
 

Drs. Jared Lane and Nicole Evans, DC 

3409 S. Broadway Suite 805 

Tel:405.515.9355  

www.edmondchiropractor.com 

 
Name    Home Phone    

Address    Work Phone    

City, State, Zip     Cell                                                            Phone    

E‐mail Address         

Birth date Age  SS#     

Occupation  Employer       

Status: Married  Widowed  Separated Divorced Single  Spouse Name No. of Children _____ 

To conserve resources we generally utilize email and text for regular communication. May we communicate with you via? 

Email:  Text:   Carrier (like AT&T, Etc.): _______________________________________________ 
Most patients are referred to our office by a caring family member or friend. What made you to decide to visit our office? 

Friend Family Member Name: ___________________________________________________________  
Telephone Call Yellow Pages Sign website presentation  Email 

 

Please answer the following questions: 
1. Spinal problems can cause a variety of health problems.  Please check the health complaint(s) you are currently 

experiencing or experience on a periodic basis: 
 

 Low Back Pain  Arm or Hand Pain  Carpal Tunnel Syndrome  Indigestion 

 Upper/Mid Back Pain  Leg or Foot Pain  Ear Infections  Chronic Fatigue 

 Neck Pain  Asthma  Frequent Colds  Arthritis 

 Shoulder Pain  Allergies/Sinus  Spinal Curvature  Fibromyalgia 
 Others    

 

2. Please list your primary health concern you are experiencing:  
1. _____________________________  2.________________________________ 3._____________________________________ 

3. Auto and work injuries can cause serious spinal problems.  Is this visit related to an auto or work injury?   Yes    No 
4. Research shows that you spine should be checked regularly. When was your last complete Spinal examination?  

including X-rays?   within the last year  1 ‐ 5 years  5 years or longer  Never 
5. Have you ever been told that you have a spinal curvature, spinal arthritis, or inherited spinal problem? 

 YES  NO  If yes, circle one 
6. Long term spinal misalignments can cause decay and arthritis in the spine which may result in grinding or popping 

noises.  Do you ever hear grinding or popping noises when you move your head or neck?  YES  NO 
7. Spinal misalignments can make you feel like you need to twist, stretch or crack your neck or back.  Do you ever feel the 

need to twist, stretch or crack your neck, mid or lower spine?  YES  NO 
8. Poor posture can lead to poor health and usually indicates a spinal problem.  How would you rate your posture? 

Poor   ‐   1 2 3 4 5 6 7 8 9 10   ‐   Very Good 

9. Stress can cause or aggravate spinal problems.  Please rate your stress levels over the last 90 days. 
Low   ‐   1 2 3 4 5 6 7 8 9 10   ‐   High 

10. Are you currently taking prescription medication?   YES  NO If so, how many?   _______ 

11. Spinal health is especially important during pregnancy.  If female, is there any chance that you are pregnant? 
 YES     NO     MAYBE  If yes, when is your due date?  Or Date of Last Cycle?  _____________ 

12. Have you ever been diagnosed with cancer?  YES    NO    If so, what kind?____________ Year diagnosed __________ 

13. Have you ever had spinal surgery?    YES  NO If yes, where?__________________________________ 

14. If the doctor feels that you will benefit from chiropractic care, are you willing to follow his/her recommendations? 
 YES  NO 

15. How will you be paying for today’s visit?    Credit/Debit Card  Cash  Check  Other   

16. Are you Medicare eligible?  YES   NO 

17. What activities would you like to do that your health is impairing you to doing?  _____________________________________ 

18. How would your life change if you have optimal health?  ________________________________________________________ 

19. What needs to happen in order for you to have optimal health? __________________________________________________ 

 
 
 

Adult New Patient Application 
“A Healthy Spine Means a Healthier You!”  



 

20. How do you feel about your current condition? (please CHECK ONE that BEST describes your feelings.  
 
I feel helpless, nothing works____  
I don’t like what I am feeling, I hope you can fix it ______ 
I feel this is a pattern that has happened to me before, it is back again____ 
I feel there is a message my body is trying to give me____ 
I am looking for assistance in becoming healthier so I can move past my health concern____ 
I realize my condition may be a necessary experience in getting to the real problem___ 
I don’t know how I feel, I am too preoccupied with my present condition____ 
I am looking for something to enhance my quality of life and further enhance my wellness____  

 
21. Please describe any car accidents, slips, falls or repetitive injuries and when they occurred. (Even minor ones. You may have 

acquired injuries to your spine even if you didn't Feel injured.) 
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________ 

 
 
Please mark the area on the diagram with the following letters to describe your symptoms:  R=Radiating, B=Burning, D=Dull, A=Achy, 
N=Numbness, S=Stabbing/sharp, T=Tingling 

 

 
 
 

 
 
 
 
 
 
 
 
 

 
 



Is there anything else which may help us to better understand you which has not been discussed?  
________________________________________________________________________________________________________________
________________________________________________________________________________________________________-
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________ 

 
 
 
The above information is accurate and true to the best of my knowledge. I have been informed evaluation is not for 
neuromusculoskeletal conditions or evaluation of presenting complaints, but for spinal and neurological functional capacity, spinal 
alignment, and presence of spinal subluxation. Procedures recorded represent the limited evaluation procedures chosen to assess this 
particular patient. Appropriate informed consent documents have been signed to proceed. I also understand That any fee for service 
rendered is due at the time of service and cannot be deferred to a later date.  
 
Patient Name __________________________________________ Date: _______ 
Patient Signature (parent/guardian) ____________________________________ 
Doctor Signature: _______________________________________ Date: _______ 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



No    Mild     Moderate     Severe     Worst 
pain    pain     pain      pain      possible pain 

No    Mild     Moderate     Severe     Worst 
pain    pain     pain      pain      possible pain 

No    Mild     Moderate     Severe     Worst 
pain    pain     pain      pain      possible pain 

No    Mild     Moderate     Severe     Worst 
pain    pain     pain      pain      possible pain 

No    Mild     Moderate     Severe     Worst 
pain    pain     pain      pain      possible pain 

No    Mild     Moderate     Severe     Worst 
pain    pain     pain      pain      possible pain 

No    Mild     Moderate     Severe     Worst 
pain    pain     pain      pain      possible pain 

No    Mild     Moderate     Severe     Worst 
pain    pain     pain      pain      possible pain 

No    Mild     Moderate     Severe     Worst 
pain    pain     pain      pain      possible pain 

No    Mild     Moderate     Severe     Worst 
pain    pain     pain      pain      possible pain 

Activities of Daily Living 
 

To properly assess your condition, we must understand how much your health problems have affected your ability to 

manage everyday activities. For each item below, please circle the number which most closely describes your condition 

right now. 

 

1. Static Sitting  0__________1__________2__________3__________4 
 

 

 

2. Sleeping  0__________1__________2__________3__________4 
 

 

 

3. Personal Care 0__________1__________2__________3__________4 
(washing, Dressing, etc.) 

 

 

4. Travel   0__________1__________2__________3__________4 
(driving, etc.) 

 

 

5. Work   0__________1__________2__________3__________4 
 

 

 

6. Recreation  0__________1__________2__________3__________4 
 

 

 

7. Household Chores 0__________1__________2__________3__________4 
(Vacuuming, Cleaning, 

Etc.) 

 

8. Lifting  0__________1__________2__________3__________4 
 

 

 

9. Walking  0__________1__________2__________3__________4 
 

 

 

10. Standing  0__________1__________2__________3__________4 

 

 

 
Patient’s Signature:  ______________________________________ Today’s Date: ____________________ 
 

 
 
 
 
 
 
 
 

Consent to Treat 
 



Self Pay: I understand that I will be held responsible for the services that I receive from Awaken Chiropractic and Wellness Center. 
 
 
 
 
_______________________ ________________________________________  
Name     Patient/Guardian Signature  Date 
 
Consent to Examination and Treatment: I give the doctors and staff of Awaken Health and Wellness Center permission to perform 
all examinations, x-rays, and treatments, deemed necessary by the doctor. I understand that some of these procedures may be 
performed by either the staff or the doctors. 
 
 
 
 
_______________________ ________________________________________  
Name     Patient/Guardian Signature  Date 
 
HIPPA: A copy of the full Health Information Privacy Policy for our office can be requested at the front desk. In brief, it states as our 
patient your privacy is protected. By signing you are stating that you understand that Awaken Health and Wellness Center may use 
or disclose your protected health information for treatment, payment, or health care operations-which means for providing health 
care to me, the patient; handling billing and payment; and taking care of other health care operations. Unless required by law, 
there will be no other uses and disclosures of this information without my authorization. 
 
 
 
 
_______________________ ________________________________________  
Name     Patient/Guardian Signature  Date 
 
Pregnancy Waiver (x-rays): By my signature below, I am stating that to the best of my knowledge, I am not pregnant nor is 
pregnancy suspected at this time for the purposes of taking X-rays. 
 
 
 
 
_______________________ ________________________________________  
Name     Patient/Guardian Signature  Date 
 
Video/Feedback Material: I give the doctors and staff at Awaken Health and Wellness Center permission to use 
video/record/photograph office visits and procedures performed with your consent. I also give the doctors and staff at Awaken 
Health and Wellness Center permission to use feedback I give (google, Facebook, Daocloud, in office feedback). I understand that 
this material will be used for at least one year for all media platforms unless I request it to not be used. I must give the doctors and 
staff at Awaken CWC a minimum of 7 days to remove the material. 
 
 
 
_______________________ ________________________________________  
Name     Patient/Guardian Signature  Date 
 

 
 
 

 






