
Patient Health History 

Today’s Date:                                             Signature of Patient:_______________________ 

First Name:_____________________       Nickname:__________________ 

Last Name:______________________       Middle Name:________________ 

Address:________________________________________________________________ APT:_________ 

City:________________________ State:______ Zip Code:__________ 

Primary Phone:____________________ Secondary Phone:____________________ 

Home email:__________________________________ Work email:______________________ 

 

Which email address would you like for us to communicate with you? (Circle one) 

Primary phone   Secondary phone   Home email     Work email  

DOB:    Gender: (Circle one) Male or female 

 

Insurance Policy Holder:_________________ Insurance policy holders DOB:____________ 

Marital Status: (Circle one)  Single  Married  Other        SSN:______________________________ 

Employment Status: (Circle one) 

Employed   FT Student   PT Student   Other   Retired   Self Employed  

Race:________________ 

Ethnicity: Hispanic   Not Hispanic   I choose to not specify   

Verification Question: (Please choose a question and circle) : Provide an answer on line below  

-What is the name of your first pet?   - When if your anniversary? 

-What is your favorite movie?   - What High School did you attend? 

- What was the make of your first car?   - On what street did you grow up on? 

- In what city were you born?   - What is your favorite color? 

-What is your mother’s maiden name?   

Answer:_____________________________    Do you currently smoke, if so how often?___________  

 

 

 



Please list your current medications if any: 

  

  

  

  

  

 

Please list any medication allergies/environmental allergies: 

  

  

  

  

  

 

Has any doctor diagnosed you with hypertension presently? (Circle one) Yes or No 

Has any doctor diagnosed you with diabetes presently? (Circle one) Yes or No  - Type 1 or Type 2 

If yes to diabetes, was your blood lab-work test for hemoglobin A1C > 9/0%  Yes  No  Not sure 

- Have you had an x-ray or CT scan or MRI of your low back spine in the past 28 days?  Yes or No 

Do you have a family history of high blood pressure, stroke, heart attacks, scoliosis, spina bifida, genetic conditions 

of the spine, spinal cord, brain, nerves, or other diseases? If yes, please describe: 

 

Additional Health History: __________________________________________ 

Previous surgeries and dates:________________________________________ 

Women- Children? _____  Currently Pregnant? _______ 

Current Symptoms: 

Main Complaint_________________________________________ How bad?_________  How often?_________ 

When did it start?_______ Getting worse? ______ Getting better? ______ 

What activities bother it the MOST?_______________________ 

Pain scale(please circle): (0 pain free- 10 unbearable pain) 1  2  3  4  5  6  7  8  9  10 

Any other complaints:______________________________________________________________________ 

Other Chiropractors?_________________ Positive Experience?___________________  



Other type of physician or therapist?_______________ Positive Experience?__________ 

 

On the diagram below, please indicate where you are experiencing pain. 

Please describe the kind of pain you are experiencing: (Circle on description as well as body part)  ache   

pins & needles burning   stabbing   numbness   other  

 

 
All above questions have been answered accurately, and I understand that giving incorrect 

information can be dangerous. 

 

Patient signature:_______________________ Date:___________________ 

 

Patient financial responsibility  
The following is a statement of our financial policy, which we require that you read, agree to, and sign 

prior to any treatment.  Please note that payment of your bill is considered part of your treatment.  

Payment is due at the time of service is provided.  Our office accepts cash, personal checks, MasterCard, 

Visa and Discover.  

 

Please note: 

Returned checks will be subject to additional fees.  All unpaid balances greater than 30 days from when 

the original date of service was incurred will accrue an additional 1.5% of the unpaid balance daily.  In the 

event of your account is assigned to a third-party collections and/or attorney for collections, there will be 

30% fee added to the total balance assigned to the third party.  You shall also be responsible for all fees 

and costs acquired during the process of collecting your balance. 

-Do you have insurance? 

 You are considered a cash patient until our office has received a copy of your insurance card and 

we qualify and accept your insurance coverage.  

 As courtesy to you we will help you process all your insurance claims. Please understand that we 

will provide an insurance estimate to you, however it is not a guarantee that your insurance will 

pay exactly as estimated. Your insurance company and your plan benefits ultimately determine 

the amount paid.  

To be performed by clinic staff: 

Height:_______ 

Weight:_______ 

BP:____/_____ 



 

Patient Health History 
 

 All charges you incur are your responsibility regardless of your insurance coverage. We must 
emphasize that as your chiropractic provider, our relationship is with you, our patient, not with 
the insurance company. Your insurance policy is a contract between you, your employer, and 
your insurance company. Our office is not a party to that contract. 

 Our practice is committed to providing the best treatment for our patients and we charge what 
is usual and customary for our area. You are responsible for payment regardless of any 
insurance company’s arbitrary determination of usual and customary rates.  

 We ask that you sign this form and/ or any other necessary documents that may be required by 
your insurance company. This form instructs your insurance company to make payment directly 
to our office.  

 We ask that you pay the deductible and co-payment, which is the estimated amount not 
covered by your insurance company, by cash, check, MasterCard, Visa, or Discover at the time 
we provide the service to you 

 Insurance payments are ordinarily received within 30-60 days from the time of filing. If your 
insurance company has not made payment within 60 days, we will ask that you contact your 
insurance company to make sure payment is expected. If payment is not received or your claim 
is denied, you will be responsible for paying the full amount at that time. 

 We will cooperate fully with the regulations and requests of your insurance company that may 
assist in the claim being paid. Our office will not, however, enter into a dispute with your 
insurance company over any claim. 

 Any checks sent to my home by the insurance company will be brought or sent to this office 
within three days. 

 
We thank you for the opportunity to serve your chiropractic needs and welcome any questions you may 
have concerning your care or our financial policy. 
 
Consent: 
 
I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE TERMS AND CONDITIONS. I AUTHORIZE MY 
INSURANCE COMPANY TO PAY MY CHIROPRACTIC BENEFITS DIRECTLY TO MY CHIROPRACTIC OFFICE. I 
understand that responsibility for payment for chiropractic service provided in this office for myself or 
my dependents is mine, due and payable at the time services are rendered unless financial 
arrangements have been made. I further understand that a finance, re-billing, collection charge and/ or 
attorney fee will be added to any overdue balance. 
By signing below, you are authorizing us to call you at any number you provide including calls to mobile/ 
cellular or similar devices for any lawful purpose. You agree to any fees or charges that you may incur 
for an incoming call from us, and/or outgoing calls to us, to or from any such number, without 
reimbursement from us.  
 
Patient Signature:         Date:      
 
Signature of Staff Member:        Date:      
 
 



 

PATIENT NAME:       
 

To the patient: Please read this entire document prior to signing it. It is important that you 
understand the information contained in this document. Please ask questions before you sign if 
there is anything that is unclear. 

 
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 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 experiences when you “crack” your knuckles. You may feel a sense of movement. 

 
Analysis/ Examination/ Treatment 
 

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

 Spinal manipulative therapy 

 Range of motion testing 

 Muscle strength testing 

 Ultrasound 

 Radiographic studies 

 Palpitation 

 Orthopedic testing 

 Postural analysis 

 Hot/cold therapy 

 Vital signs 

 Basic neurological testing 

 EMS 
 

Other (please explain)           
             
              
 
The material risks inherent in chiropractic adjustment 
 

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 or contributing to serious complications including 
stroke. Some patients will feel some stiffness and examination to screen for contradictions 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 I check for during the taking of your history and during examination and X- ray. Stroke has 
been the subject of tremendous disagreement. The incidences of stroke are extremely rare and 
estimated to occur between one in on million and on in five million cervical adjustments. The 
other complications are also generally described as rare.  



 
The availability and nature of other treatment options 

Other treatment options for your condition may include: 

 Self- administered, over- the- counter analgesics and rest 

 Medical care and prescription drugs such as anti- inflammatory, muscle relaxants and pain- 
killers  

 Hospitalization 

 Surgery 
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 follow 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. 

 
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 of the adjustment and 
related treatment. I have discussed it with Dr. Smith and have had m 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 treatment.   
 
Dated:       
 
 
      
Patient’s Name (Please Print)  
 
 
      
Signature 
 
 
      
Signature of Parent or Guardian 
(if minor) 
 
 
 
 
 

 

Date:       
 
 
      
Doctor’s Name 
 
 
      
Doctor’s Signature 
 
 
 
 
 
 
 
 
 



PRIVACY NOTICE 
 
I acknowledge that DR DOUGLAS B. SMITH’s office, located at 400 Holiday Court, Suite 106, 
Warrenton, VA 20186, has presented me with a copy of his privacy practices and I have been 
able to read the practice policies notice that is posted on the waiting room wall. This notice 
explains how my protected health information (PHI) ma be used and what Dr Douglas B. Smith 
office’s responsibilities are regarding my privacy rights. I have been allowed to request a 
printed sheet of Dr Douglas B. Smith privacy notice. Indicate whether you are the parent or a 
legal guardian of the patient or minor.  
 
PRINT PATIENT NAME:            
 
         LEGAL GUARDIAN/ PARENT NAME/ RELATIONSHIP:        
 
DATE:       
 
SIGNATURE:         
  
-------------------------------------------------------------PATIENT: DO NOT WRITE BELOW INSIDE THIS BOX--------------------------------------------------------------- 

 
PATIENT REFUSAL TO SIGN ACKNOWLEDGEMENT 
 
Date:      Employee/ Doctor Name:  

   


