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WELCOME TO OUR OFFICE 

 

We specialize in assisting our patients to achieve their 

highest level of health through our evidenced-based treatment 

protocol. Our approach is very unique and advanced from other 

chiropractic office programs. This allows our patients to 

achieve far superior results compared to most other systems. 

 

Please fill out the following information thoroughly so the 

doctor can let you know if you are a case we can accept.  Please 

feel free to ask any questions if you need assistance. We look 

forward to serving you. 
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New Patient Information 

 

Name:___________________________________________________________________________ 

Date of Birth:____________________________ 

Home phone:_____________________________   Work phone: ___________________________ 

Cell phone:   _____________________________ 

Address:__________________________________________________________________________ 

City, St, Zip_______________________________________________________________________ 

What is your Native Language?______________________________________________________ 

Emergency contact/Relationship ____________________phone____________________________ 

Email: (Please print clearly.)_________________________________________________________ 

Occupation:_______________________________________________________________________ 

Who is your primary care physician? _________________________________________________ 

May we have permission to contact your physician regarding your case?  (   ) Yes  (   ) No 

How did you hear about us? _________________________________________________________ 

Have you ever been to a Chiropractor before? (   ) Yes (   ) No. 

 

I give Palm Beach Chiropractic & Rehabilitation, Inc. and its representative’s permission to communicate 

to me via the contact information above. 

___________________________________________________  _____________________ 

Signature            Date 

** Standard Assignment and Release ** 

I assign and authorize my insurance benefits to be paid directly to Palm Beach Chiropractic & 

Rehabilitation. I understand that I am financially responsible for any balance incurred for services 

rendered, except in the case of worker’s compensation and contractual write-offs. I waive any statutory 

time limitations for collecting any amount due and authorize Palm Beach Chiropractic & Rehabilitation to 

release any information necessary to process my claims. 

___________________________________________________  _____________________ 

 Signature of Insured           Date 

  



Check  and indicate the age when you had any of the following:

Patient Intake Form

Patient information contained within this form is considered 
strictly confidential.  

Your responses are important to help us better understand 
the health issues you face and ensure the delivery of the 
best possible treatment.

Name: ________________________________  Date: _________
Insurance: ____________________________________    (dd/mm/yr) 
Date of Birth: ____________________________ 
Address: ________________________________
                ________________________________
               _________________________________
Phone #: home: _________________ work: ____________________
E-mail address: ___________________________________________
Occupation: _________________ Employer: ___________________

□ male □ female

Marital status
S M W D SEP

General
 □ Allergies
 □ Depression
 □ Dizziness
 □ Fainting
 □ Fatigue
 □ Fever
 □ Headaches
 □ Loss of sleep
 □ Mental illness
 □ Nervousness
 □ Tremors
 □ Weight loss / gain

Muscle / Joint
 □ Arthritis / rheumatism
 □ Bursitis
 □ Foot trouble
 □ Muscle weakness
 □ Low back pain
 □ Neck pain
 □ Mid back pain
 □ Joint pain

Skin
 □ Boils
 □ Bruise easily
 □ Dryness
 □ Hives or allergies
 □ Itching
 □ Rash
 □ Varicose veins

Eye, Ear, Nose & Throat
 □ Colds
 □ Deafness
 □ Ear ache
 □ Eye pain
 □ Gum trouble
 □ Hoarseness
 □ Nasal obstruction
 □ Nose bleeds
 □ Ringing of the ears
 □ Sinus infection
 □ Sore throat
 □ Tonsillitis
 □ Vision problems

Gastrointestinal
 □ Abdominal pain
 □ Bloody or tarry stool
 □ Colitis / Crohn’s
 □ Colon trouble
 □ Constipation
 □ Diarrhea
 □ Difficult digestion
 □ Diverticulosis
 □ Bloated abdomen
 □ Excessive hunger
 □ Gallbladder trouble
 □ Hernia
 □ Hemorrhoids
 □ Intestinal worms
 □ Jaundice
 □ Liver trouble
 □ Nausea
 □ Painful deification
 □ Pain over stomach
 □ Poor appetite
 □ Vomiting
 □ Vomiting of blood

Genitourinary
 □ Bed-wetting
 □ Bladder infection
 □ Blood in urine
 □ Kidney infection
 □ Kidney stones
 □ Prostate trouble
 □ Pus in urine
 □ Stress incontinence
Urination
 □ Overnight more than twice
 □ More than 8x in 24hrs
 □ Decreased flow/force
 □ Painful urination
 □ Urgency to urinate

Cardiovascular
 □ High blood pressure
 □ Low blood pressure
 □ Hardening of the arteries
 □ Irregular pulse
 □ Pain over heart
 □ Palpitation
 □ Poor circulation
 □ Rapid heart beat
 □ Slow heart beat
 □ Swelling of ankles

Respiratory
 □ Chest pain
 □ Chronic cough
 □ Difficulty breathing
 □ Hay fever
 □ Shortness of breath
 □ Spitting up phlegm / blood 
 □ Wheezing

Women only
 □ Congested breasts
 □ Hot flashes
 □ Lumps in breast
 □ Menopause
 □ Vaginal discharge
Menstrual flow
□ Reg.   □ Irreg.   □ Pain / cramps
Days of flow: ____  Length of cycle: _____
Date - 1st day last period: ______________
Are you pregnant? □ yes, □ no
If yes, how many months? _____
How many children do you have?  _____
Birth control method: ________________
Date of last PAP test: ________________ 
          □ normal,   □ abnormal
Date of last mammogram: ______________
          □ normal,   □ abnormal

Check any of the conditions 
you have or have had:
□ Alcoholism
□ Anemia
□ Appendicitis
□ Arteriosclerosis
□ Asthma
□ Bronchitis
□ Cancer
□ Chicken pox
□ Cold sores
□ Diabetes
□ Eczema
□ Edema
□ Emphysema
□ Epilepsy
□ Goiter
□ Gout
□ Heart burn
□ Heart disease
□ Hepatitis
□ Herpes
□ High cholesterol
□ HIV/AIDS
□ Influenza
□ Malaria
□ Measles
□ Miscarriage
□ Multiple sclerosis
□ Mumps
□ Numbness/tingling
□ Pace maker
□ Osteoporosis
□ Pneumonia
□ Polio
□ Rheumatic fever
□ Stroke
□ Thyroid disease
□ Tuberculosis
□ Ulcers

Please list any medication you are currently taking and why: 
__________________________________________________________________________________________
__________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

Reproduction is permitted for personal use, not for resale or redistribution. www.prohealthsys.com  ©2012 by Professional Health Systems Inc.  “Dedicated to Clinical Excellence.”



Patient Intake Form (side 2)
Give a brief detailed description of the problem you are currently experiencing: _____________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
________________________________________
How long have you had this condition? _____________     Is it getting worse?  □ yes, □ no  ___________________________________
Does it bother you (check appropriate box): □ work,  □ sleep,   □ other: ___________________________________________________
What seemed to be the initial cause: _______________________________________________________________________________

Please place a mark at the level of 
your pain on the scale below:

Reproduction is permitted for personal use, not for resale or redistribution. www.prohealthsys.com  ©2012 by Professional Health Systems Inc.  “Dedicated to Clinical Excellence.”

Past health history
Have you... Yes  No    If yes, explain briefly
... been hospitalized in the last 5 year?   □    □  ____________________________________
... had any mental disorders?   □    □  ____________________________________
... had any broken bones?   □    □  ____________________________________
... had any strains or sprains?   □    □  ____________________________________
... ever used orthotics?   □    □  ____________________________________
Do you take minerals, herbs or vitamins?   □    □  ____________________________________
How is most of your day spent? □ standing,  □ sitting,   □ other: _________________________
How old is your mattress? ___________________
When was your last physical exam? ______________________

Habits     none   light   mod.  heavy
Alcohol □        □       □        □
Coffee □        □       □        □
Tobacco □        □       □        □
Drugs □        □       □        □
Exercise □        □       □        □
Sleep □        □       □        □
Soft drinks □        □       □        □
Salty foods □        □       □        □
Water □        □       □        □
Sugar □        □       □        □

Do you have any other health issues or concerns that our staff should be made aware of? _______________________________
____________________________________________________________________________________________________________

Please mark you area(s) of pain on the figure below

No
 Pain

Worst
Possible

Pain

Family history       If any blood relative has had any of the following conditions, please check and indicate which relative(s)
□ Alcoholism
□ Anemia
□ Arteriosclerosis
□ Arthritis
□ Asthma
□ Bleed easily

□ Cancer
□ Diabetes
□ Emphysema
□ Epilepsy
□ Glaucoma
□ Heart disease

□ High blood pressure
□ High cholesterol
□ Multiple sclerosis
□ Osteoporosis
□ Stroke
□ Thyroid disease



Back Index

Patient Name Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Back
Index
Score

Pain Intensity

The pain comes and goes and is very mild.

The pain is mild and does not vary much.

The pain comes and goes and is moderate.

The pain is moderate and does not vary much.

The pain comes and goes and is very severe.

The pain is very severe and does not vary much.

Sleeping

I get no pain in bed.

I get pain in bed but it does not prevent me from sleeping well.

Because of pain my normal sleep is reduced by less than 25%.

Pain prevents me from sleeping at all.

Because of pain my normal sleep is reduced by less than 50%.

Because of pain my normal sleep is reduced by less than 75%.

Sitting

I can sit in any chair as long as I like.

I can only sit in my favorite chair as long as I like.

Pain prevents me from sitting more than 1 hour.

I avoid sitting because it increases pain immediately.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting more than 10 minutes.

Standing

I can stand as long as I want without pain.

I have some pain while standing but it does not increase with time.

I cannot stand for longer than 1 hour without increasing pain.

I avoid standing because it increases pain immediately.

I cannot stand for longer than 1/2 hour without increasing pain.

I cannot stand for longer than 10 minutes without increasing pain.

Walking

I have no pain while walking.

I have some pain while walking but it doesn’t increase with distance.

I cannot walk more than 1 mile without increasing pain.

I cannot walk at all without increasing pain.

I cannot walk more than 1/2 mile without increasing pain.

I cannot walk more than 1/4 mile without increasing pain.

Personal Care

I do not have to change my way of washing or dressing in order to avoid pain.

I do not normally change my way of washing or dressing even though it causes some pain.

Washing and dressing increases the pain but I manage not to change my way of doing it.

Washing and dressing increases the pain and I find it necessary to change my way of doing it.

Because of the pain I am unable to do some washing and dressing without help.

Because of the pain I am unable to do any washing and dressing without help.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

Traveling

I get no pain while traveling.

I get some pain while traveling but none of my usual forms of travel make it worse.

I get extra pain while traveling but it does not cause me to seek alternate forms of travel.

Pain restricts all forms of travel.

I get extra pain while traveling which causes me to seek alternate forms of travel.

Pain restricts all forms of travel except that done while lying down.

Social Life

My social life is normal and gives me no extra pain.

My social life is normal but increases the degree of pain.

I have hardly any social life because of the pain.

Pain has restricted my social life and I do not go out very often.

Pain has restricted my social life to my home.

Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

Changing degree of pain

My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.

My pain is rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.

ChiroCare of Wisconsin, Inc.

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



Neck Index

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Neck
Index
Score

Pain Intensity

I have no pain at the moment.

The pain is very mild at the moment.

The pain comes and goes and is moderate.

The pain is fairly severe at the moment.

The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

Sleeping

I have no trouble sleeping.

My sleep is slightly disturbed (less than 1 hour sleepless).

My sleep is mildly disturbed (1-2 hours sleepless).

My sleep is completely disturbed (5-7 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).

My sleep is greatly disturbed (3-5 hours sleepless).

Reading

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.

I cannot read at all because of neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severe neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care

I can look after myself normally without causing extra pain.

I can look after myself normally but it causes extra pain.

It is painful to look after myself and I am slow and careful.

I need some help but I manage most of my personal care.

I need help every day in most aspects of self care.

I do not get dressed, I wash with difficulty and stay in bed.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

I cannot lift or carry anything at all.

Driving

I can drive my car without any neck pain.

I can drive my car as long as I want with slight neck pain.

I can drive my car as long as I want with moderate neck pain.

I cannot drive my car at all because of neck pain.

I cannot drive my car as long as I want because of moderate neck pain.

I can hardly drive at all because of severe neck pain.

Recreation

I am able to engage in all my recreation activities without neck pain.

I am able to engage in all my usual recreation activities with some neck pain.

I cannot do any recreation activities at all.

I am only able to engage in a few of my usual recreation activities because of neck pain.

I can hardly do any recreation activities because of neck pain.

I am able to engage in most but not all my usual recreation activities because of neck pain.

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.

ChiroCare of Wisconsin, Inc.

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100
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Informed Consent for Chiropractic Treatment 

All medical procedures have potential side effects and complications.  While the risk of serious 

complication resulting from the procedures utilized in this office is extremely small, we feel it is 

important for you to be fully informed prior to proceeding with our care.   

Prior to any treatment being provided in this office a physical examination will be undertaken in which 

your body will be moved in different directions to determine where the pain is coming from.  This can 

result in residual pain or soreness.   

The primary treatments used by the chiropractic physicians in this office are various types of manual 

techniques (manipulation, mobilization) and various types of exercise.  In approximately 1/3 of patients 

who are treated with manipulation, increased pain results, usually after the first or second treatment. 

This is mild or moderate in 90% of cases and almost always resolves within 48 hours.  In rare cases, rib 

fractures have been known to occur.  No treatment will be provided until an examination is performed, 

a diagnosis is made and a discussion of our findings and recommendations is undertaken.   

There are rare reported cases of disc injuries identified following manipulation, although no scientific 

evidence has demonstrated such injuries are caused, or may be caused, by manipulation.  However, 

there are uncommon cases in which a pre-existing disc herniation may become aggravated.   

There are reported cases of stroke associated with visits to both medical physicians and chiropractic 

physicians.  Research and scientific evidence does not establish a cause and effect relationship between 

manipulation and the occurrence of stroke. Recent studies suggest that patients may be consulting 

medical doctors and chiropractors when they are in the early stages of a stroke.  In essence, there is a 

stroke already in progress.  However, you are being informed of this reported association because a 

stroke may cause serious neurological impairment or even death. The possibility of such injuries 

occurring in association with upper cervical manipulation is extremely remote. 

Other treatment options outside this office may include, over-the-counter analgesics and rest, medical 

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

surgery. 

If you chose 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. 

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. 

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. 

Signature:_______________________________________________________  Date: ____/____/____ 
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PATIENT CONSENT FORM 

(HIPAA) 

I understand that I have certain rights to privacy regarding my protected health information. These rights 

are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I 

understand that by signing this consent I authorize you to use and disclose my protected health 

information to carry out: 

 Treatment (including direct or indirect treatment by other healthcare providers involved in my 

treatment) 

 Obtaining payment from third party payers (e.g. my insurance company) 

 The day to day healthcare operations of your practice 

I have also been informed of, and given the right to review and secure a copy of your Notice of Privacy 

Practices, which contains a more complete description of the uses and disclosures of my protected health 

information, and my rights under HIPAA.  I understand that you reserve the right to change the terms of 

this notice from time to time and that I may contact you at any time to obtain the most current copy of this 

notice. 

I understand that I have the right to request restrictions on how my protected health information is used 

and disclosed to carry out treatment, payment, and health care operations, but that you are not required to 

agree to these requested restrictions. 

However, if you do agree, you are then bound to comply with this restriction. 

I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure that 

occurred prior to the date I revoke this consent is not affected. 

 

Date:________________________________________ 

Print Patient Name: _____________________________ 

Relationship to Patient: __________________________ 

Signature: ____________________________________ 
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