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PLEASE READ BEFORE FILLING OUT YOUR PATIENT PAPERWORK: 

It is very important that all your forms are dated the day of your 

original examination with us.  This is for insurance and documentation 

purposes.  Please do not date any of your forms until actually coming 

into the office, and then the receptionist will stamp all of your forms 

with a date stamp.  Thank you in advance for all your help with this 

matter. 

-The Staff at Chiropractic FIRST 
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Welcome. . .  

On behalf of the doctors and staff at Chiropractic FIRST, we would like to thank you for choosing us to 

evaluate and/or care for your health concerns.  We wish to make your experience here as pleasant as 

possible.  We certainly understand how frustrating pain and other symptoms may be, as well as dealing 

with the struggles of paperwork, insurance companies, and attorneys, so we will do our best to guide 

you through what can often be a difficult and stressful time.  We have treated thousands of patients of 

the years and have become very proficient in handling injuries, paperwork, insurance companies, and 

any other challenges that may arise.  Our staff updates their training weekly on how to best deal with 

any situation that may manifest, and if you ever have a concern, please do not hesitate to inform us. 

We ask that at this time you turn off all cell phones and electronic devices in order to not interfere with 

other patients.  In the event that you must take a call, we regret that we may have to reschedule your 

appointment in order to not affect other patient’s appointment times.  Thank you for your kindness and 

consideration. 

The forms that will follow in your packet must be filled out completely.  Some questions may be 

repeated, we apologize, but this is for your benefit as it is requested by the insurance companies and/or 

state laws.  We do need all information filled out completely before we can begin the consultation, so 

we have allotted additional time during your appointment for you to answer all questions thoroughly, 

and we will start your evaluation as soon as possible after you complete this paperwork. 

If you have any questions about your insurance policy or about medical or legal referrals, please direct 

them to one of the doctors on staff.  If they are not present, a staff member can write down your 

question, and (s)he should be able to get back to you within 48 hours.  If you need a referral to another 

physician, require additional testing or MRI’s, and/or are already planning to participate in any of these, 

please notify Dr. Krueger or the examining doctor before proceeding. 

Additionally, we are not able to offer legal advice, but if you are in need of help in that area, please let 

your doctor know, and they will direct you accordingly. 

Again, thank you for choosing Chiropractic FIRST.  We feel confident we can help you to achieve your 

health goals in a timely manner, and we look forward to serving you. 

Sincerely, 

 

The Doctors & Staff of Chiropractic FIRST
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AUTO/WORK RELATED INJURY 
NEW PATIENT QUESTIONAIRE 
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PATIENT HISTORY 
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REVIEW OF SYSTEMS 
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OFFICE POLICIES 
1. It is our office policy that any patient and/or insurance company that pays up-front or in 

advance is entitled to an administrative discount. 

2. The fee paid for treatment x-rays is for analysis only.  The film itself is the proprety of 

this office.  Once films are taken, they cannot be released, but may be copied.  There 

may be a fee for copying the x-rays. 

3. If you have any out of pocket responsibility, what will be your method of payment?                

□Cash  □Check □ Credit/Debit Card □ Attorney/Letter of Protection  

 

I understand and agree that health and accident insurance insurance policies are an 

agreement between the insurance company and myself.  Furthermore, I understand 

Chiropractic FIRST will prepare any necessary reports and forms to assist in making 

collections from my insurance company and that any amount authorized to be paid directly 

to Chiropractic FIRST will be credited to my account upon receipt.  However, I clearly 

understand and agree that all services rendered to me are charged directly to me, and that I 

am personally responsible for payment. 

 

I also understand that if I suspend or terminate my care at this office, any outstanding 

charges for professional services rendered to me will be immediately due and payable.  I 

agree that I will be responsible for all attorney and legal fees if legal action becomes 

necessary to collect this amount. 

 

Print Patient Name: ________________________________________   Date:____________ 

Patient Signature (or Guardian authorizing care): _____________________________________    Date:_____________ 

In case of emergency notify: ________________________Relationship: ________________ 

Address: _________________________________________   City: _____________________ 

State: _____________     Phone Number: _________________________________________ 
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TERMS OF ACCEPTANCE AND CONSENT FOR CARE 
THIS DOCUMENT CONSTITUTES INFORMED CONSENT FOR  

CHIROPRACTIC CARE 
Our office has one goal, to aid the patient in achieving optimal health as quickly and safely as 

possible, through the removal of interference in their body.  We do this through safe and gentle 

chiropractic care. 

 We will attempt to identify and diagnose any ailments you may have that may be corrected 
through chiropractic care, massage therapy, and/or active/passive rehabilitation.  If any condition or 
disease appears to be present out of our scope of practice, we will refer you to an appropriate physician 
to diagnose and/or treat that condition. 
 Our primary focus is the detection and correction of vertebral subluxation.  This is the 
misalignment of one spinal bone or multiple bones with interference to the nervous system.  Any 
interference in the nervous system may or may not cause various different symptoms.  Again, our focus 
is to correct the cause, not the symptom. 
 Vertebral subluxations come on from physical, chemical, and/or emotional stress or trauma.  
Through specific chiropractic adjustments, we reduce and/or correct these subluxations.  It is also 
important to note that the sooner we are able to treat your subluxations and the degenerative 
processes that are involved, the faster and more completely your body will heal.  It may be necessary to 
examine an individual each time a new injury occurs and often x-rays are necessary to maintain the 
utmost safety when dealing with your body.  The risks of chiropractic care or massage therapy are 
minimal when dealing with a licensed professional; however, if you have concerns about these risks, 
please discuss them with the doctor prior to examination. 
 I have read and accept the terms above and understand them fully.  I hereby give consent to 
CHIROPRACTIC FIRST to evaluate me to determine my condition and treat me for such conditions.  I also 
understand that I may at any time discontinue with the exam and/or x-rays or any treatment if I so 
choose. 
 
I, _____________________________________, have read and fully understand the above statements. 
                            (PRINT NAME) 
 
_________________________________________   __________________________ 
                             (SIGNATURE)                           (DATE) 
 
Complete if patient is a minor/child.  _______________________________________ 
        (PRINT CHILD’S NAME) 
I, _____________________________, being the parent or legal guardian of the aforementioned child, 
have read and fully understand the above terms of acceptance and hereby grant permission for my child 
to receive treatment. 
_________________________________________   __________________________ 
                             (SIGNATURE)                           (DATE) 
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PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 

I hereby give my consent for Chiropractic FIRST (hereinafter referred to as the “Practice”) to use and 

disclose protected health information (PHI) about me to carry out treatment, payment, and healthcare 

operations (TPO).  The Practice’s Notice of Privacy Practices provides a more complete description of 

such uses and disclosures. 

I have the right to review the Notice of Privacy prior to signing this content.  The practice reserves the 

right to revise its Notice of Privacy Practice any time.  A revised Notice of Privacy Practices may be 

obtained by forwarding a written request to: 

Dr. Jamey Krueger, our Privacy Officer, at the following address: 

3900 Yankee Hill Road, Suite 125, Lincoln, NE 68516 

With this consent, the practice may call my home or other alternative location and leave a message on 

voice mail or in person in reference to any items that assist the practice carrying out TPO, such as 

appointment reminders, insurance items, and calls pertaining to clinical care. 

With this consent, the practice may mail to my home or other alternative location any items that assists 

the practice in carrying out TPO, such as appointment reminder cards and patient statements as long as 

they are marked, “Personal and Confidential.” 

With this consent, the Practice may email to my home or other alternative location any items that assist 

the practice in carrying out TPO, such as appointment reminder cards and patient statements.  I have 

the right to request that the Practice restrict how it uses or discloses my PHI to carryout TPO; however, 

the practice is not required to agree to my requested restrictions.  If The Practice does agree to my 

requested restrictions, it is bound by this agreement. 

By signing this form, I am consenting to The Practice’s use and disclosure of my PHI to carryout TPO.  In 

addition, I allow Chiropractic FIRST to contact me by any of my phone numbers, postal mail, or email 

and leave a message if necessary. 

I may revoke my consent in writing except to the extent that the Practice has already made disclosures 

in reliance upon my prior consent. 

If I do not sign this consent, or later revoke it, The Practice may decline to provide treatment to me. 

 ____________________________  ___________________________ 
  Patient’s Name          Signature of Patient or Legal Guardian 
  

_____________________________________  _____________________________________ 
 Print Name of Legal Guardian (if patient is a minor)                 Date 
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Pain Disability Index 

Name: _______________________________________   Date:____________________________ 

Pain disability index:  The rating scales below are designed to measure the degree to which aspects of your life are 

disrupted by chronic pain.  In other words, we would like to know how much your pain is preventing you from 

doing what you would normally do or form doing it as well as you normally would.  Respond to each category by 

indicating the overall impact of pain in your life, not just when the pain is at its worst. 

For each of the 7 categories of life activity listed, please circle the number on the scale that describes the level of 

disability you typically experience.  A score of 0 means no disability at all, and a score of 10 signifies that all of the 

activities in which you would normally be involved have been totally disrupted or prevented by your pain. 

Family/Home Responsibilities:  This category refers to activities of the home or family.  It includes chores/duties 

performed around the house (e.g. yard work) and errands or favors for other  family member (eg. Driving the 

children to school). 

     No disability          0          1          2          3          4          5          6          7          8          9          10          Worst Disability 

Recreation:  This category includes hobbies, sports, and other leisure time activities. 

     No disability          0          1          2          3          4          5          6          7          8          9          10          Worst Disability 

Social Activity:  This category refers to activities that involve participation with friends and other than family 

members.  It includes parties, theatre, concerts, dining out, and other social functions. 

     No disability          0          1          2          3          4          5          6          7          8          9          10          Worst Disability 

Occupation:  This category refers to activities that are a part of or directly related to one’s job.  This includes 

nonpaying jobs as well, such as that of a housewife or volunteer worker. 

     No disability          0          1          2          3          4          5          6          7          8          9          10          Worst Disability 

Sexual Behavior: This category refers to the frequency and quality of one’s sex life. 

     No disability          0          1          2          3          4          5          6          7          8          9          10          Worst Disability 

Self Care:  This category includes activities which involve personal maintenance and independent daily living (eg 

taking a shower, driving, getting dressed, etc) 

     No disability          0          1          2          3          4          5          6          7          8          9          10          Worst Disability 

Life-Support Activity:  This category refers to basic life-supporting behaviors such as eating, sleeping, and 

breathing. 

     No disability          0          1          2          3          4          5          6          7          8          9          10          Worst Disability 
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To: ____________________________  Phone: _______________________ 

 ____________________________  Fax: _________________________ 

 ____________________________ 

Patient: ____________________________ 

RE: HEALTH RECORDS AND PROVIDER’S LIEN 

I do hereby authorize the above provider, Chiropractic FIRST, to furnish you, my attorney, with a full report of this 

examination, diagnosis, treatment, prognosis, etc., of myself in regard to the injury in which I was involved. 

I hereby authorize and direct you, my attorney, to pay directly to Chiropractic FIRST such sums as may be due and 

owing them for medical service rendered me both by reason of this injury and by reason of any other bills that are 

due their office and withhold sums from any settlement, judgment, or verdict as may be necessary to adequately 

protect said provider.  And, I hereby further give a lien on my case to said company against any and all proceeds of 

any settlement , judgment, or verdict which may be paid to me as a result of the injuries for which I have been 

treated or injuries in connection herewith. 

I fully understand that I am directly and fully responsible to said provider for all medical bills submitted by them for 

services rendered me and that this agreement is made soley for said provider’s additional protection and in 

consideration of their awaiting payment.  And, I further understand that such payment is not contingent on any 

settlement, judgment, or verdict by which I may eventually recover said fee. 

I forbid you, my attorney, from paying my provider any sums less than the full amounts owed to said provider, 

without its written consent. 

 Date: _______________  Patient Signature: ___________________________________ 

The undersigned being attorney of record for this above patient does hereby agree to observe all of the terms of 

the above and agrees to withhold sums from any settlement, judgment, or verdict as may be necessary to 

adequately protect said providers above named. 

 Date: _______________  Patient Signature: ___________________________________ 

Please sign, date, and return one copy to Provider’s Office.  Keep a copy for your records.  A 

Photocopy of this form shall be considered as valid as the original. 

 

 


