
CONFIDENTIAL HEALTH INFORMATION
Please Complete ENTIRE Form

Patient Name_______________________________________________ Nickname ______________________ Age ____ Gender ____

Guardian (if minor) ____________________________________________________________ SS # ____________________________

Address ____________________________________________________ City __________________________ State ____ Zip ______

Phone ____________________________________ Email ______________________________________Birthdate _______________

Race Asian Black Hispanic White Decline to answer
Other____________________

Occupation ___________________________ Employer _______________________________ Work # _________________________

Emergency Contact / Relation ____________________________________________________ Cell # __________________________

Primary Care Provider ________________________________________________________ Contact # _________________________

How did you hear about us? _____________________________________________________________________________________

Prior Chiropractic Whom? ___________________________ When? ________________ Why? ______________________________

Please describe your Primary Complaint. Use the Secondary and Additional Complaint Boxes if they apply.

PRIMARY COMPLAINT _________________________________________________________________________________________

Date of Onset & Cause of Complaint ______________________________________________________________________________

Pain Quality: Intermittent / Constant / Mild / Moderate / Severe / Dull / Sharp / Stabbing / Throbbing / Shooting / Burning / Numb

Prior Intervention Prescription drugs Over the Counter drugs Physical therapy Surgery Chiropractic Massage
Other___________________

SECONDARY COMPLAINT ______________________________________________________________________________________

Date of Onset & Cause of Complaint ______________________________________________________________________________

Pain Quality: Intermittent / Constant / Mild / Moderate / Severe / Dull / Sharp / Stabbing / Throbbing / Shooting / Burning / Numb

Prior Intervention Prescription drugs Non-prescription drugs Physical therapy Surgery Chiropractic Massage
Other___________________

ADDITIONAL COMPLAINTS _____________________________________________________________________________________

How does your current condition interfere with:

Work or career: _______________________________________________________________________________________________

Recreational activities: _________________________________________________________________________________________

Household Chores: ____________________________________________________________________________________________

Personal Relationships: _________________________________________________________________________________________

Signature ___________________________________________________________________ Today’s Date _________________
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SYMPTOMS SURVEY

Patient Name________________________________________________ Today’s Date__________________________

MARK ALL PRESENT COMPLAINTS

● HEADACHE / MIGRAINE:
○ Frequency _______________________

● NECK:
○ Pain / Numb / Tingling / Spasm
○ Radiates into arm RIGHT / LEFT

● SHOULDER: RIGHT / LEFT / BOTH
○ Pain / Numb / Tingling / Spasm
○ Radiates into arm / hand

● UPPER ARM: RIGHT / LEFT / BOTH
○ Pain / Numb / Tingling / Spasm
○ Radiates into arm / hand

● ELBOW: RIGHT / LEFT / BOTH
○ Pain / Numb / Tingling / Spasm
○ Radiates into arm / hand

● FOREARM: RIGHT / LEFT / BOTH
○ Pain / Numb / Tingling / Spasm
○ Radiates into hand

● WRIST/HAND: RIGHT / LEFT
○ Pain / Numb / Tingling / Spasm

● MID BACK:
○ Pain / Numb / Tingling / Spasm

● LOW BACK:
○ Pain / Numb / Tingling / Spasm
○ Radiates into leg: RIGHT / LEFT

● HIP: RIGHT / LEFT / BOTH
○ Pain / Numb / Tingling / Spasm
○ Radiates into leg

● UPPER LEG: RIGHT / LEFT / BOTH
○ Pain / Numb / Tingling / Spasm
○ Radiates down leg

● KNEE: RIGHT / LEFT / BOTH
○ Pain / Numb / Tingling / Spasm

● LOWER LEG: RIGHT / LEFT / BOTH
○ Pain / Numb / Tingling / Spasm

● FOOT/ANKLE: RIGHT / LEFT / BOTH
○ Pain / Numb / Tingling / Spasm

AGGRAVATING FACTORS:    
Lying Down / Sitting / Standing / Getting Up/Down
Walking / Lifting / Bending
 
RELIEVING FACTORS:      
Rest / Movement / Ice / Heat / Massage / Medication  

Circle a point on the line corresponding to your perceived pain.
0 indicates no pain and 10 represents the worst imaginable pain.
I I I I I I I I I I I
0 1 2 3 4 5 6 7 8 9 10
_________________________________________________________



Acknowledgements To set clear expectations, improve communication and help get the best results in the shortest amount of time,
please read each statement and initial your agreement.

I instruct Dr. Hall to deliver the care that, in his professional judgment, can best help me in the restoration of my health. I understand that the chiropractic
care offered in this practice is based on the best available evidence and designed to reduce or correct body posture and motion thus reducing many
symptoms. Chiropractic is a separate and distinct healing art from medicine and does not proclaim to cure any named disease or entity. I certify that no
guarantee or assurance has been made to the results that may be obtained.

I authorize Dr. David Hall and whomever he may designate as his assistant to perform diagnostic tests and to administer treatment deemed necessary to
treat my problem (illness). I understand that diagnostic X-rays may be advisable in my case so that a complete analysis can be made of my problem. I
authorize Dr. Hall to perform such x-ray exams necessary to diagnose my present condition. I realize that X-ray may be hazardous to an unborn child and I
certify to the best of my knowledge that I am NOT pregnant.

I grant Hall Chiropractic permission to send or receive my complete patient file for the purpose of consultation, collaboration or referral to another health
care provider including medical history, mental or physical condition and any treatment received by me.

I grant permission to be contacted via email or text to confirm or reschedule an appointment and to be sent occasional correspondents to me as an
extension of my care in this office. I may request a copy of the Privacy Policy and understand it describes how my personal health information is protected
and released on my behalf for seeking reimbursement from any involved third parties.

I authorize Hall Chiropractic to release my medical information necessary to process my insurance and/or personal injury claim(s) and also certify that all
insurance information given to Hall Chiropractic is correct and complete. I understand and agree that health and accident insurance policies are an
arrangement between an insurance carrier and myself. I understand that as a courtesy to me, this office may help prepare necessary reports and forms to
assist me in making collection from my insurance and/or personal injury claim(s) and that any amount authorized to be paid directly to this office will be
credited to my account upon receipt. I permit this office to endorse remittances for the conveyance of credit to my account. However, I clearly understand
and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment.

I authorize any and all insurance companies and/or attorneys to pay directly to Hall Chiropractic, 1171 Market Street, Fort Mill SC 29708 the expense
benefits allowable and otherwise payable to me under my current policy, as payment toward the total charges for professional services rendered. I have
agreed to pay, in a current manner, any balance of said applicable charges. I agree that this office be given limited power of attorney to endorse/sign my
name to any and all drafts of payment of my bill.

INFORMED CONSENT
The Nature of the Chiropractic Adjustment The primary treatment I use as a Doctor of Chiropractic is spinal manipulative therapy. I will use that
procedure to 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 a part of the analysis, examination, and treatment, you are consenting to the following procedures:

Spinal manipulative therapy Palpation Orthopedic testing Massage therapy
Range of motion testing Vital signs Basic neurological testing Mechanical traction
Muscle strength testing Postural analysis Exercise therapy Radiographic studies

The material risks inherent in 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, and burns. 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. I will make every reasonable effort during the examination 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 rare occurrences and generally result from some underlying weakness of the bone which I
check for during the taking of your history and during examination and X-ray. Stroke has been the subject of tremendous disagreement. The incidences
of stroke are 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 described as rare.

The availability and nature of other treatment options. Other treatment options for your condition may include:
Hospitalization, Self-administered, Over-the-Counter Analgesics and Rest, Surgery, Medical Care and Prescription Drugs

If you chose 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.

I have read and understand the above explanation of the chiropractic adjustment and related treatment. 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.

PATIENT NAME: ________________________________________________________________________ DATE: ____________________

PATIENT / GUARDIAN SIGNATURE: __________________________________________________________________________________


