Welcome to Core Chiropractic!
Relax... we've got your back!
Today’s Date: _____________________
Name______________________________________________________
Date of Birth: ______________________ Gender: _________________
Address: ________________________________________ City: ___________________
State:_________________ Zip:_____________
Occupation________________________________________________Email:____________________________________________
Cell Phone (______)____________________________________ Other Phone____________________________________________
How did you hear about Core Chiropractic?________________________________________________(we appreciate your referrals!)
Have you ever received Chiropractic Care? Yes No When last? _______ What did you like or dislike? ________________________
_____________________________________________________________________________________________________________

Symptoms and Present State of Health
1. Primary Reason for Seeking Help (if you have multiple complaints then list those below):
Problem:___________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
When & How did this begin? _______________________________________________________________________________________
Pains are:
O Sharp
O Dull/ Ache
O Constant
O Intermittent
O Other______________________________
Does this pain shoot, radiate, or travel in your body? Where?______________________________________________________________
Are you experiencing numbness or tingling in any area of your body? Where?_______________________________________________
Since it began, is it:
O Same
O Better
O Worse
What activities aggravate your condition/pain?_________________________________________________________________________
What activities lessen your condition/pain?____________________________________________________________________________
How is this condition interfering with your life (how does it affect your work, sleep, recreation, relationships, fitness, mood...)?
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
Is this condition progressively getting worse?__________________________________________________________________________
Other Doctors seen for this condition_________________________________________________________________________________
Any home remedies? _____________________________________________________________________________________________
Please Circle where you are at: (No Complaint/Pain) 0 1 2 3 4 5 6 7 8 9 10 (Worst Possible Complaint/Pain)

2. Secondary

Reason for Seeking Help:

Problem:___________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
When & How did this begin? _______________________________________________________________________________________
Pains are:
O Sharp
O Dull/ Ache
O Constant
O Intermittent
O Other______________________________
Does this pain shoot, radiate, or travel in your body? Where?______________________________________________________________
Are you experiencing numbness or tingling in any area of your body? Where?_______________________________________________
Since it began, is it:
O Same
O Better
O Worse
What activities aggravate your condition/pain?_________________________________________________________________________
What activities lessen your condition/pain?____________________________________________________________________________
Is this condition worse during certain times of the day?___________________________________________________________________
How is this condition interfering with your life (how does it affect your work, sleep, recreation, relationships, fitness, mood...)?
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
Is this condition progressively getting worse?__________________________________________________________________________
Other Doctors seen for this condition_________________________________________________________________________________
Any home remedies? _____________________________________________________________________________________________
Please Circle where you are at: (No Complaint/Pain) 0 1 2 3 4 5 6 7 8 9 10 (Worst Possible Complaint/Pain)

Using the symbols below, mark on the pictures where you feel pain or
any other abnormal symptoms.
Numbness

===

Dull Ache

OOO

Burning XXX
Sharp/Stabbing / / /
Pins, Needles

+++

other ________ ^ ^ ^

Current Health Habits: If you mark yes, please explain.
Dental problems?

Y N _____________________________________________________

Eye problems?

Y N _____________________________________________________

Hearing problems?

Y N _____________________________________________________

Exercise regularly (what? how often?)

Y N _____________________________________________________

Do you sleep well? How many hours per night?

Y N _____________________________________________________

Sleeping posture? O side O stomach O back

_____________________________________________________

Are you regularly seeing other health care professional right now? Please explain: __________________________________________
____________________________________________________________________________________________________________
What Medications are you taking, for what condition, and for how long? _________________________________________________
____________________________________________________________________________________________________________
Have you had surgery (what and when)?____________________________________________________________________________
____________________________________________________________________________________________________________
What side effects have you experienced from the drugs and surgery?_____________________________________________________
What are your expectations for care at this office? ___________________________________________________________________
____________________________________________________________________________________________________________
Females Only –
If you are pregnant: How many weeks? ______________________ When is your due date? _________________
Where are you birthing? _____________________________

I hereby certify that the statements and answers given on this form are accurate to the best of knowledge and understand it is my responsibility
to inform this office of any changes in my health. I agree to allow this office to examine me for further evaluation.
Patient Signature______________________________________________________Date__________________________
Parent/Guardian Signature ____________________________________________________

Core Chiropractic Informed Consent to Care
You are the decision maker for your health care. Part of our role is to provide you with information to assist you in making informed choices. This
process is often referred to as “informed consent” and involves your understanding and agreement regarding the care we recommend, the
benefits and risks associated with the care, alternatives, and the potential effect on your health if you choose not to receive the care.
We may conduct some diagnostic or examination procedures if indicated. Any examinations or test conducted will be carefully performed but
may be uncomfortable.
Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive procedures or
recommendations as well. When providing an adjustment, we use our hands or an instrument to reposition anatomical structures, such as
vertebrae. Potential benefits of an adjustment include restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain
in the joint, and improving neurological functioning and overall well-being.
It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no promise to cure. As with all
types of health care interventions, there are some risks to care, including, but not limited to: muscle spasms, aggravating and/or temporary
increases in symptoms, lack of improvement of symptoms, burns and/or scarring from electrical stimulation and from hot or cold therapies,
including but not limited to hot packs and ice, fracture (broken bones), disc injuries, strokes, dislocations, strains, and sprains. With respect to
strokes, there is a rare but serious condition known as an “arterial dissection” that typically is caused by a tear in the inner layer of the artery that
may cause the development of a thrombus (clot) with the potential to lead to a stroke. The best available scientific evidence supports the
understanding that a chiropractic adjustment does not cause a dissection in a normal, health artery. Disease processes, genetic disorders,
medication, and vessel abnormalities may cause an artery to be more susceptible to dissection. Strokes caused by arterial dissections have
been associated with over 72 everyday activities such as sneezing, driving, and playing tennis.
Arterial dissections occur in 3-4 of every 100,000 people whether they are receiving health care or not. Patients who experience this condition
often, but not always, present to their medical doctor or chiropractor with neck pain and headache. Unfortunately a percentage of these patients
will experience a stroke.
The reported association between chiropractic visits and stroke is exceedingly rare and is estimated to be related in one in one million to one in
two million cervical adjustments. For comparison, the incidence of hospital admission attributed to aspirin use from major GI events of the entire
(upper and lower) GI tract was 1219 events per one million persons/year, and risk of death has been estimated as 104 per one million users.
It is also important that you understand there are treatment options available for your condition other than chiropractic procedures. Likely you
have tried many of these approaches already. These options may include, but are not limited to: self-administered care, over-the-counter pain
relievers, physical measures and rest, medical care with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have
the right to a second opinion and to secure other opinions about your circumstances and health care as you see fit.
______________________________
I have read, or have had read to me, the above consent. I appreciate that it is not possible to consider every possible complication to care. I
have also had an opportunity to ask questions about its content, and by signing below I agree with the current or future recommendation to
receive chiropractic care as is deemed appropriate for my circumstance. I intend this consent to cover the entire course of care from all providers
in this office for my present condition and for any future condition(s) for which I seek chiropractic care from this office.

Patient name: ____________________________ Signature: _____________________________ date: ________

Parent/guardian: __________________________ Signature: _____________________________ date: ________

Witness name: ___________________________ Signature: _____________________________ date: ________

