
              Patient Name: ______________________________________________________________ Exam Date: ____/ ____/ ____ 
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                        New Patient Intake Forms 
 

          Patient Data                         Date: 
 
 

           Patient Title: (Check One)          Dr.           Prof.           Rev.            Mr.     Ms.           Mrs.           Other: __________ 
 
 

          First Name: __________________________ Middle Initial: ___________ Last Name: ________________________ 

           Date of Birth: _________________________    Age: ________________       Gender at birth:           M           F       

           I prefer to be called by: _____________________________________________________________________ 

           Social Security Number: ________-_________-___________ 

           Check one:          Married             Single            Widowed             Divorced           Separated  

          Address:   _____________________________________________________________________________________ 

                               _____________________________________________________________________________________ 

                             City: ________________________________   State:  ______________    Zip Code: _______________ 

           Primary Phone: __________________________________ Secondary Phone: _____________________________ 

          Email Address: _________________________________________________________________________________ 

          Ethnicity:     White       American Indian        African American      Asian       Hawaiian       Other: __________ 

           Employment Status:        Employed       Unemployed       HS Student        Coll. Student       Retired       Other          

  

       Emergency Contact:  

       Full Name: _____________________________________________________   Relationship: ________________ 

       Primary Phone: ______________________________   Secondary Phone: _______________________________ 

 
 

      How did you hear about our office? ______________________________________________________________ 
 



              Patient Name: ______________________________________________________________ Exam Date: ____/ ____/ ____ 
                            DOB: ____/ ____/ ____ 
 

 
 

 

 

 

Welcome to Gateway Family Chiropractic. Please review the following 

financial office policies. 

 

To control your cost of billings, we request that our charges for office visits be paid at the conclusion 

of each visit. Any balances that exceed 90 days will be forwarded to a collection bureau. Treatment 

will be suspended to any patients whose cash balance exceeds $50.00 at any given time. 

Treatments will resume when the account is paid in full. 

I, the undersigned agree that, in the event of a default of the payment of any amount due, and if this 

account is placed in the hands of a collection agency or attorney for collection or legal action, to pay 

an additional charge equal to the cost of collection including collection agency, attorney fees and 

court costs incurred. 

Please remember that insurance is considered a method of reimbursing the patient for fees paid to 

the doctor and is not a substitute for payment. Some insurance companies pay fixed allowances for 

procedures, and others pay a percentage of the charge. It is your responsibility to pay any deductible 

amounts, co-insurance, and/or any other balance not paid by your insurance. 

I authorize the release of any information necessary for insurance reimbursement to any claim. I 

request that payment of authorized benefits be made on my behalf. I assign the benefits payable to 

which I am entitled including Medicare, private insurance and other health plans to the practice 

named on this form. 

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is 

to be considered as valid as an original. I understand that I am financially responsible for all charges 

whether or not paid by said by insurance.  

 

I agree to the assignments and financial responsibilities shown on this form.  

 

___________________________________________________                 ____________________ 

Signature          Date 

 

 



              Patient Name: ______________________________________________________________ Exam Date: ____/ ____/ ____ 
                            DOB: ____/ ____/ ____ 
 

 



              Patient Name: ______________________________________________________________ Exam Date: ____/ ____/ ____ 
                            DOB: ____/ ____/ ____ 
 
 Do you have any additional complaints? __________________________________________________________________ 

 Have you ever seen a Chiropractor before?  Yes  No 

 Is this injury a result of one of the following:   Auto accident claim         Workman’s comp. claim 

Do you know what caused this injury? 

 Auto Accident          Aggravation  (congenital)      Work    Trauma   

 Non-Traumatic Slow onset            Non- Traumatic Sudden onset  Unknown   

 Other: _______________________      

When did this problem first begin? 

 A few days ago     Last week    A couple of weeks ago       Several weeks ago       A month ago 

 Several Months ago   More than a year          Several years ago   During childhood  

Have you ever had this complaint before?    Yes   No              
If yes, please specify when: ________________________________________________ 
How many times have you had the same or similar problem before? 

 Never      1x     2x    3x   4x  5x +   Multiple times 

Can you describe what caused the primary complaint(s)? 

___________________________________________________________________________________________________

___________________________________________________________________________________________________ 

Marital Status:      Single  Married  Divorced  Widowed  Separated 

Number of Children:   1   2  3  4  5  6  7 Different Amount: ________ 

What is your highest level of education?  

 No degrees obtained    High School       GED   Trade School   Associates Degree  

 Bachelor’s Degree    Master’s degree  PH.D.             Law School   Doctoral Degree 

Do you drink alcohol? 

 Never  Rarely         Regularly       Occasionally      Usually 

Do you eat a well-balanced diet? 

 Never  Rarely         Regularly       Occasionally      Usually 

Do you exercise? 

 Never  Rarely         Regularly       Occasionally      Usually 

What do you do for exercise? 

________________________________________________________________________ 

 Do you smoke, vape, chew, or use other tobacco products?      Yes   No     
 How long have you smoked for? _____________  
 How much do you smoke? __________________         Do you want to quit?    Yes   No     

 
Do you use illegal drugs?    Yes   No          Do you use Recreational Marijuana products?      Yes   No                
Specify:                                                                                



              Patient Name: ______________________________________________________________ Exam Date: ____/ ____/ ____ 
                            DOB: ____/ ____/ ____ 
 

Do you have a substance abuse problem?      Yes    No       
Specify: 
 
 Have you received treatment for substance abuse?         Yes       No         

 
Select all past and present medical health problems: 

 
Please List all current medications and Vitamins: 

 

  Please indicate all past surgeries: _______________________________________________________________________ 

___________________________________________________________________________________________________ 

Do you have any known Allergies:         Yes   No         If yes, please specify:  _________________________________ 

 

Please select all conditions your siblings, parents or grandparents have been diagnosed with: 

 

 

   Diabetes    Mitral Valve Prolapse   Anemia   Scoliosis  

   Lung Disease    High Cholesterol   Clotting or bleeding conditions    Asthma 

   Stomach problems    Heart Problems/Disease   Osteoporosis    Arthritis 

   Ulcers    Liver Problems/Disease    High blood pressure    Stroke 

   Kidney disease    Cancer: _________________________ Other: ____________________  

MEDICATION REASON FOR MEDICATION DOSAGE 

   

   

   

   

  Diabetes    Mitral Valve Prolapse   Stroke   Scoliosis  

   Lung Disease    High Cholesterol  Blood Clots   Arthritis 

  Stomach problems    Heart Problems/Disease   Osteoporosis  

  Ulcers    Liver Problems/Disease   Bleeding Condition  

   Kidney disease   Cancer: _________________________ Other: ____________________  



              Patient Name: ______________________________________________________________ Exam Date: ____/ ____/ ____ 
                            DOB: ____/ ____/ ____ 
 

 

 

Is there anything else you would like the doctor to know? 

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________ 

 

For Doctor use: 

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________ 
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Patient Name: _______________________________________ Date: _____________________ 

To the patient: Please read this entire document prior to signing it. This document explains the risks, benefits, and 

alternatives to your specific treatment. It is important that you understand the information contained in the 

document. If anything is unclear, please ask questions before you sign.  

 

The nature of the Chiropractic Adjustment 

One treatment we use as Doctors of Chiropractic is called spinal manipulation. We will use this procedure if we 

determine it may benefit your care. We may use our hands or a mechanical instrument to improve the way your 

joints are functioning. An adjustment may cause an audible “pop” or “click”, much as you have experienced when 

you “crack” your knuckles. You may feel a sense of movement in the specific joint we determined needed the 

adjustment.  

Analysis/Examination/Treatment 

As a part of the analysis, examination, and treatment you are consenting to the Chiropractic Procedures.  

The material risks inherent in chiropractic treatment 

As with any healthcare procedure, there are certain complications which can occur during the chiropractic 

manipulation and therapy. These complications include but are not limited to: fractures, disc injuries, 

dislocations, muscle strain, cervical myelopathy, costovertebral strains, separations and burns. Very rarely 

manipulation of the neck has been associated with injuries to arteries in the neck leading to or contributing to 

serious complications, including stroke. Some patients may feel stiffness and soreness following the first few days 

of treatment. We will make every reasonable effort during the exam to screen for contraindications to care; 

however, if you have a condition that would otherwise not come to my attention, it is your responsibility to 

inform me.  

The probability of those risks occurring. 

Fractures are a rare occurrence and generally result from some underlying weakness of the bone which we try to rule 

out during the exam. Stroke has been subject of tremendous disagreement. The incidence of stroke is exceedingly rare 

and are estimated to occur between one in one million and one in five million cervical adjustments. The other 

complications are also generally rare.   

 

 



              Patient Name: ______________________________________________________________ Exam Date: ____/ ____/ ____ 
                            DOB: ____/ ____/ ____ 
 

The availability and nature of other treatment options 

Other treatment options for your condition may include:  

• Self-administered, over the counter analgesics and rest. 

• Medical care and prescription drugs such as anti-inflammatory, muscle relaxants and painkillers 

• Physical therapy 

• Massage therapy 

• Hospitalization 

• Surgery 

If you choose to use one of the above noted “other treatment” options, you should be aware that there are risks 

and benefits of such options and you may wish to discuss theses with your primary medical physician.  

The risks and dangers attendant to remaining untreated 

Remaining untreated may allow the formation of adhesions and reduce mobility which may set up a pain reaction 

further reducing mobility. Symptoms may increase and over time this process may complicate treatment making 

it more difficult and less effective the longer it is postponed.  

 

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE. PLEASE CHECK THE APPROPRIATE BLOCK AND 

SIGN BELOW. 

I have read [   ] or have had read to me [   ] the above explanation of the chiropractic adjustment and related 

treatment. I have discussed it with Dr. Darren [   ] or Dr. Megan [   ] and have had my questions answered to my 

satisfaction. By signing below, I state that I have weighed the risks involved in undergoing treatment and have 

decided that it is in my best interest to undergo the treatment recommended. Have been informed of the risks, I 

hereby give my consent to treatment.  

 

Dated: ______________________________                               Dated: ______________________________                                              

____________________________________                                ____________________________________  

Patient’s Name            Doctor’s Name 

   

 

____________________________________                                ____________________________________  

Signature             Signature 

 

____________________________________                             

Signature of Parent or Guardian  
(If Minor) 



              Patient Name: ______________________________________________________________ Exam Date: ____/ ____/ ____ 
                            DOB: ____/ ____/ ____ 
 

 

 

 

 

 

 

ACKNOWLEDGMENT OF RECEIPT OF HIPAA PRIVACY 

NOTICE 
I, ___________________________________, have read a copy of this office’s Notice of Privacy Practices. I understand 

that I have certain rights to privacy regarding my protected health information. I understand that this information can 

and will be used to: 

• Conduct, plan and direct my treatment and follow-up among the health care providers who may be directly and 

indirectly involved in providing my treatment. 

• Obtain payment from third party payers. 

• Conduct normal health care operations such as quality assessment and accreditations.  

 

_____________________________________________________________            Date: ___________________ 

Patient Name (print)  

 

___________________________________________________________________ 

Patient Signature  

 

 

 

 

 

 

 

 

 

For Office Use Only 

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, but 

acknowledgement could not be obtained because:  

o Individual refused to sign. 

o Communication barriers prohibited obtaining. 

o An emergency prevented us from obtaining acknowledgment.  

o Other: ______________________________________ 

 

_________________________________________________________________________________ 

Staff Signature       Date 


