
IMPACT OF YOUR SYMPTOMS 

How is this symptom / condition interfering with your life? (check where appropriate) 

Self-Care □ □ □ □ Other    □ □ □ □ 

How committed are you to correcting this issue?    
 

NOT 

COMMITTED 

CHIROPRACTIC INTAKE & HISTORY 
 
 

 

 
 
 

 
 No 

Effect 
Mild 
Effect 

Moderate 
Effect 

Severe 
Effect 

 No 
Effect 

Mild 
Effect 

Moderate 
Effect 

Severe 
Effect 

Work □ □ □ □ Energy □ □ □ □ 
Exercise □ □ □ □ Attitude □ □ □ □ 
Recreation □ □ □ □ Patience □ □ □ □ 
Relationships □ □ □ □ Productivity □ □ □ □ 
Sleep □ □ □ □ Creativity □ □ □ □ 

 

Patient Name      
 

  

Address      

City State     

Zip Code 

Cell Phone 

Email 

Sex □ M 

Married 

Separated 

____________________ 

 ___  

   

 Age ___ 

Widowed 

Divorced 

 

Single □ Minor 

Partnered 

Employer / School    

                                                                                       

                                                                                  

    

 

Name  

Relationship  

Contact Number     

    

HOW CAN WE HELP YOU? 

What brings you in today?      

If you are already experiencing a symptom, what is it?     

How bad is it? How intense are your symptoms? (circle)  
NO 

SYMPTOMS 

  
INTENSE 

SYMPTOMS 

Please circle areas to the right where you have pain or other symptoms: 

What does it feel like? (check where appropriate) 

□ Numbness □ Sharp 

□ Tingling □ Shooting 

□ Stiffness □ Burning 

□ Dull □ Throbbing 

□ Aching □ Stabbing 

□ Cramping □ Swelling 

□ Nagging □ Other     

VERY 
COMMITTED 

           1 0 2 4 3 5 7
7 

6 8 9 10 

           1 0 2 4 3 5 7
7 

6 8 9 10 



On the arrow diagram above: 

A. What number do you think represents your health today?      

B. In what direction is your health currently headed?  __________________ 

What are your health goals? 

IMMEDIATE      

SHORT TERM                                                                                                                                                                                      

LONGTERM      

 

 

 

 

 

 

 

 

 

 

 

   
DISEASE 

Multiple medications  
Poor quality of life 

Potential becomes limited 
Body has limited function 

POOR HEALTH 

Symptoms 
Drug therapy 

Surgery 
Losing normal function 

NEUTRAL 

No symptoms 
Nutrition inconsistent 

Exercise sporadic 
Health not a high priority 

GOOD HEALTH 

Regular exercise 
Good nutrition 

Wellness education 
Minimal nerve interference 

OPTIMAL HEALTH 

100% function 
Continuous development 

Active participation 
Wellness lifestyle 

 

 

 

 

 

 

 

 

 

 

 

 

CHILDREN & PREGNANCY 

 

     How many children do you have? _______________________________                                              

     Childrens' ages? ____________________________________________ 

     Childrens' health concerns? ___________________________________ 

 

Are you currently pregnant? □ No □ Yes, I am due ________________ 

Number of past pregnancies? ________________________________________ 

Health concerns regarding this pregnancy? _____________________________ 

 

 
 

HEALTH & ILLNESS HISTORY 
 

Please check the box beside 
 

any 
 

condition that you have or have had. 

□ AIDS/HIV 

□ Alcoholism 

□ Anxiety 

□ Arteriosclerosis 

□ Arthritis 

□ Asthma/Allergies 

□ Back Pain 

□ Cardiovascular Issues 

□ Cancer 

□ Circulation Issues 

□ Childhood Illness 

□ Depression 

□ Diabetes 

□ Digestive Issues 
(Constipation/Diarrhea/GERD/IBS) 

□ Elbow/Wrist/Hand Issues 

□ Endocrine Issues (Thyroid) 

□ Foot/Ankle Issues 

□ Gout 

□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 

Headaches / Migraines 

Heart Disease 

Hepatitis 

Hip Issues 

Immune Issues 

Lymphatic Issues 

Multiple Sclerosis 

Neck Pain 

Reproductive Issues 

□ Ringing in Ears 

□ Scoliosis 

□ Shoulder Issues 

□ Stroke 

□ TMJ Issues 

□ Urinary Issues 

□ Osteoporosis 

□ Other     

   

 
 

ALLERGIES, MEDICATIONS & SUPPLEMENTS 

 

ALLERGIES (list) 
 

MEDICATIONS (list) 
 

SUPPLEMENTS (list) 

 
 

ILLNESS-WELLNESS CONTINUUM 

PATIENT WELLNESS ASSESSMENT 
 



 

Informed Consent 
 
We encourage and support a shared decision making process between us regarding your health needs. As a part of that process you 
have a right to be informed about the condition of your health and the recommended care and treatment to be provided to you so that 
you can make the decision whether or not to undergo such care with full knowledge of the known risks. This information is intended to 
make you better informed in order that you can give or withhold your consent. 
 
Chiropractic is based on the science which concerns itself with the relationship between structures (primarily the spine) and function 
(primarily of the nervous system) and how this relationship can affect the restoration and preservation of health. 
 
Adjustments are made by chiropractors in order to correct or reduce spinal and extremity joint subluxations. Vertebral subluxation is 
a disturbance to the nervous system and is a condition where one or more vertebrae in the spine are misaligned and/or do not move 
properly causing interference and/or irritation to the nervous system. The primary goal in chiropractic care is the removal and/or 
reduction of nerve interference caused by vertebral subluxation. 
 
A chiropractic examination will be performed which may include spinal and physical examination, orthopedic and neurological testing, 
palpation, specialized instrumentation, radiological examination (x-rays), and laboratory testing. 
 
The chiropractic adjustment is the application of a precise movement and/or force into the spine in order to reduce or correct vertebral 
subluxation(s). There are a number of different methods or techniques by which the chiropractic adjustment is delivered but are typically 
delivered by hand. Some may require the use of an instrument or other specialized equipment. In addition, physiotherapy or 
rehabilitative procedures may be included in the management protocol. Among other things, chiropractic care may reduce pain, increase 
mobility and improve quality of life. 
 
In addition to the benefits of chiropractic care and treatment, one should also be aware of the existence of some risks and limitations of 
this care. The risks are seldom high enough to contraindicate care and all health care procedures have some risk associated with them. 
 
Risks associated with some chiropractic treatment may include soreness, musculoskeletal sprain/strain, and fracture. Risks associated 
with physiotherapy may include the preceding as well as allergic reaction and muscle and/or joint pain. In addition there are reported 
cases of stroke associated with visits to medical doctors and chiropractors. Research and scientific evidence does not establish a cause 
and effect relationship between chiropractic treatment and the occurrence of stroke; rather, recent studies indicate that patients may be 
consulting medical doctors and chiropractors when they are in the early stages of a stroke. In essence, there is a stroke already in 
process. However, you are being informed of this reported association because a stroke may cause serious neurological impairment. 
 
I have been informed of the nature and purpose of chiropractic care, the possible consequences of care, and the risks of care, 
including the risk that the care may not accomplish the desired objective. Reasonable alternative treatments have been 
explained, including the risks, consequences and probable effectiveness of each. I have been advised of the possible 
consequences if no care is received. I acknowledge that no guarantees have been made to me concerning the results of the 
care and treatment. 
 
I HAVE READ THE ABOVE PARAGRAPH. I UNDERSTAND THE INFORMATION PROVIDED. ALL QUESTIONS I HAVE ABOUT 
THIS INFORMATION HAVE BEEN ANSWERED TO MY SATISFACTION. HAVING THIS KNOWLEDGE, I KNOWINGLY 
AUTHORIZE DR. CHARLES BARRETT DEUBERT AND DR. PAUL CALEB EDMISTON TO PROCEED WITH CHIROPRACTIC 
CARE AND TREATMENT. 
 
DATED THIS ____ DAY OF _____________, 20___ 
__________________________________________ ______________________________ 
Patient Signature                                                         Witness Signature 
 
Parental Consent for Minor Patient and to be seen by the doctor when parent is not present: 
 
Patient Name: ________________________________________________________ 
Patient age: ___________ DOB: _________________________________________ 
Printed name of person legally authorized to sign for 
Patient: _____________________________________________________________ 
Signature: ___________________________________________________________ 
Relationship to Patient: ________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 



HEALTH CARE AUTHORIZATION FORM 
 
I have been provided with a copy of the Notice of Privacy Practices for Protected Health Information. The Notice of Privacy Practices 
describes the types of uses and disclosures of my Protected Health Information (PHI) that will occur in my treatment, payment of my 
bills or in the performance of health care operations of this chiropractic office. A copy of our notice is attached and we encourage you to 
read it and request your own copy if you would like one. 
 
This Notice of Privacy Practices also describes my rights and duties of the Chiropractor with respect to my protected health information. 
I hereby give permission to The Health Factory to use and/or disclose Protected Health Information in accordance with the following: 
 
SPECIFIC AUTHORIZATIONS: 
I give permission to The Health Factory to use my address, phone number and clinical records to contact me with appointment 
reminders, missed appointment notification, birthday cards, holiday related cards, newsletters, information about treatment 
alternatives or other health related information. 
If The Health Factory contacts me by phone, I give them permission to leave a phone message on my answering machine or 
voicemail. 
I give permission to The Health Factory to use my photograph on their patient picture bulletin board and other marketing 
materials such as their brochure, website and ads in print media. 
I give The Health Factory permission to treat me in an open room where other patients are also being treated. I am aware that 
other persons in the office may overhear some of my protected health information during the course of care. Should I need to 
speak with doctor at any time in private, the doctor will provide a room for these conversations. 
 
The use of this format is intended to make your experience with our office more efficient and productive as well as to enhance your 
access to quality health care and health information. This authorization will remain in effect for the duration of my care at The Health 
Factory plus 7 years or until revoked by me. 
 
RIGHT TO REVOKE AUTHORIZATION: 
You have the right to revoke this AUTHORIZATION, in writing, at any time. However, your written request to revoke this 
AUTHORIZATION is not effective to the extent that we have provided services or taken action in reliance on your authorization. You 
may revoke this AUTHORIZATION by mailing or hand delivering a written notice to the Privacy Official of The Health Factory. The 
written notice must contain the following information: 

Your name, Social Security number and date of birth; 
A clear statement of your intent to revoke this AUTHORIZATION; The 

date of your request; and Your signature. 
The revocation is not effective until it is received by the Privacy Official. 
This AUTHORIZATION is requested by The Health Factory for its own use/disclosure of PHI. (Minimum necessary standards apply.) 
I have the right to refuse to sign this AUTHORIZATION. If I refuse to sign this AUTHORIZATION, The Health Factory will not refuse to 
provide treatment however, it will not be possible for The Health Factory to file third party billing on my behalf and I will be responsible 
for 1)payment in full at the time services are provided to me 2) scheduling my own appointments since The Health Factory will be unable 
to contact me 3) all contact with The Health Factory regarding my care. Additionally, any collection activity as permitted by law is not 
waived by refusal to sign the authorization. 
 
I have the right to inspect or copy, within boundaries, the protected health information to be used/disclosed. A reasonable fee for 
copying will apply. A copy of the signed authorization will be provided to me. 
 
I have read and understand this Healthcare Authorization Form and acknowledge receipt of The Notice of Privacy Practices for 
Protected Health Information. My signature below represents agreement with these practices. 
 

SSN: _____________   DOB: _________ Today’s Date: __________________________ 

 
Patient’s name (please print): __________________________________________________________ 

 

Patient’s Signature: __________________________________________________________________ 

 
Name of Personal Representative (if someone is designated to act on your behalf/or for a minor) 
 
Parent or Personal Representative name (please print):____________________________________________________________ 
 
Signature:________________________________________________________________________________________________ 
 
Description of Representative’s Authority to Act on Patient’s Behalf: ______________ _______________________________________ 
 
 
 


