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A d u l t  

 
ABOUT YOU  

Last Name: 

First Name/MI: Ca l led Name: 

Address: 

City:  State /Z ip  Code:  

Home Phone:  Cell Phone: 

Email Address:  

Date of Birth:   Gender:  

SS#: 

 Race/ 
Ethnicity:   

 



Amer ican Ind ian 

Black/Afr ican AM 

Other  Pac if i c  I s lander  

Hispanic  o r  Lat ino  

 



As ian 

White  

 



Alaskan Nat ive  

Nat ive  Hawai ian  

Dec l ined to  State  

 

 Language of  choice:  

Employer: 

Work Phone: Position/Title:  

Marital  Status:   Name of  Spouse: 

Emergency Contact Name/Phone Number  

 Who referred you to our off ice?  

 

REASON FOR THIS VISIT 
 

Describe the reason for this visit:  Wellness   Cond i t ion  

If condition, describe:  

 When did th is condi t ion begin and how?  

Have you seen other doctors for this concern?   Yes          No 

Results: 

Please describe any additional information or concerns you 

would like the Doctor to know:  

 

HEALTH HABITS 

Smok ing  S ta tus :   


Current Every Day Smoker 

 Current Some Day Smoker 

Former Smoker 

Never Smoker 



 

 

 

Do you wear: Heel Lifts  Sole Lifts  Inner Soles  Arch Supports 

M e m b e r   H e a l t h   R e c o r d  


Ins.                         Self-pay 
 

MEDICATIONS 

Do you have any al lergies to medication?       Yes         No 

 If Yes, please indicate the following:  

 A l l e rgy :  

Reaction:  

 Are you currently taking any medication?        Yes          No 

If Yes, please indicate the following: 

Medicat ion:  

 

YOUR CONCERNS 


  Headaches 

  M igra ines 

  D izz iness 

  S inus  Prob lems 

  Fat igue  

  Head Co lds  

  V is ion Prob lems 

  D i f f i cu l ty  Concentrat ing  

  Hear ing Prob lems 


  So re  Throat  

  St i f f  Neck 

  Rad iat ing Arm Pain  

  Hand/F inger  Numbness  

  As thma 

  A l lerg ies  

  H igh B lood Pressure  

  Hear t  Cond i t ions  

  M idd le Back  Pa in 

  Congest ion  

  D i f f i cu l ty  Breath ing  

  Bronch i t i s /Pneumonia  

  Ga l lb ladder  Cond i t ions  

  Stomach Prob lems 

  U lcers 

  Gas tr i t i s  


  Const ipat ion 

  Co l i t i s  

  D iar rhea 

  I r r i tab le  Bowe l  

  B ladder  Prob lems 

  Menstrua l  Prob lems 

  Low Back  Pa in 

  Pa in o r  Numbness  in  Legs  

  Reproduct ive  Prob lems  

 

HEALTH PROBLEMS/SURGERIES 

L i s t  any current health problems or past surger ies:  
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FINANCIAL INFORMATION 

I clearly understand and agree that all services rendered to me are charged directly to me and I am responsible for all bills 

incurred at Rivertown Chiropractic, whether or not paid by insurance. 
 

I authorize the use of this signature to allow the insurance companies to pay Rivertown Chiropractic and authorize 
the doctor to release all information necessary to secure the payment of benefits. 
 

I understand that the full self-pay fee for examination is $100 and x-rays, if necessary, are $50. 
 

X-rays: Payment is for digital x-rays and no films will be developed. A disk and/or report are available upon request. 
 

Initials:              
 

NOTICE OF PRIVACY POLICY 

Protecting the privacy of your personal health information is important to us. Disclosure of your protected health information 

without authorization is strictly limited to defined situations that Include emergency care, quality assurance, public health, research 

and law enforcement activities. 
 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA), I have certain rights to privacy 

regarding my protected health Information. I understand that this Information will be used to: Conduct, plan and direct my 

treatment and follow-up with multiple healthcare providers who may be involved in that treatment directly or indirectly, obtain 

payment from third party payers and conduct normal healthcare operations. Any other disclosures for the purpose of care, 

payment or practice operations will be made only after obtaining your consent. 
 

I understand that a full copy with a more complete description of the privacy practices of this office has been provided to me and I 
can also find it at www.rivertownchiro.com. 
 

I understand that I can request, in writing, that you restrict how my personal information is used and/or disclosed, and I have 
been provided with a copy of Rivertown Chiropractic's Patient Privacy Policy. 
 

Initials:               
 

INFORMED CONSENT TO CHIROPRACTIC TREATMENT 

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures 
including various modes of physical therapy, and if necessary, diagnostic x -rays, on me (or on the patient named 
below, for whom I am legally responsible) by the licensed doctors of chiropractic who now or in the future work at 
the office listed above. 
 

I understand that I will have an opportunity to discuss with the doctor and/or with other office personnel the nature 
and purpose of chiropractic adjustments and other procedures. I understand the results are not guaranteed.  
 

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks 
to treatment, including but not limited to fractures, disc injuries, strokes (CVA), dislocations and sprains. I do not 
expect the doctor to be able to anticipate and explain all risks and complic ations, and I wish to rely upon the doctor 
to exercise judgement during the course of the procedure  which, will be based upon their knowledge and the facts 
given to them, is in my best interest.  
 

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its 
content, and by signing below I agree to the above -named procedures. 
 

In intend this consent form to cover the entire course of care for my present condition and for any future condition(s)  
for which I seek chiropractic care. 
 
To be completed by the patient:  
 
 

 
                                                                         
Patient Name 
 
 
                                                                         
Signature of Patient 
 
 
Date:                                                                    
 
 
 

To be completed by the patient’s representative, if 
necessary, (e.g. if the patient is under the age of 18 
or physically or mentally incapacitated)  
 
                                                                         
Name of Representative 
 
 
                                                                         
Signature of Representative or Parent/Guardian  
 
 
Date:                                                                   

 

http://www.rivertownchiro.com/

