
CONTACT INFORMATION
First name:____________________________
Middle name:__________________________
Last name:____________________________
Gender:       male       female
Birth date:____________________________
SS#    __________  _______   ___________
Email:________________________________
Cell phone:____________________________
Home phone:__________________________
Home Address:_________________________
 ____________________________________
City:_________________________________
State, zip: ____________________________

Emergency contact _____________________
Relationship___________________________
Emergency contact phone:________________

Medical doctor:________________________________

Last visit:_____________________________________

HOW DID YOU HEAR ABOUT US?
  Yellow pages   Facebook   Newspaper   Radio  

  Google search    Google Ad    Sign  

  Patient Referral______________________________ 

  MD Referral_________________________________

  Existing Patient
   

NON-PREGNANCY WAIVER (Female Only)
If x-rays are needed on today’s exam, this form verifies that I am not pregnant and I consent to have these 
x-rays taken by Active Chiropractic.

Signature__________________________________________________________Date_____________
  I am pregnant.  Due date:_______________

AUTHORIZATION & RESPONSIBILITIES
I hereby give my permission to Active Chiropractic to:
   • release or discuss my care with my primary care physician or any other physician associated with my care   
      if deemed necessary
   • release any information acquired in the course of treatment that is requested by my insurance company. 
   • direct my insurance benefits to be paid directly to Active Chiropractic. 
   • send appointment reminders via email or text 
I realize that I am financially responsible for non-covered services.  The information that I have given is correct 
to the best of my knowledge.

Signature_______________________________________________________________Date_______________
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Have you ever been to a chiropractor?     Yes   No

Were you satisfied with care?                  Yes   No

Last chiropractor seen:__________________________

Last visit:_____________________________________
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AUTO ACCIDENT COMPLAINT FORM
Please describe current symptoms____________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Have you missed work because of pain?   Y    N   If so, dates? ____________________________________

Since the accident is your pain getting?    Better     Worse      Same

Is your pain?  Constant (76-100%)    Frequent (51-75%)    Occasional (25-50%)    Intermittent (1-25%)

Is your pain?  Worse AM   Worse PM   Increasing during day  Decreasing during day   Same during day

Aggravated by:   movement  bending   lifting   sitting   standing   walking  coughing/sneezing 

Home Care:  Ibuprofen/ Aleve   Ice   Heat     Stretching   Strengthening    Has it helped?   Yes   No

Is there anything you can no longer do?_________________________________________________________

Treatment to date with response: (Doctor/ Dates / Facility / What was done)
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Has it helped?    Y    N

S = sharp
B = burning
D = dull
N = numb
T = tingling

Neck-Shoulder-Arm Pain
On a scale of 0-10

I rate my discomfort as follows

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

Mid Back Pain
On a scale of 0-10

I rate my discomfort as follows

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

Low Back-Hip-Leg Pain
On a scale of 0-10

I rate my discomfort as follows

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

MARK AREA(S) OF COMPLAINT ON DIAGRAM
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AUTO ACCIDENT INTAKE

Name: __________________________________________________ Date of injury: _____________

Responsible party at fault?    You     Other driver   

Your insurance company: ___________________________________  Claim #__________________

Your insurance representitive: _______________________________   Phone: __________________

Other party insurance company: _____________________________   Claim #__________________

Other insurance representitive: ______________________________   Phone: __________________

Have you retained an attorney?    Y   N 

If yes, who? ______________________________________________ Phone: ___________________

Were you driving?    Y    N           If passenger:      front    back  /   right side    left side

Your vehicle type?    car    truck    SUV    motorcycle     other _______________________

Other vehicle type?   car    truck    SUV    motorcycle     other _______________________

Did your vehicle go off the road?      Y   N    Other people in car?    Y   N

Seat belt on?   Y   N    Were you reclined?   Y   N     Were you looking to the side?   Y   N        

Did you see the accident coming?    Y    N    Headrest Position? __________________________

Did you lose consciousness?   Y   N    Do you remember the impact?    Y   N

What side of your vehicle took the impact?________________________________________________

Post-accident: was your vehicle driveable?   Y    N     Was the other vehicle driveable?   Y    N    

Your estimated speed  ______mph        Other vehicle estimated speed_______mph

Did your vehicle hit anything else after initial impact   Y   N  If so what?_____________________

__________________________________________________________________________________

Did you hit your body on any part of the vehicle?   Y    N    If so, describe:___________________

__________________________________________________________________________________

Were you taken anywhere after the crash?   Y    N   If so, where:___________________________

Please describe any pain you felt immediately after the accident:______________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________



MEDICAL HISTORY
Current Medical History:

 Cancer   Rheumatoid   Disc Herniation   Neck Surgery   Back Surgery  Metal Implant    Joint Replacement
 Heart Attack  Pacemaker  High Blood Pressure  Low Blood Pressure    Abdominal Hernia   Depression
 Migraines   Daily Headaches   Chronic Foot Problems    None   Other__________________________________

Other major events, hospitalizations, surgeries: (Please note year)_______________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Family Medical History:

 Scoliosis   Disc Problems   Breast Cancer   Prostate Cancer    Diabetes    High Blood Pressure    Stroke 
 Heart Attack    Other______________________________________________________________________________

Exercises:   none   1-2x/wk    2-3x/wk    4-7x/ wk      glasses of water/day______           daily vitamin
Smoker:      never       no (prior smoker)    1-2 cigarettes per day    1-2 Packs per day    2 or more packs per day

Do you have any chest pain? 
Do you have vertigo (dizziness)? 
Do you have changes in bowel or bladder 
habits?
Do you have double vision?
Do you have a sore that does not heal?
Do you have any change in a wart or a mole?
Do you have any visual disturbances?
Do you have any nausea or vomiting?
Do you have any slurred speech? 
Do you have any ringing in your ears? 
Do you have difficulty in swallowing? 
Do you pass out easily (faint)? 
Do you have blurred vision? 

Do you wake up with severe pain? 
Do you have a nagging cough or hoarseness? 
Are you losing weight now without trying? 
Do you have headaches for hours or days? 
Do you have night sweats? 
Do you have a drooping eyelid? 
Do you have pain in jaw or face? 
Loss of bladder or bowel control? 
Lost consciousness recently? 
Coughing up blood? 
Noticing blood in your stools or urine? 
Women
Do you have any unusual bleeding or discharge?
Do you have any thickening or lumps in your breasts?

Y   N
Y   N

Y   N
Y   N
Y   N
Y   N
Y   N
Y   N
Y   N
Y   N
Y   N
Y   N
Y   N

Y   N
Y   N
Y   N
Y   N
Y   N
Y   N
Y   N
Y   N
Y   N
Y   N
Y   N

Y   N
Y   N

MEDICATIONS
Medication List / Dosage:
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

Rx Allergies:  ______________________________________________________________________

Non Rx Allergies: ___________________________________________________________________

NEW AND CURRENT SYMPTOMS
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(circle yes or no for all that apply)



Neck Index

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Neck
Index
Score

Pain Intensity

I have no pain at the moment.

The pain is very mild at the moment.

The pain comes and goes and is moderate.

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.

Sleeping

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 completely disturbed (5-7 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).

My sleep is greatly disturbed (3-5 hours sleepless).

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 cannot read at all because of neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severe neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care

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 I 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.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

I cannot lift or carry anything at all.

Driving

I can drive my car without any neck pain.

I can drive my car as long as I want with slight neck pain.

I can drive my car as long as I want with moderate neck pain.

I cannot drive my car at all because of neck pain.

I cannot drive my car as long as I want because of moderate neck pain.

I can hardly drive at all because of severe neck pain.

Recreation

I am able to engage in all my recreation activities without neck pain.

I am able to engage in all my usual recreation activities with some neck pain.

I cannot do any recreation activities at all.

I am only able to engage in a few of my usual recreation activities because of neck pain.

I can hardly do any recreation activities because of neck pain.

I am able to engage in most but not all my usual recreation activities because of neck pain.

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.

ACN Group, Inc. Form NI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



Back Index

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Back
Index
Score

Pain Intensity

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 very severe.

The pain is very severe and does not vary much.

Sleeping

I get no pain in bed.

I get pain in bed but it does not prevent me from sleeping well.

Because of pain my normal sleep is reduced by less than 25%.

Pain prevents me from sleeping at all.

Because of pain my normal sleep is reduced by less than 50%.

Because of pain my normal sleep is reduced by less than 75%.

Sitting

I can sit in any chair as long as I like.

I can only sit in my favorite chair as long as I like.

Pain prevents me from sitting more than 1 hour.

I avoid sitting because it increases pain immediately.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting more than 10 minutes.

Standing

I can stand as long as I want without pain.

I have some pain while standing but it does not increase with time.

I cannot stand for longer than 1 hour without increasing pain.

I avoid standing because it increases pain immediately.

I cannot stand for longer than 1/2 hour without increasing pain.

I cannot stand for longer than 10 minutes without increasing pain.

Walking

I have no pain while walking.

I have some pain while walking but it doesn’t increase with distance.

I cannot walk more than 1 mile without increasing pain.

I cannot walk at all without increasing pain.

I cannot walk more than 1/2 mile without increasing pain.

I cannot walk more than 1/4 mile without increasing pain.

Personal Care

I do not have to change my way of washing or dressing in order to avoid pain.

I do not normally change my way of washing or dressing even though it causes some pain.

Washing and dressing increases the pain but I manage not to change my way of doing it.

Washing and dressing increases the pain and I find it necessary to change my way of doing it.

Because of the pain I am unable to do some washing and dressing without help.

Because of the pain I am unable to do any washing and dressing without help.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

Traveling

I get no pain while traveling.

I get some pain while traveling but none of my usual forms of travel make it worse.

I get extra pain while traveling but it does not cause me to seek alternate forms of travel.

Pain restricts all forms of travel.

I get extra pain while traveling which causes me to seek alternate forms of travel.

Pain restricts all forms of travel except that done while lying down.

Social Life

My social life is normal and gives me no extra pain.

My social life is normal but increases the degree of pain.

I have hardly any social life because of the pain.

Pain has restricted my social life and I do not go out very often.

Pain has restricted my social life to my home.

Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

Changing degree of pain

My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.

My pain is rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.

ACN Group, Inc. Form BI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



Active Chiropractic Protecting Your Health Information

New Regulation Passed

This new regulation is part of the Health Insurance Portability and Accountability Act or HIPAA 
and does three primary things:
1.  It helps standardize and simplify the way healthcare organizations exchange health care data.
2.  It provides consumers with additional protections for getting and maintaining health insurance coverage although, 
     it does not guarantee coverage.
3.  It creates new security rules to ensure the safety and privacy of individual and medical records.

Our Pledge Regarding Medical Information

The privacy of your medical information is important to us. We understand that your medical information is personal and 
we are committed to protecting it. We create a record of the care and services you receive at our office.  We need this re-
cord to provide you with quality care and to comply with certain legal requirements. In addition, we have a policy in effect 
that makes every attempt to maintain the confidentiality of all patients’ information.

Disclosure of Medical Information

In addition to disclosing your medical information for treatment, payment and health care operations, we may disclose 
medical information for the following purposes: for a court order, subpoena, discovery request or other lawful process. 
We may disclose medical information to appropriate authorities if we reasonably believe that you are a victim of abuse, 
neglect, or domestic violence or the possible victim of other crimes. We may disclose health information when authorized 
and necessary to comply with laws relating to worker’s compensation, auto accidents, personal injury or other similar is-
sues.

If someone calls or comes by, they will not be given any information about your care and/or appointments unless other-
wise specified and noted in your file.

Your Rights

You have the right to look at or get copies of your medical records and to receive a list of all the times we shared your 
medical information for purposes other than treatment, payment and health care operations.

Open Adjusting Concept

Because of the open adjusting concept in this office, it is possible for doctor/patient discussions to be overheard by other 
patients. Most discussions will involve spinal health, but may also include anything concerning the primary health care of 
that patient.

Notification by Mail or Phone

Patients may be contacted by mail, email or phone unless written notification request that contact be only in person.

Complaints

If you feel that your rights have been violated, contact the Office Manager or the U.S. Department of Health and Human 
Services.

Email/ Cell

Your email or cell number may be used to send you appointment reminders and will be entered into our database. If you 
do not wish to receive our appointment reminders or practice updates, please use the unsubscribe feature on email or 
text messages.  Our email and cell list will not be sold to any outside agencies.
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Informed Consent:

I give the doctor permission and authority to care for me in accordance with his/her exam findings and 
analysis. Chiropractic adjustments and adjunctive procedures are usually beneficial and seldom cause any 
problems. In rare cases due to underlying physical defects, deformities or pathologies you could be suscep-
tible to injury. It’s very important that you make known to the doctor any health issues in your current and 
past medical history.  The doctor will not give any treatment or care if he/she is aware that such issues may 
be contra-indicated to your treatment. Also, your doctor of chiropractic is licensed as a specialist and is able to 
work with other types of providers in your health care regimen. I understand as a patient at Active Chiropractic, 
I am authorizing them to proceed with any treatment that they deem necessary. Furthermore, any risk involved, 
regarding chiropractic treatment, will be explained to me upon my request.

Communications:

In the event that we would need to communicate your healthcare information, to whom may we do so?

  Spouse: ____________________________________________________

  Children: ___________________________________________________

  Others: _____________________________________________________

    No one 

Acknowledgement

I have read and fully understand the above statements. I have reviewed the notice of privacy prac-
tices (HIPAA) and have been provided an opportunity to discuss my right to privacy. Upon request I 
will be given a copy. 

Print Name: ______________________________________________

Signature: _______________________________________________  Date:  ____________________
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