
List ALL Past Medical History conditions:

 Headaches    Chest Pain  Stroke  Back Pain     Broken Bones    Osteoporosis  Diabetes  Neck Pain

 High Blood Pressure  Cancer  Arm Pain  Heart Attack  Asthma    Leg Pain    Other _________________

List your Family History:  (check any that apply)

 Arthritis  Asthma  Back Pain  Cancer  Depression  Diabetes  Epilepsy  Genetic Spinal Condition

 High Blood Pressure  Heart Problems  Multiple Sclerosis  Neurological Problems  Parkinson’s  Polio

 Prostate Problems  Stroke/Heart Attack Other: _______________________________________________________

List any Surgeries:

 Back  Brain  Elbow  Foot  Hip  Knee  Neck  Neurological  Shoulder  Wrist  other: ______________

What is your SINGLE major complaint? _________________________________________________

Date problem began? ______________

How did this problem begin (falling, lifting, etc.)? _________________________________________________________

How is your condition changing?  GETTING BETTER  GETTING WORSE  NOT CHANGING

Have you had this condition in the past? YES - NO

How often do you experience your symptoms?

 Constantly (76-100% of the day)  Frequently (51-75% of the day)

 Occasionally (26-50% of the day)  Intermittently (0-25% of the day)

Describe the nature of your symptoms:  Sharp  Dull,achy   Numb  Burning  Shooting  Tingling  Stabbing

 Tightness Throbbing  other: __________________________________________________________

Please rate your pain on a scale of 1 to 10 (0= no pain and 10= excruciating pain) --- ___/10

How do your symptoms affect your ability to perform daily activities such as working or driving?

(0= no effect and 10= no possible activities)  1  2  3  4  5  6  7  8 9  10

What activities aggravate your condition (working, exercise, etc)? _____________________________________________

What makes your pain better (ice, heat, massage, etc)? ______________________________________________________

What is your SECOND complaint? ________________________________________________________

Date problem began? __________________

How did this problem begin (falling, lifting, etc.)? _________________________________________________________

How is your condition changing?  GETTING BETTER  GETTING WORSE  NOT CHANGING

Have you had this condition in the past? YES - NO
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How often do you experience your symptoms?

 Constantly (76-100% of the day)  Frequently (51-75% of the day)

 Occasionally (26-50% of the day)  Intermittently (0-25% of the day)

Describe the nature of your symptoms:  Sharp  Dull  Numb  Burning  Shooting  Tingling  Radiating Pain

 Tightness  Stabbing Throbbing Other: __________________________________________________________

Please rate your pain on a scale of 1 to 10 (0= no pain and 10= excruciating pain)

 1  2  3  4  5  6  7  8  9  10

How do your symptoms affect your ability to perform daily activities such as working or driving?

(0= no effect and 10= no possible activities)  1  2 3  4  5  6  7  8  9  10

What activities aggravate your condition (working, exercise, etc)? _____________________________________________

What makes your pain better (ice, heat, massage, etc)? ______________________________________________________

Patient Signature: ____________________________________ Date: _______________

How did you hear about us? Did you hear our ad on the radio?  YES      NO 

Did a family member or friend refer you?  YES    NO 

Did a previous chiropractor recommend us?  YES   NO 

Did you see our ad in the Yellow pages?   YES  NO 

Did you find us on Google?  YES  NO 

Was there another way you learned about our office?  ___________________________________________________

PLEASE MARK YOUR AREAS OF PAIN ON THE DIAGRAM BELOW BY
DRAWING ARROWS TO WHERE IT HURTS OR IS BOTHERING YOU.

Main reason for consulting the office:

 Become pain free
 Explanation of my condition
 Learn how to care for my condition
 Reduce symptoms
 Resume normal activity level

Do you use tobacco?  YES    NO
If so, how many packs/day?  _____________________

Do you drink alcohol?  YES 
NO   If so, how often/much?  __________________



INTRODUCTION

Chiropractic, dentistry, medicine, nursing, optometry, osteopathy, osteopathic medicine and surgery, pharmacy,
physical therapy, podiatry, psychology, and others are all regulated in the state of Missouri.  Patient care
provided by those above listed professions have known risks, which may include death, brain damage,
quadriplegia, paraplegia, the loss of function of any organ or limb, or disfiguring scars associated with such care
and treatment.  For your information, the following is routinely furnished to all who consider chiropractic care
in this clinic.

NATURE AND PURPOSE OF CHIROPRACTIC PROCEDURES

The practice of chiropractic includes many standard examination and testing procedures.  These include
chiropractic adjustment, physical examination, orthopedic and neurological testing, palpation, specialized
instrumentations, laboratory tests, radiology examinations, physical therapy, and rehabilitative procedures.

A chiropractic adjustment is the application of a quick precise movement over a very short distance to a specific
point of a vertebra.  There are many different adjusting techniques.  Most are performed by hand and a few use
specially designed equipment.

Not only should you understand the benefits of chiropractic care, but also you should be aware of the existence
of some inherent risks and limitations.  These are seldom enough to contraindicate care, but should be
considered in making the decision to receive chiropractic care.  All health care procedures have some risks
associated with them.  Risks associated with some chiropractic adjusting procedures may include
musculoskeletal sprain/strain, neurological deficits, osseous fracture, vertebral artery syndrome (VAS),
including stroke and perhaps, death through complicating factors.

AUTHORIZATION FOR CHIROPRACTIC CARE

I have been informed of the nature and purpose of chiropractic care, the possible consequences of the care, and the risks of
the care, including the risks that the care may not accomplish the desired objective.  Reasonable alternative treatments have
been explained, including the risks, consequences, and probable effectiveness of each and I have been advised of the
possible consequences if no care is provided.  I acknowledge that no guarantees have been made to me concerning the
results of the care and treatment.

I HAVE READ THE ABOVE PARAGRAPHS.  I UNDERSTAND THE INFORMATION PROVIDED.  THE
INFORMATION PROVIDED HAS BEEN EXPLAINED TO ME AND ALL QUESTIONS, WHICH I HAVE
ASKED, HAVE BEEN ANSWERED TO MY SATISFACTION.

HAVING THIS KNOWLEDGE, I KNOWINGLY AUTHORIZE HANFT FAMILY CHIROPRACTIC TO
PROCEED WITH CHIROPRACTIC CARE AND TREATMENT.

_________________________________________ __________________
(PATIENT’S SIGNATURE) (DATE)

__________________________________________
(DOCTOR OF CHIROPRACTIC’S SIGNATURE)
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Consent for Purposes of Treatment, Payment, & Healthcare Operations (03/06)
In this document, “I” and “my” refer to the patient,

And “HFC” refers to Hanft Family Chiropractic, Inc.

I consent to the use or disclosure of my protected health information by HFC for the purpose of
analyzing, diagnosing, or providing treatment to me, obtaining payment for my health care bills, or to
conduct health care operations of HFC.  I understand that analysis, diagnosis, or treatment of me by
HFC may be conditioned upon my consent as evidenced by my signature below.

I understand I have the right to request a restriction as to how my protected health information
is used or disclosed to carry out treatment, payment, or healthcare operations of the practice. HFC is
not required to agree to the restrictions that I may request.  However, if HFC agrees to a restriction that
I request, the restriction is binding on HFC.  I have the right to revoke this consent, in writing, at any
time, except to the extent that HFC has taken action in reliance on this Consent.

My "protected health information" means health information, including my demographic
information, collected from me and created or received by my physician, another health care provider,
a health plan, my employer, or a health care clearinghouse.  This protected health information relates
to my past, present, or future physical or mental health or condition and identifies me, or there is a
reasonable basis to believe the information may identify me.

I have been provided with a copy of the Notice of Privacy Practices of HFC and understand
that I have a right to review the Notice of Privacy Practices prior to signing this document.  The Notice
of Privacy Practices describes the types of uses and disclosures of my protected health information that
will occur in my treatment, payment of my bills, or in the performance of health care operations of
HFC.  The Notice of Privacy Practices for HFC is also posted in the waiting room at the Hanft Family
Chiropractic, Inc Clinic.  This Notice of Privacy Practices also describes my rights and the duties of
HFC with respect to my protected health information.

HFC reserves the right to change the privacy practices that are described in the Notice of
Privacy Practices.  I may obtain a revised Notice of Privacy Practices by calling the office of HFC and
requesting a revised copy be sent in the mail or asking for one at the time of my next appointment.

______________________________________ ____________________________________
Signature of Patient or Personal Representative Printed Name of Patient

________________________________ __________________________________________
Date of Signing Description of Personal Representative’s Authority


