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Name: _______________________________________________________________ 
  Last       First     Middle 
 
 

Male ___ Female ____ Date of Birth ________________   Age ______ 
 
 

Marital Statues: Married     Single    Divorced    Widowed     Separated 
 
 

Social Security #:  _____-____-______ Email: ______________________ 
 
 

Address:  ____________________________________________________ 
  Street  City   State   Zip Code 
 
 

Mailing Address:  _____________________________________________ 
     Street  City   State  Zip Code 
 
 

Home #:_______________  Work #:________________  Cell #:_______________ 
Is it OK for Keith Clinic to send you text messages and/or voicemails? YES     NO   
 

Occupation: _____________________ Employer:  ____________________ 
 
 

Employer Address: _______________________________ Phone #_______________ 
 
 

Emergency Contact: ____________________________ Phone #: ________________ 
 
 

How did you hear about our office?  ________________________________________ 
 
 

Have you had other chiropractic care? _______ Reason ________________________ 
 
AUTHORIZATION FOR RELEASE OF INFORMATION AND PAYMENT OF MEDICAL BENEFITS 

 

“I understand that I am responsible for all charges incurred by me WETHER OR NOT the insurance 
company pays.  I herby assign all medical payments to Keith Clinic of Chiropractic; if there is any over 
payment it will be promptly refunded to me by Keith Clinic of Chiropractic.  I authorize the release of 
any medical information needed to process my insurance claims.  I agree to pay any/all collection cost, 
court cost and attorney’s fees in addition to my chiropractic charges.  Further more, I give Keith Clinic 
of Chiropractic Power of attorney to endorse checks made out to me, to be credited to my account.  I 
understand that I am subject to a credit check before having any credit extended to me.” 
 
 
 
_______________________________________________   _____________________________ 
        Patient Signature                  Date 
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CASH PATIENTS (NO INSURANCE): FINANCIAL POLICY 
 
We ask that all the cash patients pay at each visit or at the end of each week.  If there 
is a financial hardship, you may be able to make arrangements with one of our 
financial managers.  In the event that you request a credit arrangement, our staff will 
do a credit check before any agreements are made. 

 
 
 
 
“I have read and understand the above FINANCIAL POLICY and understand and will 
comply with these terms as stated.” 
 
 
 
 
 
 
______________________________    _______________________ 
Patient Signature        Date of Signature 
 
 
 
 
 
______________________________ 
Print Name  
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PATIENT HEALTH QUESTIONNAIRE 
  
 

Patient Name: _______________________________ Date: __________________ 
 

1. Describe Your Symptoms  _________________________________________ 
 

_________________________________________ 
 

_________________________________________ 
  

a. When did your symptoms start? _______________________________ 
 

b. How did your symptoms begin? _______________________________ 
 

2. How often do you experience your symptoms?  Indicate where you have the pain 
 

a. Constantly (75–100 % of the day) 
b. Frequently (51-75 % of the day) 
c. Occasionally (26-50 % of the day) 

d. Intermittently (0-25 % of the day) 
 

3. What describes the nature of 
your symptoms? 

 

___ Sharp  ___ Shooting 
___Dull Ache ___Burning 
___Numb  ___Tingling 
 

4. How are your symptoms 
changing? 

 

___Getting Better 
___Not Changing  
___Getting Worse 
 

5. During the past 4 Weeks: 
         a. Indicate the average intensity of your symptoms     0    1     2      3      4      5      6      7      8      9      10 
         b. How much has pain interfered with your normal work (including both work outside the home and housework) 

 ___Not at all  ____A Little Bit ____Moderately ___Quite a bit  ___Extremely 
 

6. During the past 4 weeks how much of the time has your condition interfered with your social 
activities? (like visiting with friends, relatives, etc.) 
____All the time ___Most of the time ___Some of the time ___A little time ___No Time 

 

7. In general would you say your overall health right now is…. 
____Excellent  ____Very Good ____Good ____Fair ____Poor 
 
 

8. Who have you seen for your symptoms?  ____________________________ 
 

a. what treatment did you receive and when? _____________________________ 
b. what test have you had for your symptoms ___x-rays date_______  ___CT Scans date _______ 

and when were they performed?      ___ MRI date_________  ___ Other date __________ 
 

9. Have you had similar symptoms? ________ 
Who did you see for your symptoms?____________________________________ 
 

10. What is your occupation? _______________________________ 
a. If you are not retired, a home worker, or a student,  

what is your current work status?____________________________________________ 

NONE Unbearable 
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Patient Health Questionnaire (PHQ) – Page 2 
 

Patient’s Name: _____________________________________ Date: _____/_____/______ 
 
What type of exercise do you perform?     None      Light   Moderate     Strenuous  
 
What is your height and weight?  Height Weight 
         Feet           inches  

 

For each of the conditions listed below, place a check in the Past column if you have had the 
condition in the past.  If you presently have a condition listed below, please check the Present. 
  
 
 

Past Present Past Present      Past    Present  
 O O  Headaches O O  High Blood Pressure  O O Diabetes 
 O O Neck Pain O O Heart Attack  O O Excessive Thirst   
 O O Upper Back Pain O O  Chest Pains  O O Frequent Urination 
 O O Mid Back Pain O O Stroke  
 O O Lower Back Pain O O Angina  O O Smoking/Use Tobacco 
 

 O O Shoulder Pain O O Kidney Stones  O O    Drug/Alcohol Dependence 
 O O Elbow/Upper Arm Pain O O Kidney Disorders  
 O O Wrist Pain O O Bladder Infection  O O Allergies 

O O Hand Pain O O Painful Urination  O O Depression 
   O O Loss of Bladder Control  O O Systemic Lupus 
O O Hip/Upper Leg Pain  O O Prostate Problems  O O Epilepsy 
O O Knee/Lower Leg Pain     O O Dermatitis/Eczema/Rash 
O O Ankle/Foot Pain O O Abnormal Weight Gain/Loss O O HIV/AIDS 
   O O Loss of Appetite  
O O Jaw Pain O O Abdominal Pain Females Only: 
   O O Ulcer  O O Birth Control Pills 
O O Joint Swelling/Stiffness O O Hepatitis  O O Hormonal Replacement 
O O Arthritis  O O Liver/Gall Bladder Disorder   O O Pregnancy 
O O Rheumatoid Arthritis  
 

O O General Fatigue O O Cancer Other Health Problems/Issues: 
O O Muscular Incoordination O O Tumors O O 
O O Visual Disturbances  O O Asthma O O 
O O Dizziness O O Chronic Sinusitis O O 

 

Indicate if an immediate family member has had any of the following: 
O  Rheumatoid Arthritis     O  Heart Problems O  Diabetes O  Cancer O Lupus O  ________________ 
 

List all prescription and over the counter medications, and nutritional/herbal supplements: 
______________________ ______________________ ______________________ 
______________________ ______________________ ______________________ 
 

List all the surgical procedures you have had and times you have been hospitalized: 
______________________ ______________________ ______________________ 
______________________ ______________________ ______________________ 
 

Patient’s Signature:  ________________________________________ Date:  _____/_____/_____ 
 
Doctors Additional Comments: 
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________ 

 
Doctor’s Signature______________________________________________Date:  ____/____/____ 
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NOTICE OF PRIVACY PRACTICES 

 

This notice describes how medical information about you may be used and disclosed and how you can get access to this informat ion. Please review it 
carefully. 

YOUR RIGHTS 
 

Get an electronic or paper copy of your medical record  
You can ask to see or get an electronic or paper copy of your medical record and other health information we have about you. Ask us how to do this. We will 
provide a copy or a summary of your health information, usually within 30 days of your request. We may charge a reasonable, cost-based fee. 
 

Ask us to correct your medical record 
You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do this. We may say “no” to your request, but 
we’ll tell you why in writing within 60 days. 
 

Request confidential communications 
You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different add ress. We will say “yes” to all reasonable 
requests. 
 

Ask us to limit what we use or share 
You can ask us not to use or share certain health information for treatment, payment, or our operations. We are not required to agree to your request, and we 
may say “no” if it would affect your care.  
 

ONLY if you pay for a service or health care item out-of-pocket, in full, at the time of service, can we comply with your request not to share that information for 
the purpose of payment or our operations with your health insurer. (i.e. -  comply with your request not to file your claims to your insurance company). 
Otherwise, we will say “yes” unless a law requires us to share that information. 
 

Get a list of those with whom we’ve shared information 
You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date you ask, who we shared it wi th, and why. We 
will include all the disclosures except for those about treatment, payment, and health care operations, and certain  other disclosures (such as any you asked us to 
make). We’ll provide one accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one within 12 months. 
 

Get a copy of this privacy notice  
You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will provide you with a paper cop y 
promptly. 
 

Choose someone to act for you  
If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your rights and make choices about your 
health information. We will make sure the person has this authority and can act for you before we take any action.  
 

File a complaint if you feel your rights are violated 
You can complain if you feel we have violated your rights by contacting us. You can file a complaint with the U.S. Department of Health and Hum an Services Office 
for Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints/. We will not retaliate against you for filing a complaint. 

 

YOUR CHOICES 
 

For certain health information, you can tell us your choices about what we share.  
If you have a clear preference for how we share your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow 
your instructions. 
 

In these cases, you have both the right and choice to tell us to:  
▪ Share information with your family, close friends, or others involved in your care  
▪ Share information in a disaster relief situation  

▪ Contact you for fundraising efforts 
 

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your information if we believe it is in your 

best interest. We may also share your information when needed to lessen a serious and imminent threat to health or safety.  
 

In these cases we never share your information unless you give us written permission: 
▪ Marketing purposes  

▪ Sale of your information 
In the case of fundraising: We may contact you for fundraising efforts, but you can tell us not to contact you again. 

OUR USES AND DISCLOSURES 
 

How do we typically use or share your health information?  
We typically use or share your health information in the following ways. 

 

• Treat you 
We can use your health information and share it with other professionals who are treating you. Example: A doctor treating you  for an injury asks 
another doctor about your overall health condition. 
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• Run our organization  
We can use and share your health information to run our practice, improve your care, and contact you when necessary. Example:  We use health 
information about you to manage your treatment and services. 

• Bill for your services 
We can use and share your health information to bill and get payment from health plans or other entities. Example: We give information abo ut you to your health 
insurance plan so it will pay for your services. 

 

How else can we use or share your health information?  We are allowed or required to share your information in other ways – usually in ways 
that contribute to the public good, such as public health and research. We have to meet many conditions in the law before we can share your information for 
these purposes.   

 

OUR RESPONSIBILITIES 
 

We are required by law to maintain the privacy and security of your protected health information. We will let you know promptly if a breach occurs that may have 
compromised the privacy or security of your information. We must follow the duties and privacy practices described in this notice and give you a copy of it. We 
will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we c an, you may change your mind at any 
time. Let us know in writing if you change your mind. 
 

For more information: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html 
 

For more information: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html 
 

 
Changes to the Terms of This Notice 

We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will be available upon request, in our 
office, and on our web site.  

                 

 Effective September 23, 2013 

 

 Patients Name (printed): ___________________________________________      Date: _____________________ 

Patient Signature of Acceptance: ____________________________________      Date: _____________________ 

Help with public health and safety issues 
We can share health information about you for certain situations such as preventing disease; helping with product recalls; re porting adverse reactions to 
medications; reporting suspected abuse, neglect, or domestic violence; and, preventing or reducing a serious threat to anyone’s health or safety.  
 

Do research 
We can use or share your information for health research. 
 

Comply with the law 
We will share information about you if state or federal laws require it, including with the Department of Health and Human Services if it wants to see that we’re 
complying with federal privacy law. 
 

Respond to organ and tissue donation requests 
We can share health information about you with organ procurement organizations. 
 

Work with a medical examiner or funeral director  
We can share health information with a coroner, medical examiner, or funeral director when an individual dies.  
 

Address workers’ compensation, law enforcement, and other government requests 
We can use or share health information about you for workers’ compensation claims, for law enforcement purposes, or with a law enforcement official. We can 
also use or share health information about you with health oversight agencies for activities authorized by law for special g overnment functions such as military, 
national security, and presidential protective services. 
 

Respond to lawsuits and legal actions  
We can share health information about you in response to a court or administrative order, or in response to a subpoena.  

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
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Witness: _________________________________________________________ 

INFORMED CONSENT 

Disclosure & Consent 
Chiropractic adjustments and Care 

 
TO THE PATIENT: You have a right as a patient to be informed about your condition and the 
recommended chiropractic adjustments and other chiropractic procedures to be used so that you may 
make the decision whether or not to undergo the procedure after knowing the potential risk and 
hazards involved.  This disclosure is not meant to scare or alarm you: it is simply an effort to make 
you better informed so you may give or withhold your consent to the procedure. 
 
I herby request and consent to performance of chiropractic adjustment and other chiropractic 
procedures, including carious modes of physical therapy and diagnostic x-rays, on me (or the patient 
named below, for whom I am legally responsible) by the Doctor of Chiropractic named below and/or 
other Licensed Doctors of Chiropractic or those working at the clinic or office who now or in the future 
treat me while employed by, working or associated with, or serving as a backup for the Doctor of 
Chiropractic named below. 
 
I have had the opportunity to discuss with the Doctor of Chiropractic named below my diagnosis the 
nature and purpose of chiropractic adjustments and other procedures and alternatives.  I understand 
and I am informed that in the practice of chiropractic there are some risk to exam and treatment 
including, but not limited to fractures, disc injuries, strikes, dislocations, sprains and increased 
symptoms and pain or no improvement of symptoms or pain.  I do not expect the doctor to be able to 
anticipate and explain all risk and complications, and 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 the known, 
is in my best interest. I further acknowledge that no guarantees or assurance have been made to me 
concerning the results intended from the treatment. 
 
I have read, or have had read to me, the above consent.  I have also had an opportunity to ask 
questions and all my questions have been answered fully and satisfactorily.  By signing below, I 
consent to the treatment plan.  I intend this consent from to cove treatment for my present condition 
and for any future condition(s) for which I seek treatment. 
 
 
To be completed by the patient: 
 

_____________________________________ 
Print name 
 
 
_____________________________________ 
Signature of Patient 
 
_____________________________________ 
Date Signed 
 
_____________________________________ 
Doctor Signature of Keith Clinic of Chiropractic P.A. 

To be completed by the patient’s representative: 

 
_____________________________________ 
Print Name of Patient 
 
____________________________________ 
Print Name of Representative 
 
_____________________________________ 
Signature of Representative 
 
_____________________________________ 
Date Signed 
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AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 

 

I authorize the use and disclose of my individually identifiable health information as 
described below.  I understand that this authorization is voluntary. 

 
Patient Name:_________________________________________________________ 
 
Patient address:________________________________________________________ 
 
SS#:____________________________  Date of Birth:_____________________ 
 
Person/Organization Providing Information:__________________________________ 
 
Address:_____________________________________________________________ 
 
Person/Organization Receiving Information:_________________________________ 
 
Address:_____________________________________________________________ 
 
For the purpose of _____________________________________________________ 
 
Specific description of information covering health care from_________ to _________ 
 

❑ Complete health records 
❑ Lab and x-ray reports 
❑ Other (Please specify)______________________________________________ 

 
Unless otherwise revoked, this authorization will expire on the following date, event or 

condition____________________.  If fail to specify an expiration date, event or 
condition, this authorization will expire in six months. 
I may revoke this authorization at any time in writing to the concerned parties.  The 
revocation will not be effective to the extent that others or we have acted in reliance 
upon this authorization may be subject to re-disclosure by the recipient and no longer 
be protected by this rule. 
 
______________________________________   __________________ 
Signature of Patient or Legal Representative            Date 
 
 
_____________________________________________  __________________ 
If signed by Legal Representative, Relationship to Patient  Signature of Witness 


