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APPLICATION FOR CARE AT NEW LEAF CHIROPRACTIC 

Today’s Date: __________________   
        
PATIENT DEMOGRAPHICS    
Name: ___________________________________________ Birth Date: _____-_____-_____   Age: _______       Male    Female 
 

Address: _________________________________________    City: _________________________________ State: _____ Zip: ____________ 
 

E-mail Address: ____________________________________  Home Phone: ________________________ Mobile Phone: _______________ 
 

Marital Status:  Single       Married      Do you have Insurance:   Yes       No         Work Phone: ______________________________  
 

Social Security #: ___________________________________ Driver’s License #: ______________________________________________ 
 

Employer: ________________________________________    Occupation: ____________________________________________________ 
 

Spouse’s Name ________________Spouse’s Employer ____________________Number of children and Ages: _______________________ 
 

Name & Number of Emergency Contact: ______________________ ___________________Relationship: ___________________________ 
 
 

HISTORY of COMPLAINT 
Please identify the condition(s) that brought you to this office:   

        Condition         Severity (1-10)        How Long Had Problem        Injury Related?      Is Pain Constant? 
 
1: ____________________________       ___________ ___________________          ___________________      ________________ 

2: ____________________________       ___________ ___________________     ___________________       ________________ 

3: ____________________________       ___________ ___________________          ___________________       ________________   

4:  ____________________________      ___________ ___________________      ___________________      ________________ 

                                                        
Condition(s) ever treated by anyone in the past? No  Yes   If yes, When & By Whom: _________________________________________  

Name of Previous Chiropractor: _______________________________               N/A 

 
 
*PLEASE MARK the areas on the Diagram with the following letters to describe your symptoms:  
  R = Radiating   B = Burning   D = Dull   A = Aching   N = Numbness S = Sharp/ Stabbing   T= Tingling  
What relieves your symptoms? ____________________________    

What makes them feel worse? _________________________________  

 
Is your problem the result of ANY type of accident?  Yes,    No     
Identify any other injury(s) to your spine, minor or major, that the doctor should know 

about: 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

How committed are you to correcting this issue? 

 

 



  

ACTIVITIES OF LIFE 
Please identify how your current condition is affecting your ability to carry out activities that are routinely part of your life: 
 
_____ ACTIVITIES:                                           EFFECT:---- ________ ________________________________ 

   Carrying Groceries   No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Sit to Stand    No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Climbing Stairs   No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Extended Computer Use  No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Household Chores   No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Static Sitting/Standing  No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Static Standing   No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Walking    No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Energy Level    No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Ability to Exercise   No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Other: _____________            No Effect      Painful (can do)     Painful (limits)     Unable to Perform                                                                 

 

Please mark P for in the Past, C for Currently have and N for Never 

___ Headache/Neck     ___ Dizziness ___ Asthma/Allergies        ___ Ulcers/Heartburn ___ Impotence/Sexual Dysfun. 

___ Frequent Colds         ___ Digestive Issues ___ Prostate issues            ___ Difficulty Breathing ___ Gall Bladder Trouble 

___ Jaw Pain, TMJ     ___ Epilepsy /tremors ___ Fainting/balance         ___ Heart Problem ___ Menstrual Problem/PMS 

___ Shoulder Pain      ___Skin Problems ___ Hearing Loss        ___ Blood Pressure issues ___ Mood Changes/Depression 

___ Back/hip Pain      ___ Chest Pain ___ ringing in Ears        ___ Kidney Trouble ___ Arthritis 

___ Pain w/Cough      ___Vision Issues ___ Liver Trouble        ___ Eating Disorder ____Numb/Tingling in arms/legs 

___Foot/Knee     ___Scoliosis         ___ ADD/ADHD        ___ Trouble Sleeping  

 

PLEASE LIST ALL DRUGS AND SUPPLEMENTS YOU TAKE 
MEDICATIONS                           SUPPLEMENTS 

_________________________________________      ______________________________________________ 

_________________________________________      ______________________________________________ 

 

PAST HISTORY 
Have you suffered with any of this or a similar problem in the past?  No  Yes   when was the last episode? _____________________  
  
Please identify any and all types of jobs you have had in the past that have imposed any physical stress on you or your body:  

______________________________________________________________________________________________________________ 

 If you have ever been diagnosed with any of the following conditions, please indicate with a: 
 P for in the Past, C for Currently have and N for Never have had: 

___ Broken Bone    ___Dislocations         ___ Tumors      ___Rheumatoid Arthritis    ___ Fracture     ___Disability   ___Cancer           
___ Heart Attack     ___Osteo-Arthritis    ___ Diabetes    ___Cerebral vascular          ___ Other serious conditions:       
 



  

    PLEASE identify ALL PAST and any CURRENT conditions you feel may be contributing to your present problem: 

                                               HOW LONG AGO         TYPE OF CARE  RECEIVED                                 BY WHOM  
INJURIES                            

SURGERIES                      

 
 

SOCIAL HISTORY 
1. Smoking: cigars  pipe   cigarettes       How often?  Daily       Weekends   Occasionally      Never  
2. Alcoholic Beverage: consumption occurs                             Daily     Weekends   Occasionally      Never   
3. Recreational Drug use:            Daily     Weekends   Occasionally      Never   
4. Hobbies -Recreational Activities- Exercise Regime: How does your present problem affect the following: 

 
 
I hereby authorize payment to be made directly to New Leaf Chiropractic for all benefits which may be payable under a healthcare plan or 
from any other collateral sources. I authorize utilization of this application or copies thereof for the purpose of processing claims and effecting 
payments, and further acknowledge that this assignment of benefits does not in any way relieve me of payment liability and that I will remain 
financially responsible to New Leaf Chiropractic for any and all services I receive at this office.    
 

___________________________________            _____ - _____ - _____ 
Patient or Authorized Person’s Signature                                       Date Completed 

 
                           ________________________________________                       ______ - ______ - _____ 

              Doctor’s Signature                                                        Date Form Reviewed 
 
 

 

X-RAY AUTHORIZATION 
AS YOUR HEALTHCARE PROVIDER, WE ARE LEGALLY RESPONSIBLE FOR YOUR CHIROPRACTIC RECORDS. WE MUST MAINTAIN A RECORD OF 

YOUR X-RAYS IN OUR FILES. AT YOUR REQUEST, WE WILL PROVIDE YOU WITH A COPY OF YOUR X-RAYS IN OUR FILES.  
THE FEE FOR COPYING YOUR X-RAYS ON A DISC IS $15.00. THIS FEE MUST BE PAID IN ADVANCE. 

 
DIGITAL X-RAYS ON CD WILL BE AVAILABLE WITHIN 72 HOURS OF PREPAYMENT ON ANY REGULAR PRACTICE HOUR DAYS. X-RAYS ARE UTILIZED IN THIS OFFICE 

TO HELP LOCATE AND ANALYZE VERTEBRAL SUBLUXATIONS. THESE X-RAYS ARE NOT USED TO INVESTIGATE FOR MEDICAL PATHOLOGY. THE DOCTORS OF NEW 

LEAF CHIROPRACTIC DO NOT DIAGNOSE OR TREAT MEDICAL CONDITIONS; HOWEVER, IF ANY ABNORMALITIS ARE FOUND, WE WILL BRING IT TO YOUR 

ATTENTION SO THAT YOU CAN SEEK MEDICAL ADVICE. 

BY SIGNING BELOW YOU ARE AGREEING TO THE ABOVE TERMS AND CONDITIONS. 

 
____________________________________    ___________________________ 
PRINT YOUR NAME HERE       DATE 

 
____________________________________    ___________________________ 
SIGNATURE         DATE 

 
FEMALE PATIENTS ONLY: TO THE BEST OF MY KNOWLEDGE, I BELIEVE I AM NOT PREGNANT AT THE TIME X-RAYS
                              ARE TAKEN AT NEW LEAF CHIROPRACTIC 
 
 The first day of my last menstrual cycle was on ____-____-____   

BY MY SIGNATURE BELOW I AM ACKNOWLEDGING THAT THE DOCTOR AND OR A MEMBER OF THE STAFF HAS DISCUSSED WITH ME THE 

HAZARDOUS EFFECTS OF IONIZATION TO AN UNBORN CHILD, AND I HAVE CONVEYED MY UNDERSTANDING OF THE RISKS ASSOCIATED WITH 

EXPOSURE TO X-RAYS. AFTER CAREFUL CONSIDERATION I THEREFORE, DO HEREBY CONSENT TO HAVE THE DIAGNOSTIC X-RAY EXAMINATION 

THE DOCTOR HAS DEEMED NECESSARY IN MY CASE.  
________________________________________                     __________________________             
Patient or Authorized person’s Signature                       Date 
 
 
 
 

  



  

New Leaf Chiropractic NOTICE OF PRIVACY PRACTICE 
This office is required to notify you in writing, that by law, we must maintain the privacy and confidentiality of your Personal Health Information. 
We must provide you with written notice concerning your rights to gain access to your health information, and the potential circumstances under 
which, by law, or as dictated by our office policy, we are permitted to disclose information about you to a third party without your authorization. 
Below is a brief summary of these circumstances. If you would like a more detailed explanation, one will be provided to you. In addition, you will 
find we have placed several copies in report folders labeled ‘HIPAA’ on tables in the reception. Once you have read this notice, please sign the 
last page, and return only the signature page (page 2) to our front desk receptionist. Keep this page for your records.    
PERMITTED DISCLOSURES: 
1. Treatment purposes- discussion with other health care providers involved in your care  
2. Inadvertent disclosures- open treating area mean open discussion. If you need to speak privately to the doctor, please let our staff know so 

we can place you in a private consultation room. 
3. For payment purposes - to obtain payment from your insurance company or any other collateral source. 
4. For workers compensation purposes- to process a claim or aid in investigation 
5. Emergency- in the event of a medical emergency we may notify a family member   
6. For Public health and safety - in order to prevent or lessen a serious or eminent threat to the health or safety of a person or general public.  
7. To Government agencies or Law enforcement – to identify or locate a suspect, fugitive, material witness or missing person.  
8. For military, national security,  prisoner and government benefits purposes.  
9. Deceased persons –discussion with coroners and medical examiners in the event of a patient’s death. 
10. Telephone calls or emails and appointment reminders -we may call your home and leave messages regarding a missed appointment or 

apprize you of changes in practice hours or up coming events. 
11. Change of ownership- in the event this practice is sold, the new owners would have access to your PHI.  
YOUR RIGHTS: 
1. To receive an accounting of disclosures 
2. To receive a paper copy of the comprehensive “Detail”  Privacy Notice 
3. To request mailings to an address different than residence 
4. To request Restrictions on certain uses and disclosures and with whom we release information to, although we are not required to comply. 

If, however, we agree, the restriction will be in place until written notice of your intent to remove the restriction.    
5. To inspect your records and receive one copy of your records at no charge, with notice in advance  
6. To request amendments to information. However, like restrictions, we are not required to agree to them.     
7. To obtain one copy of your records at no charge, when timely notice is provided (72 hours). X-rays are original records and you are 

therefore not entitled to them. If you would like us to outsource them to an imaging center, to have copies made, we will be happy to 
accommodate you.  However, you will be responsible for this cost.    

I have received a copy of New Leaf Chiropractic’s Patient Privacy Notice. I understand my rights as well as the practices duty to protect my 
health information, and have conveyed my understanding of these rights and duties to the doctor. I further understand that th is office reserves 
the right to amend this ‘Notice of Privacy Practice” at an time in the future and will make the new provisions effective for all information that it 
maintains past and present. 
 
I am aware that a more comprehensive version of this “Notice” is available to me and several copies kept in the reception area. At this time, I do 
not have any questions regarding my rights or any of the information I have received.  

_______________________________________________            ______________  
Patient’s Name               DOB                             
_______________________________________________  ______________ 
Patient signature                Date 
______________________________________________  ______________ 
Witness                  Date  

 
 

 

                                                                                                                                                           JDD,DC 5/2011                                                                                                                         
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  

PATIENT NAME:  

ARBITRATION AGREEMENT 
 
Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services 
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will  be determined 
by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process, except as state and federal 
law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional right 
to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration. Further, the parties will not 
have the right to participate as a member of any class of claimants, and there shall be no authority for any dispute to be decided on a class 
action basis. An arbitration can only decide a dispute between the parties and may not consolidate or join the claims of other persons who 
have similar claims.  
Article 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not relate to medical malpractice, including disputes 
as to whether or not a dispute is subject to arbitration, as to whether this agreement is unconscionable, and any procedural disputes, will also 
be determined by submission to binding arbitration. It is the intention of the parties that this agreement bind all parties as to all claims, including 
claims arising out of or relating to treatment or services provided by the health care provider, including any heirs or past, present or future 
spouse(s) of the patient in relation to all claims, including loss of consortium. This agreement is also intended to bind any children of the patient 
whether born or unborn at the time of the occurrence giving rise to any claim. This agreement is intended to bind the patient and the health 
care provider and/or other licensed health care providers, preceptors, or interns who now or in the future treat the patient while employed by, 
working or associated with or serving as a back-up for the health care provider, including those working at the health care provider’s clinic or 
office or any other clinic or office whether signatories to this form or not.  
All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or the health 
care provider’s associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including , without 
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages. This agreement is intended 
to create an open book account unless and until revoked.  
Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall select 
an arbitrator (party arbitrator) within thirty days, and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the 
parties within thirty days thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each party to the 
arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the 
arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, or other expenses incurred by a party for 
such party’s own benefit. Either party shall have the absolute right to bifurcate the issues of liability and damage upon wri tten request to the 
neutral arbitrator.  
The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party in 
a court action, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed 
pending arbitration. The parties agree that provisions of state and federal law, where applicable, establishing the right to introduce evidence of 
any amount payable as a benefit to the patient to the maximum extent permitted by law, limiting the right to recover non-economic losses, and 
the right to have a judgment for future damages conformed to periodic payments, shall apply to disputes within this Arbitration Agreement. The 
parties further agree that the Commercial Arbitration Rules of the American Arbitration Association shall govern any arbitration conducted 
pursuant to this Arbitration Agreement.  
Article 4: General Provision: All claims based upon the same incident, transaction, or related circumstances shall be arbitrated in one 
proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would 
be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the 
procedures prescribed herein with reasonable diligence.  
Article 5: Revocation: This agreement may be revoked by written notice delivered to the health care provider within 30 days of signature and, 
if not revoked, will govern all professional services received by the patient and all other disputes between the parties.  
Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (for example, 
emergency treatment), patient should initial here. _______. Effective as of the date of first professional services.  
If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in ful l force and shall not 
be affected by the invalidity of any other provision. I understand that I have the right to receive a copy of this Arbitration Agreement. By my 
signature below, I acknowledge that I have received a copy.  

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL 
MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY 
OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT. (Date)  

 

 
 

PATIENT SIGNATURE  
X  

(Or Patient Representative)  (Indicate relationship if signing for patient)  
(Date)  

OFFICE SIGNATURE  
X  

 
 
 
 
 
 
 
 



  

Informed Consent to Care 
 
You are the decision maker for your health care. Part of our role is to provide you with information to assist you in 
making informed choices. This process is often referred to as “informed consent” and involves your understanding 
and agreement regarding the care we recommend, the benefits and risks associated with the care, alternatives, and 
the potential effect on your health if you choose not to receive the care.  
We may conduct some diagnostic or examination procedures if indicated. Any examinations or tests conducted will 
be carefully performed but may be uncomfortable.  
Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive 
procedures or recommendations as well. When providing an adjustment, we use our hands or an instrument to 
reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include restoring normal joint 
motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and improving neurological 
functioning and overall well-being.  
It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no 
promise to cure. As with all types of health care interventions, there are some risks to care, including, but not limited 
to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, burns 
and/or scarring from electrical stimulation and from hot or cold therapies, including but not limited to hot packs and 
ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and sprains. With respect to strokes, there 
is a rare but serious condition known as an “arterial dissection” that typically is caused by a tear in the inner layer of 
the artery that may cause the development of a thrombus (clot) with the potential to lead to a stroke. The best 
available scientific evidence supports the understanding that chiropractic adjustment does not cause a dissection in 
a normal, healthy artery. Disease processes, genetic disorders, medications, and vessel abnormalities may cause an 
artery to be more susceptible to dissection. Strokes caused by arterial dissections have been associated with over 
72 everyday activities such as sneezing, driving, and playing tennis.  
Arterial dissections occur in 3-4 of every 100,000 people whether they are receiving health care or not. Patients who 
experience this condition often, but not always, present to their medical doctor or chiropractor with neck pain and 
headache. Unfortunately a percentage of these patients will experience a stroke.  
The reported association between chiropractic visits and stroke is exceedingly rare and is estimated to be related in 
one in one million to one in two million cervical adjustments. For comparison, the incidence of hospital admission 
attributed to aspirin use from major GI events of the entire (upper and lower) GI tract was 1219 events/ per one 
million persons/year and risk of death has been estimated as 104 per one million users.  
It is also important that you understand there are treatment options available for your condition other than 
chiropractic procedures. Likely, you have tried many of these approaches already. These options may include, but 
are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest, medical care 
with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the right to a second 
opinion and to secure other opinions about your circumstances and health care as you see fit.  
I have read, or have had read to me, the above consent. I appreciate that it is not possible to consider every possible 
complication to care. I have also had an opportunity to ask questions about its content, and by signing below, I agree 
with the current or future recommendation to receive chiropractic care as is deemed appropriate for my 
circumstance. I intend this consent to cover the entire course of care from all providers in this office for my present 
condition and for any future condition(s) for which I seek chiropractic care from this office.  
 
 
Patient Name: __________________________ Signature: _______________________ Date:  
 
 
Parent or Guardian: ______________________ Signature: ________________________ Date:  
 
 
Witness Name: _________________________ Signature: ________________________ Date: 


