
Patient Health Record 
River Falls Chiropractic 

PERSONAL INFORMATION: 

Name:________________________________ Age:________ Today's Date:________________ 

Address:_________________________________ City/State/Zip: __________________________ 

Home Phone #: (__)____-_____  Work Phone #: (__)____-_____ Cell Phone #: (__)____-______ 

Email Address:___________________________ Male_____ Female_____ DOB:____________ͺ 

Occupation: ________________________ Employer Name: ______________________________

0arrLed    :LdoZed    SLnJOe    'LYorced

YOUR HEALTH: 

Please place an “X” on the scale above marking where you believe your level of health and wellness is at this time. 
Place a circle (o) on the diagram indicating where you would like your health and wellness to be. 

YOUR HEALTH PROFILE: 
What brings you into our office? Please briefly describe your chief concern, including the impact it has had 

on your life.  If you have no symptoms or complaints and are here for Chiropractic Wellness Services, 
please skip to the “General History” page. 

Current Health Concerns: ______________________________________________________
____________________________________________________________________________

5ate SeYerity: __________________ Type of pain: _________________________________ 
��   mLOd� ��   ZorsW LmaJLnaEOe�

:hen did this start" __________________________________________________________ 

+RZ RIten GR \Ru KDYe tKeVe symptoms" 

'id problem begin with Dn inMXry" ______________________________________________ 

Since the problem started, it is:   ____Th e      Same     ____Getting Better   ____Getting Worse

Number of Children and Ages:_______________________________________________________ͺ_ 

Height:_________________  Weight: ___________________ 

Non-smoker: ________________  Smoker: ________________  Packs per day:___________

□ ����� □ ������ □ ������ □ �������  RI WKe Ga\





□ Sleeping problems □ Stiff Neck □ Cold Hands □ Cold Feet

□ Diarrhea □ Constipation □ Fever □ Hot Flashes

□ Cold Sweats □ Lights bother eyes □ Urinary Problem □ Heartburn

□ Mood Swings □ Menstrual Pain □ Menstrual Irregularity □ Ulcers

Please check (✓) all medical conditions that a parent or sibling has had: 

□ Arthritis □ Asthma □ Cancer □ Diabetes

□ Genetic Disorder      □ Heart Disease □ Mental illness □ Osteoporosis

□ Stroke □ Thyroid Disorder □ Neurological Disorders (Parkinsons, Paralysis)

On a scale of 1-10 describe your psychological/emotional stress levels:  
(1 = none/ 10 = extreme) 
Occupational:  ________________________________________________________________ 

Personal:   ___________________________________________________________________ 

On a scale of 1-10, (1 being very poor and 10 being excellent) describe your: 

Eating Habits: _____Exercise Habits:_____ Sleep: _____  General Health: _____ Mind-set:_____ 

YOUR GOALS:  At our office we concern ourselves with YOUR health and YOUR wellness goals.  Please list your 
goals for your health and wellness in the spaces provided.  

Physical Goals:      Nutritional/ Biochemical Goals: 
  _____________________  ___________________________ 

   _____________________  ___________________________ 

 _____________________  ___________________________ 
Have you ever: 

Purchased Organic Food:  □ Yes □ No

Belonged to a health club:  □ Yes □ No

Consumed vitamins or supplements: □ Yes □ No

If there is a need for dietary changes, would 

you like our recommendations? □ Yes □ No

If there is a need for specific exercises, would 

 you like our recommendations? □ Yes □ No

If there is a need for support in the stress reduction area, 

 would you like our recommendations? □ Yes □ No



I hereby authorize the Doctor to work with my condition through the use of adjustments to my spine, as he or she 
deems appropriate. I clearly understand and agree that all services rendered me are charged directly to me and that 
I am personally responsible for payment. I agree that I am responsible for all bills incurred at this office. The Doctor 
will not be held responsible for any pre-existing medically diagnosed conditions. I also understand that if I suspend or 
terminate my care, any fees for professional services rendered me will become immediately due and payable. I 
hereby authorize assignment of my insurance rights and benefits (if applicable) directly to the provider for services 
rendered. I understand and agree that health and accident insurance policies are an arrangement between an 
insurance carrier and myself. I understand that the Doctor’s Office will prepare any necessary reports and forms to 
assist me in collecting from the insurance company and that any amount authorized to be paid directly to the 
Doctor’s Office will be credited to my account on receipt.  

____________________________________________________  ______________________________ 
Signature      Date     

____________________________________________________  ______________________________ 
Guardian or Spouse’s Signature Authorizing Care      Date 

Who should receive bills for payment on your account? (Circle one) 
Patient          Spouse        Parent       Worker’s Comp        Auto Insurance  Medicare  Health Insurance 

Informed consent and acceptance 
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. 

Chiropractic has only one goal, remove subluxation to allow your nerve system to function properly. Improved nerve 
function may lead to improved health, function, and quality of life. 

1. Subluxation can cause pain or alteration of nerve function and interference of the transmission of nerve impulses,
lessening the body’s INNATE ABILITY to maintain maximum health.
2. An adjustment is the specific application of forces to facilitate the body's correction of vertebral subluxation.
3. Health is a state of optimal physical, mental and social well-being, not merely the absence of disease.

We do not treat any disease or condition. However, if during the course of a chiropractic spinal evaluation, we 
encounter non-chiropractic or unusual findings, we will advise you. If you desire advice, diagnosis or treatment for 
those findings, we will recommend that you see the services of a health care provider who specializes in that area. 

The Nature of the chiropractic adjustment. 
The primary treatment I use as a Doctor of Chiropractic is the chiropractic adjustment also known as a chiropractic 
manipulative therapy. I will use that procedure to treat you. I may use my 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 
experienced when you “crack” your knuckles. You may feel a sense of movement. 

3D\Pent



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

x  chiropractic adjustments  x  palpation   x vital signs 
x  range of motion testing  x  orthopedic testing   x  basic neurological testing 

 x  muscle strength testing   x  postural analysis    x  EMS 
 x  radiographic studies   x  hot/cold therapy 

-Please circle any treatments you decline at this time-
________________________________________________________________________ 

The material risks inherent in chiropractic adjustment. 
As with any healthcare procedure, there are certain complications which may arise during chiropractic adjustments 
and therapy. These complications may include but are not limited to: fractures, disc injuries, dislocations, muscle 
strain, cervical myelopathy, costovertebral strains and separations. Some types of adjustments have been 
associated with injuries leading to or contributing to serious complications. Some patients will feel some stiffness and 
soreness following the first few days of treatment. I will make every reasonable effort during the examination to 
screen for contraindications to care; however, if you have a condition that would otherwise not come to my attention, 
IT IS YOUR RESPONSBILITY TO INFORM ME. 

The probability of those risks occurring. 
Complications with spinal adjustments 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. The incidences of 
complications are exceedingly rare and are estimated to occur between 1 in 1,000,000 to 1 in 5,000,000 (associated 
risks from taking ibuprofen are 3 in 1,000). 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 care provider. 

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

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE. 

I, _______________________ have read and fully understand the above statements. 
Any questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my 
complete satisfaction. I therefore accept chiropractic care on this basis. 

Patient’s Signature_______________________________________________ Date__________________ 



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 activities, public health, research, and law enforcement activities. Any other disclosures for the purposes 
of treatment, payment or practice operations will be made only after obtaining your consent.  

  You may request restrictions on your disclosures. 
 You may inspect and receive copies of your records within 30 days with a request. 
 You may request to view changes to your records.  
 In the future, we may contact you for appointment reminders, announcements and to inform you about our practice 

and its staff. 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), revised 9/22/2013, I 
have certain rights to privacy regarding my protected health information. I understand that this information can and 
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 
 Conduct normal healthcare operations such as quality assessments and physician’s certifications. 

I have read and understand your Notice of Privacy Practices. A more complete description can be requested. I also 
understand that I can request, in writing, that you restrict how my personal information is used and or disclosed.  

Patient Name (Print):___________________________________________________________________

Relationship to Patient (if under age 18):____________________________________________________

Signature:____________________________________________________Date:____________________ 
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