
 

 
 

 
 

Welcome! Please Tell Us About Yourself 
  

Personal Information  
Full name:                                                                                                                                                   Date: 
Address: 
       Street                                                                   City                                                               State                                     Zip 
Home phone:  Cell phone: 
Please Circle The Best Phone Number To Reach You Home / Cell  
Email Address:  
Date of birth: Age: 

No. of children: Pregnant?        Yes □     No  □ 
Marital status:       M      S       W      D Spouse / Partner’s Name: 
Occupation: 
Spouse’s Occupation: 

 
Who may we thank for referring you?  __________________________________________________________________________ 
 
Please Let Us Know What Brought You In:   
If you have no symptoms or complaints and are here for Chiropractic Wellness Care, please skip to the “General Health History”. 
 
Primary Health Concerns 
Please list your health concerns 
according to their severity 

Rate of severity 
1 = mild 

10 = very severe  

When did this 
episode start? 

If you had this 
condition 

before, when? 

Did the problem 
begin with an 

injury? 

% of the time 
pain is 
present 

1.      

2.      

3.      
 
Is your pain dull or sharp? Does it radiate anywhere? If so, where?_____________________________________________________ 
__________________________________________________________________________________________________________ 

Since the problem started is it:  About the same? □                 Getting better? □                Getting worse? □ 
 
What have you done for this condition? Was it helpful?______________________________________________________________  
__________________________________________________________________________________________________________ 
 
Which activities make this condition worse? _______________________________________________________________________ 
__________________________________________________________________________________________________________ 
 
Is this condition interfering with any of the following:  

Work □ Sleep □ Daily routine □ Sports/exercise □ Other □ (please explain): 
 

 
Are there any conditions you are currently seeing other health practitioners for? 
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 
 
Have you seen a chiropractor before? How was your experience?  
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 



 

General Health History    
Often times the accumulation of life’s stress can lead to health problems and influence your ability to heal. Listed below are the most 
common types of stress that can affect your health. Please check off the stressors that you have experienced during childhood and/or 
adulthood. Please pay close attention to this part of the form as it will help us help you!  
 

      Childhood       Adulthood 
Physical            (0-18)         (18-Present)                    Notes  
Birth Trauma    
Significant Falls     
Broken Bones    
Sports Injuries    
Physical Abuse    
Surgeries    
Car Accidents    
Physical Labor    
Sitting/ Computer Use    
Other:     
    
Emotional                           (0-18)                    (18- Present)                     Notes 
Abuse / Neglect     
Teasing / Bullying    
Moving    
Loss Of Loved Ones    
Family Stress    
Relationship Stress    
Financial Stress    
Sexual Abuse    
School/Work Stress    
Other:     
 
Chemical              (0-18)      (18-Present)                   Notes 
Sugar / Junk Food     
Diet Sweeteners     
Medications     
Vaccinations    
Environmental Toxins    
Tobacco     
Caffeine     
Recreational Drugs     
Alcohol     
Other:     
 
What do you feel is the primary current stressor in your life? ___________________________________________________________ 

 
Is there anything else about your health that you would like us to know? 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
Why now? Why are you here at this point in time? 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
 
I consent to a professional and complete chiropractic examination and to any radiographic examination that the doctor deems necessary. 
I understand that any fee for service rendered is due at the time of service and cannot be deferred to a later date.  
 
Print Patient Name:  __________________________________________________________      Date:  _________________________ 
 
Signature:  _________________________________________________________________ 
 



 

 
Informed Consent   

 
We encourage and support a shared decision making process between us regarding your health needs. As a part of that 
process you have a right to be informed about the condition of your health and the recommended care and treatment to be 
provided to you so that you can make the decision whether or not to undergo such care with full knowledge of the known 
risks. This information is intended to make you better informed in order that you can knowledgably give or withhold your 
consent. 
 
Chiropractic is based on the science, which concerns itself with the relationship between structures (primarily the spine) 
and function (primarily of the nervous system) and how this relationship can affect the restoration and preservation of 
health.  
 
Adjustments are made by chiropractors in order to correct or reduce spinal and extremity joint subluxations. Vertebral 
subluxation is a disturbance to the nervous system and is a condition where one or more vertebra in the spine is 
misaligned and/or does not move properly causing interference and/or irritation to the nervous system. The primary goal in 
chiropractic care is the removal and/or reduction of nerve interference caused by vertebral subluxation. 
 
A chiropractic examination will be performed which may include spinal and physical examination, orthopedic and 
neurological testing, palpation, specialized instrumentation, radiological examination (x-rays), and laboratory testing. 
 
The chiropractic adjustment is the application of a precise movement and/or force into the spine in order to reduce or 
correct vertebral subluxation(s). There are a number of different methods or techniques by which the chiropractic 
adjustment is delivered but are typically delivered by hand. Some may require the use of an instrument or other specialized 
equipment. In addition, physiotherapy or rehabilitative procedures may be included in the management protocol. Among 
other things, chiropractic care may reduce pain, increase mobility and improve quality of life. 
 
In addition to the benefits of chiropractic care and treatment, one should also be aware of the existence of some risks and 
limitations of this care. The risks are seldom high enough to contraindicate care and all health care procedures have some 
risk associated with them.  
 
Risks associated with some chiropractic treatment may include soreness, musculoskeletal sprain/strain, and fracture. Risks 
associated with physiotherapy may include the preceding as well as allergic reaction and muscle and/or joint pain. In 
addition there are reported cases of stroke associated with visits to medical doctors and chiropractors. Research and 
scientific evidence does not establish a cause and effect relationship between chiropractic treatment and the occurrence of 
stroke; rather, recent studies indicate that patients may be consulting medical doctors and chiropractors when they are in 
the early stages of a stroke. In essence, there is a stroke already in process. However, you are being informed of this 
reported association because a stroke may cause serious neurological impairment.  
 
I have been informed of the nature and purpose of chiropractic care, the possible consequences of care, and the risks of 
care, including the risk that the care may not accomplish the desired objective. Reasonable alternative treatments have 
been explained, including the risks, consequences and probable effectiveness of each. I have been advised of the possible 
consequences if no care is received. I acknowledge that no guarantees have been made to me concerning the results of 
the care and treatment. 
 
I have read the above paragraph. I understand the information provided. All questions I have about this information have 
been answered to my satisfaction. Having this knowledge, I knowingly authorize Vibrance Chiropractic to proceed with 
chiropractic care and treatment. 
 
Patient Signature ____________________________________________   Date_____________________________ 
 
Parental Consent for Minor Patient 
 
Patient Name: _________________________________________   Patient age: ___________ DOB: ____________ 

Printed name of person legally authorized to sign______________________________________________________ 

Signature: ______________________________________  Relationship to Patient: __________________________ 

 
 

  



 

Privacy Practices Notice and Consent Form    
 
Vibrance Chiropractic has provided and has encouraged me to read the Privacy Practice Notice carefully prior to signing 
this Consent.  The Privacy Practices Notice includes a complete description of the uses and/or disclosures of my 
protected health information (“PHI”) necessary for Vibrance to provide treatment to me, and necessary for Vibrance to 
obtain payment for that treatment and to carry out its health care operations.  

1. Vibrance reserves the right to change the privacy practices that are described in its Privacy Notice, in accordance 
with applicable law.  

2. I understand that, and consent to, the following communication that will be used by Vibrance: a) telephoning and 
leaving a message on my answering machine or with the individual answering the phone; b) a card, letter, or other 
written information mailed to me at the address provided by me; c) sending an electronic mail to the address provided 
by me.  

3. Vibrance may maintain a directory of and sign-in log of individuals seeking care and treatment in the office. This 
information may be seen by, and is accessible to, others who are seeking care or services in Vibrance’s practice.  

4. Vibrance may use and/or disclose my PHI in order for Vibrance to treat me and obtain payment for that treatment, 
and as necessary for Vibrance to conduct its specific health care operations.  

5. I understand that I have a right to request that Vibrance restrict how my PHI is used and/or disclosed to carry our 
treatment, payment and/or health care operations. However, Vibrance is not required to agree to any restrictions that I 
have requested. If Vibrance agrees to requested restrictions, then the restriction is binding on Vibrance.  

6. I understand that this Consent is valid for seven years. I further understand that I have the right to revoke this 
Consent, in writing, at any time for all future transactions, with the understanding that any such revocation shall not 
apply to the extent that Vibrance has already taken action in reliance on this consent.  

7. I understand that if I do not sign this Consent evidencing my consent to the uses and disclosures described to me 
above Vibrance will not treat me.  I further understand that if I revoke this consent, at any time, Vibrance has the right 
to refuse to treat me.  

 
Acknowledgement of Receipt of Privacy Practices Notice and Consent Form  

I acknowledge that I have received a copy of Vibrance’s Privacy Practices Notice.  I further acknowledge that a copy of the 
current notice is available at the front desk.  

We are required by law to maintain the privacy of, and provide individuals with this notice of our legal duties and privacy 
practices with respect to protected health information. If you have any objection to this form, please ask to speak with our 
HIPAA Compliance Officer, Dr Jesse Morris DC, by phone at (415) 454-6333. Signature below is acknowledgement that 
you have received the Privacy Practice Notice, that you have read and understood the foregoing notice, and all of your 
questions have been answered to your full satisfaction in a way that you can understand.  

Patient’s Name (Printed) _______________________________Date Signed__________________________  

Signature (Patient or Legal Representative) ___________________________________________________  
 
 


