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CHIROPRACTIC INTAKE FORM

Please Complete and Return to Reception


                Name ___________________________________________________Date _____________


Address:____________________________________________________________________ 


City/Postal Code:____________________________________________________​​​​​​​​​​​​​​​​​​​​_________

               Telephone number:  Home:___________________     Work:______________________    


               E-mail Address:_______________________________________________________________

               May we leave messages relating to your visits?    Y / N


               Age:____________            Date of Birth:_____________________    Gender: Female  /  Male


               Education:_ _______________________________________________________________

               Married:___ Separated:____ Divorced:____ Widowed:____ Single:____ Partnership:____


              Occupation: ________________________________________________________________

               Emergency contact name: _____________________________________________________


Phone number:___________________                 Relation:_____________________________




How did you hear about this Clinic ? _____________________________________________



Has any other family member already been a patient at this clinic? _____________________
Context of Care Review

Successful health care and preventive medicine are only possible when the physician has a complete understanding of the patient physically, mentally, and emotionally. The nature of your response to the following questions will go a long way in assisting my understanding of your truest desires. Your time, thoughtfulness and honesty in completing this overview will greatly aid me to assist your health needs.
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Informed Consent to Chiropractic Treatment
There are risks and possible risks associated with manual therapy techniques used by doctors of

chiropractic. In particular you should note:

a) While rare, some patients may experience short term aggravation of symptoms or muscle and

ligament strains or sprains as a result of manual therapy techniques. Although uncommon, rib

fractures have also been known to occur following certain manual therapy procedures;

b) 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 progress. However, you are being informed of

this reported association because a stroke may cause serious neurological impairment or even

death. The possibility of such injuries occurring in association with upper cervical adjustment is

extremely remote;

c) There are rare reported cases of disc injuries identified following cervical and lumbar spinal

adjustment, although no scientific evidence has demonstrated such injuries are caused, or may

+-
be-caused-bv spinal aajtistmeflts or-ether chiropractic treatment;

d) There are infrequent reported cases of burns or skin irritation in association with the use of

some types of electrical therapy offered by some doctors of chiropractic.

I acknowledge I have read this consent and I have discussed, or have been offered the opportunity to

discuss, with my chiropractor the nature and purpose of chiropractic treatment in general, (including

spinal adjustment), the treatment options and recommendations for my condition, and the contents of

this Consent.

I consent to the chiropractic treatment recommended to me by my chiropractor including any

recommended spinal adjustments.

I intend this consent to apply to all my present and future chiropractic care.

Dated this____________, day of___________________ , 20________ ,


______________________________


______________________________

Patient Signature (Legal Guardian)


 Witness of Signature

Name:_________________________


 Name:_________________________
(please print)




 (please print)

[image: image3.png]