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A Natural Way To Heal

DR. BRIAN SENORASKE
OFFICE: 715-425-6100

Kinni \/8“6 FAX: 715-425-9573
Chiropractic
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PATIENT CoNDITION

Describe your major complaint(s):

Date you first noticed symptoms: = Describe when they began:

Have you had these sympto before: CVES INO Ifyes, when:
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1 Have YOu ever received chiropractic care before? CIYES [INO If yes, please list;
Name Address Date

HEALTH HisToRY
Place a mark on the box to indicate if you have had any of the following:
[Headaches ~ [Numbness CBhingles
CMigraines  [Heart Attack [CHepatitis
Congenital Heart Defect O bt Kidney Problems
[CPacemaker otk [Lancer
CHeart Murmur CAnemia
High/Low M [Eating Disorder
ifficulty B Orhyroid Problems

[Bmoker

DArthritis [Psychiatric Problems
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[Chemotherapy
HABITS

Cbmoke  Packs/Day
lcohol Drinks/Week
-aige Drinks/Week




AUTHORIZATION FOR CARE

| hereby authorize the Doctor to work with my condition through the use of adjustments to my spine, as he or she deems
appropriate. | clearly understand and agree that all services rendered me are charged direct to me and that | am
personally responsible for payment. | agree that | am responsible for all bills incurred at this office. The Doctor will not
be held responsible for any preexisting medically diagnosed conditions nor for any medical diagnosis. | also understand
that if | suspend or terminate my care, any fees for professional services rendered me will become immediately due and
payable.

| hereby authorize assignment of my insurance rights and benefits (if applicable) directly to the provider for services
rendered. | understand and agree that health and accident insurance policies are an arrangement between an insurance
carrier and myself. 1 understand and agree that the Doctor’s Office will prepare any necessary reports and forms to assist
me in collecting from the insurance company and that any amount authorized to be paid directly to the Doctor’s Office
will be credited to my account on receipt.

Ownership of X-ray Films: It is understood and agreed that the payments to the Doctor’s for X-rays is for examination of
X-rays only. The X-ray negative will remain in the property of the office. They are kept on file where they may be seen at
any time while | am a patient at this office.

SIGNATURE: DATE:

GUARDIAN OR SPOUSE AUTHORIZE CARE SIGNATURE: DATE:

WHO SHOULD RECEIVE BILLS FOR PAY ON YOUR ACCOUNT?
O PATIENT CJSPOUSE O PARENT O WORKERS COMP. [ AUTO INSURANCE [ MEDICARE [J HEALTH INSURANCE

TERMS OF ACCEPTANCE

When a patient seeks chiropractic care and we accept such a patient for care, it is essential for both to be working
towards the same objective. Chiropractic has only one goal. It is only when the patient understands both the objective
and the method that we will be able to attain it. This will prevent any confusion or disappointment.

An adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation. Our
chiropractic method of correction is by specific adjustments to the spine.

Health is a state of optimal physical, mental and social well being, not merely the absence of disease.

Vertebral Subluxation is a misalignment of one or more of the joints of the body. This can cause pain or alteration of
nerve function and interference of the transmission of nerve impulses, lessening the body’s innate ability to maintain
maximal health.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. However, if during the
course of a chiropractic spinal evaluation, we encounter non-chiropractic or unusual findings, we will advise you. If you
desire advice, diagnosis or treatment to those findings, we will recommend that you seek the services of a health care
provider who specializes in that area. Regardless of what the disease is called, we do not offer to treat it. Nor do we
offer advice regarding treatment prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate a major
intsrference to the expression of the body’s innate wisdom. Our only method is specific adjusting to correct vertebral
subluxation.




