[image: image1.png]B aTLAs

CHIROPRACTIC



[image: image2.png]SpineMED



5490 Powers Center Point Suite 140

       Colorado Springs, CO 80920

Appointment Date: _______________
First Name:______________________________ M.I. ___  Last Name:___________________________________________________
Address:________________________________ City: _____________________________ Zip: _______________________________
Age: ____
Sex: (M)    (F) 
              Birth Date: ________________           Marital Status: (S, M, W, D)

Home Phone: (       )____________________  Cell: (     )___________________ Email: ______________________________________
Employer: _______________________________
Occupation: ______________________________________________________
Do you have insurance?  (Yes)   (No)   Insurance Company name/policy: __________________________________________________

How did you hear about ATLAS CHIROPRACTIC/SpineMed:____________________________________________________________
Person responsible for this account: _____________________________________________________________________________
In case of emergency, contact: ___________________________________________ Address: ________________________________ 
Phone: (       ) ___________________________
Mobile Phone:____________________________________________________

When was your last visit to a Chiropractor? ____________________  (Dr. Name)__________________________________________
For what reason did you see this Chiropractor? _____________________________________________________________________

Do you have any significant diseases? (Cancer, Diabetes, Heart, etc.) ___________________________________________________

Have you had any broken bones:  (Yes)   (No)  If yes, please describe: ____________________________________________________
Have you had surgery?  (Yes)   (No)  If so, when and what? ____________________________________________________________
Are you taking any medications?  (Yes)    (No)   If so, please list: ____________________________________________________
TELL US ABOUT YOUR PRESENT AND PAST HEALTH CONDITION(S)

Primary complaint(s): __________________________________________________________________________________________

Any other complaints? _________________________________________________________________________________________

How long have you suffered with this problem/s? ____________________________________________________________________________________________________________
When did you first notice this problem? ___________________________________________________________________________
Is this condition due to an:  (A) Auto Accident
(B): Work Injury
      (C): Unknown cause         (D): Other (please explain)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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5490 Powers Center Point Suite 140

       Colorado Springs, CO 80920

Are symptoms:  (Improving)     (Worsening)   (Same)   (Come and Go)
Have you had these symptoms before?  (Yes)    (No)  If yes, when & how long? ____________________________________________
Have you seen another doctor for this problem/s?  (Yes)  (No)  If so please provide Dr. Name: ______________________________
Date seen: ____________   Please circle one:      (Chiropractic)     (Medical)           (Osteopath)
 (Dentist)           (Podiatrist)
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          On a scale of 1 to 10, with 10 being the absolute worst pain imaginable and 0 being no pain at all please rate your pain:

0--------------------------------------------------------------------------10

Is this problem causing you to be discouraged? ____________________________________________________________________
When your problem is at its worst, how does it make you feel?  (Stressed)    (Fatigued)   (Depressed)  (Anxious)   (Fearful)   (Hopeless)
What have you tried to do to get rid of this problem that DID NOT work? ________________________________________________

How does this problem interfere with the following areas of your life?

Family:____________________________________________

Work: _____________________________________________

Hobbies: __________________________________________

Life: ______________________________________________

What activities do you participate in that cause the problem to worsen? _________________________________________________
____________________________________________________________________________________________________________

What gives you some temporary relief?  ___________________________________________________________________________

What is the pattern of this problem?  
Constant _____   Intermittent ______    Other _______


                       On a scale of 1 to 10, with 10 being the highest, rate your commitment in helping us solve this problem: 




0--------------------------------------------------------------------------10

Does handling this problem cause stress for you?  (Yes)    (No)

Do these symptoms make you feel aged beyond your years?  (Yes)  (No)
Is there any other information you would like us to know? ____________________________________________________________


WHAT ARE YOUR HEALTH GOALS

What are your health goals? __________________________________________________________________________________________________

How do you expect to achieve those goals? __________________________________________________________________________________________________

What are your expectations of this office? __________________________________________________________________________________________________

How do you want us to handle your problem? 

______Temporary relief
?
______ Maximum Correction (correct that cause of the problem which creates maximum stability in the future)?
On a scale of 1-10 (10 being the MOST and 1 being the LEAST):

______ How committed are you to being at your maximum health potential?

______ How important is it to your family for you to be at your optimum health potential?

______ How committed are you to preventing arthritis and maximizing your spinal stability? 

What are your favorite hobbies or activities to do now?   Are you able to participate in these activities now?   (Y)  (N)  __________________________________________________________________________________________________

What activities are you looking forward to doing in retirement? __________________________________________________________________________________________________
PLEASE MARK ON THE DIAGRAM BELOW WHERE YOU ARE EXPERIENCING PAIN AND INDICATE WHICH TYPE.



Front

        Right

      Left


   Back

A= ACHE

B= BURNING
N= NUMBNESS
P= PINS AND NEEDLES
S= SHARP  
O= OTHER

REVIEW OF SYSTEMS
Please circle, ANY statement that applies to you.    If it does not apply please leave blank. Please indicate if your 
symptoms are on the (R) Right or (L) Left.

	Spine
	Respiratory
	Other Conditions
	Male

	Head/Shoulder Feel Heavy/Tired
	Asthma
	Headaches/Migraines
	Impotence

	Neck Pain or Stiffness R/L
	Chest Pain
	Trouble Sleeping
	Prostate Problems

	Upper Back Pain or Stiffness R/L
	Difficulty Breathing
	Excessive Sweating
	Female

	Mid Back Pain or Stiffness R/L
	Lung Problems
	Cancer Type: _________
	Menopausal Problems

	Low Back Pain or Stiffness R/L
	Digestion
	Emotional/Mental Disorders
	Menstrual Cycle Problems

	Pain with cough/sneeze or strain
	Heartburn/Reflux
	Learning Disability
	Urinary Tract

	Difficulty with:  Circle (Standing/Walking/Sitting/Bending/Lifting/  Sleeping/Exercise)
	Digestion Problems/IBS
	Nervous/Irritable
	Kidney Trouble

	
	Gallbladder Problems
	Loss of Memory
	Frequent Urination

	Extremities
	Colon Trouble
	Dizziness/Loss of Balance
	Bedwetting

	Hip Pain or Stiffness R/L
	Diarrhea/Constipation
	Arthritis
	Other:_______ .

	Foot Pain Stiffness R/L
	Hemorrhoids
	Epilepsy/Convulsions
	Organ Problems 

	Wrist Pain or Stiffness R/L
	Immune
	Knocked Unconscious
	Diabetes

	Elbow Pain or Stiffness R/L
	Skin Problems
	Frequent Ear Infections
	Liver 

	Shoulder Pain or Stiffness R/L
	Sinus Problems/Allergies
	Ringing in Ear R/L
	Hepatitis

	Swollen or Painful Joints
	Frequent Cold/Flu
	Hearing Loss R/L
	High/Low Blood Pressure

	Jaw Pain/Clicking/Popping R/L
	Anemia
	Trouble Concentrating
	Heart/Stroke

	Knee Pain or Stiffness R/L
	Fatigue
	AIDS/HIV
	Other:_______       .

	Arm R/L
	
	
	

	Hand/Fingers R/L
	
	
	

	Legs R/L
	
	
	


I understand and agree that the health and accident insurance policies are an arrangement between my insurance carrier and myself, not between the insurance company and this office.  I authorize the chiropractic clinic to release any medical information needed to complete usual and customary reports and forms to assist in collection from my insurance company.  I authorize payment from my insurance carrier directly to this office with the understanding that all monies will be credited to my account upon receipt.  However, I clearly understand and agree that all services rendered, including but not limited to late fees and interest, are charged directly to me and that I am personally responsible for payment.

Patient/Guardian Signature: __________________________________________ Date: _______________________________
5490 Powers Center Point Suite 140

       Colorado Springs, CO 80920

TERMS OF ACCEPTANCE
When a patient seeks chiropractic healthcare and when a chiropractor accepts a patient for such care, it is essential that they both be seeking and working toward the same goals.

Chiropractic has one goal. It is important that a patient understand this goal and the means that will be used to attain it.  With this, there will be no confusion, misunderstanding or disappointment.

A patient usually wants their conditions, ailments, or symptoms treated.   This is not the goal of the chiropractor.  The purpose of chiropractic is to restore and maintain the integrity of the spinal cord and its nerve roots.  These vital nerve pathways are housed in and protected by the bones in the spine.  Tiny misalignments of the bones in the spine that interfere with the function of the nerve pathways are called Subluxations.  They come from many causes and can prevent the body from working properly.

The goal of chiropractic is to help correct spinal Subluxations and enable the body to function at a more optimal level.  With proper nerve supply health can improve.  In some, symptoms clear up quickly.  For others, the process is slower, only partial, or not at all.

Regardless of the disease, the chiropractor is not offering to heal, treat or cure it.  The goal is to allow the body to do its job the best it can without nerve interference.  This goal is accomplished by the reduction of spinal Subluxations.

The chiropractic examination and adjustment is not a substitution for other types of healthcare, just as other types of care do not take the place of chiropractic care.
I ______________________________________________________ have read the above, understand it fully and undertake chiropractic care on this basis.

5490 Powers Center Point Suite 140

       Colorado Springs, CO 80920

        719.278.3612
CONSENT TO USE AND/OR DISCLOSURE OF PATIENT INFORMATION

As a patient of Atlas Chiropractic, you have the right to know how we may use and disclose information about you. Information about this is provided in our Notice of Patient Privacy Practices.

You have the legal right to review our Notice of Patient Privacy Practices before signing this form.  A copy of this Notice was made available to you along with Consent.  If you do not have a copy of the Notice you can request one from us at the address and phone number given above.

We may change our Notice of Patient Privacy Practices from time to time.  If we do change it, we will make a copy of the revised Notice available to you the next time you come in for an appointment. You may obtain a copy of our current Notice upon request to our address and phone number given above.
You should read our Notice carefully before signing this form.  As our Notice of Patient Privacy Practices explains, we need your consent to use or disclose information about you so that we can provide you with healthcare treatment; arrange payment for your care; and conduct certain kinds of administrative health care operations.  By signing this consent below, you agree that we may use or disclose information about you for these purposes.

You have a legal right to request us not to use or disclose information about you for some kinds of treatment, payment or healthcare operations purpose.  We are not legally required to grant this kind of request.  We are only bound by a request of additional restriction if we agree to them in writing.  Please contact us at the address and phone number above if you want more information, or to revoke this consent.

By signing below you agree that we may use information about you for the purposes of providing treatment, arranging payment, and health care operations.

Name:  ____________________________________

Date: ______________________________________

