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Whom may we thank for referring you to this office? ______________________________________ 

 
APPLICATION FOR CARE AT BACK IN ACTION CHIROPRACTIC 

Today’s Date: __________________         HRN: ___________________ 
PATIENT DEMOGRAPHICS 
Name: ___________________________________________ Birth Date: _____-_____-_____   Age: _______       Male    Female 
 

Address: _________________________________________    City: _________________________________ State: _____ Zip: ___________ 
 

E-mail Address: ___________________________Home Phone: ___________________Mobile Phone:_______________Provider:________ 
 

Marital Status:  Single       Married      Do you have Insurance:   Yes       No         Work Phone: ______________________________ 
 

Social Security #: ___________________________________ Driver’s License #: _______________________________________________ 
 

Employer: ________________________________________    Occupation: ____________________________________________________ 
 

Preferred Method of Contact: ________________________________________ Spouse’s Name: __________________________________ 
 

Number of children _______ Names and ages: ___________________________________________________________________________ 
  

Name & Number of Emergency Contact: _________________________________________ Relationship: ___________________________ 
 

HISTORY of COMPLAINT 

LIST THE HEALTH CONCERNS THAT BROUGHT YOU INTO THIS OFFICE 
 
Health Concern:                           Rate of Severity        When did        Have you had the   Did the        Are symptoms 
List according to severity             0 = no pain                        this problem         problem before?           problem begin        constant (C) or  
             10 = unbearable        start?           If so, when?    with an injury?        Intermittent (I)? 
 

Primary: ________________       ______________           ____________       ________________          __________              _______ 

Second: ________________        ______________           ____________       ________________          __________              _______ 

Third: __________________        ______________           ____________       ________________          __________              _______ 

Fourth: _________________       ______________           ____________       ________________          __________               _______ 

Condition(s) ever been treated by anyone in the past? No    Yes  If yes, when: ______ by whom? _______________________________ 

How long were you under care: ____________     What were the results? _____________________________________________________ 

Name of Previous Chiropractor: _______________________________      N/A 

PLEASE MARK the areas on the Diagram with the following letters to describe 
your symptoms: 

R = Radiating   B = Burning   D = Dull   A = Aching   
N = Numbness   S = Sharp/Stabbing     T = Tingling 

 

 

 

What relieves your symptoms? _________________________________________ 

What makes your symptoms feel worse? _________________________________ 

Is your problem the result of ANY type of accident?  Yes,    No 
 
Identify any other injury(s) to your spine, minor or major, that the doctor should know about: 

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 
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PAST HISTORY 
Have you suffered with any of this or a similar problem in the past?  No  Yes   If yes, how many times? _________ When was the last 
episode? _____________________ How did the injury happen? _____________________________________________________________ 
 
Other forms of treatment tried:  No   Yes   If yes, please state what type of treatment: _________________________________, and 
who provided it: _________________________ How long ago? _______What were the results.  Favorable  Unfavorable please 
explain. ____________________________________________________________________ ____________________________________ 
 

Please identify any and all types of jobs you have had in the past that have imposed any physical stress on you or your body:  

______________________________________________________________________________________________________________ 

If you have ever been diagnosed with any of the following conditions, please indicate with a P for in the Past, C for Currently 
have or N for Never have had: 
___ Broken Bone    ___Dislocations         ___ Tumors      ___Rheumatoid Arthritis    ___ Fracture     ___Disability   ___Cancer 
___ Heart Attack     ___Osteo Arthritis    ___ Diabetes    ___Cerebral Vascular          ___ Other serious conditions: _________ 
 
PLEASE identify ALL PAST and any CURRENT conditions you feel may be contributing to your present problem: 

                                               HOW LONG AGO                      TYPE OF CARE  RECEIVED                                   BY WHOM 
INJURIES                          

SURGERIES                      

CHILDHOOD DISEASES  

ADULT DISEASES            

 

SOCIAL HISTORY 
1. Smoking: cigars  pipe   cigarettes     How often?  Daily      Weekends      Occasionally      Never 
2. Alcoholic Beverage: consumption occurs                          Daily     Weekends      Occasionally      Never 
3. Recreational Drug use:                                                          Daily     Weekends      Occasionally      Never 
4. Hobbies -Recreational Activities- Exercise Regime: How does your present problem affect? (See ADL form) 

FAMILY HISTORY:  
1. Does anyone in your family suffer with the same condition(s)?    No    Yes  
    If yes whom:  grandmother    grandfather    mother   father    sister(s)    brother(s)    son(s)    daughter(s) 
    Have they ever been treated for their condition?    No      Yes      I don’t know 
2. Any other hereditary conditions the doctor should be aware of?    No    Yes: ___________________________________ 

 
I hereby authorize payment to be made directly to BACK IN ACTION CHIROPRACTIC, for all benefits which may be payable under a healthcare 
plan or from any other collateral sources. I authorize utilization of this application or copies thereof for the purpose of processing claims and 
effecting payments, and further acknowledge that this assignment of benefits does not in any way relieve me of payment liability and that I 
will remain financially responsible to BACK IN ACTION CHIROPRACTIC for any and all services I receive at this office. 
  

_____________________________________    _____ - _____ - _____ 
Patient or Authorized Person’s Signature    Date Completed 
 
_____________________________________    _____ - _____ - _____ 
Doctor’s Signature     Date Form Reviewed 
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ACTIVITIES OF LIFE 
Please identify how your current condition is affecting your ability to carry out activities that are routinely  
part of your life: 
 

_____ACTIVITIES: EFFECT:  
Carry Children/Groceries  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Sit to Stand  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Climb Stairs   No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Pet Care  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Extended Computer Use  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Lift Children/Groceries  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Read/Concentrate  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Getting Dressed  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Shaving  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Sexual Activities  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Sleep  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Static Sitting  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Static Standing  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Yard work  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Walking  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Washing/Bathing  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Sweeping/Vacuuming  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Dishes  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Laundry  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Garbage   No Effect  Painful (can do)  Painful (limits  Unable to Perform 

Driving  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Other: _____________  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

 

List Prescription & Non-Prescription drugs you take: _________________________________________________________ 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________ 

Patient signature: _____________________________________________________________________ Today’s Date: ___/___/___ 

 

Continued on next page
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Please mark P for in the Past, C for Currently have, or N for Never 

___ Headache ___ Pregnant (Now) ___ Dizziness ___ Prostate Problems ___ Ulcers 

___ Neck Pain ___ Frequent Colds/Flu ___ Loss of Balance ___ Impotence/Sexual Dysfun. ___ Heartburn 

___ Jaw Pain, TMJ ___ Convulsions/Epilepsy ___ Fainting ___ Digestive Problems ___ Heart Problem 

___ Shoulder Pain ___ Tremors  ___ Double Vision ___ Colon Trouble ___ High Blood Pressure 

___ Upper Back Pain ___ Chest Pain  ___ Blurred Vision ___ Diarrhea/Constipation ___ Low Blood Pressure 

___ Mid Back Pain ___ Pain w/Cough/Sneeze ___ Ringing in Ears ___ Menopausal Problems ___ Asthma 

___ Low Back Pain ___ Foot or Knee Problems ___ Hearing Loss ___ Menstrual Problem ___ Difficulty Breathing 

___ Hip Pain ___ Sinus/Drainage Problem ___ Depression ___ PMS ___ Lung Problems 

___ Back Curvature ___ Swollen/Painful Joints ___ Irritable ___ Bed Wetting ___ Kidney Trouble 

___ Scoliosis ___ Skin Problems ___ Mood Changes ___ Learning Disability ___ Gall Bladder Trouble 

___ Numb/Tingling arms, hands, fingers ___ ADD/ADHD ___ Eating Disorder ___ Liver Trouble 

___ Numb/Tingling legs, feet, toes ___ Allergies ___ Trouble Sleeping ___ Hepatitis (A,B,C) 

List Your Current Health Goals Below 

 
HEALTH GOAL                             SIGNIFICANCE OF GOAL 
 

Ex: _Get rid of my headaches__________     I want to play with my kids without__  

                 ________ _     pain, be able to spend more time with 

       ________________________________      my family and have more energy.  
 

 

1.________________________________       ________________________________ 

   ________________________________     ________________________________ 

   ________________________________     ________________________________ 

 

2.________________________________  ___________________ ________________________________ 

   ________________________________     ________________________________ 

   ________________________________     ________________________________ 

 

3.______________________________________________________  ________________________________ 

   ________________________________     ________________________________ 

   ________________________________     ________________________________ 
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FAMILY HEALTH HISTORY 
THIS FORM IS TO ASSIST THE DOCTORS BY PROVIDING PAST HEALTH HISTORY INFORMATION FOR THEIR REVIEW. 

 
 
__________________________________________     ____________________________ 
PLEASE PRINT YOUR NAME HERE       DATE 
 

 

  

CONDITION SPOUSE SON DAUGHTER MOTHER FATHER 

HEADACHES      

NECK PAIN      

JAW/TMJ PAIN      

SHOULDER PAIN      

BACK PAIN      

HIP/LEG PAIN      

ARTHRITIS/JOINT PAIN      

 EAR INFECTIONS      

 HEARING LOSS      

DIZZINESS       

LOSS OF ENERGY      

 NERVOUSNESS      

BLURRED/DOUBLE VISION      

 ANXIETY      

ADD/ADHD      

DEPRESSION      

ALLERGIES      

SINUS ISSUES       

THYROID PROBLEMS      

 ASTHMA      

BREATHING PROBLEMS       

HEART PROBLEMS      

HIGH/LOW BLOOD PRESSURE      

STOMACH PROBLEMS      

BED WETTING      

INFERTILITY      

SCIATICA       

FIBROMYALGIA       

POOR POSTURE      

SLEEP PROBLEMS      

STROKE      

CANCER      

HEART DISEASE      

DIABETES      

ARTHRITIS      

ALZHEIMERS      
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QUADRUPLE VISUAL ANALOGUE SCALE (QVAS) 

 
 
Please circle the number that best describes the question asked pertaining to your primary complaint.  If you have more than one complaint, please 
answer each question for each individual complaint and indicate the score of each complaint. 

 
 
EXAMPLE: 

No pain            Worst possible pain 
0      1      2      3      4      5      6      7      8      9      10 

 
 
1.  How would you rate your pain RIGHT NOW? 

            
0 1 2 3 4 5 6 7 8 9 10 

 
 
2.  What is your typical or AVERAGE pain?  

            
0 1 2 3 4 5 6 7 8 9 10 

 
 
3.  What is your pain level at its BEST?  (How close to 0 does your pain get at its best?) 

            
0 1 2 3 4 5 6 7 8 9 10 

  What percentage of your awake hours is your pain at its best?  ______% 
 
 
4.  What is your pain level at its WORST?  (How close to 10 does your pain get at its worst?) 

            
0 1 2 3 4 5 6 7 8 9 10 

       What percentage of your awake hours is your pain at its worst?  ______% 
 
 
Practice Member Name: __________________________________________________ Date: ____________________ 
 
 
Score: Q1        +Q2        +Q4        =         /3x10=         (Low Intensity = <50; High Intensity = >50)  
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NOTICE OF PRIVACY PRACTICES 
Effective Date:  March 1st, 2015 

 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 

ACCESS TO THIS INFORMATION. PLEASE REVIEW THIS NOTICE CAREFULLY. 

 

This Notice of Privacy describes how we may use and disclose your Protected Health Information (PHI) to carry out treatment, payment or health care 

operations (TPO) and for other purposes that are permitted or required by law.  It also describes your rights to access and control your PHI.  “Protected Health 

Information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or 

mental health condition and related health care services. 

 

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 

Treatment: We may use and disclose your personal information to provide you with treatment or services. For example, we may use your health information 

to prescribe a course of treatment or make a referral. We will record your current healthcare information in a record so, in the future, we can see your medical 

history to help in diagnosing and treatment, or to determine how well you are responding to treatment. We may provide your health information to other health 

providers, such as referring or specialist physicians, to assist in your treatment. Should you ever be hospitalized, we may provide the hospital or its staff with 

the health information it requires to provide you with effective treatment. 

 

Payment: We may use and disclose your health information so that we may bill and collect payment for the services that we provided to you. For example, 

we may contact your health insurer to verify your eligibility for benefits, and may need to disclose to it some details of your medical condition or expected 

course of treatment. We may use or disclose your information so that a bill may be sent to you, your health insurer, or a family member. The information on 

or accompanying the bill may include information that identifies you and your diagnosis, as well as services rendered, any procedures performed, and supplies 

used. Also, we may provide health information to another health care provider, such as an ambulance company that transported you to our office, to assist in 

their billing and collection efforts.  

 

Health Care Operations: We may use and disclose your health information to assist in the operation of our practice. For example, members of our staff may 

use information in your health record to assess the care and outcomes in your case and others like it as part of a continuous effort to improve the quality and 

effectiveness of the healthcare services we provide. We may disclose your health information to conduct cost‐management and business planning activities 

for our practice. We may also provide such information to other health care entities for their health care operations. For example, we may provide information 

to your health insurer for its quality review purposes. 

 

Other Permitted and Required Uses and Disclosure will be made only with your consent, authorization or opportunity to object unless required by law.  

You may revoke the authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance 

on the use or disclosure indicated in the authorization. 

 

YOUR HEALTH INFORMATION RIGHTS 

The following are statements of your rights with respect to your protected health information. 

 

Right to Obtain a Paper Copy of This Notice: You have the right to a paper copy of this Notice of Privacy Practices at any time. Even if you have agreed 

to receive this notice electronically, you are still entitled to a paper copy. 

 

Right to Inspect and Copy: You have the right to inspect and copy medical information that may be used to make decisions about your care. Usually, this 

includes medical and billing records, but does not include psychotherapy notes. You have a right to information that is stored electronically that is not in EHR 

software, including information stored in MS Word, Excel, PDF, plain text and other electronic formats. To inspect and copy medical information, you must 

submit a written request to our privacy officer. We will supply you with a form for such a request. If you request a copy of your medical information, we 

may charge a reasonable fee for the costs of labor, postage, and supplies associated with your request. We may not charge you a fee if you require your 

medical information for a claim for benefits under the Social Security Act or any other state or federal needs‐based benefit program.  If your medical 

information is maintained in an electronic health record, you also have the right to request that an electronic copy of your record be sent to you or to another 

individual or entity. We may charge you a reasonable cost based fee limited to the labor costs associated with transmitting the electronic health record. You 

have a right to have this information with-in 30 days of receipt of your request. 

 

Right to Amend: If you feel that medical information we have about you is incorrect or incomplete, you may ask us to amend the information. You have the 

right to request an amendment for as long as we retain the information.  To request an amendment, your request must be made in writing and submitted to our 

privacy officer. In addition, you must provide a reason that supports your request.  We may deny your request for an amendment if it is not in writing or does 

not include a reason to support the request. In addition, we may deny your request if you ask us to amend information that: 

• was not created by us, unless the person or entity that created the information is no longer available to make the amendment; 

• is not part of the medical information kept by or for [name of provider]; 

• is not part of the information which you would be permitted to inspect and copy; or 

• is accurate and complete. 

 

If we deny your request for amendment, you may submit a statement of disagreement. We may reasonably limit the length of this statement. Your letter of 

disagreement will be included in your medical record, but we may also include a rebuttal statement.  
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Right to an Accounting of Disclosures: You have the right to request an accounting of disclosures of your health information made by us. In your accounting, 

we are not required to list certain disclosures, including: 

• disclosures made for treatment, payment, and health care operations purposes or disclosures made incidental to treatment, payment, and health 

care operations, however, if the disclosures were made through an electronic health record, you have the right to request an accounting for such 

disclosures that were made during the previous 3 years; 

• disclosures made pursuant to your authorization; 

• disclosures made to create a limited data set; 

• disclosures made directly to you. 

 

To request an accounting of disclosures, you must submit your request in writing to our privacy officer. Your request must state a time period which may not 

be longer than six years and may not include dates before April 14, 2003. Your request should indicate in what form you would like the accounting of 

disclosures (for example, on paper or electronically by email). The first accounting of disclosures you request within any 12 month period will be free. For 

additional requests within the same period, we may charge you for the reasonable costs of providing the accounting of disclosures. We will notify you of the 

costs involved and you may choose to withdraw or modify your request at that time, before any costs are incurred. Under limited circumstances mandated by 

federal and state law, we may temporarily deny your request for an accounting of disclosures. 

 

Right to Request Restrictions: You have the right to request a restriction or limitation on the medical information we use or disclose about you for treatment, 

payment, or health care operations.  You also have the right to request a limit on the medical information we communicate about you to someone who is 

involved in your care or the payment for your care. You have a right to restrict certain disclosures of Protected Health Information to a health plan where you 

have paid out of pocket in full for the healthcare item or service. As noted above, we are not required to agree to your request. If we do agree, we will comply 

with your request unless the restricted information is needed to provide you with emergency treatment. To request restrictions, you must make your request 

in writing to our privacy officer. In your request, you must tell us what information you want to limit, whether you want to limit our use, disclosure, or both 

and to whom you want the limits to apply. 

 

Right to Request Confidential Communications: You have the right to request that we communicate with you about medical matters in a certain way or at 

a certain location. For example, you can ask that we only contact you at work or by e‐mail. To request confidential communications, you must make your 

request in writing to our privacy officer.  We will accommodate all reasonable requests.  

 

Right to Receive Notice of a Breach: We are required to notify you by first class mail or by email (if you have indicated a preference to receive information 

by e‐mail), of any breaches of Unsecured Protected Health Information as soon as possible, but in any event, no later than 60 days following the discovery of 

the breach. “Unsecured Protected Health Information” is information that is not secured through the use of a technology or methodology identified by the 

Secretary of the U.S. Department of Health and Human Services to render the Protected Health Information unusable, unreadable, and undecipherable to 

unauthorized users.  

 

COMPLAINTS 

If you believe your privacy rights have been violated, you may file a complaint with us or with the Secretary of the U.S. Department of Health and Human 

Services.  We will not retaliate against you for filing a complaint. To file a complaint with us, contact our privacy officer at the address listed above.  All 

complaints must be submitted in writing and should be submitted within 180 days of when you knew or should have known that the alleged violation occurred.  

 

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to 

protect health information.  We are also to abide by the terms of the notice currently in effect.  If you have any questions in reference to this form, 

please ask to speak with our HIPAA Compliance Officer in person or by phone at our main phone number. 

 

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. 

 

 

Signature:_______________________________________________________       Date: ________________________________ 

 

 

Print Name: _____________________________________________________   

 


