
Darlington Chiropractic Clinic, LLC - 622 East Street Darlington, WI.  608 776 4325

Date:  


  PATIENT APPLICATION SURVEY 

First Name:  


  Middle Initial:  

  Last Name:  


 Age:  _______  Gender:   M     F      

Home Address:  






  Home Phone:  (         )  





City, State, Zip:  






  Work  Phone:  (         )  





Email Address:  






  Cell  Phone:     (         )  





Birth Date:  ______ / ______ / _______   Social Security #:  ________ - ______ - _________     Marital Status:   S   M   D  W
    

Names of Children:  ___________________________________________________________________   Ages:  




Occupation:  __________________________________________________    Employer Name:  






Spouse’s Name:  __________________________ Work Phone:  (       )

  Cell Phone:  (        ) 




How were you referred to this office?  












PURPOSE OF THIS VISIT

Main Complaint: (please circle)      Neck    
 Mid Back              Low Back            Other Region or Complaint:___________________


Is this related to an auto accident / work injury?    Yes    No      How did it happen?:  







When did this condition start?  __________/_____/________  

How often do you experience these symptoms throughout the day?:        100%     75%     50%     25%     10%     Only with activity

Does the pain radiate into your:      ___    Arm     ___   Leg         If yes:    ___    Right   ___   Left


Type of pain:          Sharp            Dull            Ache            Burn            Throbbing             Spasm             Tingling                Shooting 

Circle intensity of pain below:

0                  1                 2                       3
             4                   5                    6                   7                   8                  9                            10

No Pain                        Mild
                       Discomforting                            Distressing
                       Horrible                         Excruciating

What activities aggravate your symptoms?  











Is there anything, which has relieved your symptoms?   Yes    No       Describe:  







Does complaint(s) interfere with:   __Work  __Sleep __Hobbies __Daily Routine       Explain:  






Have you done anything for this pain? (Massage, ice, heat, acupuncture, medication etc.) ________________________________________

Have you experienced this condition before?   Yes    No     If so, please explain:  







Who have you seen for this pain?  ____________________________________________________________________________________



      EXPERIENCE WITH CHIROPRACTIC 

Have you seen a chiropractor before?   Yes    No      Who?  __________________________________  When?  




Reason for visits:  














How did you respond?  













Did your previous chiropractor take before and after x-rays?  Yes    No      

Are you aware of any of your poor posture habits?   Yes    No      

Explain:  















Are you aware of any poor posture habits in your spouse or children?   Yes    No      

Explain:  














HEALTH LIFESTYLE

Do you exercise?  
Yes     No     How often?  1X  2X  3X  4X  5X  per week    What activities?:  





Do you smoke?  
Yes     No     How much?  











Do you drink alcohol?  Yes     No     How much / week?  








  

Do you drink caffeine?  Yes   No    How much a day? ____________________________________________________________________
CERVICAL SPINE (NECK):

Problems in your neck will weaken the nerves into your arms, hands and head affecting these parts of your body.  Do you experience?

· Neck Pain
· Pain into your shoulders/arms/hands
· Numbness/tingling in arms/hands
· Hearing disturbances
· Weakness in grip
· Headaches
· Dizziness
· Visual disturbances
· Coldness in hands
· Thyroid conditions
· Sinusitis
· Allergies/Hay fever
· Recurrent colds/Flue
· Low Energy/Fatigue
· TMJ/Pain/Clicking
THORACIC SPINE (UPPER & MID BACK):

Problems in the upper back will weaken the nerves to the heart and lungs and affect these parts of your body.  Do you experience?

· Heart Palpitations
· Heart Murmurs
· Tachycardia
· Heart Attacks/Angina
· Recurrent Lung Infections/Bronchitis
· Asthma/Wheezing
· Shortness Of Breath
· Pain On Deep Inspiration/Expiration
· Mid Back Pain
· Pain into Ribs & Chest
· Indigestion/Heartburn
· Nausea
· Ulcers/Gastritis
· Tired/Irritable
LUMBAR SPINE (LOW BACK):

Problems in the low back will weaken the nerves into your legs/feet and pelvic organs and affect these parts of your body.  Do you experience?

· Muscle cramps in your legs/feet
· Constipation / Diarrhea
· Weakness/injuries in your hips/knees/ankles
· Recurrent bladder infections
· Frequent/difficulty urinating
· Menstrual irregularities/cramping (females)
· Sexual dysfunction
· Low back pain

· Coldness into legs/feet

· Pain into legs/feet

· Tingling into legs/feet
Please list any health conditions not mentioned:  











Please list any medications currently taking and their purpose : 






               
Do you take any supplements (i.e. vitamins, minerals, herbs)?  








Please list any family history of health conditions & who: _________________________________________________________________
Please list all past surgeries or any broken bones: 











Please list all previous accidents and falls:  











Please list any allergies:                                                                                                                                                                                          
TERMS OF ACCEPTANCE


When a patient seeks chiropractic care and we accept such a patient for care, it is essential for both to be working towards the same objective.

Chiropractic has only one goal.  It is important that each patient understand both the objective and the method that will be able to attain it.  This will prevent any confusion or disappointment.

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 to the spine.

Health is a state of optimal physical, mental and social well being, not merely the absence of disease/symptoms.

Vertebral Subluxation is a misalignment of one or more of the joints of the body.  This may or may not cause pain.  This also will result in alteration of nerve function and interference of the transmission of nerve impulses, lessening the body’s innate ability to heal and achieve optimal health.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation.  However, if during the course of a chiropractic 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 seek the services of a health care provider who specializes in that area.

Regardless of what the disease is called, we do not offer to treat it.  OUR ONLY PRACTICE OBJECTIVE is to eliminate a major interference to the expression of the body’s innate wisdom.  One method is specific adjusting to the correct vertebral subluxation.

I, __________________________________ have read and fully understand the above statement.

                          (Print)
Any questions regarding the Doctor’s objectives pertaining to care in this office have been answered to my complete satisfaction.  I therefore accept chiropractic care on this basis.

Patient or Guardian Signature




   Date





AUTHORIZATION FOR CARE

I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment.  The Doctor(s) will not be held responsible for any medical diagnosis.  I also understand that if I suspend or terminate my care, any fees will become immediately due and payable.  I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  I understand that Darlington Chiropractic Clinic, LLC 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 Darlington Chiropractic Clinic will be credited to my account on receipt.

We make recommendations based on what you need and your health goals and not on what your insurance coverage is. Your insurance company makes the final determination on whether a service is medically necessary and will be covered by insurance.  

Darlington Chiropractic Clinic, LLC.  has advised me that: 

1.) Many insurance companies permit collection of payment for services directly from the patient if the patient requests the services and if the patient is informed in advance that the services are not covered or may be denied as not medically necessary; and

2.) It is the patient’s financial responsibility to pay for these services. 

I understand it is my responsibility to confirm my coverage with my insurance carrier and that Darlington Chiropractic Clinic may verify such coverage as a courtesy to me, but that Darlington Chiropractic Clinic cannot be held responsible or liable for inaccurate information provided to it by my insurance carrier.  

Patient or Guardian 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 for a fee within 14 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 (HIPPA), 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)













Patient or Guardian Signature






   Date





Office Staff: 








   Date




CHIROPRACTIC INFORMED CONSENT TO TREAT

I hereby request and consent to the performance of chiropractic procedures, including various modes of physio therapy, diagnostic x-rays, and any supportive therapies on me (or on the patient named below, for whom I am legally responsible) by the doctor of chiropractic indicated below and/or other licensed doctors of chiropractic and support staff who now or in the future treat me while employed by, working or associated with or serving as back-up for the doctor of chiropractic named below, including those working at the clinic or office listed below or any other office or clinic, whether signatories to this form or not.

· Carrie M. Shippy, D.C.

· OR The licensed chiropractors filling in at Darlington Chiropractic Clinic, LLC

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel the nature and purpose of chiropractic adjustments and procedures. 

I understand and I am informed that, as is with all Healthcare treatments, results are not guaranteed and there is no promise to cure.  I further understand and I am informed that, as is with all Healthcare treatments, in the practice of chiropractic there are some risks to treatment, including, but not limited to, muscle spasms for short periods of time, aggravating and/or temporary increase in symptoms, lack in improvement of symptoms, fractures, disc injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my best interests.

I further understand that Chiropractic adjustments and supportive treatment is designed to reduce and/or correct subluxations allowing the body to return to improved health. It can also alleviate certain symptoms through a conservative approach with hopes to avoid more invasive procedures.  However, like all other health modalities, results are not guaranteed and there is no promise to cure.  Accordingly, I understand that all payment(s) for treatment(s) are final and no refunds will be issued. However, prorated fees for unused, prepaid treatments will be refunded if you wish to cancel the treatment.

I further understand that there are treatment options available for my condition other than chiropractic procedures.  These treatment options include, but not limited self-administered, over the counter analgesics and rest; medical care with prescription drugs such as anti-inflammatories, muscle relaxants and painkillers; physical therapy; steroid injections; bracing; and surgery. I understand and have been informed that I have the right to a second opinion and secure other opinions if I have concerns as to the nature of my symptoms and treatment options.

I have read, or have had read to me, the above consent.  I have also had an opportunity to ask questions about its content, and by signing below I agree to the above-named procedures.  I intend this consent to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

Name of Patient (Print):________________________________________________________________

Signature of Patient:__________________________________________________________     

Date:____________________

Name of Guardian/Parental and Relationship to Patient (Print) :___________________________

Guardian/Parental Signature:___________________________________________________     

Office Representative Name Printed:_________________________________________________

Signature of Office Representative:_____________________________________________       

