
Naturally Chiropractic Family Wellness CenterNaturally Chiropractic Family Wellness CenterNaturally Chiropractic Family Wellness CenterNaturally Chiropractic Family Wellness Center                                                                                                                                                                                                                                                                        Today’s Date:        ____________________    
Name:               F  M   Age:           Birthdate:____                  SS #: __________________ 
Mailing Address:      ______City:_________________________Zip:___________ 
Phone #:       Cell#_____________________      E-mail________________________________________ 
Marital Status:  M  S  D  W  Spouse/Guardian’s Name:   _____  Birthdate:    SS #: ____________ 
Number of Children:    Ages of Children:  ____________ 
Your/Guardian’s Occupation & Employer:         ____________ 
Work Phone #:   _______  Is it OK to Call at Work?  Y  N 
Spouse’s Occupation & Employer:             
What brings you to our office today?             
Were you injured at work or in an automobile accident?  Y   N    If yes,  please give date of injury:    ______ 
How did you hear about our office?          ___________ 
CONSENT TO TREAT A MINOR CHILD:CONSENT TO TREAT A MINOR CHILD:CONSENT TO TREAT A MINOR CHILD:CONSENT TO TREAT A MINOR CHILD: (If applicable) 
I, the undersigned, the parent or legal guardian of the above named child, hereby authorize the doctor(s) of Naturally Chiropractic Family Wellness Center, or whomever 
they delegate, to examine, and/or treat the above mentioned child, within the scope of Chiropractic examination and treatment guidelines.  I have had any questions or 
concerns addressed to my satisfaction. 

                 
Signature       Printed Name      Date 

****************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************    

WHY THIS FORM IS IMPORTANT:WHY THIS FORM IS IMPORTANT:WHY THIS FORM IS IMPORTANT:WHY THIS FORM IS IMPORTANT:    
 As a full spectrum Chiropractic office, we focus on your ability to be healthy & active.  Our goals are, first to address the issues that brought you here & second, to offer 
you the opportunity of improved health potential & wellness services for you & your family in the future.   We face chemical, physical & emotional stresses on a daily basis .  
Most times, effects are gradual & are not even felt until they become serious.  Please answer the following questions as completely as possible allowing us to better sees the 
challenges to your health potential. 

• List any complications during or after your ownyour ownyour ownyour own birth. (Include forceps, Caesarian, vacuum extraction or induction) 
____________________________________________________________________________________________________ 

• List any significant childhood illnesses/surgeries, physical or emotional trauma or prolonged medication used. 
______________________________________________________________________________________ 

• Check any of the following health challengers you have faced in the past 5 years (CIRCLE CURRENT ISSUES):CIRCLE CURRENT ISSUES):CIRCLE CURRENT ISSUES):CIRCLE CURRENT ISSUES): 
__Headaches                     __Numbness/Tingling in limb(s)                       __Sleeping problems                             __Digestive/Bowel Issues 
__Depression                        __High Stress (personal/job)                           __Emotional Trauma                            __Beck/Neck Pain 
__Physical Trauma              __Kidney/Bladder/Prostrate Issues             __Menstrual/Hormonal Issues          __Pain in Limb(s) 
__Surgery                              __Dizziness/Passing out                                      __Poor Diet/Exercise                         __Severe Health Problems 
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 

• List any medications you are currently taking (prescription and over the counter) & what they are for: 
____________________________________________________________________________________________________ 

• Females only:  Females only:  Females only:  Females only:  Are you, or could you be pregnant?     Y   N 
• Have you been under Chiropractic care before?  Y  N   If so, when and by whom were you last adjusted?_________________ 
• What result applies best to the level of care you are hoping to obtain from our office? What result applies best to the level of care you are hoping to obtain from our office? What result applies best to the level of care you are hoping to obtain from our office? What result applies best to the level of care you are hoping to obtain from our office?  

___RELIEF –Relief from pain & symptoms to be more comfortable 
___CORRECTION –Going beyond relief from pain & correcting the problem at its source 
___WELLNESS –To become healthier, focusing on vitality & wellness 
 
I herby certify that the information given on this form is true to the best of my knowledge.  I agree to allow this office and its designated staff to perform an assessment 
and/or treatment on me.  I understand that, regardless of any expected insurance contribution or settlement, I am ultimately responsible for any charges I incur at this office. 
 
Signature________________________________________________Printed Name____________________________________________Date___________ 
 
 



Office The 5ckeclule and InancIaI f'oIic, j 

5ervicc 	 Fee  

chiropractic Adjustment 
Mechanical Distraction 	 $20 
Manual Therapy 	 $30 
Assessment/Computerized Spinal Scans 	 $50 to $150 each 
X-Rays (3 view cerv, 2 view thor, 2 view lumbar) 	$155 

**There  is a cash discount adjustment fee of $35 if you do not have insurance benefits or choose not to have us file 
your insurance claims. Our costs are significantly reduced if we do not file your insurance claims and we pass the 
discount on to you. 

j=inanclal roIIc, and Adju5tment rackages  

• We are committed to providing you & your family with exceptional Chiropractic care & service in a healing 
environment & have established our financial policies to achieve that goal. In the event you do not have 
insurance that contributes to Chiropractic care, or if your benefits have been exhausted, we have Adjustment 
Packages available for purchase for everyone interested in getting the most out of Chiropractic and moving 
toward full expièsibn of lif. These packages are designed to help you & your family take strides in growing 
stronger and more amazing each day with Chiropractic care. Your options will be discussed in your Chiropractic 
report. 

• If you have insurance that will contribute to your Chiropractic care, we will file your insurance claims for you, as 
a courtesy, however, keep in mind that your agreement is between you and your insurance company & 
payment for any portion of your financial responsibility is expected in a timely manner. Verification of insurance  
coverage is NOT a guarantee of payment. We rdo not base your care recommendations on your Iinsurance coverage 
& neIther should you. It is not  uncommon for your insurance coverage to stop in the middle of a care plan. You 
are also responsible for keeping track of your visits (how many are covered) for insurance purposes, and 
when your coverage stops. For this reason, we have Adjustment Package options to fit various needs, because 
your health is important to us! It is also important for your family to enjoy the many benefits of Chiropractic-just 
ask about our Adjustment Packages to make this possible for your family. The investment you make in yourself 
and your family will pay lifelong dividends. 

Payment will be expected at the 1iruesevices are rendered, unless you have arranged an;Adjustment 
Package in advance. ffyou are paying on a per visit basis, it is an office policy to allow a patient balance of 
no more than $60 to accrue on an account. We may be able to make flexible payment arrangements with 
you in advance, but open communication is a must  - keep us in the loop and we are happy to discuss it. 

• If you acquire insurance for a special situation, such as Personal Injury, Auto Accident or Worker's 
Compensation Claim, and choose to utilize that coverage, we will file your insurance cdaimsfor you. Personal 
Injui'or Auto Accident claims without PIP coverage will only be accepted on'a lien basis if there is Attorney  
representation. This ensures that you receive the care you need to recover from your injuries and are not left 
financially responsible for services rendered during care at our office. 

I have read, I understand, and I accept the above policies. 

Patient Signature 	 Printed Name 	 Date 










