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PATIENT CONFIDENTIAL CASE HISTORY 
 

Contact Information 

Last Name:____________________ First Name:_____________________ Middle Initial:_____ 

Address: ______________________________________________________________________ 

City: __________________________________ State: ____________ ZIP Code: ____________ 

Phone Number: _____________ Cell Number: _______________ Work Number:____________  

Age: _____ Date of Birth:_____________ Height:______________ Weight:___________ 

Gender: □ M  □ F Race (optional):________________________________________________ 

E-mail Address: (For our office use only)____________________________________________ 

Cell Phone Carrier: □Us Cellular  □Verizon  □AT&T  □Other_________________ 

 

Please check the appropriate box: □Single  □Divorced  □Married  □Widowed 

Number of Children and Ages: ____________________________________________________ 

______________________________________________________________________________ 

Spouse’s Name: ________________________________________________________________ 

Please discuss and/or release my medical with: _______________________________________ 

 

Please check one: □ Insurance: □ Non-Insurance:  

 

Health Questionnaire 
Reason(s) for visit:______________________________________________________________ 

Is this condition due to an accident? □Yes □No   □Auto  □Work  □Home  □Other 

Date of Accident:_________________ Mechanism of Injury:____________________________ 

When did your symptoms appear? ______________ Is this condition getting worse? □Yes □No 

How often do you have this problem? ______ Is it constant □or does it come and go□? 

Does it interfere with: □Work □Sleep □Daily Routine  □Recreation 

 

Mark your pain on the below scale of 0 to 10: 

(at rest)  ☺ No Pain 1  2  3  4  5  6  7  8  9  10   Extreme Pain 

(with activity) ☺ No Pain 1  2  3  4  5  6  7  8  9  10   Extreme Pain 
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Any Changes Regarding your Medication: ________________________________ 

(If you have a list of your medications, please present it to staff upon completion of this form) 

Any Changes Regarding your Allergies: __________________________________ 

Any Changes Regarding your Supplements: ____________________________ 

Name of your Primary Medical Doctor: _____________________________________________ 

Name of the Clinic/Hospital you attend: _____________________________________________ 

Are you currently under the care of a healthcare provider? □Yes For What?_________________  

SYSTEM REVIEW QUESTIONS 

Have you had any problems with the following areas Now or in the Past? (Y = Yes and N = No) 

___Eyes (Glasses, Contacts, Cataracts, Glaucoma, Etc) 

___Gastro-Intestinal (Acid Reflux, Ulcers, Gall Bladder, Ibs, Etc) 

___Ears, Mouth, Nose, Throat (Hearing Loss, Sinus, Etc) 

___Genito-Urinary (Male/Female Reproductive, Kidney, Bladder, Etc) 

___Cardiovascular (Heart, High Bp, High Cholesterol, Etc)  

___Musculoskeletal (Breaks, Arthritis, Osteoporosis, Discs, Etc) 

___Respiratory (Lungs, Breathing, Asthma, COPD, Etc) 

___Skin (Rashes, Skin Cancer, Dryness, Psoriasis, Eczema, Hair, Etc) 

___Neurological (Nerve Issues, Weakness, Numbness, Etc) 

___Psychiatric (Anxiety, Depression, Bipolar, Add/Adhd, Etc) 

___Endocrine (Thyroid, Hormonal, Imbalances, Liver, Etc)  

___Others: ________________________________________________ 

We will work closely with you to resolve your chief complaint. As health professionals we 

are also concerned about your overall wellness. On future visits we will discuss other issues 

with you that may impact your overall health. 

All of the answers I have given are correct to the best of my knowledge.  

_________________________________________________     __________________________  

Patient’s Signature        Date 

Indicate your Ability to Perform the Following Activities 

of Daily Living. Please use the following codes: 

U – Unable L – Limited P – Painful D – Difficult N – 

Normal  

___ Lying on Back   ___ Dressing Self   ___Lifting  

___Bending   ___Kneeling   ___ Twist/Turn – LT / RT  

___ Lying on Sides ___ Stooping   ___Gripping 

 ___Bending Forward ___ Sitting/Driving/Riding 

___ Lying on Stomach ___ Pushing/Pulling ___Standing 

___Get In/Out of Car ___ Using Computer ___Walking 

___Turning Over in Bed ___ Reaching  

___Sexual Activity ___ Using Stairs 

___ Cough/Sneeze/Grunt  ___ Sleeping 

 

Other:_______________________________ 

 

Mark an “X” on the picture below where you 

continue to have pain, numbness or tingling. 
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Anderson Chiropractic Offices 
Consent for Purposes of Treatment, Payment and Healthcare Operations 

I, _______________________________________ [Name of Individual] consent to Anderson 

Chiropractic Offices’ (“the Practice’s”) use and disclosure of my Protected Health Information 

for the purpose of providing treatment to me, for purposes relating to the payment of services 

rendered to me, and for the Practice’s general healthcare operations purposes. Healthcare 

operations purposes shall include, but not be limited to, clinical education, quality assessment 

activities, credentialing, business management and other general operation activities. I 

understand that the Practice’s diagnosis or treatment of me may be conditioned upon my consent 

as evidenced by my signature on this document. For purposes of this Consent, "Protected Health 

Information" means any information, including my demographic information, created or 

received by the Practice, that relates to my past, present, or future physical or mental health or 

condition; the provision of health care to me; or the past, present, or future payment for the 

provision of healthcare services to me; and that either identifies me or from which there is a 

reasonable basis to believe the information can be used to identify me. I understand I have the 

right to request a restriction on the use and disclosure of my Protected Health Information for the 

purposes of treatment, payment or healthcare operations of the Practice, but the Practice is not 

required to agree to these restrictions. However, if the Practice agrees to a restriction that I 

request, the restriction is binding on the Practice. I understand I have a right to review the 

Practice’s Notice of Privacy Practices prior to signing this document. The Notice of Privacy 

Practices describes my rights and the Practice’s duties regarding the types of uses and disclosures 

of my Protected Health Information. I have the right to revoke this consent, in writing, at any 

time, except to the extent that the Chiropractor or the Practice has acted in reliance on this 

consent. 

 

 

____________________________________________________ 

Signature of Patient or Personal Representative 

 

____________________________________________________ 

Date 
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Informed Consent to Chiropractic Treatment 
 

The Nature of Chiropractic Treatment: The doctor will use his/her hands or a mechanical 

device in order to move your joints. You may feel a “click” or “pop” similar to the noise 

produced when a knuckle is “cracked,” and you may feel movement of the joint. Various 

ancillary procedures, such as hot or cold packs, electric muscle stimulation, therapeutic 

ultrasound, or traction may also be used.  

Possible Risks: As with any health care procedures, complications are possible following a 

chiropractic manipulation. Complications could conceivably include fracture of bone, muscular 

strain, ligamentous sprain, dislocations of joints, or injury to intervertebral discs, nerves, or 

spinal cord . A minority of patients may notice stiffness or soreness after the first few days of 

treatment. The ancillary procedures could produce skin irritation, burns, or other minor 

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

is extremely remote.  

Probability of Risks Occurring: The risks of complications due to chiropractic treatment have 

been described as “rare” to “extremely rare”, statistically less often than complications from 

taking a single aspirin tablet..  

 

Other treatment options which could be considered may include the following:  

1. Over-the-counter analgesics. The risks of these medications include irritation to stomach, 

liver, and kidneys, and other side effects in a significant number of cases.  

2. Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these 

drugs include a multitude of undesirable side effects and patient dependence in a significant 

number of cases.  

3. Hospitalization in conjunction with medical care adds risk of exposure to virulent 

communicable disease in a significant number of cases.  

4. Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as 

well as an extended convalescent period in a significant number of cases.  

 

Risks of Remaining Untreated: Delay of treatment allows formation of adhesions, scar tissue, 

and other degenerative changes. These changes can further reduce skeletal mobility, and induce 

chronic pain cycles. It is quite probable that delay of treatment will complicate the condition and 

make future rehabilitation more difficult.  

 

Unusual Risks: I have had the following unusual risks of my case explained to me:  

 
I have read the above explanation of chiropractic treatment. I have had the opportunity to have any 

questions answered to my satisfaction. I have fully evaluated the risks and benefits of undergoing 

treatment. I have freely decided to undergo the recommended treatment, and hereby give my full 

consent to treatment.  

 

Signature of Patient: _____________________________  Date: _______________ 
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Financial Policy 

 
This is an agreement between Anderson Chiropractic Office,S.C. (DBA: Anderson Chiropractic 

Clinics), a Wisconsin Professional Corporation, and the Patient named on this form. 

 

By executing this agreement, you are agreeing to pay for all services that are received, and agree 

to all of the policies hereby within. 

 
Signature: _________________________    Date: __________________________  

 
 
 

 

 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 

I, ____________________________, [patient’s name] acknowledge that I have received, 

reviewed, understand and agree to the Notice of Privacy Practices of  Anderson Chiropractic 

Office, S.C., (DBA; Anderson Chiropractic Clinics), which describes the Practice’s policies and 

procedures regarding the use and disclosure of any of my Protected Health Information created, 

received or maintained by the Practice. 

 

 

 

________________________________________________ _____________________ 

Signature         Date  

 

________________________________________________   

Print Name 
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Authorization For Verbal Communication and/or To Leave Voice Mail Messages 
This Does Not Authorize Release Of Copies Of Medical Records 

 
Name:________________________  DOB:________________  Phone Number:_____________ 
 

Information to Be Disclosed: Verbal Communication Only Re: Patient Care And Billing 

Communication 

Between:________________________________________________________________ 

 

And Name(s):__________________________________________________________________ 

 

 

Leave Voicemail /Text At The Following Numbers: ___________________________________ 

Leave Messages with an Individual Who Answers the Phone at The Number Provided Above 

Anyone  Names Of Authorized Individuals: ____________________________________ 

 

This Authorization Will Expire  One Year from Signature unless otherwise indicated below 

 Indefinite  

In Accordance With The Conditions Listed Above, I Authorize The Use And/Or Disclosure Of The 

Medical Information. This Authorization Includes Disclosure Of Information Regarding All 

Aspects Of My Medical Health. 

 

Signature Of Patient/Representative: _______________________________Date:____________ 

 

 

 

(List Names Of Heath Care Facility, ACC Will Cover All Anderson Chiropractic Clinics) 

List First And Last Names Of Person(S) To Whom Your Information May Be Disclosed, Such As Parents, Spouse, Etc. 


