NEW PATIENT INTAKE FORM
(954) 304-2745
www.drjstone.com

Dr J Stone

GENERAL INFORMATION:

Date_____________________

Last Name _________________________________First Name ________________________SS# ______________________
Street______________________________________ Apt#_________ City______________________ State/Zip______________
Home
Cell
Phone (
)________________________ Phone (
)____________________ Date of Birth___________ Age _____
Male
Right handed
Married
Divorced
Widowed
Female
Left handed
Single
Seperated
Other
Email address: ____________________________________

__________________________ ______________________________________________
PERSONAL HISTORY:
Employer Name __________________________________________

Full-time

Retired

Part-time

Unemployed

Employer Address______________________________________City_________________ State/Zip_______________________
Employer Phone (

)__________________________ Direct Supervisor _______________________________________

Occupation___________________________ Work duties__________________________________________________________
Student Status
Do you smoke?

Full-time
Part-time
Non-Student
Yes
No
Do you exercise?

Yes, How often? ___________________________

No

Children’s ages and health status ___________________________________________________________________________
Who referred you to our office? ______________________________________________________________________

_____________________________________________________________________
HEALTH HISTORY:
Reasons for seeking chiropractic care
_________________________________________________________________________________________________________
Describe your problems and how long you’ve had them_________________________________________________________
_________________________________________________________________________________________________________
Are you under the care of any other physicians?
Yes
No If yes, please list the doctors you are seeing, the
conditions being treated and your progress to date_____________________________________________________________
_________________________________________________________________________________________________________
Have you lost work from this condition?
Yes
No If yes, give dates: from _______________ to ______________
List any current medications_________________________________________________________________________________
List past surgeries and dates________________________________________________________________________________
List past accidents and dates________________________________________________________________________________
List x-rays you have had in the past 2 years___________________________________________________________________

_____________________________________________________________________
CHIROPRACTIC HISTORY:
Have you ever been to a chiropractor before?

Yes

No If yes, please list doctor’s name____________________

Date of last chiropractic visit_________________ Condition treated_______________________________________________
Date of last chiropractic x-rays_______________ How long were you under care? __________________________________
Females: Is there a possibility of you being pregnant?
Yes
No
CONTINUED ON
REVERSE

Terms of Acceptance for Chiropractic Care
In order to provide for the most effective healing environment, most effective application of chiropractic
procedures and the strongest possible doctor-patient relationship, it is our wish to provide each patient with
a set of parameters and declarations that will facilitate the goal of optimum health through chiropractic.
To that end, we ask that you acknowledge the following points regarding chiropractic care and the services
that are offered through this clinic:
A. Chiropractic is a very specific science, authorized by law to address spinal health concerns and needs.
Chiropractic is a separate and distinct science, art and practice. It is not the practice of medicine.
B. Chiropractic seeks to maximize the inherent healing power of the human body by restoring normal nerve
functions through the adjustment of spinal subluxation(s). Subluxations are deviations from the normal spinal
structures and configurations that interfere with normal nerve processes.
C. The chiropractic adjustment process, as defined in the “law of this jurisdiction” involves the application of
a specific directional thrust to a region or regions of the spine with the specific intent of re-positioning
misaligned spinal segments. This is a safe, effective procedure applied over one-million times each day by
doctors of chiropractic in the United States.
D. A thorough chiropractic examination and evaluation is part of the standard chiropractic procedure. The
goal of this process is to identify any spinal health problems and chiropractic needs. If, during this process,
any condition or question outside the scope of chiropractic is identified, you will receive a prompt referral to
an appropriate provider or specialist, according to the initial indications of the need.
E. Chiropractic does not seek to replace or compete with your medical, dental or other type(s) of health
professionals. They retain responsibility for the care and management of medical conditions. We do not offer
advice regarding treatment prescribed by others.
F. Your compliance with care plans, home and self-care, etc., is essential to maximum healing and optimal
health through chiropractic.
G. We invite you to speak frankly to the doctor on any matter related to your care at this facility, its nature,
duration or cost, in what we work to maintain as a supporting, open environment.
I, (print name)________________________________ have read and fully understand the above statements.
All questions regarding the doctor's objectives pertaining to my care in this office have been answered to my
satisfaction. I therefore accept chiropractic care on this basis.
Signature__________________________________

Date

___________________________

Informed Consent For Chiropractic Care

Chiropractic care, like all forms of health care, while offering considerable benefit may also provide some
level of risk. This level of risk is most often very minimal, yet in rare cases injury has been associated with
chiropractic care. The types of complications that have been reported secondary to chiropractic care include
sprain/strain injuries, irritation of a disc condition, and rarely, fractures. One of the rarest complications
associated with chiropractic care, occurring at a rate between one instance per one million to one per two
million cervical spine (neck) adjustments may be a vertebral artery injury that could lead to stroke.
Prior to receiving chiropractic care this Chiropractic office, a health history and physical examination will be
completed. These procedures are performed to assess your specific condition, your overall health and, in
particular, your spine health. These procedures will assist us in determining if chiropractic care is needed, or
if any further examinations or studies are needed. In addition, they will help us determine if there is any
reason to modify your care or provide you with a referral to another health care provider. All relevant
findings will be reported to you along with a care plan prior to beginning care.
I understand and accept that there are risks associated with chiropractic care and give my consent to the
examinations that the doctor deems necessary, and to the chiropractic care including spinal adjustments, as
reported following my assessment.
Patient Name (printed)________________________________Relationship to patient__________________
Patient or Legal Guardian Signature_________________________ Date_________________________
Witness Signature (office staff)__________________________________ Date________________________
	
  

	
  
	
  
	
  

Patient Consent for Use and Disclosure
of Protected Health Information
I hereby give my consent for NEW LIFE FAMILY CHIROPRACTIC (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 Practices prior to signing this consent. The Practice reserves the right to
revise its Notice of Privacy Practices at anytime. A revised Notice of Privacy Practices may be obtained by forwarding a
written request to
Janice Stone , our Privacy Officer, at the following address:
5619 S University Dr. Davie, FL 33328
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 in carrying out TPO, such as appointment reminders, insurance
items and any calls pertaining to my clinical care, including laboratory results among others.
With this consent, the Practice may mail 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 as long as they are marked Personal and
Confidential.
With this consent, the Practice may e-mail 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 carry out TPO. However, the Practice is not required to agree to my
requested restrictions, but if it does, it is bound by this agreement.
By signing this form, I am consenting to the Practice’s use and disclosure of my PHI to carry out TPO.
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.
_________________________________
Signature of Patient or Legal guardian
_________________________________
Patient’s Name

____________________
Date

Consent to evaluate and adjust a minor child.
I, ______________________________, being the parent or legal guardian of _______________________________
have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive
chiropractic care.
Pregnancy Release
This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have
my permission to perform an x-ray evaluation. I have been advised that x-rays can be hazardous to an unborn child.
Date of last menstrual period ____________.
__________________________________
Signature

________________
Date

