
New Patient Health History Form
In order to provide you the best possible care, please complete this form

and bring it to your first appointment. All information is strictly CONFIDENTIAL.

Patient Data
First Name Last Name Date  Email* 

* Your email will NOT be shared with any 3d parties, and is used  for occasional office announcements and promotions.

Mailing address
Address  City  State  Zip 

Telephone (Work)  (home)  Referred By 

Age  Birth Date  Social Security #  Number of Children 

Occupation  Employer 

Marital Status  Spouse's Name  Spouse's Occupation 

Spouse's Employer  Spouse's Health Status 

Emergency Contact  Phone 

Current Complaints
Nature of Injury: 

Please describe: 

Date of Injury  Date symptoms appeared 

Have you ever had same condition?  If yes, when? 

List of other practitioners seen for this injury/condition 

Have you ever been under chiropractic care? 

If yes, please describe 

Insurance Information

Name of party responsible for payment  Phone 
Do you have health insurance?  Name of company 
* If an auto accident, please provide:
Insurance Company Name  Contact Person 
Phone:  Claim # 

Signatures

Name of the insured ________________________________________________________________________
I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier 
and myself. I understand and agree that all services rendered to me and charged are my personal 
responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for 
professional services rendered to me will be immediately due and payable.

Patient’s signature _______________________________________________ Date ____________________
Spouse’s or guardian’s signature __________________________________ Date ____________________
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Automobile* Work Other

No Yes

No Yes

No Yes



Medical History
Have you been treated for any conditions in the last year? 
If yes, please describe 

Date of last physical exam  Is there a chance that you are pregnant? 

Have you had X-rays taken?  If Yes, where? 
What medications are you taking and for what conditions (Please list dosage and amounts, etc)l

What vitamins, minerals, or herbs do you currently take? (Please list for what conditions, dosage, and  frequency).

Have you ever: No Yes Briefly Explain
Broken bones? 
Been hospitalized? 
Been in an auto accident? 
Had Sprains/Strains? 
Been struck unconscious? 
Had surgery? 

Family History
Family Members - Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)

Do you experience pain every day?
Do your symptoms interfere with daily life?
Does pain wake you up at night?
Are your symptoms worse during certain times of the day?
Do changes in weather affect your symptoms?
Do you wear orthotics?
Do you take vitamin supplements?
What activities aggravate your symptoms?

Habits None Light Moderate Heavy
Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep
Appetite
Soft Drinks
Water
Salty Foods
Sugary Foods
Artificial Sweeteners
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No Yes

No Yes
No Yes

No Yes
No Yes
No Yes
No Yes
No Yes
No Yes
No Yes



Have you ever suffered from:
 Alcoholism 
 Allergies 
 Anemia 
 Arteriosclerosis 
 Arthritis 
 Asthma 
 Back Pain 
 Breast Lump 
 Bronchitis 
 Bruise Easily 
 Cancer 
 Chest Pain/Conditions 
 Cold Extremities 
 Constipation 
 Cramps 
 Depression 
 Diabetes 
 Digestion Problems 
 Dizziness 
 Ears Ring 
 Excessive Menstruation 
 Eye Pain or Difficulties 
 Fatigue 
 Frequent Urination 
 Headache 
 Hemorrhoids 
 High Blood Pressure 
 Hot Flashes 
 Irregular Heart Beat 
 Irregular Cycle 
 Kidney Infection 
 Kidney Stones 
 Loss of memory
 Loss of balance 
 Loss of smell 
 Loss of taste 
 Lumps In Breast 
 Neck Pain or Stiffness 
 Nervousness 
 Nosebleeds 
 Pacemaker 
 Polio 
 Poor Posture 
 Prostate Trouble 
 Sciatica 
 Shortness of breath 
 Sinus Infection 
 Sleep problems or Insomnia 
 Spinal Curvatures 
 Stroke 
 Swelling of ankles 
 Swollen Joints 
 Thyroid Condition 
 Tuberculosis 
 Ulcers 
 Varicose Veins 
 Venereal Disease 
 Other: 

Please use the following letters to indicate TYPE and 
LOCATION of the symptoms you currently are experiencing.

A=Ache O=Other
B=Burning P=Pins & Needles
N=Numbness S=Stabbing
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Oswestry Low Back Pain Scale

Please rate the severity of your pain by circling a number below:

No pain 0    1    2    3    4    5    6    7    8    9    10      Unbearable pain

Name Date

Instructions: Please circle the ONE NUMBER in each section which most closely describes your problem.

Section 1 – Pain Intensity Section 6 – Standing
0. The pain comes and goes and is very mild. 0. I can stand as long as I want without pain.
1. The pain is mild and does not vary much. 1. I have some pain on standing but it does not increase with time.
2. The pain comes and goes and is moderate. 2. I cannot stand for longer than 1 hour without increasing pain.
3. The pain is moderate and does not vary much. 3. I cannot stand for longer than ½ hour without increasing pain.
4. The pain comes and goes and is severe. 4. I cannot stand for longer than 10 minutes without increasing pain.
5. The pain is severe and does not vary much. 5. I avoid standing because it increases the pain immediately.

Section 2 – Personal Care (Washing, Dressing, etc.) Section 7 – Sleeping
0. I would not have to change my way of washing or 0. I get no pain in bed.
    dressing in order to avoid pain. 1. I get pain in bed but it does not prevent me from sleeping well.
1. I do not normally change my way of washing or 2. Because of pain my normal nights sleep is reduced by less than
    dressing even though it causes some pain.     one-quarter.
2. Washing and dressing increase the pain but I 3. Because of pain my normal nights sleep is reduced by less than
    manage not to change my way of doing it.     one-half.
3. Washing and dressing increase the pain and I find it 4. Because of pain my normal nights sleep is reduced by less than
    necessary to change my way of doing it.     three-quarters.
4. Because of the pain I am unable to do some washing 5. Pain prevents me from sleeping at all.
    and dressing without help.
5. Because of the pain I am unable to do any washing
    and dressing without help.

Section 3 – Lifting Section 8 – Social Life
0. I can lift heavy weights without extra pain. 0. My social life is normal and gives me no pain.
1. I can lift heavy weights but it gives extra pain. 1. My social life is normal but it increases the degree of pain.
2. Pain prevents me lifting heavy weights off the floor. 2. Pain has no significant effect on my social life apart from limiting
3. Pain prevents me lifting heavy weights off the floor, but I can     my more energetic interests, e.g., dancing, etc.
    manage if they are conveniently positioned, e.g., on a table. 3. Pain has restricted my social life and I do not go out very often.
4. Pain prevents me lifting heavy weights but I can manage light 4. Pain has restricted my social life to my home.
    to medium weights if they are conveniently positioned. 5. I have hardly any social life because of the pain.
5. I can only lift very light weights at most.

Section 4 – Walking Section 9 – Traveling
0. I have no pain on walking. 0. I get no pain when traveling.
1. I have some pain on walking but it does not increase 1. I get some pain when traveling but none of my usual forms of
    with distance.     travel make it any worse.
2. I cannot walk more than 1 mile without increasing pain. 2. I get extra pain while traveling but it does not compel me to seek
3. I cannot walk more than ½ mile without increasing pain.     alternate forms of travel.
4. I cannot walk more than ¼ mile without increasing pain. 3. I get extra pain while traveling which compels to seek alternative
5. I cannot walk at all without increasing pain.     forms of travel.

4. Pain restricts me to short necessary journeys under ½ hour.
5. Pain restricts all forms of travel.

Section 5 – Sitting Section 10 – Changing Degree of Pain
0. I can sit in any chair as long as I like. 0. My pain is rapidly getting better.
1. I can sit only in my favorite chair as long as I like. 1. My pain fluctuates but is definitely getting better.
2. Pain prevents me from sitting more than 1 hour. 2. My pain seems to be getting better but improvement is slow.
3. Pain prevents me from sitting more than ½ hour. 3. My pain is neither getting better or worse.
4. Pain prevents me from sitting more than 10 minutes. 4. My pain is gradually worsening.
5. I avoid sitting because it increases pain immediately. 5. My pain is rapidly worsening.

TOTAL

marinsn
Text Box
Fairbank, J.C., Couper, J., Davies, J.B., & O'Brien, J.P. (1980). The Oswestry low back pain disability questionnaire. Physiotherapy, 66, 271-273.
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Neck Disability Index 

THIS QUESTIONNAIRE IS DESIGNED TO HELP US BETTER UNDERSTAND HOW YOUR NECK PAIN AFFECTS 
YOUR ABILITY TO MANAGE EVERYDAY -LIFE ACTIVITIES. PLEASE MARK IN EACH SECTION THE ONE BOX 
THAT APPLIES TO YOU. 
ALTHOUGH YOU MAY CONSIDER THAT TWO OF THE STATEMENTS IN ANY ONE SECTION RELATE TO YOU, 
PLEASE MARK THE BOX THAT MOST CLOSELY DESCRIBES YOUR PRESENT -DAY SITUATION. 
 
 
 

                             
 
 
 

SECTION 1 - PAIN INTENSITY 
 
 I have no neck pain at the moment. 
 The pain is very mild at the moment. 
 The pain is moderate at the moment. 
 The pain is fairly severe at the moment. 
 The pain is very severe at the moment. 
 The pain is the worst imaginable at the moment. 

SECTION 2 - PERSONAL CARE 
 
 I can look after myself normally without causing 

        extra neck pain. 
 I can look after myself normally, but it causes  

        extra neck pain. 
 It is painful to look after myself, and I am slow and careful  
 I need some help but manage most of my personal care. 
 I need help every day in most aspects of self -care. 
 I do not get dressed. I wash with difficulty and  

        stay in bed. 

SECTION 3 – LIFTING 
 
 I can lift heavy weights without causing extra neck pain. 
 I can lift heavy weights, but it gives me extra neck pain. 
 Neck pain prevents me from lifting heavy weights off  

        the floor but I can manage if items are conveniently 
        positioned, ie. on a table. 
 Neck pain prevents me from lifting heavy weights, but I   

        can manage light weights if they are conveniently 
        positioned 
 I can lift only very light weights. 
 I cannot lift or carry anything at all. 

SECTION 4 – READING 
 
 I can read as much as I want with no neck pain. 
 I can read as much as I want with slight neck pain. 
 I can read as much as I want with moderate neck pain. 
 I can't read as much as I want because of moderate 

        neck pain. 
 I can't read as much as I want because of severe 

        neck pain. 
 I can't read at all. 

SECTION 5 – HEADACHES 
 
 I have no headaches at all. 
 I have slight headaches that come infrequently. 
 I have moderate headaches that come infrequently. 
 I have moderate headaches that come frequently. 
 I have severe headaches that come frequently. 
 I have headaches almost all the time. 

 

SECTION 6 – CONCENTRATION 
 
 I can concentrate fully without difficulty. 
 I can concentrate fully with slight difficulty. 
 I have a fair degree of difficulty concentrating. 
 I have a lot of difficulty concentrating. 
 I have a great deal of difficulty concentrating. 
 I can't concentrate at all. 

SECTION 9 – SLEEPING 
 
 I have no trouble sleeping. 
 My sleep is slightly disturbed for less than 1 hour. 
 My sleep is mildly disturbed for up to 1-2 hours. 
 My sleep is moderately disturbed for up to 2-3 hours. 
 My sleep is greatly disturbed for up to 3-5  hours. 
 My sleep is completely disturbed for up to 5-7 hours. 

SECTION 7 – WORK 
 
 I can do as much work as I want. 
 I can only do my usual work, but no more. 
 I can do most of my usual work, but no more. 
 I can't do my usual work. 
 I can hardly do any work at all. 
 I can't do any work at all. 

SECTION 8 – DRIVING 
 
 I can drive my car without neck pain. 
 I can drive my car with only slight neck pain. 
 I can drive as long as I want with moderate neck pain. 
 I can't drive as long as I want because of moderate 

        neck pain. 
 I can hardly drive at all because of severe neck pain. 
 I can't drive my care at all because of neck pain. 

 

SECTION 10 – RECREATION 
 
 I am able to engage in all my recreational activities with  

       no neck pain at all. 
 I am able to engage in all my recreational activities with  

       some neck pain. 
 I am able to engage in most, but not all of my recreational  

       activities because of pain in my neck. 
 I am able to engage in a few of my recreational activities 

       because of neck pain. 
 I can hardly do recreational activities due to neck pain. 
 I can't do any recreational activities due to neck pain. 

 

PATIENT NAME _______________________________________       DATE  _____________    
 
SCORE  __________ [50]                                                                                COPYRIGHT: VERNON H & HAGINO C, 1991  

HVERNON@CMCC.CA



Conneaut Lake Chiropractic

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 towards 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: 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 of the
spine.

Health: A state for 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
vertebrae 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 to diagnose or treat any disease or condition other
than vertebral subluxation. 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 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 interference to the
expression of the body’s innate wisdom. Our only method is specific
adjusting to correct vertebral subluxations.

I, ______________________ have read and fully understand the above
statements.

Print Name

All questions regarding the doctor’s objectives pertaining to my care
in this office have been answered to my complete satisfaction.

I therefore accept chiropractic care on this basis.

______________________________ ____________________
Patient Signature Date



Conneaut Lake Chiropractic
Brett A. Keyser, DC
13245 Conneaut Lake Road
Conneaut Lake, PA 16316

New and Existing Patient consent to use and disclosure of health
information for treatment, payment, healthcare operations.

I, __________________, understand that as part of my health care, Conneaut Lake
Chiropractic originates and maintains paper and/or electronic records describing my
health history, symptoms, examination and test results, diagnosis and any plans for
future care or treatment. I understand that this information serves as:

 A basis for planning my care and treatment
 A means of communicating among the many health professionals who contribute to

my care
 A source of information for applying my diagnosis information to my bill
 A means by which a third-party payer can verify that services billed were

actually provided
 A tool for routine healthcare operations such as assessing quality and

reviewing the competence of healthcare professionals.

I understand that I have the following rights and privileges:

 The right to review this notice prior to signing the below consent
 The right to object to the use of my health information for directory purposes
 The right to request restrictions as to how my health information may be used

or disclose to carry out treatment, payment or health care operations.

I understand that Conneaut Lake Chiropractic is not required to agree to restrictions
requested. I understand that I may revoke this consent in writing, except to the
extent that the organization has already taken action in reliance thereon. I also
understand that by refusing to sign this consent or revoking this consent, this
organization may refuse to treat me as permitted by Section 164.506 of the Code of
Federal Regulations.

I consent to Conneaut Lake Chiropractic contacting me by telephone or mail.

I further understand that Conneaut Lake Chiropractic reserves the right to change
their notice and practices and prior to implementation, in accordance with Section
164.520 of the Code of Federal Regulations.

[ ] I wish to have NO restrictions on my health information outside of standard
healthcare professionals.

I wish to have the following restrictions to the use or disclosure of my health
information:
______________________________________________________________________________________

I understand that as part of this organization’s treatment, payment or health care
operations, it may become necessary to disclose my protected health information to
another entity, and I consent to such disclosure for theses permitted uses, including
disclosures via fax.
I fully understand and accept the terms of this consent.

________________________________ ____________________
Patient’s Signature Date


	updated-new-patient-form-2020.pdf
	forms_terms of acceptance
	forms_patient consent



