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.                   Patient Information                 . 
 
Date         Sex: □ M □ F   
 
Patient        
Address       
City    State  Zip   
 
□Single   □Married   □Widowed  □Separated  □Divorced 
 
Birth Date     Age:     
Patient SS#       
Occupation       
Employer       
Employer Address      
Employer Phone #      
 
Spouse’s Name       
Birth Date__________ SS#     
Occupation       
Spouse’s Employer      
Whom may we thank for referring you?     
        
 

 

.                 Phone Numbers                     . 
 
Home_____________Work___________Cell   
Best time and place to reach you:___________________ 
E-mail address__________________________________ 
 
IN CASE OF EMERGENCY, CONTACT: 
Name___________________Relationship   
Home Phone       
Work Phone _________________________Ext   
Email:        

.                        Insurance                         . 
 
Who is responsible for this account?    
Relationship to Patient      
 
Insurance Co       
Group #       
 
Is patient covered by additional insurance?   □ Y   □ N 
 
Subscriber’s Name      
Birth Date ____________SS#     
Relationship to Patient      
Insurance Co.       
Group #       
 
 
 
        
Responsible Party Signature 
 

         
Relationship     Date 

 
 
 
 
 
 
 
 
 
 

.             Accident Information                 . 
 
Is condition due to an accident? □ Y   □ N  Date   
Type of accident □ Auto □ Work □ Home □ Other 
 
To whom have you made a report of your accident? 
□ Auto Insurance □ Employer □ Worker Comp □ Other  
Attorney Name/Phone # (if applicable)   
        

.                                                           Health History              
What treatment have you already received for your condition?   
 □ Medications □ Surgery □ Physical Therapy □ Chiropractic Services □ None  
 □ Other               
 
Name and address of other doctor(s) who have treated you for your current problem:      
 
Date of Last:  Physical Exam_________________ Spinal X-Ray _________________Blood Test     
            Spinal Exam__________________ Chest X-Ray _________________ Urine Test    
            Dental X-Ray__________________ MRI, CT-Scan, Bone Scan       
 
Who is your primary care physician (First/Last Name)?          
What is their address?              
How long has he/she been your primary doctor?           
When was your last appointment with your primary doctor?          
Was your last visit with your primary doctor related to your current problem?    Yes         No 
Do you mind us contacting your primary doctor regarding your condition?  Yes         No 
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Patient History Intake Form 
Do you exercise? never occasionally frequently daily 

Do you use tobacco?  ______________   Do you drink alcohol?  ______________ 

If answered YES to either question, how much per day?  _________drinks/week _________type of tobacco/day 

How would you describe your body weight? 

________ 10 pounds overweight ________ 20 pounds overweight ________ ideal ________ underweight 

Are you currently trying to lose weight/diet?  ______________ 

Would you like professional help in losing weight?  ______________ 

Do you believe that your weight and/or eating habits are contributing to your pain?  ___________________ 

Have you seen a chiropractor in the past?  YES or NO   Results:   Good   Mixed   Poor 

Have you been treated in the past for your problem?   YES or NO (circle all that apply below) 

physical therapy ice/heat  brace pain medication  chiropractic surgery 

List all medications you are currently taking: 

1. __________________________________________________________________________________________ 
2. __________________________________________________________________________________________ 
3. __________________________________________________________________________________________ 
4. __________________________________________________________________________________________ 

List any hobbies you might have:  ___________________________________________________________________ 

_________________________________________________________________________________________________ 

Do you have any of the following: (circle all that apply below) 

Arthritic disease  Type_______ 

Diabetes  Type_______ 

Cancer   Type_______ 

Neurological disease Type_______ 

Endocrine disease Type_______ 

High Blood Pressure Yes or No 

GI/GU disease  Yes or No 

Stroke/TIA/CVA  Yes or No 

Lupus   Yes or No 

Heart Problems  Yes or No 

Have you had past diagnostic procedures (MRI, CT, etc)? 

If so, please list type, date, and location _________________________________________________________________ 

_________________________________________________________________________________________________ 

List all surgical procedures you have had (include pacemaker/defibrillator, joint replacement/fusion or vascular stints) 
and the date: 

1. __________________________________________________________________________________________ 
2. __________________________________________________________________________________________ 
3. __________________________________________________________________________________________ 
4. __________________________________________________________________________________________ 
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PATIENT NAME __________________________________________________________  DATE ___________________ 

AGE ____________  HEIGHT ____________  WEIGHT ____________  OCCUPATION __________________________ 

PROBLEM  DESCRIPTION OF PAIN (CIRCLE ALL THAT APPLY)      PAIN SCALE         STARTED 
                                         (1-10)           WHEN? 
1    

  achy       burning        dull       sharp       searing       throbbing 
  sore        shooting      stiff       numb       tingling       weakness 
 
Does your pain radiate?  Yes or No 
 If yes, where?  ___________ 
 
My pain is worse:     morning   afternoon   evening   other:   
Severity of pain:       minimal   moderate   severe 
Frequency of pain:   constant  frequent  intermittent   occasional 
 

         

2    
  achy       burning        dull       sharp       searing       throbbing 
  sore        shooting      stiff       numb       tingling       weakness 
 
Does your pain radiate?  Yes or No 
 If yes, where?  ___________ 
 
My pain is worse:     morning   afternoon   evening   other:   
Severity of pain:       minimal   moderate   severe 
Frequency of pain:   constant  frequent  intermittent   occasional 
 

  

3   
  achy       burning        dull       sharp       searing       throbbing 
  sore        shooting      stiff       numb       tingling       weakness 
 
Does your pain radiate?  Yes or No 
  If yes, where?  ___________ 
 
My pain is worse:     morning   afternoon   evening   other:   
Severity of pain:       minimal   moderate   severe 
Frequency of pain:   constant  frequent  intermittent   occasional 
 

  

4    
  achy       burning        dull       sharp       searing       throbbing 
  sore        shooting      stiff       numb       tingling       weakness 
 
Does your pain radiate?  Yes or No 
 If yes, where?  ___________ 
 
My pain is worse:     morning   afternoon   evening   other:   
Severity of pain:       minimal   moderate   severe 
Frequency of pain:   constant  frequent  intermittent   occasional 
 

  

 
 DO YOUR LISTED PROBLEM AREAS FEEL BETTER OR WORSE WITH EACH ACTIVITY? 

 
(circle all that 

apply) 
B=Better  
W=Worse 

 
While 

standing 
 

 
While 
sitting 

 

 
Lying 
down 

 

 
With 

movement

 
With 
rest 

 
With 
use 

 
While 

walking 

 
While 

running 

 
While 

at work 

 
Everyday 

activity 

 

B   W 
 

B   W 
 

B   W 
 

B   W 
 

B   W 
 

B   W 
 

B   W 
 

B   W 
 

B   W 
 

B   W 
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INFORMED CONSENT/ASSIGNMENT OF BENEFITS 
 
Welcome to our multi-specialty group practice, offering family practice & pain management, chiropractic, physical therapy, 
rehabilitation, nutritional & massage therapy.  As a courtesy for you, we may call you on the telephone when an appointment is 
missed and/or you have not been in for a while.  If you do not wish for us to call you or mail you reminder cards please let us know in 
writing for your file. 
 
I understand that this Facility, its doctors & staff are accepting my case based on examination findings & I believe the outlined 
treatment should produce change and/or improvement.  However as with any diagnostic test, procedure, examination or doctors care 
a guarantee of improvement or complete recovery cannot be made and it is even possible that no change will occur. I further 
understand that in the practice of medicine, chiropractic, massage therapy & physical therapy there are some risks including but not 
limited to fractures, disk injuries, strokes, dislocations, sprains-strains, drug interactions & reactions and/or injuries or side effects 
which cannot be pre-determined. I do not expect the doctor/provider to be able to anticipate and explain all risks and/or 
complications, and I wish to rely on the doctor/provider to exercise judgment during the course of the procedure(s) which the 
doctor/provider feels at the time is in my best interest. Therefore, I give my full consent to the doctor/provider to render treatment 
on me or the minor whom I am legally responsible by a health care provider of this Facility. 
 
Pain relief from laser therapy may be dramatic and substantial, lasting for hours, days or weeks.  However, you result may be minimal 
or insignificant.  Adverse effects of laser therapy may occur from multiple causes including hypersensitivity, preexisting health 
conditions, thermal effects, excessive pressure from the probe, and laser over-stimulation.  Laser light can damage the retina in your 
eye.  Always wear the laser protective glasses provided. Most common adverse effects are temporary increase in pain during or 
following the application of the laser, mild bruising from vasodilation or direct pressure of laser tip, temporary dizziness, and 
reactions when photosensitizing drugs are used with laser therapy.   
 
In consideration of your undertaking to render care, I agree to the following: 
 
Release of Information: You are authorized to release any information you deem appropriate concerning my physical condition to any 
insurance company, attorney, or adjuster in order to process any claim for reimbursement of charges incurred by me at Northwest 
Knee Clinic (“the facility”). 
Right to Receive Payment: I authorize and assign “the facility” and/or its representatives, the right to receive direct payment from 
my attorney or any insurance company who may become obligated to pay me any sum. I further authorize the endorsement of my 
name to any draft or check containing my name which you are legally entitled. 
In the event any insurance company or attorney, obligated by contractual agreement to issue payment to me for your service charges, 
refuses to pay upon demand by you, I hereby assign and transfer to you the cause of action that exists in my favor against any such 
company or attorney and authorize you to prosecute said action either in my name or your name as you otherwise resolve said claim 
as you see fit. I understand whatever amounts you do not collect from said insurance proceeds shall be paid by me (the patient).  I 
also assign “the facility” and grant the right of lien against all claims against any 3rd party whose negligence may have caused my 
injury up to the amount of the bill for treatment. I waive the Stature of Limitations regarding “the facility’s” right to recover from 
me directly. I hereby direct my attorney to cooperate, assist and not interfere with “the facility” in recovering any Med-Pay benefits I 
may be entitled to.  Initial _______________________ 
 
        TERMS OF ACCEPTANCE                                 

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working for the 
same objective. Chiropractic has only one goal. It is important that each patient understands both the objective and the method that 
will be used to attain it. This will prevent any confusion or disappointment.  Adjustment: The 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 
of the spine.  Health: The state of optimal physical, mental and social well being, not merely the absence of disease or infirmity. 
Vertebral subluxation: A misalignment of one or more of the 24 vertebra in the spinal column which causes alteration of nerve 
function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its 
maximum health potential. We do not offer diagnose or treat any disease. We only offer to diagnose either vertebral subluxations or 
neuro-musculoskeletal conditions. However, if during the course of a chiropractic spinal examination we encounter non-chiropractic 
or unusual findings, we will advise you. If you desire advice, diagnosis or treatment for those findings, we will recommend that you 
seek the services of another health care provider. 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 major interference to the 
expression of the body’s innate wisdom. Our only method is specific adjusting to correct vertebral subluxations. However, we may use 
other procedures to help your body hold the adjustments.  All questions regarding the doctor’s objective pertaining to my care in this 
office have been answered to my complete satisfaction. I therefore accept chiropractic care and/or physical therapy treatment on 
this basis.  Initial___________ 
    
            CONSENT TO TREAT A MINOR                                       
   
Consent to evaluate and adjust a minor child:  I, _________________________ being the parent or legal guardian of 
____________________________and   have read and fully understand the above terms of acceptance and hereby grant permission for 
my child to receive chiropractic care and/or physical therapy treatment.  
 
                
(Patient Printed Name)    (Patient Signature)     (Date) 
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        HEALTH CARE PRIVACY NOTICE (HIPPA)                                     
 
This office is committed to providing patients with quality health care services delivered with dignity and concern.  
Fulfilling this commitment requires the efforts of the doctors, therapists, staff & patient working together as a 
team to obtain the maximum results.  Patient satisfaction is a vital interest to Northwest Knee Clinic. 
 
This Facility is required by law to abide by the terms of this Health Care Privacy Notice as well as other applicable 
federal & state laws governing privacy practices in health care.  Our Facility may change and/or modify the terms 
of this Notice at anytime without additional notice to you except to publicly post in our Facility and/or make 
available to patients any updated notices.  Photocopy of this Notice is available to you upon request.  The term 
Facility refers to this office or clinic.  The term Provider refers to doctors and/or licensed professionals of this 
Facility.     
 
Our Facility & staff are committed to maintaining the privacy of your protected health information as (PHI). PHI is 
information about you, including demographic information, that may identify you & that may relate to your 
present, future & past physical or mental health or condition & the care & treatment you receive from our 
practice.  This Notice describes how medical information about you may be used & disclosed & how you can obtain 
access to this information.  Please read this Notice & ask questions, misunderstandings or concern to the 
Compliance Officer of this Facility. 
 
Our Facility may use & disclose your PHI for health care delivery purposes.  Your PHI may be used and/or disclosed 
without your written authorization by the doctors and staff of this Facility for the purposes of your care & 
treatment; paying your health care bills; and to support the operations of this practice.  Your doctor & staff will 
take all reasonable measures to maintain the confidentiality of your PHI. 
 
The Privacy Rule allows you the right to review & receive copies of your health care records as it relates to your 
health care.  The request must in writing, allowing your provider 30 days to respond.  Your provider may deny your 
request if it will cause harm to you or to another person.  Your provider may charge a copy fee, which will be in 
compliance with State Law.  Your provider will comply with any reasonable request to have confidential 
communication by alternative means or at an alternative location if not doing so endangers you.  
 
You may request to have an amendment placed in your record if you disagree with anything in your record.  This 
does not mean that anything will be removed or changed, and the provider has the right to respond with a rebuttal 
statement if he/she feels it is necessary.  You may revoke authorization, in writing, at any time, except in the 
event that the provider has acted as indicated in the doctor’s Authorization Notice.   
 
You have the right to file a written complaint with our Compliance Officer if you believe that any of your privacy 
rights have been violated.  You can obtain a complaint from the Compliance Officer and/or the Office of Civil 
Rights.  All complaints must be filed within 180 days of when you know or should have known that the violation 
occurred.  The Privacy Law prohibits our Facility from taking any retaliatory actions against anyone who files a 
complaint.  A more detailed, updated & comprehensive Health Care Privacy Notice is available for your review in 
this Facility.  Should anyone call this Facility asking for you, you authorize this Facility to release the following: 
  
   □  any patient information 
     □  appointment information only 
 
 
Name:          Name:       
 
Name:          Name:       
 
 
               
Patient/Guardian Signature      Date 
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              INSURANCE POLICIES- PAYMENT TERMS & CONDITIONS                 
  

1. As a courtesy, the Facility will obtain a verification of applicable insurance benefits as they are quoted to us but 
some third party payers mis-quote benefits, coverage and liability.  Our Facility & staff are not responsible for 
what a third party payer and/or representative may tell us, therefore it is your responsibility to know what your 
insurance benefits are per your policy.  Any contractual, written, verbal or other obligations or arrangements 
between you and an attorney, insurance company, liable or third party payer are between you and said person. 

2. Co-pays, deductibles & all non-covered service charges are due the day the service is rendered. 
3. Patients are responsible for charges on all service(s) and/or product(s) which may exceed the maximum allowable 

and/or when a third party and/or insurance carrier does not reimburse this Facility enough to meet our cost of 
service. 

4. Patient agrees to allow the facility to use any past form of payment on file to bring their account up to date for 
services rendered, as well as, agrees to release and authorize this facility to sign any form of payment presented to 
the facility not signed for services rendered.  

5. All account balances, including automobile & work injury claims must be paid in full within 90 days of treatment.  
Patients are fully responsible for all money owed this office & such payment is not contingent on any settlement, 
claim, judgment, or verdict by which they may eventually recover said fee & it is also regardless of any attorney 
liens or pending settlement(s).  If a third party payer fails to pay said balance in full within the 90 day period, the 
patient must pay the balance in full.  Assignee is fully responsible for all money owed this Facility for any & all 
treatment, products & services rendered to the patient and/or minor. All personal injury claims with legal 
representation will have a lien(s) filed on the case pursuant to the Illinois Physician Lien Act. 

6. This Facility reserves the right to charge an additional service fee computed by a ‘periodic rate’ of two percent per 
month- twenty-four percent per annum to all balances owed over thirty days.  Any balance past due 90 days or 
more will be submitted to an attorney and/or agency for legal collection for which the undersigned agrees to be 
100% responsible for all monthly service charges, costs related to but not limited to all collection related expenses, 
attorney fees, court & filing fees.   

7. Returned checks, debit & credit charges made payable to this Facility for insufficient funds, stop payments or 
other reasons of non-payment will be assessed a $30 charge. 

8. Should you agree to provide any testimonials (video, written, verbal, emailed, etc…), you agree and release the 
right to use these in any marketing or advertising for the Facility.  

9. If your insurance carrier sends you payment for services rendered by the Facility, you agree to send or bring the 
full payment to our office immediately upon receipt. 

10. All special order and custom-made supplies/supports/products are non-refundable. 
11. Illinois state law dictates that all patient records, including x-rays, be kept on file for a minimum of 7 years. For an 

additional fee (Illinois State mandated rates for paper plus any associated courier fees and radiographic copy 
charges), copies will be made available upon patient request.  Processing time is one (1) week.    

 
                        
By my signature and/or initials above and below I acknowledge that I have read or have had read to me and have received a 
photocopy upon my request of this document including the Informed Consent/Assignment of Benefits, HIPPA Notice, Facility 
Terms & Conditions, Insurance Policies, Consent to Treat a Minor, Terms of Acceptance, and fully understand and have had all 
of my questions answered to my satisfaction.  Date of acknowledgment for all stated sections is reflected in the “Patient 
Consent & Signature” section.  A photocopy of this document shall be considered as effective and valid as an original. 
 
 

 
 
               
Signature of Patient/Guardian/Power of Attorney    Date 
 

                                                                                                          
 

 
 
 
 
 
 
 
 
 
 
 
 
 


