
Patient Information

Date____________

Name______________________________________________________________
! Last! ! ! ! First! ! ! M.I.! ! Preferred Name

Street______________________________________________________________

City_________  State____!  Zip_____      Email_____________________________

Home(____)  ____ - ______ Cell (____)  ____ - ______ Work (____)  ____ - _____

Date of Birth____________  Gender_________  Occupation__________________   

Employer__________________________   Employer Phone (____)  ____ - ______  

Employer Address____________________________________________________

Preferred time/method of contact________________________________________

How did you hear about our center?______________________________________

May we add you to our newsletter? ______________________________________

In Case of Emergency:

Contact_____________________  Relationship____________________________

Phone (____)  ____ - _________    Alternate Phone (____)____-______

Address___________________________________________________________

Signature / Signature of Guardian! ! ! ! ! Date

______________________________________! ! ! ____________
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Financial Policy
If you have been injured on the job and have or will be initiating a Workerʼs Compensation case or if you 
have been involved in an auto accident or personal injury case, Wildflowers Chiropractic may be 
considered an Out of Network Provider for your insurance company.  We will help you to determine 
whether your insurance will reimburse Wildflowers Chiropractic for the work performed here on your 
behalf.  Please fill out the following information so that we may assist you:

Primary Insurance Company_______________________________
Policy #__________________________________________
Group #__________________________________________
Name of Insured_____________________________________
Date of Birth of Insured__________________________________
Address__________________________________________
Secondary Insurance Company_____________________________
Policy #__________________________________________
Group #__________________________________________
Name of Insured_____________________________________
Date of Birth of Insured__________________________________
Address__________________________________________
I have read this financial policy.  I understand that all charges billed to me from Wildflowers Chiropractic 
are my responsibility to pay in full. Efforts will be made to obtain financial reimbursement from all 
applicable insurance companies or third party agencies, but ultimately it is my responsibility to pay for all 
services rendered me.

If I am a cash patient, there are discounts available for services if paid for at time of service.  A delay of 
payment forfeits the time of service discount.   It is my responsibility to pay for all services rendered me.

I understand that I may be assessed a $50.00 charge for any appointment missed or not cancelled more 
than 24 hours in advance of appointment time.  If I miss or do not cancel 3 appointments more than 24 
hours in advanced notice within the course of my treatment, my service provider will have the right to 
refuse additional appointments with me and the doctor/patient relationship may be terminated.

I understand that any check returned for insufficient funds will be assessed a $75.00 fee and it is at the 
service providerʼs discretion whether to accept checks from me in the future.
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Signature  /  Signature of Guardian!! ! ! ! Date
_________________________          " " "  __________



New Patient Intake

Name____________________________________  Age_______  Date of visit_____________________

What is the reason for your visit?_________________________________________________________   

___________________________________________________________________________________.

Please indicate where you are experiencing symptoms by 
circling and labeling the diagram below with the 
appropriate letter abbreviation to correspond with the area.  

D=dull pain
S=stiffness/soreness
P=sharp or shooting pain
N=numbness
T=tingling
B=burning pain
W=weakness

For areas where pain is experienced, please provide 
additional information below:

Area Affected Please rate level of pain 
with 0-10 where 0=NO pain 
and 10=the worst pain you 

can imagine

How often? 
(Hourly, daily, weekly, monthly, etc.)

How long does it last?
(Hours, days, weeks, etc.)

Do your symptoms affect your ability to perform daily activities?   Yes   /   No
Activity Affected Please rate level of functioning with 0-10 

where 0=zero functioning and 10=the best 
functioning of your life PSFS
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Signature / Signature of Guardian! ! ! ! ! ! Date

_________________________________________! ! ! ! _________________



Past Health History
Patient’s Name: ____________________________

Are you experiencing any major illness at 
this time?______________________________
_______________________________________
_______________________________________

Have you had any major surgeries or 
hospitalizations within your lifetime?  When 
and for what?___________________________
_______________________________________
_______________________________________

Have you had any accidents (car, falls, 
sports-related, other)?___________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________

Have you ever broken any bones?  If any, 
which ones and how?____________________
_______________________________________
_______________________________________

When was the first day of your last 
menstrual period?_______________________
Are you pregnant?_______________________
Are you taking oral contraception?________ 
_______________________________________

What is your occupation/job?___________
_______________________________________

Is your work physically demanding?  How?
_______________________________________
_______________________________________

Do you smoke or have you ever?__________
_______________________________________

How much alcohol do you drink within a 
week?_________________________________
Do you take any drugs, whether prescribed 
or not?  Please list them below. _________
_______________________________________
_______________________________________

Do you take any Over the Counter 
medications?____________________________
Do you take any supplements?
_______________________________________

Do you exercise on a regular basis?  What 
does exercise mean to you?______________
_______________________________________
Do you participate in any hobbies that can 
put a strain on your body (such as 
gardening, knitting, a high degree of video game 
play, etc.)?_____________________________
_______________________________________

In your diet, what types of food do you eat 
the most?______________________________
_______________________________________
In your diet, what types of food do you eat 
the least?______________________________
_______________________________________

How many hours per night do you sleep?__
Do you wake up well-rested?_____________

Are you currently in a relationship which 
makes you feel scared or threatened?______
_______________________________________
Are you currently experiencing a lot of 
stress in your life or within the past year?
_______________________________________
_______________________________________
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Signature  /  Signature of Guardian!! ! ! ! ! Date
_______________________________________! ! ! ! ___________________



Please indicate if you 
have or have had any of 
the following :

AIDS
Anemia
Arthritis
Cancer
Diabetes
Epilepsy
Fracture
Gout
Hypertension
Multiple Sclerosis
Osteopenia
Osteoporosis
Rheumatic Disease
(ex: Rheumatoid 

Arthritis,
Scleroderma, 
Ankylosing Spondylitis,
Other)

Please indicate if you 
have experienced any 
of the following within 
the past 6 months :

General:
Headache
Fever
Loss of Sleep
Weight Loss
Fatigue
Thyroid Issues
Allergies
Excessive Urination
Painful Urination
Discolored Urine

Musculoskeletal:
Neck Pain
Pain between shoulders
Low back Pain
Arm Pain
Leg Pain
Teeth Grinding
Other Jaw Issues
Foot Pain
Walking Issues
Spinal Curvature

Nervous System:
Numbness
Tingling
Weakness
Sharp/Burning Pain
Twitching
Seizures
Stroke
Stress
Anxiety
Depression

Gastrointestinal :
Excessive Thirst
Constipation
Diarrhea
Sexual Dysfunction
Nausea
Vomiting
Poor or Excessive 

Appetite
Abdominal Pain/

Cramping
Excessive Gas
Heartburn
Black or Bloody Stools
Liver or Gall Bladder 

Issues
Ulcers

Cardiovascular and 
Respiratory:

Chest Pain
Shortness of Breath
Heart Attack
Aneurysm
Asthma
Irregular Heartbeat
Heart Problems
Lung Problems
Varicose Veins
Ankle Swelling

EENT:
Any problems with:

Ears/Hearing
Eyes/Vision
Nose
Throat
Sinuses

Please indicate if any 
members of your 
immediate family have 
a history of the same 
condition or symptom 
as yours.
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Please indicate if you have 
or have had any of the 
following:

 AIDS
 Anemia
 Arthritis
 Cancer
 Diabetes
 Epilepsy
 Fracture
 Gout
 Hypertension
 Multiple Sclerosis
 Osteopenia
 Osteoporosis
 Rheumatoid Arthritis
 Scleroderma
 Ankylosing Spondylitis
 Other Rheumatic Disease
 Other Major Illness

Please list any relevant 
details:

________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________

Please indicate if you have 
experienced any of the 
following within the past 6 
months:

General:
 Headache
 Fever
 Loss of Sleep
 Weight Loss
 Fatigue
 Thyroid Issues
 Allergies
 Excessive Urination
 Painful Urination
 Discolored Urine

Musculoskeletal:
 Neck Pain
 Pain between shoulders
 Low back Pain
 Arm Pain
 Leg Pain
 Teeth Grinding
 Other Jaw Issues
 Foot Pain
 Walking Issues
 Spinal Curvature

Nervous System:
 Numbness
 Tingling
 Weakness
 Sharp/Burning Pain
 Twitching
 Seizures
 Stroke
 Stress
 Anxiety
 Depression

Gastrointestinal:
 Excessive Thirst
 Constipation
 Diarrhea
 Sexual Dysfunction
 Nausea
 Vomiting

 Poor or Excessive Appetite
 Abdominal Pain/Cramping
 Excessive Gas
 Heartburn
 Black or Bloody Stools
 Liver or Gall Bladder Issues
 Ulcers

Cardiovascular and 
Respiratory:

 Chest Pain
 Shortness of Breath
 Heart Attack
 Aneurysm
 Asthma
 Irregular Heartbeat
 Heart Problems
 Lung Problems
 Varicose Veins
 Ankle Swelling

EENT:
Any problems with:

 Ears/Hearing
 Eyes/Vision
 Nose
 Throat
 Sinuses

*Please indicate if any 
members of your immediate 
family (parents, 
grandparents, siblings, 
children)
have a history of the same 
condition or symptom as 
yours.
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Consent to Treatment

Chiropractic examination and therapeutic procedures are considered safe and effective 
methods of care. These include spinal adjustments, extremity adjustments, heat, 
manual muscle therapy, and therapeutic rehabilitation exercises. Occasionally, however, 
complications may arise. While the chances of experiencing complications are small, it 
is the practice of Wildflowers Chiropractic to inform our patients about any possible 
complications. These may include, but are not limited to; soreness, inflammation, soft 
tissue injury or bruising, dizziness, burns, or temporary worsening of symptoms. More 
serious complications are extremely rare, and their association with spinal adjustments 
are debated. These complications include injury to arteries in the neck which may be 
associated with stroke and serious neurologic impairment, injuries of the spinal discs, 
and spinal fractures. Additional information on side effects and complications are 
available upon request.

I have read and understand the above statements regarding treatment side effects, and 
I also understand that there is no guarantee for a specific cure or result that is implied or 
to be inferred pertaining to the course of treatment I receive at Wildflowers Chiropractic.

Print Name

______________________________________

Signature

______________________________________

Print Guardian’s Name

______________________________________

Signature of Parent/Guardian! ! ! ! ! ! Date

______________________________________! ! ! _____________
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Right to Privacy

Protecting the privacy of your protected health information is important to us. Protected 
health information includes both medical and idividually identifiable information. We will 
not disclose this information without your authorization, except as required by law.

Our Notice of Privacy Practices provides information about how your protected health 
information may be used or disclosed. You have the right to request that we restrict how 
protected health information about how it is used or disclosed. Upon request, we will 
give you a copy of your Notice of Privacy Practices for yo to review and/or make a copy 
for your records.

By signing this form, you consent to our use and disclosure of your protected health 
information as indicated in the Notice of Privacy Practices. Please note that your 
personal informant is not shared with third parties, such as financial, credit, or marketing 
companies. Use is restricted to procedures that are relevant to your care.

Print Name! ! ! ! ! ! ! ! ! Date

______________________________________! ! ! _____________

Signature

______________________________________

Print Guardian’s Name

______________________________________

Signature of Parent/Guardian! ! ! ! ! !

______________________________________! ! !
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Notice of Privacy Practices

This notice takes effect on January 3, 2011 and 
remains in effect until we replace it.

OUR PLEDGE REGARDING MEDICAL 
INFORMATION:
Your Protected Health Information (PHI)  
includes both medical and individually 
identifiable information.  The privacy of your 
PHI is important to us, and we are committed 
to protecting it. We create a record of the 
care and services you receive at Wildflowers 
Chiropractic and Wellness Center. We need 
this record to provide you with quality care 
and to comply with certain legal 
requirements. This notice will tell you about 
the ways we may use and share your PHI. We 
also describe your rights and duties 
regarding the use and disclosure of PHI.

OUR LEGAL DUTY:
We are required by law to:

• Keep your Protected Health 
Information private.

• Follow the terms of this notice.
• Give you access to this notice 

describing our legal duties, privacy 
practices and your rights regarding 
your Protected Health Information.

HOW WE MAY USE AND DISCLOSE YOUR 
PROTECTED HEALTH INFORMATION (PHI):
The following describes different ways that 
we use and disclose PHI. Not every use or 
disclosure will be listed; however, all of the 
ways we are permitted to use and disclose 
information will fall within one of these 
categories.

For Treatment. We may use PHI to provide 
you with medical treatment or services. We 
may disclose your PHI to doctors, nurses, 
nutritionists, technicians, medical/
chiropractic students or other clinic 
personnel who are involved in taking care of 
you at Wildflowers Chiropractic and Wellness 
Center. We may also share your PHI with your 
other health care providers to assist them in 
treating you.

For Payment. We may use and disclose PHI 
for payment purposes. We may use and 
disclose PHI so that the health care you 
receive may be billed and paid for by you, 
your insurance company, or another third 
party.

For Healthcare Operations. We may use and 
disclose PHI for clinic operations. These uses 
are necessary to run Wildflowers Chiropractic 
and Wellness Center and to ensure that all of 
our patients receive quality care. This might 
include measuring and improving quality of 
care, evaluation performances of employees, 
conducting training programs and getting 
any accreditation, certificates, licenses and 
credentials we need to better serve you. We 
will remove information that identifies you so 
people outside may study your health data 

without knowing who you are. We may use 
and disclose PHI about you to send you 
mailings about health-related products and 
services available.

Contacting You. We may use and disclose 
PHI to reach you about appointments and 
other matters. We may contact you by mail, 
telephone or email. We may leave voice 
messages at the telephone number you 
provide us with, and we may respond to your 
email address.

Individuals Involved In Your Care.  We may 
release PHI to an individual who is directly 
involved in your medical care. We may also 
give PHI to someone who helps pay for your 
care.

Research.  We may use your health 
information for research purposes in limited 
circumstances where the research has been 
approved by a review board that has 
reviewed the research proposal and 
established protocols to ensure the privacy of 
PHI. Note: Under no circumstances will your 
name be associated with your medical data 
for research purposes. 

As Required by Law.  We will disclose PHI 
when required to do so by federal, state or 
local law. We may release PHI if asked to do 
so by a law enforcement official.

Health Oversight Activities.  We may 
disclose PHI to a health oversight agency for 
activities authorized by law such as audits, 
investigations, inspections and licensure.
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These activities are necessary for the 
government to monitor the health care 
system, government programs, and for 
compliance with civil rights laws.

Public Health Activities.  We will disclose 
PHI for public health related activities such as 
preventing or controlling disease, injury or 
disability, reporting births and deaths, 
reporting child abuse or neglect, notifying 
patients of recalls of products they may be 
using, notifying a person who may have been 
exposed to a disease or may be at risk for 
contracting or spreading a disease or 
condition. We will notify the appropriate 
government authority if we believe a patient 
has been the victim of abuse, neglect or 
domestic violence. We will only make this 
disclosure if you agree, or when required or 
authorized by law.

Lawsuits and Disputes. If you are involved 
in a lawsuit or a dispute, we may disclose PHI 
in response to a court or administrative 
order. We may also disclose PHI in response 
to a subpoena, discovery request or other 
lawful process by someone else involved in 
the dispute, but only if efforts have been 
made to tell you about the request or to 
obtain an order protecting the information 
requested.

Disaster Relief. PHI with a public or private 
organization or person can legally assist in 
disaster relief efforts.

Funeral Director, Coroner, Medical 
Examiner. We may release PHI to a coroner 

or medical examiner to identify a deceased 
person or to determine the cause of death. 
We may also release PHI to funeral directors 
as necessary to help them carry out their 
duties.

National Security and Intelligence 
Activities. We may release PHI to authorized 
federal officials for intelligence, 
counterintelligence, and other national 
security activities authorized by law.

Workers’ Compensation. We may release PHI 
for workers’ compensation or similar 
programs. These programs provide benefits 
for work-related injuries or illness.

YOUR INDIVIDUAL RIGHTS

You have the right to:
1. Look at or get copies of your Protected 
Health Information (PHI). We will use the 
format you request unless it is not practical 
to do so. You must make a request in writing 
using the contact information above. If you 
request a paper copy, we will charge you for 
each page as well as postage, if necessary. 
2. Receive a list of all of the times we shared 
your PHI for purposes other than treatment, 
payment, healthcare operations and the other 
specified exceptions.
3. Request that we place additional 
restriction on our use or disclosure of your 
PHI. We are not required to agree to these 
additional restrictions, but if we do, we will 
abide by our agreement except as required 
by law or in the case of an emergency.

4.  Request that we communicate with you 
about your PHI by different means or 
todifferent locations. Your request that we 
communicate your PHI by different means or 
to different locations must be made in 
writing to Wildflowers Chiropractic and 
Wellness Center. 
5.  Request that we change your PHI. We may 
deny your request if we did not create the 
information you want changed or for certain 
other reasons. If we deny your request we 
will provide a written explanation. You may 
respond with a statement of disagreement 
which will be added to the information you 
wanted changed. If we accept your request to 
change the information, we will make 
reasonable effort to tell others, including 
people you name, of the change and to 
include the changes in any future sharing of 
that information. 
6. You have the right to receive a paper copy 
of this document should you so choose.

Questions/ Complaints: 
If you believe your privacy rights have been 
violated, please contact us. You may also 
submit a complaint to the U.S. Department of 
Health and Human Services.   All complaints 
must be made in writing. You will not be 
penalized for filing a complaint.
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