
SLEEPING SPINE HEALTH & WELLNESS, PLLC, CHIROPRACTIC, 
MASSAGE THERAPY 

 
Last Name    First Name    MI   
Address            
City     State  Zip      
Email      Phone       
Cell     Date of Birth       

*Required SSN  -  -  Gender     M F  
Marital Status M    S    D   Emergency Contact       
Relationship     Phone       
Employer     Address      
Phone     City        

State  Zip     
 

Problem 
 

Date of Injury     Car Accident   Y    N  Work Related Y    N  
 

Referred by            
 

Primary Insurance      Deducible    
 
Subscriber Name     ID#      
 
Relationship    Group#    CoPay   
 
Secondary Insurance      Deducible   
 
Subscriber Name     ID#      
 
Relationship    Group#    CoPay   
ACCEPTANCE AS PATIENT 
I understand and agree that the doctors of Sleeping Spine Health & Wellness have the 
right to refuse to accept me as a patient at any time before treatment begins. The taking of 
a history and the conducting of a physical examination are not considered treatment, but 
are part of the process if information gathering so that the doctor can determine whether 
to accept me as a patient. 

I understand and agree that health and accident insurance policies are an 
agreement between the insurance carrier and myself, and that all services rendered 
me are charges directly to me, and that I am personally responsible for payment.  I 
also understand that if I suspend or terminate my care and treatment, any fees for 

professional services rendered me will be immediately due and payable. 
 
PATIENT 
SIGNATURE________________________________________________DATE_____ 
  



READ, INITIAL EACH BOX (indicating you have read each policy), 
AND SIGN THIS AGREEMENT TO RECEIVE SERVICES  
 
I        am aware of the patient responsibilities. I 

understand that: 

 
1. There is a 48-hour cancellation policy or I will be charged for that missed visit. 

 
2. Whatever my insurance does not pay for I will be responsible for paying. 

 
3. ALL co-pays/payments/deductibles are due at time of service NO EXCEPTIONS.  

 
4. I am responsible for verifying my own insurance benefits  

 
 
5. All late payments are charged a 30% service fee. All delinquent accounts (After 90 

days) will be sent to collections and I am responsible for all collections/court costs. 
Motor Vehicle Accident payments if sent to the patient will incur a $100.00 per day 
late fee 2 days from the time the settlement has been received by the patient. 

 
6. I am given a 15-minute window to make any scheduled appointments. If I 

reschedule the same day I will not be charged for the missed visit. 
 
 
            . 
 
Date 
 
 
Signature        Witness 
 
 
 
Printed Name  
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Have you ever had chiropractic care before? ____________________________________ 
 
For what problem? ________________________________________________________  
 
Were the results satisfactory?  Yes______   No_______   N/A_______ 
 
Major complaints and symptoms — please be as specific as you can. Ask the doctor or 
nurse for help if you need assistance in filling out this section. _____________________ 
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
 
How do you believe your problem (pain) began? ________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________ 
When did you first notice this problem/pain?  ___________________________________ 
 
Have you lost any work? ____________ Day and date you last worked _____________  
 
Have you ever had this condition before or a similar condition? ____________________ 
 
When? 
__________________________________________________________________ 
 
What positions or activities aggravate your condition? ____________________________ 
 
What positions or activities relieve your condition? ______________________________ 
 
Have you ever been treated by a Medical Physician for this ailment?_________________  
 
Where?  
_________________________________________________________________ 
 
Describe the type of treatment ______________________________________________ 
 
Diagnosis of previous physician _____________________________________________ 
 
Length of time under care_______________________  Results ____________________  
 
Family physician’s name ___________________________________________________ 
Please send a report to my family physician.  Yes____ No ____ 
Are you allergic to anything you are aware of? __________________________________  
 
Are you presently taking any medication, herbs, or over the counter products 
(aspirin included)?  Yes_______ No________ 
If yes, name them _________________________________________________________  
Have you ever broken any bones?  (fractures) ___________  Any dislocations? ________ 
 
 



 
What operations have you had?  ____________________Year _________________ 
     ____________________Year _________________ 
     ____________________Year _________________ 
 
Have you ever had any cosmetic surgery, breast implants, etc.? _______Year _________ 
 
Have you had any surgery to replace hip, knee, etc.? ___________Year _____________ 
Give dates you have had any of the following? (if exact date is unknown, give approximate) 
 
Blood tests ________________________ Urinalysis _____________________________ 
 
MRI _______________  CT Scan ________________ Ultrasound __________________ 
 
Radiation Treatment ___________________  X-Ray examination __________________ 
 
Other special treatment ____________________________________________________ 
 
At what hospital or office were these tests taken ________________________________ 
 
Name of doctor who ordered tests ____________________________________________ 
 
Date of last menstrual period ________________________________________________ 
 
Do you have any reason to believe that you may be pregnant?   Yes ______ No_______ 
 
Do you have any health problems not listed above? ______________________________ 
 
Do you faint easily? _______________________________________________________ 
 
Do you take vitamins?  Yes______ No ______ If yes, please list them _______________ 
 
Do you exercise regularly? Yes ________ No ________ What kind of exercise? _______  
 
________________________________________________________________________ 
 
Habits: (please check) 
 
Cigarettes ________ Quantity ___________ Coffee? ________  Quantity ____________ 
 
Alcohol? ________ Quantity ___________ Tea? ________ Quantity _______________ 
 
Hobbies  ________________________________________________________________  
 
Have you been treated for any health condition by a physician in the past year? _______ 
If yes, what condition? _____________________________________________________ 
 
Have you lost or gained weight in the past year? ________________________________  
 
Use this space for any additional information you may wish to discuss _____________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 



 
 
Have you had or do you now have any of the following symptoms that are or have been of 
significant distress to you? Please indicate with the letter N if you have these conditions now 
(within the past 12 months) or P if you ever had these conditions in the past. 
 
       Now    Past        Now     Past 

      N   P       N   P 
Headaches____ Frequency ____ ____  Loss of Balance ____ ____ 
Neck Pain   ____ ____  Fainting  ____ ____ 
Stiff Neck   ____ ____  Loss of Smell  ____ ____ 
Sleeping Problems  ____ ____  Loss of Taste  ____ ____ 
Back Pain   ____ ____  Diarrhea  ____ ____ 
Nervousness   ____ ____  Feet Cold  ____ ____ 
Tension   ____ ____  Hands Cold  ____ ____ 
Irritability   ____ ____  Arthritis  ____ ____ 
Chest Pains   ____ ____  Muscle Spasms ____ ____ 
Dizziness   ____ ____  Frequent Colds ____ ____ 
Shoulder/Neck/Arm Pain ____ ____  Stomach Upset ____ ____ 
Pins & Needles in Arms ____ ____  Constipation  ____ ____ 
Pins & Needles in Legs ____ ____  Cold Sweats  ____ ____ 
Numbness in Fingers  ____ ____  Fever   ____ ____ 
Numbness in Toes  ____ ____  Sinus Problems ____ ____ 
High Blood Pressure  ____ ____  Diabetes  ____ ____ 
Difficulty Urinating  ____ ____  Hemorrhoids  ____ ____ 
Allergies   ____ ____  Leg Cramps  ____ ____ 
Weakness in Arms  ____ ____  Colitis   ____ ____ 
Weakness in Legs  ____ ____  Gall Bladder  ____ ____ 
Shortness of Breath  ____ ____  Indigestion  ____ ____ 
Fatigue    ____ ____  Belching  ____ ____ 
Depression   ____ ____  Vomiting  ____ ____ 
Lights Bother Eye  ____ ____  Shoulder Pain  ____ ____ 
Loss of Memory  ____ ____  Swelling Joints ____ ____ 
Ears Ring   ____ ____  Knee Pain  ____ ____ 
Face Flushed   ____ ____  Hayfever  ____ ____ 
Buzzing in Ears  ____ ____  Menstrual Difficulties ____ ____ 
 
 
 
 
 
 
 
 
 
 


