




CURRENT COMPLAINT(S) 
 

 

   1. Indicate on the the diagram below where you have pain/symptoms: 

SHARP  —  NUMB  —  DULL  —  TINGLY  —  ACHY  —  BURNING  —  SHOOTING  —  STIFF 

OTHER:__________________ 

 

    
2. Have you had any slips/falls, auto-accidents or any other injuries?__________________________ 

If yes, where and when have you been treated for the injury? _________________________________ 

_____________________________________________________________________________________ 

 

3. How long have you had this problem? (approximate date)__________________________________ 

     
4. What makes it worse?________________________________________________________________ 

 

5. What makes it better? ________________________________________________________________ 

 

6. Using a scale from 0-10 (10 being the worst), how would you rate your problem? 

 

0     1     2     3     4     5     6      7     8      9     10 (Please circle) 
 

7. Who else have you seen for your problem? 

 

□ Chiropractor     □ Neurologist     □ Primary Care Physician     □ ER physician      □ Orthopedist       

□ Massage Therapist      □ Physical Therapist      □ No one      □ Other:_____________ 

 

8. Any additional comments?: ___________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 





INFORMED CONSENT 
 

 
The nature of the chiropractic adjustment: 
 
The primary treatment used by the Doctors of Chiropractic 
is spinal manipulative therapy. I will use that procedure to 
treat you. I may use my hands or a mechanical instrument 
upon your body in such a way as to move your joints. They 
may cause an audible "pop" or "click", much as you have 
experienced when you "crack" your knuckles. You may 
sense a feel of movement. 

Analysis/Examination/Treatment: 
 
As part of the analysis, examination, and treatment, you 
are consenting to the following procedures: 
- Spinal Manipulative Therapy - Range of Motion Testing 
- Muscle Strength Testing – Radiographic Studies 
- Palpation - Orthopedic Testing - Posture Analysis 
- Hot/Cold Therapy – Vital Signs - EMS  
- Basic Neurological Testing - Laser Therapy 

The material risks inherent in chiropractic 
adjustments: 
 
As with any healthcare procedure, there are certain 
complications which may arise during chiropractic 
manipulation and therapy. These complications include 
but are not limited to: fractures, disc injuries, 
dislocations, muscle strain, cervical myelopathy, 
costovertebral strains and separations, and burns. Some 
types of manipulation of the neck have been associated 
with injuries to the arteries in the neck leading to or 
contributing to serious complications including stroke. 
Some patients will feel some stiffness and soreness 
following the first few days of treatment. The Doctor will 
make every reasonable effort during examination to 
screen for contraindications to care; however, if you 
have a condition that would otherwise not come to the 
Doctor's attention it is your responsibility to inform the 
Doctor. 

The probability of those risks occurring: 
 
Fractures are rare occurrences and generally result from 
some underlying weakness of the bone which we check 
for during the taking of your history and during 
examination and X-ray. Stroke has been the subject of 
tremendous disagreement. The incidences of stroke are 
exceedingly rare and are estimated to occur between 
one in one million and one in five million cervical 
adjustments. The other complications are also generally 
described as rare. 
 
 
 

 
The availaibilty and nature of other treatment 
options: 
Other treatment options for your condition may include: 

- Self Administered, over-the-counter analgesics 
and rest 
- Medical care and prescription drugs such as anti-
inflammatory, muscle relaxants, and pain killers. 
-Hospitalization 
-Surgery 
 
If you choose the above noted "other treatment 
options" you should be aware that there are risks 
and benefits of such options and you may wish to 
discuss these with your primary medical physician. 

The risks and dangers attendant to remaining 
untreated: 
 
Remaining untreated may allow the formation of 
adhesions and reduce mobility which may set up a 
pain reaction further reducing mobility. Over time 
this process may complicate treatment making it 
more difficult and less effective the longer it is 
postponed. 

 
DO NOT SIGN UNTIL YOU HAVE READ AND 
UNDERSTAND THE ABOVE. 
 
(Please check the appropriate block and sign below) 
 
I have read [ ] or have had read to me [ ] the above 
explanation of the chiropractic adjustment and 
related treatment. I have discussed it with  
Dr. Anthony Fort and have had my questions 
answered to my satisfaction. By signing below, I 
state that I have weighed the risks involved in 
undergoing treatment and have decided that it is in 
my best interest to undergo the treatment 
recommended. Having been informed of the risks, I 
hereby give my consent to that treatment. 
 

Dated: ____________________________ 
 
Patient’s Name: ____________________ 
 
Patient’s Signature: _________________ 
 
Doctor’s Signature: __________________ 

 



HIPPA Notice of Privacy 
THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

 

In the course of your care as a patient at Deerwood Lake 
Chiropractic, we may disclose personal and health related 
information about you in the following ways: 

 

• Your protected health information, including your 
clinical records, may be disclosed to another health 
care provider or hospital if it is necessary to refer you 
for further diagnosis, assessment, or treatment. 

• Your health care records as well as your billing records 
may be disclosed to another party, such as an 
insurance carrier, an HMO, a PPO, or your employer, if 
they are or may be responsible for the payment of 
services provided to you. 

• Your name, address, phone number, and your health 
care records may be used to contact you regarding 
appointment reminders, information about 
alternatives to your present care, or other health 
related information that may be of interest to you. 

You have a right to request restrictions on our use of your 
protected health information for treatment, payment and 
operations purposes. Such requests are not automatic and 
require the agreement of this office. 

 
Your name, address, telephone number, e-mail address, and 
health records may be used to contact you regarding 
appointment reminders, information about alternatives to your 
present care, or other health related information that may be 
of interest to you. 
 
If you are not home to receive an appointment reminder or 
other related information, a message may be left on your 
answer machine or with a person in your household. You 
have a right to confidential communications and to request 
restrictions relative to such contacts. You also have the right 
to be contacted by alternative means or at alternative 
locations . 

 

We are permitted and may be required to use or disclose your 
health information without your authorization in these 
following circumstances: 

 

• If we provide health care services to you in an 
emergency. 

• If we are required by law to provide care to you and 
we are unable to obtain your consent after 
attempting to do so. 

• If there are substantial barriers to communicating 
with you, but in our professional judgment we believe 
that you intend for us to provide care. 

• If we are ordered by the courts or another appropriate 
agency. 

 

You have a right to receive an accounting of any such 
disclosure made by this office. 
 
Any use or disclosure of your protected health information, 
other than as outlined above, will only be made upon your 
written authorization. If you provide an authorization for 
release of information you have the right to revoke that 
authorization at a later date. 

Information that we use or disclose based on this privacy 
notice may be subjected to re-disclosure by the person to 
whom we provide the information and may no longer be 
protected by the federal privacy rules. We normally provide 
information about your health to you in person at the time 
you receive chiropractic care from us. We may also mail 
information to you regarding your health care or about 
the status of your account. If you would like to receive 
this information at an address other than your home or, if 
you would 

 
Like the information in a specific form please advise us in 
writing as to your preferences. 
 
You have the right to inspect and/or copy your health 
information for as long as the information remains in our 
files. In addition, you have the right to request an 
amendment to your health information. Requests to 
inspect, copy, or amend your health-related information 
should be provided to us in writing. health information 
therein. We are also required to provide you with this 
notice of our privacy practices with respect to your health 
information. We are further required by law to abide by 
the terms of this notice while it is in effect. 
 
We reserve the right to alter or amend the terms of this 
privacy notice. If changes are made to our privacy notice 
we will notify you in writing as soon as possible following 
the changes. Any Change in our privacy notice will apply 
for all of your health information in our files. 
 

This notice is effective as FIRST DATE OF 
TREATMENT. This notice, and any alterations or 
amendments made hereto will expire seven years 
after the date upon which the record was created. 
My signature acknowledges that I have received a 
copy of this notice. 

 

Dated: ____________________________ 
 
Patient’s Name: ____________________ 
 
Patient’s Signature: _________________ 



ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY 

PRACTICES AND COMMUNICATION PREFERENCES AND 
AUTHORIZATION 

 

Please read and initial: 
 

   I acknowledge that I was provided a copy of the Notice of Privacy Practices (HIPAA). I 

have read them or declined the opportunity to read them and understand the Notice 
of Privacy Practices (HIPAA). I understand that this form will be placed in my patient 
chart and maintained for six (6) years unless I provide written notice to revoke this 

authorization. 

 

   I understand that the staff at Deerwood Lake Chiropractic may on occasion send me 
notifications or newsletters via mail or e-mail. I authorize this type of 

communication to the address and or e-mail address I have provided on my 
initial paper work. 

 

   I understand that Deerwood Lake Chiropractic utilizes phone calls, text 
messaging and e- mail messaging for appointment reminders and or missed 
appointments. I authorize the staff at Deerwood Lake Chiropractic to contact me with 

these reminders and leave a voicemail message if necessary. 
 
 

                   Patient Name Printed 

 

Patient Signature 
 
 

Parent/ Guardian Name & Relationship Printed (If under 18) 
 
_________________________________________________ 
Parent or Guardian Signature (If under 18) 
 
__________________ 
DATE 
 
List below the names and relationship of people to whom you authorize the 
Practice to release PHI (protected health information). 

 
 
 

 

 

 

 



 

X-RAY CONSENT FORM 
 
 

During your examination, the doctor may feel that x-rays will be needed in 

order to provide your treatment. In order to perform x-rays on any patient our 

office requires that patients consent for such tests to be performed. 

 

Please choose one of the following: 

  I understand that the doctor may need x-rays in order to administer my treatment and I give my 

permission to perform such tests. 

  I understand that it may be necessary for the doctor to take x-rays to administer my care. I choose 

not to have any x-rays at this time and release the doctor of all liabilities. I also understand that the 

doctor has the right to refuse treatment to me if I choose this option. 

 

Consent To X-Ray A Minor: 

I am the parent or legal guardian of  , who is a minor,  years of 

age. I hereby authorize the performance of diagnostic x-rays of the minor named above. 

Deerwood Lake Chiropractic has requested the x-rays for further diagnostic purposes. At this time, 

I know of no other condition which the taking of x-rays would further complicate. 

 

Cardiovascular Health History 

Do you wear a pacemaker? No Yes: 

Do you have a history of heart disease? No Yes: If yes, please describe condition:    
 

 

Females: Regarding Possibility of Pregnancy 

This is to certify that, to the best of my knowledge, I am NOT pregnant. The doctors and certified staff 

Deerwood Lake Chiropractic have permission to perform diagnostic x-rays. I am aware that taking x-rays, 

particularly those involving the pelvis, can be hazardous to an unborn child. 

 

 

How many weeks?    

 

 

 

 

 

 

 

 

 

Signed:   

Date:    

PLEASE CHECK MARK AN X YES NO DON'T KNOW 

I am pregnant    

I could be pregnant    

My menstrual period is late    

I have an IUD    

Birth Control Pills    

I have had a tubal ligation    

I have had a hysterectomy    

I have irregular menstrual 

periods 

   



AUTO ACCIDENT QUESTIONNAIRE 
** PLEASE FILL OUT FRONT & BACK ** 

 

1.  What was your position? ☐ the driver ☐ the front passenger ☐ the rear passenger  

                               ☐ a pedestrian ☐ other: _______________________________ 
 

2.  What type of vehicle were you in?  ☐ compact car ☐ mid-size car ☐ full size car  

☐ compact truck ☐ full size truck ☐ minivan ☐ full size van ☐ compact sports vehicle  

☐ full size sport utility ☐ vehicle semi-truck 
 

3.  What speed were you traveling at the time of the accident?  ☐ stopped at a stop light 

☐ slowing down at an intersection ☐ at a complete stop ☐ moving slowly ☐ merging into traffic 

☐ traveling at approximately __________ mph 
 

4.  Who hit who? ☐ was struck by another vehicle ☐ struck another vehicle  

☐ struck a stationary object 
 

5. What was your vehicles point of impact? ☐ on the front ☐ on the right front  

☐ on the left front ☐ on the middle front ☐ on the rear ☐ on the right rear ☐ on the left rear  

☐ on the middle rear ☐ on the right side ☐ on the front right side ☐ on the rear right side  

☐ on the middle right side ☐ on the left side ☐ on the front left side ☐ on the rear left side  

☐ on the middle left side ☐ other: _____________________________________ 
 
7.  What speed was the other vehicle traveling at the time of the accident?   

☐ stopped at a stop light ☐ slowing down at an intersection ☐ at a complete stop  

☐ moving slowly ☐ merging into traffic ☐ traveling at approximately __________ mph 
 

8. What was the other vehicles point of impact? ☐ on the front ☐ on the right front  

☐ on the left front ☐ on the middle front ☐ on the rear ☐ on the right rear ☐ on the left rear  

☐ on the middle rear ☐ on the right side ☐ on the front right side ☐ on the rear right side  

☐ on the middle right side ☐ on the left side ☐ on the front left side ☐ on the rear left side  

☐ on the middle left side ☐ other: _____________________________________ 
 

9. Were you wearing seat restraints? ☐ was wearing a full lap and shoulder restraint 

☐ was wearing a lap restraint ☐ was wearing a shoulder restraint  

☐ was not wearing any seat restraints 
 
10. What position were your vehicle head rests in?  

☐ head rest was adjusted in the lowest position restraints 

☐ head rest was adjusted in the middle position  

☐ head rest was adjusted in the highest position ☐ was not equipped with a head rest 

☐ don’t recall 
 
11. Did your vehicle’s air bag deploy?  

☐ Air bags were deployed  

☐ Air bags were not deployed  
 



AUTO ACCIDENT QUESTIONNAIRE 
** PLEASE FILL OUT FRONT & BACK ** 

 

12. Were you prepared for the impact? ☐ was completely surprised by the accident 

☐ saw the collision coming ☐ saw the collision coming and braced appropriately 
 
13. What position was your body in just prior to impact?  

☐ a straight position ☐ a tilted forward position ☐ a position rotated to the left  

☐ a position rotated to the right ☐ a position that cannot be remembered 
 
14. What happened to your body at the moment of impact?  

☐ body was tensed for impact ☐ body whipped violently forward and backward 

☐ body violently torqued and twisted ☐ body was thrown over the seat 

☐ body was thrown from the vehicle ☐ body was pinned in the vehicle 

☐ body was thrown violently from side to side ☐ body was badly cut and bruised  

☐ do not recall 
 
15. What was your mental/emotional state immediately follow the accident?  

☐ was not rendered unconscious by the impact of the accident 

☐ was not rendered unconscious but was shaken and disoriented 

☐ was not rendered unconscious but was shaken up 

☐ was not rendered unconscious but was disoriented 

☐ was rendered unconscious by the impact of the accident 
 
16. Did you receive medical attention at the scene of the accident?  

☐ did receive medical attention ☐ did not receive medical attention 
 
17. Where did you go immediately following the accident?  

☐ was taken to the hospital ☐ was taken home ☐ was taken to a personal physician 

☐ was taken to this office ☐ resumed activities ☐ went home  

☐ went home, and went to the doctor’s office the next day ☐ was taken to work ☐ went to work 
 
18. List each of your body parts that struck the following vehicle parts during the 
accident: ( 
 

Dashboard: ☐ which area:__________________________________ ☐ body part did not strike 

Windshield: ☐ which area:_________________________________ ☐ body part did not strike 

Steering Wheel: ☐ which area:______________________________ ☐ body part did not strike 

Right Door: ☐ which area:__________________________________ ☐ body part did not strike 

Left Door: ☐ which area:___________________________________ ☐ body part did not strike 

Seat Frame: ☐ which area:_________________________________ ☐ body part did not strike 
 

19. Did your vehicle hit anything after the accident?  ☐ hit a guardrail  ☐ hit a tree  

☐ rolled over  ☐ was run off the road  ☐ not applicable  ☐ other: ________________ 
 
20. During and after the crash what happened to your vehicle?  (mark all that apply)  

☐ kept going straight ☐ kept going straight hitting a car in front of me ☐ hit a stationary object 

☐ was hit by another vehicle ☐ spun around ☐ spun around & hit a stationary object  



AUTO ACCIDENT QUESTIONNAIRE 
** PLEASE FILL OUT FRONT & BACK ** 

 
21.  What was the estimated damage to the vehicle you were in?  

$______________ amount   ☐ I don’t know the amount 
 
22.  What street or intersection were you on when the accident occurred? 
____________________________________________________________________________ 
 

23.  What direction were you traveling in? ☐ North West ☐ North ☐ North East ☐ West  

                             ☐ East ☐ South West ☐ South ☐ South East ☐ I do not recall 
 
24.  What city/state did the accident occur in?  

If in Jacksonville, FL, please check this box ☐   
If not, please indicate: City: _________________________________________ State: ______   
     

25. Did you go to the hospital?  ☐ Yes  If no, why and do not answer questions 25-33: 
____________________________________________________________________________ 
 

26. How did get to the hospital?  ☐ an ambulance ☐ a helicopter ☐ a police car  

☐ drove myself  ☐ walking  ☐ family member/friend drove me to the hospital  

☐ other _____________________________________________________________________ 
 
27. What was the name of the hospital? __________________________________________ 
 

28. Were you hospitalized over night?  ☐ Yes  ☐ No 
 
29. Mark an X on what you were prescribed at the hospital: 

☐ pain medication ☐ muscle relaxers ☐ neck brace   ☐ misc.: ____________________  
 

30. Did you receive any stitches for any cuts at the hospital?  ☐ Yes ☐ No 
 

31. Were x rays taken at the hospital? If yes, which area was taken? ☐ skull ☐ neck  

☐ mid back ☐ lower back ☐ pelvis ☐ hips ☐ leg ☐ knee ☐ foot ☐ shoulder ☐ arm ☐ no x-rays  

☐ other: _____________________________________________________________________ 
 

32. Was an MRI performed?  If yes, which area was taken? ☐ skull ☐ neck ☐ mid back  

☐ lower back ☐ pelvis ☐ hips ☐ leg ☐ knee ☐ foot ☐ shoulder ☐ arm ☐ no MRI  

☐ other: _____________________________________________________________________ 
 

33. Did you receive any special imaging?  If yes, which area was taken? ☐ skull ☐ neck  

☐ mid back ☐ lower back ☐ pelvis ☐ hips ☐ leg ☐ knee ☐ foot ☐ shoulder ☐ arm  

☐ no special imaging ☐ other: ___________________________________________________ 
 
34. Did you open up a medical claim with your auto-insurance? 
 
If so, what is your medical claim number? ___________________________________________ 
 
Name of your auto insurance: ____________________________________________________ 









Patient Authorization & Medical Pay Limits Form- PIP  

 

I hereby understand my medical condition caused by the accident and the durable medical 

equipment medically necessary to ensure my rehabilitation and prevent additional injuries or 

medical complications that could lead to possible surgical intervention. 

 

I request the insurance carrier authorize this equipment or I may take the necessary legal action 

that ensures me the proper care that is medically necessary as determined by my physician. 

 

I hereby authorize my medical care insurance company permission to provide Medical Pay 

Limits to Deerwood Lake Chiropractic. 

 

I also authorize the payment for such services/devices to go directly to the practice. 

 

Practice:  Deerwood Lake Chiropractic 

Address:  4540 Southside Blvd, Ste # 1101 

                   Jacksonville, FL   32216 

 

Patient Name:______________________________________________________ 

Patient DOB:_______________________________________________________ 

Ins Carrier:_________________________________________________________ 

Claim #:_________________________________________DOI:_______________ 

 

Patient Signature:__________________________________Date:_____________ 

 




