Welcome to Our Office!
Thank you for choosing our office for your
chiropractic care. We are committed to providing
you and your family with the highest quality of
chiropractic care available. We will be working
together toward helping you reach your
health and wellness goals.

Name:

_______

___ Nickname:

SS#:

________

Address: _________________________ City: _______________________ State: _________ Zip: _________ Age:
Home Phone: ______________ Cell Phone: ________________Email:_________________________ Date of Birth____/____/_____
Sex:

M

Marital Status:

F Occupation: __________________ Employer: _______________________________ Work Phone: _____________
M

S

D

W

Names and ages of children: _________________________________________________

Nearest Relative: ____________________________________ Relationship: ______________ Phone: _______________
Who may we thank for referring you to our office? _________________________________________________________________
Would you like to receive text message reminders of future appointments? Yes or No Phone:

____________________

HEALTH HISTORY:
Past Chiropractic Care:

Yes

No This Year?

Yes

No Previous chiropractor: ________________________________

Have you had any major illnesses, injuries, falls, auto accidents, or surgeries? (Please include dates) ___________________________
___________________________________________________________________________________________________________
List all Medications (prescription and over the counter)
Do you smoke? ______

If so, how many packs per day? ______

Do you drink alcoholic beverages? ______ If so, how much per week? ______
Do you take vitamins? _____
Do you exercise? _____

If so, please list: ____________________________________________________________________

If so, what is the frequency and type of exercise? ______________________________________________

What are your hobbies? _______________________________________________________________________________________
On a scale of: Poor, Good or Excellent, describe your:
Diet_____________ Exercise________________ Sleep_____________ General Health_____________
Rate your daily energy level:

High

Normal

Low

No energy

HISTORY OF PRESENT CONCERN:
If you do not have any symptoms or complaints and are here for wellness care, please check here:
Please briefly describe the chief area of complaint, including the effect it has had on your life.
Your chief complaint:
If you are experiencing pain, is it:
Sharp _____

Dull _____

Burning _____

Numbness _____

Tingling _____

Aching _____

Other _____

When did this begin?

Since the problem started, is it:

How frequent is the condition? Constant _____

About the same

Intermittent _____

Getting better

Getting worse

Night Only _____

What makes it worse?
What makes it better?
Yes, it interferes with

Work

Sleep

Walking

Sitting

Stairs

Lifting

Hobbies

Other Doctors seen for this problem (Please List)
Chiropractor _______________________________
Medical Doctor _____________________________

Health	
  History	
  

Please check all the following health concerns that you have experienced, even if you do not think they
relate to your present health condition.

Anxiety

Yes

No

Asthma

Yes

No

Depression

Yes

No

Seizures/Convulsions

Yes

No

Broken or Fractured Bones

Yes

No

Allergies

Yes

No

Arthritis

Yes

No

Skin Conditions

Yes

No

Osteoporosis

Yes

No

Circulatory/Vascular Disease

Yes

No

Cancer

Yes

No

Heartburn/Acid Reflux / GERD

Yes

No

Immune System Disorders

Yes

No

Kidney Disease

Yes

No

Heart Conditions

Yes

No

Mid – Back Pain

Yes

No

Neck Pain

Yes

No

Low back Pain

Yes

No

Dizziness

Yes

No

Numbness/Tingling Legs

Yes

No

Headaches

Yes

No

Diarrhea

Yes

No

Numbness/Tingling arms
or hands
Diabetes

Yes

No

Constipation

Yes

No

Yes

No

Pacemaker

Yes

No

Difficulty Breathing Deeply

Yes

No

Menstrual Cramps

Yes

No

Heart Palpitations

Yes

No

Infertility

Yes

No

Do you sleep well at night?

Yes

No

Stroke

Yes

No

Patient Signature: ____________________________________________________________

Date: _______________________

Guardian’s Signature Authorizing Care: __________________________________________

Date: _______________________

Acknowledgement of Receipt of Notice of Privacy Practices
Live Well Chiropractic, LLC is concerned about the privacy of our patients’ health care information. Our intent
is to make you aware of the possible uses and disclosures of your protected health information and your privacy
rights. HIPAA requires a chiropractic practice to make a good faith effort to obtain a signed acknowledgement
form from the patient at the time that it provides the HIPAA Notice of Privacy Practices to the patient.
I acknowledge that Live Well Chiropractic, LLC staff provided me with a copy of their Privacy Practices Notice
to review. I understand that I have a right to receive a copy of this Privacy Practices Notice if I request it.

______________________________________________
Patient Name (please print)

______________________________________________
Patient Signature

__________________
Date

OR

______________________________________________
Signature of Personal Representative
Authority of Personal Representative to Sign for Patient (check one):
_____ Parent
_____ Guardian
_____ Power of Attorney
_____ Other _____________________________________________

OFFICE FEE SCHEDULE AND FINANCIAL POLICY
Financial Policy: We are committed to providing you the best chiropractic care possible in a caring
environment and have established our financial policies to achieve this goal. You will be expected to pay for
your chiropractic care at the time services are rendered unless other arrangements are made in advance.
Other arrangements include our bi-weekly, monthly and prepay Spinal Corrective Phase Plans. The details
of these plans will be discussed with you and all your questions will be answered at the time of your Report of
Findings (second scheduled visit).
Health Insurance Policy: If you have insurance that covers chiropractic, we will give you a copy of the
necessary paperwork upon request so that you may submit a claim to your insurance provider for
reimbursement. It is your responsibility to send this information to your insurance provider. Your insurance
company will communicate with you about your reimbursement. Remember, your agreement with the
insurance company is between you and them, not us and them.
FEE SCHEDULE
New Patient Consultation and Exam (Does NOT include Adjustment)
Office Visit

$75
$45

Fees and pricing structures are subject to an increase at any time. You will be given 30-day notice
prior to changes going into effect.

	
  	
  	
  	
  	
  	
  	
  Payment Information
Name of person responsible for payment: ___________________________________ (print please).
I understand and agree that I am personally responsible for payment of all fees charged by this office for care.
I also understand that if I suspend or terminate care and treatment, any fees for professional services rendered or
any outstanding balance on equipment/supplements placed upon the account will be immediately due and payable.
Dated the ________day of __________________, 20____
Signature (person responsible for payment)

____________________________

Patient Signature (if different than person responsible for payment) ___________________________________

INFORMED CONSENT DOCUMENT
Patient Name: __________________________________________________________
TO THE PATIENT: PLEASE READ THIS ENTIRE DOCUMENT PRIOR TO SIGNING IT. IT IS IMPORTANT THAT YOU
UNDERSTAND THE INFORMATION CONTAINED IN THIS DOCUMENT. PLEASE ASK QUESTIONS BEFORE YOU
SIGN IF THERE IS ANYTHING THAT IS UNCLEAR.

The Nature of the Chiropractic Adjustment
The primary treatment used by Doctor of Chiropractic is spinal manipulative therapy. I will use that procedure
when I treat you. I may use my hands or a mechanical instrument upon your body in such a way as to move your
joints. That may cause an audible “pop” or “click”, much as you have experienced when you “crack” your
knuckles. You may feel a sense of movement.

Analysis/Examination/Treatment
As part of the analysis, examination, and therapy, you are consenting to the following procedures:
Spinal manipulative therapy
Palpation
Vital Signs
Range of motion testing

Orthopedic testing

Basic neurological testing

Muscle strength testing

Postural analysis testing

Exercises

The material risks inherent in a chiropractic adjustment
As with any healthcare procedure, there are certain complications which may arise during chiropractic
manipulation and therapy. These complications include but are not limited to: fractures, disc injuries, dislocations,
muscle strain, cervical myelopathy, costovertebral strains and separations. Some types of manipulation of the
neck have been associated with injuries to the arteries in the neck leading to or contributing to serious
complications including stroke. Some patients will feel some stiffness and soreness following the first few days of
treatment. The Doctor will make every reasonable effort during the examination to screen for contraindications to
care; however, if you feel you have a condition that would otherwise not come to the Doctor’s attention, it is your
responsibility to inform the Doctor.

The probability of those risks occurring
Fractures are rare occurrences and generally result from some underlying weakness of the bone which we check
for during the taking of your history and during examination and x-ray. Stroke and/or arterial dissection caused by
chiropractic manipulation of the neck has been the subject of ongoing medical research and debate. The most
current research topic is inconclusive as to a specific incident of this complication occurring. IF there is a causal
relationship at all, it is extremely rare and remote. Unfortunately, there is no recognized screening procedure to
identify patients with neck pain who are at risk of arterial stroke.

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
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 these 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. Over time, this process may complicate treatment making it more difficult and less effective the longer it
is postponed.
Pregnancy Care (if applicable)
Dr. Erica Whitlock utilizes the Webster Technique in perinatal care. This technique is a specific chiropractic
analysis/assessment and diversified adjustment. The goal and purpose of this adjustment is to reduce the effects of sacral
subluxation and sacroiliac dysfunction. Dr. Erica Whitlock does not endorse the use of Webster Technique as a treatment
for fetal malposition and/or in-utero constraint. In addition, Dr. Erica Whitlock does not practice obstetrics and her services
do not replace the care of your obstetrician and/or midwife.
Consent to treatment of minor
I hereby request and authorize Live Well Chiropractic, LLC, to perform diagnostic tests and render chiropractic
adjustments and other treatments to my: ___________________________________________________________
(Child’s name and your relationship to child)
This authorization also extends to all other doctors and office staff members and is intended to include radiographic
examination at the doctor’s discretion. As of this date, I have the legal right to select and authorize health care services for
the minor child named above. Under the terms and conditions of my divorce, separation or other legal authorization, the
consent of a spouse/former spouse or other parent is not required. If my authority to so select and authorize this care
should be revoked or modified in anyway, I will immediately notify this office.
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 Live Well Chiropractic, LLC, 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. Having been informed of the risks, I
hereby give my consent to that treatment.

___________________________________
Date

_______________________________________
Patient’s Printed Name

___________________________________
Patient’s Signature

_______________________________________
Signature of Parent or Guardian (if minor)

___________________________________
Doctor’s Signature

_______________________________________
Date

CONSENT FOR CHIROPRACTIC TREATMENT OF A MINOR CHILD
I hereby authorize Dr. Erica Whitlock, D.C., and whomever she may designate as her assistant(s) to
administer treatment as she so deems necessary to my child:
_______________________________________________
First Name
Last Name
I hereby authorize only the individuals listed (other than myself), to bring my child/pick my child up
from Live Well Chiropractic, LLC, for the purpose of chiropractic treatment.

___________________________________________________________________________
Name
Phone
___________________________________________________________________________
Name
Phone
___________________________________________________________________________
Name
Phone
I acknowledge that I am the parent or legal guardian and I am responsible for all reasonable charges
in connection with care and treatment rendered during this period. I have read this form and certify
that I understand its contents.
___________________________________________________________________________
Name: _____________________________________________
Mother/Father/Legal Guardian

Signature: __________________________________________
Mother/Father/Legal Guardian

Date: ________________

NECK PAIN DISABILITY INDEX QUESTIONNAIRE
PLEASE READ: This questionnaire is designed to enable us to understand how much your neck pain has affected your ability to
manage your everyday activities. Please answer each section by circling the ONE CHOICE that most applies to you. We realize
that you may feel that more than one statement may relate to you, but PLEASE JUST CIRCLE THE ONE. CHOICE WHICH
MOST CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW.
SECTION 1 - Pain Intensity

SECTION 6 - Concentration

0
1
2
3
4
5

0
1
2
3
4
5

I have no 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.

I can concentrate fully when I want to with no difficulty.
I can concentrate fully when I want to with slight difficulty.
I have a fair degree of difficulty in concentrating when I want to.
I have a lot of difficulty in concentrating when I want to.
I have a great deal of difficulty in concentrating when I want to.
I cannot concentrate at all.

SECTION 2 -Personal Care (Washing, Dressing, etc.)

SECTION 7 - Work

0
1
2
3
4
5

0 I can do as much work as I want to.
1 I can only do my usual work, but no more.
2 I can do most of my usual work, but no more.
3 I cannot do my usual work.
4 I can hardly do any work at all.
5 I cannot do any work at all.

I can look after myself normally without causing extra pain.
I can look after myself normally, but it causes extra 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

SECTION 8 - Driving

0 I can lift heavy weights without extra pain.
1 I can lift heavy weights, but it gives extra pain.
2 Pain prevents me from lifting heavy weights off the floor, but I
can manage if they are conveniently positioned, for example, on a
table.
3 Pain prevents me from lifting heavy weights, but I can manage
light to medium weights if they are conveniently positioned.
4 I can lift very light weights.
5 I cannot lift or carry anything at all.

0 I can drive my car without any neck pain.
1 I can drive my car as long as I want with slight pain in my neck.
2 I can drive my car as long as I want with moderate pain in my
neck.
3 I cannot drive my car as long as I want because of moderate pain in
my neck.
4 I can hardly drive at all because of severe pain in my neck.
5 I cannot drive my car at all.

SECTION 4 - Reading

SECTION 9 - Sleeping

0 I can read as much as I want to with no pain in my neck.
1 I can read as much as I want to with slight pain in my neck.
2 I can read as much as I want to with moderate pain in my neck.
3 I cannot read as much as I want because of moderate pain in my
neck.
4 I cannot read as much as I want because of severe pain in my
neck.
5 I cannot read at all.

0
1
2
3
4
5

SECTION 5 - Headaches

SECTION 10 - Recreation
0 I am able to engage in all of my recreational activities with no neck
pain at all.
1 I am able to engage in all of my recreational activities with some
pain in my neck.
2 I am able to engage in most, but not all of my recreational activities
because of pain in my neck.
3 I am able to engage in a few of my recreational activities because of
pain in my neck.
4 I can hardly do any recreational activities because of pain in my
neck.
5 I cannot do any recreational activities at all.

0
1
2
3
4
5

I have no headaches at all.
I have slight headaches which come infrequently.
I have moderate headaches which come infrequently.
I have moderate headaches which come frequently.
I have severe headaches which come frequently.
I have headaches almost all the time.

I have no trouble sleeping.
My sleep is slightly disturbed (less than 1 hour sleepless).
My sleep is mildly disturbed (1-2 hours sleepless).
My sleep is moderately disturbed (2-3 hours sleepless).
My sleep is greatly disturbed (3-5 hours sleepless).
My sleep is completely disturbed (5-7 hours)

COMMENTS:_____________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
NAME: ______________________________________ DATE: ____________ SCORE: ________________
© Vernon H and Hagino C, 1991
(with permission from Fairbank J

Form C-2
REVISED OSWESTRY LOW BACK PAIN DISABILITY QUESTIONNAIRE

PLEASE READ: This questionnaire is designed to enable us to understand how much your low back pain has affected your
ability to manage your everyday activities. Please answer each section by circling the ONE CHOICE that most applies to you. We
realize that you may feel that more than one statement may relate to you, but PLEASE JUST CIRCLE THE ONE. CHOICE
WHICH MOST CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW.
SECTION 1 - Pain Intensity
0
1
2
3
4
5

The pain comes and goes and is very mild.
The pain is mild and does not vary much.
The pain comes and goes and is moderate.
The pain is moderate and does not vary much.
The pain comes and goes and is severe.
The pain is severe and does not vary much.

SECTION 6 - Standing
0 I can stand as long as I want without pain.
1 I have some pain while standing, but it does not increase with time.
2 I cannot stand for longer than one hour without increasing pain.
3 I cannot stand for longer than 1/2 hour without increasing pain.
4 I cannot stand for longer than ten minute without increasing pain.
5 I avoid standing, because it increases the pain straight away.

SECTION 2 - Personal Care
0 I would not have to change my way of washing or dressing in
order to avoid pain.
1 I do not normally change my way of washing or dressing even
though it causes some pain.
2 Washing and dressing increases the pain, but I manage not to
change my way of doing it.
3 Washing and dressing increases the pain and I find it necessary to
change my way of doing it.
4 Because of the pain, I am unable to do some washing and dressing
without help.
5 Because of the pain, I am unable to do any washing or dressing
without help.

SECTION 7 - Sleeping

SECTION 3 - Lifting
0 I can lift heavy weights without extra pain.
1 I can lift heavy weights, but it causes extra pain.
2 Pain prevents me from lifting heavy weights off the floor.
3 Pain prevents me from lifting heavy weights off the floor, but I can
manage if they are conveniently positioned, eg. on a table.
4 Pain prevents me from lifting heavy weights, but I can manage
light to medium weights if they are conveniently positioned.
5 I can only lift very light weights, at the most.

SECTION 8 - Social Life

SECTION 4 - Walking

SECTION 9 - Traveling
0 I get no pain while traveling.
1 I get some pain while traveling, but none of my usual forms of
travel make it any worse.
2 I get extra pain while traveling, but it does not compel me to seek
alternative forms of travel.
3 I get extra pain while traveling which compels me to seek
alternative forms of travel.
4 Pain restricts all forms of travel.
5 Pain prevents all forms of travel except that done lying down.

0 Pain does not prevent me from walking any distance.
1 Pain prevents me from walking more than one mile.
2 Pain prevents me from walking more than 1/2 mile.
3 Pain prevents me from walking more than 1/4 mile.
4 I can only walk while using a cane or on crutches.
5 I am in bed most of the time and have to crawl to the toilet.

SECTION 5 - Sitting
0
1
2
3
4
5

I can sit in any chair as long as I like without pain.
I can only sit in my favorite chair as long as I like.
Pain prevents me from sitting more than one hour.
Pain prevents me from sitting more than 1/2 hour.
Pain prevents me from sitting more than ten minutes.
Pain prevents me from sitting at all.

0 I get no pain in bed.
1 I get pain in bed, but it does not prevent me from sleeping well.
2 Because of pain, my normal night's sleep is reduced by less than
one than one quarter.
3 Because of pain, my normal night's sleep is reduced by less than
one-half.
4 Because of pain, my normal night's sleep is reduced by less than
three-quarters.
5 Pain prevents me from sleeping at all.

0 My social life is normal and gives me no pain.
1 My social life is normal, but increases the degree of my pain.
2 Pain has no significant effect on my social life apart from limiting
my more energetic interests, My e.g., dancing, etc.
3 Pain has restricted my social life and I do not go out very often.
4 Pain has restricted my social life to my home.
5 I have hardly any social life because of the pain.

SECTION 10 - Changing Degree of Pain
0 My pain is rapidly getting better.
1 My pain fluctuates, but overall is definitely getting better.
2 My pain seems to be getting better, but improvement is slow at
present.
3 My pain is neither getting better nor worse.
4 My pain is gradually worsening.
5 My pain is rapidly worsening.

COMMENTS:_____________________________________________________________________________
__________________________________________________________________________________________
NAME: ___________________________________________________ DATE: _______ SCORE: ________

