
New Patient Health History Form
In order to provide you the best possible wellness care, please complete this form

and bring it to your first appointment. All information is strictly CONFIDENTIAL.

Patient Data
First Name Last Name Date  Email* 

* Your email will NOT be shared with any 3d parties, and is used  for occasional office announcements and promotions.

Mailing address
Address  City  State  Zip 

Telephone (Work)  (home)  Referred By 

Age  Birth Date  Social Security #  Number of Children 

Occupation  Employer 

Marital Status  Spouse's Name  Spouse's Occupation 

Spouse's Employer  Spouse's Health Status 

Emergency Contact  Phone 

Current Complaints
Nature of Injury:  

Please describe:  

Date if Injury  Date symptoms appeared 

Have you ever had same condition?  If yes, when? 

List of other practitioners seen for this injury/condition 

Have you ever been under chiropractic care?  

If yes, please describe 

Insurance Information

Name of party responsible for payment  Phone 
Do you have health insurance?  Name of company 
* If an auto accident, please provide:
Insurance Company Name  Contact Person 
Phone:  Claim # 

Signatures

Name of the insured ________________________________________________________________________
I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier 
and myself. I understand and agree that all services rendered to me and charged are my personal 
responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for 
professional services rendered to me will be immediately due and payable.

Patient’s signature _______________________________________________ Date ____________________
Spouse’s or guardian’s signature __________________________________ Date ____________________
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Automobile* Work Other

No Yes

No Yes

No Yes



Medical History
Have you been treated for any conditions in the last year? 
If yes, please describe 

Date of last physical exam  Is there a chance that you are pregnant? 

Have you had X-rays taken?  If Yes, where? 
What medications are you taking and for what conditions (Please list dosage and amounts, etc)l

What vitamins, minerals, or herbs do you currently take? (Please list for what conditions, dosage, and  frequency).

Have you ever: No Yes Briefly Explain
Broken bones? 
Been hospitalized? 
Been in an auto accident? 
Had Sprains/Strains? 
Been struck unconscious? 
Had surgery? 

Family History
Family Members - Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)

Do you experience pain every day?
Do your symptoms interfere with daily life?
Does pain wake you up at night?
Are your symptoms worse during certain times of the day?
Do changes in weather affect your symptoms?
Do you wear orthotics?
Do you take vitamin supplements?
What activities aggravate your symptoms?

Habits None Light Moderate Heavy
Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep
Appetite
Soft Drinks
Water
Salty Foods
Sugary Foods
Artificial Sweeteners
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No Yes

No Yes
No Yes

No Yes
No Yes
No Yes
No Yes
No Yes
No Yes
No Yes



Have you ever suffered from:
 Alcoholism 
 Allergies 
 Anemia 
 Arteriosclerosis 
 Arthritis 
 Asthma 
 Back Pain 
 Breast Lump 
 Bronchitis 
 Bruise Easily 
 Cancer 
 Chest Pain/Conditions 
 Cold Extremities 
 Constipation 
 Cramps 
 Depression 
 Diabetes 
 Digestion Problems 
 Dizziness 
 Ears Ring 
 Excessive Menstruation 
 Eye Pain or Difficulties 
 Fatigue 
 Frequent Urination 
 Headache 
 Hemorrhoids 
 High Blood Pressure 
 Hot Flashes 
 Irregular Heart Beat 
 Irregular Cycle 
 Kidney Infection 
 Kidney Stones 
 Loss of memory
 Loss of balance 
 Loss of smell 
 Loss of taste 
 Lumps In Breast 
 Neck Pain or Stiffness 
 Nervousness 
 Nosebleeds 
 Pacemaker 
 Polio 
 Poor Posture 
 Prostate Trouble 
 Sciatica 
 Shortness of breath 
 Sinus Infection 
 Sleep problems or Insomnia 
 Spinal Curvatures 
 Stroke 
 Swelling of ankles 
 Swollen Joints 
 Thyroid Condition 
 Tuberculosis 
 Ulcers 
 Varicose Veins 
 Venereal Disease 
 Other: 

Please use the following letters to indicate TYPE and 
LOCATION of the symptoms you currently are experiencing.

A=Ache O=Other
B=Burning P=Pins & Needles
N=Numbness S=Stabbing
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HIPAA Information and Consent Form
The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your 
privacy. Implementation of HIPAA requirements officially began on April 14, 2003. Many of the policies 
have been our practice for years. This form is a "friendly" version. A more complete text is posted in the 
office. 

What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your 
Protected Health Information (PHI). These restrictions do not include the normal interchange of 
information necessary to provide you with office services. HIPAA provides certain rights and protections 
to you as the patient. We balance these needs with our goals of providing you with quality professional 
service and car. Additional information is available from the U.S. Department of Health and Human 
Services. www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure 
that all administrative matters related to your care are handled appropriately. This specifically 
includes the sharing of information wth other healthcare providers, laboratories, health insurance 
payers as is necessary and appropriate for you care. Patient files may be stored in open file racks 
and will not contain any coding which identifies a patient's condition or information which is not 
already a matter of public record. The normal course of providing care means that such records 
may be left, at least temporarily, in administrative areas such as the front office, examination room, 
etc. Those records will not be available to persons other than office staff. You agree to the normal 
procedures utilized within the office for the handling of charts, patient records, PHI and other 
documents or information.

2. It is the policy of this office to remind patients of their appointments. We maya do this by telephone, 
e-mail, U.S. mail, or by any means convenient for the practice and/or as requested by you. We may 
send you other communications informing you of changes to office policy and new technology that  
you might find valuable or informative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have 
access to PHI but must agree to abide by the confidentiality rules of HIPAA.

4. You understand and agree to inspections of the office and review of documents which may include 
PHI by government agencies or insurance payer in normal performance of their duties.

5. You agree to bring any concerns or complaints regarding privacy to the attention of the office 
manager or the doctor.

6. Your confidential information will not be sued for the purposes of marketing or advertising of 
products, goods, or services.

7. We agree to provide patients with access to their records in accordance with state and federal laws.
8. We may change, add, delete, or  modify any of these provisions to better serve the needs of both 

the practice and the patient.
9. You have the right to request restrictions in the use of protected health information and to request 

change in certain policies to conform to your request.

I, ___________________________________ date ______________ do hereby consent and 
acknowledge my agreement to the terms set forth in the HIPAA INFORMATION FORM and any 
subsequent changes in office policy. I understand that this consent shall remain in force form 
this time forward.

http://www.hhs.gov


INFORMED CONSENT TO CHIROPRACTIC CARE

PATIENT NAME: ________________________________________________________

The purpose of this document is to verify that yo have received an understand the information contained in this 
document and have given your consent to chiropractic treatment recommended to you by a Doctor of 
Chiropractic (the "Doctor"). It is the Doctor's obligation to provide you, both verbally and in writing, with the 
information you need in order to decide whether to consent to the chiropractic treatment recommended. 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 used by the Doctor is spinal manipulative therapy. The Doctor will use this procedure to 
treat you. The Doctor may use his/her hands or a 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 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: 

Material Risks Inherent in Chiropractic Treatment

You are required to be informed of the "material risks" of proposed care. "Material" is defined as a procedure 
inherently involving known risk of serious bodily harm. 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: soreness, soft tissue injuries, fractures, disc injuries, dislocations, muscle sprains/strains, 
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 to or contributing to serious 
complications including stroke. Some patients will feel some stiffness and soreness following the first few days 
of treatment. The Doctor will make reasonable effort during the examination to screen for contraindications to 
care; however, if you have a conditions that would otherwise not come to the Doctor's attention, you should 
inform the Doctor before treatment.

Availability and Nature of Other Treatment Options

Other treatment options for you condition may include;
- Self-administered, over-the-counter analgesics and rest
- Medical care and prescription drugs such as anti-inflammatory, muscle relaxants and painkillers
- Hospitalization
- 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 a medical physician. 

Spinal Manipulative Therapy Range of Motion Testing Ultrasound Therapy

Radiographic Studies Muscle Strength Testing Orthopedic Testing

Neurological Testing Palpation of Skeletal & Soft Tissue(s) Instrument Assisted Soft Tissue 
Mobilization



Risks and Dangers Attendant to Remaining Untreated

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 treatment more 
difficult and less effective the longer it is postponed.

Your signature on this form indicates that: 

• You have read and understand the information provided in this form;
• The doctor has adequately explained to you the chiropractic treatment, along with the risks, including 

material risks, benefits, and the other information described above in this form;
• You have had a chance to ask the Doctor questions;
• You have received all of the information you desire concerning the chiropractic treatment; and
• You authorize and consent to the chiropractic treatment.

Dated: _______ / _______ / _______

___________________________________________________________
Print Patient Name (above line)

___________________________________________________________
Patient Signature (above line)

If signed by someone other than patient, indication name and relationship:

Relationship: ________________________________________________

Print Name: _________________________________________________

_____________________________________________________________________________
Signature of Legal Representative (above line) 

Jonathan R. Noel, DC

_____________________________                                      Date: _______ / _______ / _______ 
Doctor's Signature
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