical physician. 

The risks and dangers attendant to remaining untreated: Remaining untreated may allow the formation of adhesions and reduce 
mobility which may set up a pain reaction further reducing mobility.  Over time this process may complicate treatment making it more difficult and 
less effective the longer it is postponed.   
 

Consent to Treat Minor (if applicable): I hereby request and authorize Dr. Carson and/or Dr. Hosten to perform diagnostic tests and 
render chiropractic adjustments and other treatment to my minor child: ___________________________. This authorization also extends to all other 
doctors and office staff members and is intended to include radiographic examination at the doctor’s discretion.  
As of this date, I have the legal right to select an authorize health care services for the minor child name above. Under the terms and conditions of 
my divorce, separation or other legal authorization, the consent of a spouse/former spouse or other parent is not required. If my authority to so select 
and authorize this care should be revoked or modified in any way, I will notify this office immediately. 
 

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE. PLEASE CHECK THE APPROPRIATE BLOCK AND SIGN BELOW. 
 

I have read [   ] or have had read to me [   ] the above explanation for the chiropractic adjustment and related treatment. I have discussed 
with __________________________ and have had my questions answered to my satisfaction. By signing below I state that I have weighed 
the risks involved in undergoing treatment and have decided that it is in my best interest to undergo the treatment recommended. Having 
been informed of the risks, I hereby give my consent to that evaluation and treatment.  
  

_________________________________________  _________________________________________________________ 

Print Patient’s Name  Date   Signature of Patient/Parent or Guardian (if minor) Date 
 

________________________________________  _________________________________________________________ 

Doctor (Print)      Doctor’s Signature          

Carson Chiropractic 
4541 Route 71-Oswego, IL  60543 

(630) 551-1003 


