
Back To Health Chiropractic  1 

 

PATIENT INFORMATION  

 

WELCOME TO OUR OFFICE! 
 

 
DATE: _______________ PATIENT NAME: ________________________________________________________________ 

 
SS#:______________________________ PHONE (BEST # TO REACH YOU): ______________________________ 

 

EMAIL ADDRESS: _________________________________________ OK TO SEND CLASS / OTHER INFO TO EMAIL: YES  / NO 
 

ADDRESS: 
___________________________________________________________________________________________________  

 
CITY: ________________________________________________STATE:__________________ ZIP: __________________  

 
SEX: _____M _____F       BIRTH DATE: _____/_____/_______   AGE: _____      

 
PATIENT EMPLOYED BY: ________________________________________________________________________________  

 
OCCUPATION: ________________________________________ 

 
BUSINESS ADDRESS: __________________________________________________________________________________ 

 
BUSINESS PHONE: ____________________________________ 

 
TYPE OF CASE:    

 
    _____CHRONIC/NEW ONSET OF CONDITION _____WELLNESS _____WORKMAN’S COMP. ____AUTO ACCIDENT   

 
 

REFERRED TO THIS OFFICE BY:  
 

    _____INSURANCE CARRIER    _____OUR WEBSITE  
 

    _____REFERRAL (PLEASE LIST REFERRAL NAME SO WE CAN THANK THEM) _____________________________________ 
 

    ______OTHER ADVERTISING _________________________________________________________________________ 
 

    ______DRIVE BY 
 

 
IN CASE OF EMERGENCY, WHO SHOULD BE NOTIFIED?  

 
_______________________________________________________________PHONE:_______________________________  

 
 

OKAY TO CALL THE ABOVE PHONE NUMBER TO LEAVE MESSAGES ABOUT YOUR APPOINTMENTS?    ______YES ______NO 
 

 
 

-------------------------------------------------------------------------------------------------------------------------------------------------- 
  

PRIMARY INSURANCE  

 
RESPONSIBLE PARTY NAME: ____________________________________________    BIRTH DATE: _____/_____/_________  

 
RELATIONSHIP TO PATIENT: __________________________________________  

 
INSURANCE COMPANY: _________________________________________________________ PHONE: __________________ 

 
GROUP/POLICY#:______________________SUBSCRIBER ID#:________________________  
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ADDITIONAL (Secondary) INSURANCE  

 
 

IS PATIENT COVERED BY ADDITIONAL INSURANCE? :  ______YES ______NO  

 
INSURED NAME: ____________________________________ RELATIONSHIP TO PATIENT:___________________________  

 
ADDRESS: _________________________________________________________________PHONE:____________________ 

 
CITY: ________________________________________________STATE:__________________ ZIP: ___________________ 

 
INSURANCE COMPANY: _________________________________________________________PHONE:__________________ 

 
INSURANCE ADDRESS: __________________________________________________________________________________ 

  
GROUP/POLICY#:______________________ 

 
 

 

ASSIGNMENT & RELEASE  

 
I, the undersigned certify that I (or my dependent) have insurance coverage and assign directly to this 

clinic all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I 

am financially responsible for all charges whether or not paid by insurance. I herby authorize the doctor 
to release all information necessary to secure the payment of benefits. I authorize the use of this 

signature on all insurance submissions.  
 

 

X __________________________________________ ___________________ 

Patient (or responsible party) Signature               Date  
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ABOUT YOUR CONDITION  
  
  

WHAT IS YOUR CURRENT WEIGHT: _______ LBS.  HEIGHT: _______ FT. _______IN.  
  

PLEASE DESCRIBE YOUR CONDITION:      Date Condition Began ____/____/____ 

 
______________________________________________________________________________________________________ 

  
______________________________________________________________________________________________________  

  
WHAT IS YOUR LEVEL OF PAIN TODAY?  (Scale of 1-10; 10 being severe):____________  

  
IS THIS CONDITION GETTING WORSE? _____YES     _____NO      _______CONSTANT     ______COMES & GOES  

  
IS THIS CONDITION INTERFERING WITH YOUR (Please circle): _____WORK _____SLEEP _____DAILY ROUTINE  

  
IF SO, PLEASE EXPLAIN:   

 
___________________________________________________________________________________________________  

  
HAVE YOU HAD THIS OR SIMILAR CONDITIONS IN THE PAST? _____YES _____NO  

  
IF SO, PLEASE EXPLAIN:  

 
___________________________________________________________________________________________________  

  
ARE YOU TAKING ANY OF THE FOLLOWING MEDICATIONS?  

  
_____ NERVE PILLS _____ PAIN KILLERS (including aspirin) _____MUSCLE RELAXERS _____STIMULANTS  

 
_____BLOOD THINNERS _____TRANQUILIZERS     _____INSULIN      

 
_____OTHER(S)______________________________________________________________________________________  

  
PLEASE LIST ANY OTHER SERIOUS MEDICAL CONDITION(S) YOU HAVE OR EVER HAD:  

 
___________________________________________________________________________________________________  

  
LIST ANY PAST SERIOUS ACCIDENTS (with dates):  

 
___________________________________________________________________________________________________ 

  

 

PLEASE MARK AREA(S) OF INJURY OR DISCOMFORT AS SHOWN BELOW IN THE KEY 
 
 

                                                     
           FRONT                    RIGHT                              BACK                            LEFT  

 
 

 
 

 
 

 
 

 
Pain 

X X X X 
 

Numbness  

* * * *  
  

Pins & Needles 

o o o o  
  

Burning  
^ ^ ^ ^  

  
Aching  

A A A A  
  

Stabbing  
• • • •  
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GENERAL PAIN INDEX QUESTIONAIRE 
 

We would like to know how much pain presently prevents you from doing what you would 

normally do.  Please indicate the overall impact your present pain has on your life, not just 

when pain is at its worst. 

 
Please circle the number which best describes how your typical level of pain affects these six 

categories of activities. 

 
 

1. Family / At-home responsibilities such as yard work, chores, driving the kids to school, etc. 
 

              0       1       2     3       4       5       6       7       8       9       10     
Completely Able to function                                                                                          Totally Unable to function   
 
   

2. Recreation including hobbies, sports or other leisure activities. 
 

              0       1       2     3       4       5       6       7       8       9       10     
Completely Able to function                                                                                          Totally Unable to function  

function    
  
 

3. Employment including volunteer work and homemaking tasks. 
 

              0       1       2     3       4       5       6       7       8       9       10     
Completely Able to function                                                                                          Totally Unable to function   
 
    

4. Self care such as taking a shower, driving or getting dressed. 
 

              0       1       2     3       4       5       6       7       8       9       10     
Completely Able to function                                                                                          Totally Unable to function   

 
 

5. Life support activities such as eating and sleeping 
 

              0       1       2     3       4       5       6       7       8       9       10     
Completely Able to function                                                                                          Totally Unable to function   
 
    

 

 
 

Patient Name: ___________________________________ Date: ___________________ 
 

Score: ___________  
 

Benchmark:   . = 5 ____________
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FINANCIAL POLICY 

 
 

 
EXPLAINATION OF INSURANCE COVERAGE 

 
Many insurance policies do cover chiropractic care but this office makes no representation that 
yours does. Insurance policies may vary greatly in terms of deductible and percentage of coverage for 

chiropractic care. Because of the variance from one insurance policy to another, we require that you, 

the patient, be personally responsible for the payment of your deductibles, as well as any 
unpaid balances in this office. We will do our best to verify your insurance coverage, and will bill your 

insurance in a timely manner as a courtesy to you.   

 
*We do not guarantee that insurance quotes obtained directly from your insurance carrier are accurate 

and will pay as stated to us either via phone or via their website. Please call your carrier in order to 

receive a quote in regards to Chiropractic Coverage.  (Deductibles, Coinsurance, Maximum Dollar 
Amounts, Co Pays and Visit Limits often apply). Most common codes used are: 98941, 97140, 

G0283. 
 

-------------------------------------------------------------------------------------------------------------------------------------------------- 
 

 

I understand that I am financially responsible to Back to Health for any charges not covered by health 
care benefits. It is my responsibility to notify the organization of any changes in my health care 

coverage. In some cases exact insurance benefits cannot be determined until the insurance company 

receives the claim.  I am responsible for the entire bill or balance of the bill as determined by the 
organization and/or my health care insurer if the submitted claims or any part of them are denied for 

payment.  

 
Payment Policy: 

• All co pays, are due at time of service. 
• Your portion of any services is due at time of service – re: 10, 20% co insurance. 

• All point of service fees (cash only patients) are due at time of service.  

• Statements will be sent one time a month.  Services not paid by insurance are due at the time of 
the statement; otherwise, there will be a 9% service charge on accounts 60 days past due. 

 

Voluntary Termination of Care: 
If you suspend or terminate your care at any time, your portion of all charges for professional services is 

immediately due and payable to this office.   
 
 

Collections: 
If your account is sent to collections, you will be responsible for all service charges, collections fees 

added by the collections agency, and/or legal fees and court costs.   
 
 

 
I have read and agree to the above: 

 

X __________________________________________ ___________________ 

Patient (or responsible party) Signature               Date  

 


