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PERSONAL INFORMATION (Do not leave any blanks.  If they do not apply, write “N/A”) 
 
Last Name: ____________________________________ First Name:________________________________________MI:__________ 
 
Street:________________________________________ City:____________________________________Zip:___________________ 
 
Home Phone:(_____)____________________Work Phone:(_____)______________________Cell Phone:(____)_________________ 
 
DOB:_________________________________SSN:____________________________________Marital Status:___________________ 
 
EMAIL:________________________________________________Referred By:____________________________________________ 
 
Do you wish us to send you text message reminders of your appts?  NO    YES, Cell Carrier:___________________________________ 
 
EMERGENCY CONTACT 
 
Name:______________________________Relationship:_________________________Contact Phone:________________________ 
 
EMPLOYER INFORMATION 
 
Employer:___________________________Occupation:__________________________Employer Phone:_______________________ 
 
COMPLAINTS 
Are you here due to a recent automobile or work injury/accident?   NO   YES 
Are you planning to file claim with Auto Insurance or Workman’s Compensation?   NO   YES  (AUTO  or WC) 
 
When rating the Intensity from 0-10/10, please refer to the Scale System below: 
 
 
 
 
 
 

 
 
Describe your Chief Complaints in order of severity: (you may use the back if necessary) 

Problem/Symptom Status 
(circle) 

Time Frame 
(circle) 

Severity 
(circle) 

Symptom Type 
(circle) 

Intensity 
0-10 

Side 
(circle) 

1.) Worst Complaint New 
Chronic 
Recurring 

Sudden (w/in hrs) l 
Gradual (w/in days) 

Over Time (wks-yrs) 

Mild 
Moderate 
Severe 

Sharp ∙  Stabbing ∙  Burning 
Throbbing ∙  Pounding 
Dull  ∙   Achy  ∙ Cramp ∙ Stiff 

 
____/10 

Right 
Left 
Both 

2.) New 
Chronic 
Recurring 

Sudden (w/in hrs) l 
Gradual (w/in days) 

Over Time (wks-yrs) 

Mild 
Moderate 
Severe 

Sharp ∙  Stabbing ∙  Burning 
Throbbing ∙  Pounding 
Dull  ∙   Achy  ∙ Cramp ∙ Stiff 

 
____/10 

Right 
Left 
Both 

3.) New 
Chronic 
Recurring 

Sudden (w/in hrs) l 
Gradual (w/in days) 

Over Time (wks-yrs) 

Mild 
Moderate 
Severe 

Sharp ∙  Stabbing ∙  Burning 
Throbbing ∙  Pounding 
Dull  ∙   Achy  ∙ Cramp ∙ Stiff 

 
____/10 

Right 
Left 
Both 

4.) New 
Chronic 
Recurring 

Sudden (w/in hrs) l 
Gradual (w/in days) 

Over Time (wks-yrs) 

Mild 
Moderate 
Severe 

Sharp ∙  Stabbing ∙  Burning 
Throbbing ∙  Pounding 
Dull  ∙   Achy  ∙ Cramp ∙ Stiff 

 
____/10 

Right 
Left 
Both 

 
  

No Symptoms Have Symptoms 

but can ignore 

them 

Makes some 

tasks harder, can 

still do them 

Symptoms noticeable, 

may interfere w/ 

concentration 

Interferes with basic 

activities (shower, 

dressing, walking, etc.) 

Unable to do most 

anything due to 

symptoms 
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Mark on Diagrams below where problems/symptoms are located: 

 
 
 
 
 
 
 
 
 
 
 

 

 

 

 
FAMILY HISTORY (put an “x” in any box(s) that applies) 

 How 
many? 

Back  Heart  Stroke Cancer Diabetes High 
BP 

Arthritis High 
Chol. 

Osteoporosis Thyroid Good 
Health 

Unknown 

Mother XXXX             

Father XXXX             
Sisters:              

Bros:              

Children:              

 
SOCIAL HISTORY (put an “x” in the box that applies) 

Work Daily 3x/wk 2x/wk 1x/wk 2x/mo 1x/mo or less None 

Standing:        

Sitting:        

Computer:        

Phone:        

Labor/Lifting:        

Stay at Home:        

Retired:        

Tobacco Use:        

Alcohol Use:        

Caffeine:        
Exercise Regimen:        

 
 SURGICAL HISTORY (May Provide a Pre-Prepared List, if none write “N/A”) 

Type of Surgery Date Performed Reason 

   

   

   

   

 
  

Back Front 

L R L 
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ALLERGY HISTORY (if none, write “N/A”) 

Allergy Date Diagnosed Reaction 

   

   

   
   

 
CURRENT MEDICATIONS (include any supplements, vitamins, or Meds. May Provide a Pre-Prepared List.  If none, write, “N/A” ) 

Name of Medication Dosage Reason (MUST COMPLETE) 

   

   

   

   

 
HEALTH CONDITIONS (Have you EVER had any of the following… Circle all that apply) 

ADHD Cold Sores Headaches Menstrual Cramps Sexual Dysfunction 

Alch/Drug Addiction Colitis Hearing Loss Mental Disorder Sickle Cell 

Anemia Collagen Disease Heart Disease Migraines Sinus Trouble 

Appendicitis Digestive Problems Heart Attack Miscarriage Stress/Tension 

Arrhythmia Dizziness Heart Murmur Multiple Sclerosis Stroke 
Arteriosclerosis Eating Disorder Hemorrhoids Neck Pain Suicidal Tendency 

Arthritis Emphysema Hepatitis Nervousness Thyroid Disease 

Asthma Epilepsy ↑ Blood Pressure Night Sweats Tuberculosis 

Backaches Fatigue ↑ Cholesterol Osteoporosis Tumor 

Bleeding Problems Female Problems HIV/AIDS Paralysis Urine Discoloration 

Blood Clots Fibromyalgia Joint/Back Pain Pneumonia Vertigo 

Broken Bones Genital Herpes Kidney Infections Polio Whooping Cough 

Cancer Glaucoma Kidney Stones Prostate Problems Other 

Carpal Tunnel Gluten Intolerance Liver Problems Reflux/Ulcer Other 

Cataracts Goiter Lung Disease Rheumatic Fever Other 

Chickenpox Gout Measles Scoliosis Other 

 
FEMALE:  Are you pregnant ?  NO    YES, Date of conception___________________________________ 
Is there a chance you could be pregnant?  NO    YES, Date of onset of last menstrual period? _________________________________ 
 
IS THERE ANY OTHER INFORMATION THAT IS IMPORTANT FOR US TO KNOW? 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
 
I, ______________________________________________(please print), certify that the information that I have provided is truthful 
and accurate to the best of my knowledge.  I understand that is my responsibility to inform this office of any changes in my health 
status. Furthermore, I understand that any information that I have not disclosed may result in injury to me or alter the results of my 
treatment.   I hereby authorize this office to examine me further for evaluation. 
 
Signature: _____________________________________________________ Date: _________________________________________ 



Family Life Chiropractic and Wellness 
430 Main · PO Box 726 ·Wellsville, KS  66092 

(785) 883-9355 · Fax (785) 883-4030 New Patient Intake Form 
Revised 03/09/2020 

TERMS OF ACCEPTANCE   

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both the patient 
and the facility to be working towards the same objective. 
 
Chiropractic has only one goal:  health.  It is important that each patient understand both the objective and the method 
that will be used to attain it.  This will prevent any confusion or disappointment. 
 
HEALTH:  A state of optimal physical, mental, and social well-being; not merely the absence of infirmity. 
 
SUBLUXATION:  A loss of the normal position and motion of a bone/joint due to stress, trauma, or chemical imbalances 
within the body.  This may cause alterations in nerve function and interfere with the transmission of mental impulses 
resulting in a lessening of the body’s innate ability to express its maximum health potential. 
 
ADJUSTMENT:  An adjustment is the specific application of forces to facilitate the body’s correction of Vertebral 
Subluxation.  Our chiropractic method of correction is by specific adjustments of the spine and/or extremities.  The 
doctor will use his/her hands or a mechanical device in order to move your joints.  You may feel a “click” or “pop”, such 
as the noise when a knuckle is “cracked”, and you may feel movement of the joint.  This noise is not necessary in order 
for an adjustment to be effective. 
 
We do not offer to diagnose or treat any disease or condition other than subluxations, nor do we offer advice regarding 
treatment prescribed by other physicians.  However, if during the course of a chiropractic spinal examination, we 
encounter non-chiropractic or unusual findings, we will advise you.  If you desire diagnosis or treatment for those 
findings, we will recommend that you seek the services of a health care provider that specializes in that area.    

Initials:  _______________ 
 
RECORD REQUESTS 
This facility is the legal custodian for your medical records and is required by law to maintain a copy of your records on 
site for a minimum of 10 years after your last treatment.  It is within your right to request copies of any medical records 
of your treatment at this facility.  There is no cost to send copies directly to another health care provider.  If copies are for 

your personal use, please be informed that our company follows Kansas Law regarding reimbursement for record 
duplication based on the Consumer Price Index.  Any request for records must be done in writing and records will be 
available within 10 business days.   
 
Per K.S.A. 65-4971 (b): 
Supplies and labor – $18.40 
Pages 1-250 – $0.61 per page 
Pages 250 – $0.44 per page. 

Initials:  _______________ 
 
FINANCIAL RESPONSIBILITY 
You are responsible for payment for all services rendered.  All fees or financial arrangements are due BEFORE time of 
service.  You will be charged for any collection fees and returned checks if your account is not paid in a timely manner.  
Should you not meet your payment responsibilities, you will be responsible for all collection fees, travel expenses, interest 
charges, filing fees, court costs and attorney fees associated with the collection(s) of any of your outstanding debt. 
 
It is your responsibility to be aware of the insurance benefits and coverage outlined in your plan.  However, we will call to 
verify your insurance benefits.  In the event that you have questions regarding your coverage and/or any information we 
have obtained, we will attempt to answer them to the best of our ability.  If we are unable to answer your questions, we 
encourage you to call your company directly.   
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Please initial the ALL STATEMENTS BELOW to acknowledge that you have read them.  Please read and initial the 
“Underinsured or Not Insured” statement, regardless of insurance or third-party payor provided. 
 
Insurance: 
Your insurance carrier may pay less than the actual bill for services.  You are directly responsible for any copayments, 
coinsurance, or deductibles not covered by your policy and are responsible for payment of all services rendered on your 
behalf or that of your dependents.  You must authorize the use of your signature in order to process insurance 
submissions.  Authorization is granted by initialing below. 

Initials:  _______________ 
Medicare (see MM3449): 
Medicare insurance only covers the cost of chiropractic adjustments designed to help correct vertebral subluxations.  
Medicare does NOT pay for the cost of the examination, x-rays, therapeutic rehab, durable medical equipment or 
supplements.  You are responsible for any annual deductible, coinsurance, or other non-covered service.  If you have a 
supplemental insurance, it may assume some or all of your co-payments and excluded services.  Supplemental coverage 
varies by plan. 
 
The number of adjustments covered by Medicare varies based on the severity of your condition, any trackable 
functional improvements, and your compliance with a specific visit plan for active treatment.  Medicare does not pay for 
palliative or preventative chiropractic care (i.e adjustments designed to help you maintain progress or prevent problems, 
or “as needed” or “once-in-awhile” adjustments).  You are financially responsible for these types of treatments. 
 
If you have a Medicare Replacement plan, your coverage may differ from traditional Medicare.  Coverage varies by plan. 
You must authorize the use of your signature in order to process Medicare and Medicare-related submissions.  
Authorization is granted by initialing below. 

Initials:  _______________ 
Underinsured or Not Insured: 
The billable rate for each service or treatment rendered by the physician is necessary to provide services, cover 
overhead costs, non-physician labor costs, and adequate compensation to the physician for his/her services and 
expertise. This is the amount the practice bills to both cash patients and insurance companies.  It is unlawful to charge a 
lesser amount to individuals who are not billing insurance.  This is considered to be a “dual-fee schedule” and is illegal in 
all states under the Affordable Health Care Act.  However, discounts may be available to you through a Discount Medical 
Plan (DMP).  Our office offers ChiroHealth USA (aka:  CHUSA) or ChiroHealth USA Plus (CHUSA Plus).   Enrollment in 
CHUSA or CHUSA Plus is voluntary, but required in order to receive any discounted rates.  Please ask for more 
information if you are interested. 

Initials:  _______________ 
Payments and Financing: 
Payments for all services provided will be due before such services are rendered.  It is the policy of this office to accept 
payment in the form of cash, credit card, and personal check.  Personal checks require proof of Photo ID.  In the event 
that a check is returned, you will be responsible for the fee plus any returned check fees.  If this action is repeated a 
second time, checks will no longer be an available payment method. 
 
Pre-payment for multiple visits and outside financing options are also available to ensure ease of payment.  Please ask 
for more information if you are interested. 
 
 
 
I, _________________________________ (please print), have read and understand the TERMS OF ACCEPTANCE, 
RECORDS REQUEST, and FINANCIAL RESPONSIBLITIES policies as outlined above.   
 
Signature: __________________________________________________ Date: __________________________________ 
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 Informed Consent to Chiropractic Treatment 
 
The Material Risks Inherent in Chiropractic Adjustments 
Every type of health care is associated with some risk of a potential side-effect and/or complication. This includes 
chiropractic health care.  We wish for you be informed about potential problems associated with chiropractic health 
care before consenting to treatment.  This is a legal requirement in the state of Kansas.  This is called informed consent. 
 
Chiropractic adjustments are the moving of bones using the doctor’s hands, or through the use of specific mechanical 
and/or computerized instruments.  You may feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, this is 
referred to as cavitation and is normal.  However, it is not necessary to feel or hear this in order for correction to be 
obtained.  You may also feel movement of the joint. 
 
In this office, we used trained personnel to assist the doctor with portions of your consultation, examination, x-ray, 
physical therapy application, decompression, massage therapy, exercise instruction, etc.  Occasionally, when your doctor 
is unavailable, you may be treated by another doctor on that day. 
 

 
Pregnancy:  Chiropractic care is a safe and effective form of treatment for pregnant women.  There is very little risk to 
the fetus and it does not carry the inherent risk that pain medication does.  However, x-ray radiation and some adjunct 
modalities used for rehabilitation and pain relief do carry some risk.  It is important to notify the doctor if there is a 
chance you could be pregnant.                   Initials:  _______________ 
 
Stroke: The term “stroke” means that a portion of the brain or spinal cord does not receive enough oxygen from the 
blood stream.  The results can be temporary or permanent dysfunction of the brain, with a very rare complication of 
death.  The literature is mixed or uncertain as to whether chiropractic adjustments are associated with stroke or not.  
Recent evidence suggests that it is not (2008, 2015, 2016), although the same evidence suggests that the patient may be 
entering the chiropractic office for neck pain/headaches or other symptoms that may, in fact, be a spontaneous 
dissection of the vertebral artery.  If we think this is happening, you will be immediately referred to emergency services. 
 
Anecdotal stories suggest that chiropractic adjustments may be associated with strokes that arise from the vertebral 
artery; this is because the vertebral artery is actually located inside the neck vertebrae.  The adjustment that is 
suggested to increase the strain on the vertebral artery is called the “extension-rotation-thrust atlas adjustment.”  We 
do not do this type of adjustment on patients.  Other types of neck adjustments may also potentially be related to 
vertebral artery strokes, but no one is certain.  It is estimated that the incidence of this type of stroke ranges between 1 
per every 400,000-3,000,000 upper neck adjustments.  This means that an average chiropractor would have to be in 
practice for hundreds of years before thy would statistically be associated with a single patient stroke. 
 
Two other potential problems that are not quantifiable because they are extremely rare and may have no association 
with chiropractic adjusting are carotid artery injury and spinal dural tear resulting in a leak of cerebral spinal fluid.  

Initials:  _______________ 
 
Disc Herniations: Disc herniations that create pressure on the spinal nerve or on the spinal cord are frequently 
successfully treated by chiropractors and chiropractic adjustments, decompression, traction, etc.  This includes both in 
the neck and throughout the back.  Yet, occasionally chiropractic treatments will aggravate the problem and may 
necessitate surgical correction.  These problems occur so rarely that there are no available statistics to quantify their 
incidence.                  Initials:  _______________ 
 
Cauda Equina Syndrome:  Cauda Equina Syndrome occurs when a low back disc puts pressure on the nerves that control 
bowel, bladder, and sexual function.  Representative symptoms include leaky bladder, leaky bowels, or loss of sensation 
(numbness) around the pelvic sexual organs (the saddle area), or the inability to urinate or to start a bowel movement.  
Cauda Equina Syndrome is a medical emergency because the nerves that control these functions can permanently 
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deteriorate, and those functions may be lost or compromised forever.  The standard approach is to surgically 
decompress the nerves, and the window to do so may be as short as 12-72 hours.  If you have any of these symptoms, 
tell us immediately and if we cannot be reached, go to the emergency department. 

Initials:  _______________ 
 
Soft Tissue Injury:  Soft tissue primarily refer to muscles and ligaments.  Muscles move bones and ligaments limit joint 
movement to provide stability.  Rarely, a chiropractic adjustment, decompression, traction, massage therapy, etc., may 
overstretch some muscle or ligament fibers.  The result is a temporary increase in pain and necessitate treatments for 
resolution, but there are almost no long term affects for the patient.  These problems occur so rarely that there are no 
available statistics to quantify their incidence.               Initials:  _______________ 
 
Rib and other Fractures:  The ribs are found only in the thoracic spin (middle back).  They extend from your back to the 
front of your chest area.  Rarely, a chiropractic adjustment will crack a rib bone, and this is referred to as a fracture.  This 
occurs only in patients that have weakened bones from such things as osteoporosis and osteopenia.  Osteoporosis and 
osteopenia can be noted on your x-rays.  These problems occur so rarely that there are no available statistics to quantify 
their incidence.                  Initials:  _______________ 
 
Burns:  Some of the therapies used can generate heat or extreme cold.  We also recommend them for home care on 
occasion.  Everyone’s skin has a different sensitivity to these modalities, which could potentially burn or irritate the skin.  
The result is a temporary increase in pain, and rarely, some blistering of the skin.  These problems occur so rarely that 
there are no available statistics to quantify their incidence.  To reduce the likelihood of these occurrences, never put a 
home ice or heat pack directly on the skin, and always have an insulating towel between the treatment and your skin. 

Initials:  _______________ 
 
LLLT (Cold Laser) therapy is a medical treatment that uses specific wavelengths of light to impart energy into injured 
cells and tissues. According to the more than 4000 studies on pub.med.gov, it can be concluded that the majority of 
laboratory and clinical studies have demonstrated that LLLT has a positive effect on acute and chronic musculoskeletal 
pain.  This energy is transformed from photon energy to biochemical energy in the cells which can then be used for 
repair processes in the body. The expected direct outcomes from laser treatment may include reduced inflammation, 
reduced pain, increased circulation and repair of tissues. The indirect outcomes may include increased ranges of motion, 
comfort and activity levels. Alternatives to cold laser therapy include, but are not limited to, exercise therapy, anti-
inflammatory or anti-pain medication, ultrasound, massage therapy, chiropractic or physiotherapy.    Potential side-
effects are rare but may include short term aggravation of symptoms and skin irritation, or injury to the eye if shined 
directly into the eye.   Treatment directly over active cancer may increase the rate of tumor growth. 

Initials:  _______________ 
 
Please note that under Kansas Statute, Chiropractors are not legally authorized to prescribe medicine or surgery.  They 
are authorized to treat and make recommendations using foods, food concentrates, or other natural methods for care, 
as well as administer first aid or hygiene, if necessary. 

Initials:  _______________ 
 
 
 
I have read the above explanation of the chiropractic adjustment and related treatment. I have discussed it with my 
doctor and have had my questions answered to my satisfaction. By signing below, I state that I have weighed the risks 
involved in undergoing treatment and have myself decided that it is in my best interest (or said minor’s interest) to 
undergo the treatment recommended.  Having been informed of the risks, I hereby give my consent to undergo 
treatment and acknowledge that there is no guarantee or assurance as to the results that may be obtained from this 
treatment. 
 
Signature: __________________________________________________ Date: __________________________________ 
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Authorization for X-ray 

MALE: 
 
I hereby authorize Family Life Chiropractic & Wellness and whomever the clinical may designate as his/her legal 
assistant(s) to perform examinations, take X-rays, and perform treatment.   

 

Signature: __________________________________________________ Date:  __________________________________ 
 
 
 
 
 
 
 
 
 
 
FEMALE (check one): 
 
______I affirm, to the best of my knowledge that I am not currently pregnant.  Should this condition change I will notify 
the Doctor and/or his staff as soon as possible.  I understand that failure to do so may result in harm to myself or to my 
child and I release Family Life Chiropractic & Wellness from any and all related liability.  I hereby authorize Family Life 
Chiropractic & Wellness and whomever the clinic may designate as his/her legal assistant(s) to perform examinations, 
take X-rays, and perform treatment.   
 

---OR--- 
 
______I am or may be pregnant.  I have notified the doctor regarding my pregnancy and understand that this limits 
what examination procedures (including x-ray) and treatments are available to me.  I hereby authorize Family Life 
Chiropractic & Wellness and whomever the clinic may designate as his/her legal assistant(s) to perform examinations 
and treatment and release Family Life Chiropractic & Wellness from any and all related liability. 
 
 
Signature: __________________________________________________ Date: __________________________________ 
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Authorization for Healthcare Information 

Patient’s Name:_________________________________________ Date of Birth:_________________________________ 

Previous Name/Alias:____________________________________  SSN:________________________________________ 

I request and authorize  KJG, LLC dba FAMILY LIFE CHIROPRACTIC  to release healthcare information of the patient 

named above to the following people: 

Name:             Relationship to Patient: 

____________________________________________________      ___________________________________________ 

____________________________________________________      ___________________________________________ 

____________________________________________________      ___________________________________________ 

____________________________________________________      ___________________________________________ 

□  YES   □  NO I authorize the release of my healthcare records in their entirety to the person(s) listed above.  This  
includes:  Appointments, treatments, and health conditions. 

 
□  YES   □  NO I authorize the release of any records regarding any financials, including insurance, payments, and/or  

account billing to person(s) listed above 
 

Notice of Privacy Practices Acknowledgement 
I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have certain rights to privacy 

regarding my protected health information.  I also understand that this facility has the right to change its Notice of 

Privacy Practices and that I may contact the facility at any time to obtain a current copy of the Notice of Privacy 

Practices. 

By signing this Agreement, you are only acknowledging that you have received or been given the opportunity to 

receive a copy of our Notice of Privacy Practices.  

________________________________________________ ________________________________ 
Patient Name or Legal Guardian (print)    Date 
 
________________________________________________  
Signature 
 

□By checking this box, I do not agree to the terms included under the Notice of Privacy Practices and decline to sign 

the agreement. 

OFFICE USE ONLY:  We have made the following attempt to obtain the patient’s signature acknowledging receipt of 

the Notice of Privacy Practices 

Date:______________________________ Patient Attempted:___________________________________________ 

Staff Name:____________________________________________________________________________________ 

Staff Signature:_________________________________________________________________________________ 


