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Care

Informed Consent for Chiropract

‘When & patient secks chirupructic health care and we accept a patient for such carc. it is essential for both 10 be working,
toward the same objective. It i itportant that cach parient understand both the objective and the method that will be
used to amain this objective. This will pravent any confusion or disappointment. You have the right, as = patient, 16 be
informed about the condition of your tiealth and the recommended care and reatment 10 be provided so that you may
‘make the dacision whether or ot 10 undergo chiropructic curc ufter heing advised of the known benefi, risks and
altematives

Chiropractic is a scivnco und arl which concerns itself with the relationship between structure (primarily the spine)
and funstion (primarily the nervous systcum) s that relationship may effect the restoration and preservation of health.
Health is a state of optimat physical, mental und social well-being, not merely the absence of disease o infirmity.

Ore disturbance 1o the nervous system is called u vertcbral subluxatian. This occurs when one or more of the 24
vertebra in the spins column becore misaligned and/or do not move properly This causes akeration of nerve: function
and interference to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic.

Subluxations are corrected andior reduced by an adjustment. An adjusment s the specific
carrect andior reduuce vertebral subluxation. Our chirapractic method of correction is by specific adjustments of the
spine. Adjustments are usually done by hand but may he performed by handheld instruments. In addition, ancillary
procedures such as physictherapy and/or rehubilitative procedures may be included.

plication of forces to

1 during the course of care we encountet non-chiropractic or unusual findings, we will advise you of those findings and
recommend that you seek the services of another health care provider.

All questions regarding the dotor's objective peraining to my care in this office have been answersd to my complete
satisfaction. The benefits, risks and altematives of chiropractic care have been explained to me to my satisfaction. |
have readt and fully understand the above statements and therefore accep chirapractic care on his basi

Print Name Signare, Date
Consent to evaluate and adjust a minor child:

| eing the parent or fegat guardian of have read
and fully understand the abuve Informed Consent and hereby grant permission for my child to recelve chiropractic care.

Pregnancy Release:

‘This is 0 certify that to the best of my knowledge | am not pregnant and the above doctor and isrher associates ave
eny permission 10 perform an x-ray evaluation. T have been advised tat x-ray can be hazardous to an unborn child.

Date of fast menstrual eycle:

Signawre Dase




[image: image2.png]14. Have you had any other serious accidents which required medical care? () Yes{)No
Describe:

15. Have you had any serious illnesses that required hospitalization? ( )Yes () No
Describe:

16. Have you had any surgeries? () Yes () No

If yes, list type of surgery and date:

17. Have you had any nervous or mental ilinesses? () Yes () No
Have you had psychiatric care? () Yes () No

18. Have you received a medical discharge from the Armed Forces? ()Yes()No
19. Have you returned to work since this accident? ( ) Yes ( ) No

If you have returned to work since your accident, please fill out the information below:

|
|

DATE EMPLOYER OCCUPATION UIGHT DUTY

‘ REG. DUTY

e

FULL-TIME
PART-TIME

CURRENT MEDICAL COMPLAINTS

BACK PAIN:
1. Currently, { have pain in my: ( ) low back ( ) mid back ( )upper back
2. My pain began: ( ) gradually () suddenly
3. I have pain: ( ) sometimes ( ) all of the time
4. My pain goes into my: () rightieg ( )leftleg ( ) both
5. I have tingling and/or numbness in my: ( )rightleg (.)leftleg ( ) both
6. My pain is worse when |:
cough or sneeze ( )Yes ( )No
sit ( )Yes ( )No
bend ( )Yes ( )No
walk { )Yes ( )YNo
lift {( )Yes { )No
push ( )Yes ( )No
pull ( )Yes () No
7. My back is worse with sexual activity ( )Yes ( YNo
8. My pain wakes me up during the night ( )Yes ( )No
9. Changes in the weather affect my pain ( )Yes ( )No
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1. My neck pain began: () gradually ( ) suddenly
2. | have pain: ( ) sometimes ( ) all of the time
3. My pain goes into my: ' () rightarm ( )leftarm () both
4. | have tingling and/or numbness in my: ( ) right arm ( )leftaim () both
5. My pain is worse when I
cough or sneeze ( )Yes ( )No
bend forward ( )es ( )No
lift ( )Yes ( )No
-push ( )Yes ( )No
pult ( )YYes ( YNo
turn my head ( )Yes ( )No
6. My pain wakes me up during the night ( )Yes ( )No
7. Changes in the weather affect my pain { Yes ( YNo
8. | have neck stiffness ( )Yes ( YNo
9. | have headaches ( )Yes ( )No
10. if | do get headaches, they occur: ( ) sometimes ( ) all of the time

OTHER PAIN:

Please describe any current medical complaints which you are experiencing and were not previously covered on this
questionnaire, or list any additional comments you wish to make regarding your condition:

JOB DESCRIPTION:

(in terms of an 8-hour workday, “occasionally” means 1%, “frequently” means 34% to 66%, and “continuously” means
67% to 100% of the day).

1. In atypical 8-hour workday, I: (Circle # of hours / activity)

Sit: .1 2 3 4 S 6 7 8 hours
Stand: 1 2 3 4 5 6 71 8 hours
Walk:

1 2 3 4 5 6 7 8 hours
2. On the job, | perform the following activities:

NOT AT ALL OCCASIONALLY FREQUENTLY CONTINUOUSLY
Bend / stoop ( ) () ( ) ()
Squat () () () ()
Craw () () () ()
Reach above ) ) () .
shoulder level ( ) « ) ( ) ( )
Crouch () ( ) () ( )
Kneel () ( ) () ()
Balancing ( ) () ( ) ()
Pushing / Pulling () () () ()
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3. On the job, | lift ( )
Up to 10 pounds (
11 to 24 pounds A
25 to 34 pounds (
35 to 50 pounds (
51 to 74 pounds (

75 to 100 pounds (
4. Do you have to bend over while doing any liting? ()Yes () No

5. Are your feet used for repetitive movements, such as in operating foot controls? () Yes () No
6. Do you use your hands for repetitive actions, such as:

SIMPLE GRASPING FIRM GRASPING  FINE MANIPULATING

Right hand ()Yes ()} No ()Yes () No () Yes {) No
Left hand ()Yes ()No ()Yes () No ()Yes ()No
7. Are you required to work on unprotected heights? ()Yes () No
Describe:

8. Are you required to be around moving machinery? () Yes () No
Describe:

9. Are you exposed to marked changes in temperature and humidity? () Yes ()No
Describe:

10. Are you required to drive automotive equipment? () Yes () No
Describe:

11. Are you exposed to dust, fumes and/or gases? () Yes () No
Describe: -

12. Please list any additional comments:

Signature: Date:
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Patient Phone
Address City State Zip
Age _____ BirthDate Sex _________ sis#
Name of Compensation Carrier: Phone
Address of Carrier: ‘ City State Zip
Employer's Name: Phone
Employer's Address: City State Zip
. Type of Business Your Occupation
. Date Injured Hour AM/PM Last Date Worked

NOOHE W=

- Length of time worked there prior to accident:
- Type of work being done at time of injury:

. In your own words, please describe the accident:

- Previous Workers’ Compensation Injury? ( )Y ( )N

. Accident reported to employer? ( )Y ( éN Name of person reported to:
. Injured at: ity

State

Are you off work? ( )Y ( N

Zip

- Have you been treated by another doctor for this accident? ( )Y( )N

If yes, please list doctor's name and address:

What type of treatment did you receive?

How long were you treated by this doctor?

10. Are you: ( ) improved ( ) unchanged ( ) getting worse

11. What types of medicines are you taking?

12. Have you had physical therapy? ( )Y ( ) If yes, how often? '
() Daily () Every other day ( ) Several times a week ( ) Woeekly ( ) Every other week

13. Prior to this accident, have you ever had an

( ) Monthly ( ) Other
Does the physical therapy help? ( ) Y( )N( ) Don't know

have now? ( )Y( )N( )Don't know
If yes, describe:

y of the physical complaints similar to what you

Were these similar complaints the resuits of a previous accident? ( )Y( )N

Please provide details of accidents:
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PREPARED FOR OUR PATIENT

NAME OF THOSE LIVING IN YOUR HOUSEHOLD

NAME (S) HOW ARE THEY RELATED TO YOU?

OTHERS NOT LIVING IN YOUR HOUSEHOLD

CHILDREN

SIBLINGS

PARENTS




