
Patient Information
In order to provide you the best possible chiropractic care, please complete this form and

bring it to your first appointment. All information is strictly CONFIDENTIAL. 

Patient Data

Name ______________________________ Date ________ Referred by ________________________

Mailing address 

Address __________________________________________________________________________________ 

City ______________________ State ____________________ Zip ____________________________

Telephone (work) ____________ (home) __________ E-mail ____________________________

Age ______ Birth date __________ Social Security # ______________ Number of children ______

Occupation ____________________________ Employer________________________________________

Marital Status __________ Spouse’s name ________________ Spouse’s Occupation ______________

Spouse’s employer ______________________ Spouse’s health status ____________________________

Emergency contact __________________________________________ Phone ______________________

Current Complaints

Nature of injury: Automobile* � Work � Other �

Please describe ____________________________________________________________________________

________________________________________________________________________________________

Date of injury ______________ Date symptoms appeared ______________

Have you ever had same condition? � No  � Yes If yes, when? ________________________________

List other practioners seen for this injury/condition ________________________________________________

Have you ever been under chiropractic care? � No  � Yes

If yes, please describe ______________________________________________________________________

Insurance Information

Name of party responsible for payment __________________________ Phone ______________________

Do you have health insurance? � No  � Yes Name of company ____________________________

* If an auto accident please provide: 

Insurance company name __________________________ Contact person ________________________

Phone ________________________________ Claim # __________________________________

Billing Address     ________________________________________________________________________

Name of the insured ________________________________________________________________________

I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier

and myself. I understand and agree that all services rendered to me and charged are my personal responsibility

for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for professional ser-

vices rendered to me will be immediately due and payable. 

Patient’s signature ______________________________________________ Date ____________________

Spouse’s or guardian’s signature __________________________________ Date ____________________
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Medical History

Have you been treated for any conditions in the last year?  � No  � Yes

If yes, please describe ______________________________________________________________________

Date of last physical exam __________ Is there a chance that you are pregnant?  � No  � Yes

Have you had X-rays taken?  � No  � Yes If yes, where? ________________________________________

What medications are you taking and for what conditions (Please list dosage and amounts, etc). ____________

________________________________________________________________________________________

________________________________________________________________________________________

What vitamins, minerals, or herbs do you currently take? (Please list for what condition, dosage, and frequency). 

________________________________________________________________________________________

________________________________________________________________________________________

Have you ever: No Yes Briefly Explain

Broken bones? � � ____________________________________________

Been hospitalized? � � ____________________________________________

Been in an auto accident? � � ____________________________________________

Had Sprains/Strains? � � ____________________________________________

Been struck unconscious? � � ____________________________________________

Had surgery? � � ____________________________________________

Family History

Family Member Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)

Habits: None Light Moderate Heavy

Alcohol � � � �

Coffee � � � �

Tobacco � � � �

Drugs � � � �

Exercise � � � �

Sleep � � � �

Appetite � � � �

Soft Drinks � � � �

Water � � � �

Salty Foods � � � �

Sugary Foods � � � �

Artificial Sweeteners � � � �
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Yes No

Do you experience pain 
every day? � �

Do your symptoms interfere 
with daily life? � �

Does pain wake you up 
at night? � �

Are your symptoms worse 
during certain times of 
the day? � �

Do changes in weather 
affect your symptoms? � �

Do you wear orthotics? � �

Do you take 
vitamin supplements? � �

What activities aggravate 
your symptoms?

__________________________________

__________________________________

__________________________________
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Have you ever suffered from:

Alcoholism �

Allergies �

Anemia �

Arteriosclerosis �

Arthritis �

Asthma �

Back Pain �

Breast lump �

Bronchitis �

Bruise Easily �

Cancer �

Chest Pain/Conditions �

Cold extremities �

Constipation �

Cramps �

Depression �

Diabetes �

Digestion Problems �

Dizziness �

Ears Ring �

Excessive Menstruation �

Eye Pain/Difficulties �

Fatigue �

Frequent Urination �

Headache �

Hemorrhoids �

High Blood Pressure �

Hot Flashes �

Irregular Heart Beat �

Irregular Cycle �

Kidney Infection �

Kidney Stones �

Loss of memory �

Loss of balance �

Loss of smell �

Loss of taste �

Lumps In Breast �

Neck Pain or Stiffness �

Nervousness �

Nosebleeds �

Pacemaker �

Polio �

Poor Posture �

Prostate Trouble �

Sciatica �

Shortness of breath �

Sinus Infection �

Sleep problems/insomnia �

Spinal Curvatures �

Stroke �

Swelling of ankles �

Swollen Joints �

Thyroid Condition �

Tuberculosis �

Ulcers �

Varicose Veins �

Venereal Disease �

Other: �

Current Complaints (Continued)

Please use the following letters to indicate TYPE and LOCATION of the 

symptoms you currently are experiencing.

A=Ache O=Other

B=Burning P=Pins & Needles

N=Numbness S=Stabbing



KB Chiropractic  
322 Fairview Ave.  

Hudson, NY12534 

Phone: 518-828-3662  Fax: 518-828-3845 

 

 

 

 

I understand that I may be financially responsible for and charges incurred at this office, 

including co-pays, deductibles and charges denied or not covered by my insurance company. 

 

I realize my care may be subject to pre-certification by the insurance company, and I accept any 

responsibility for charges which may not be approved, the insurance company will review and/all 

documentation submitted by KB Chiropractic for review for medical necessity and base their 

approval/denial upon this documentation.  

 

I understand that this office agrees to notify me as soon as possible if a service is not covered and 

will notify me if my care is not approved by the insurance company. Initial visits may be denied 

and this may be beyond the office’s ability to notify the patient prior to rendering acute care, 

while waiting for insurance coverage approval. These charges will be the patient’s responsibility 
if denied by the insurance company.  

 

This office may seek payment from you for any services your health insurance plan determines 

to be not medically necessary.  

 

I have read and understand my obligations for payment for care in the absence of insurance 

coverage. 

 

 

 

 

_________________________    ________________________ 

Print Patients Name      Signature (patient or guardian) 

 

 

 

Date:____________________ 
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KB CHIROPRATIC  

322 Fairview Ave. 

Hudson, NY 12534 

 

PATIENT CONSENT AUTHORIZATION/HIPPA 
 
ASSIGNMENT OF BENEFITS:  I understand and agree that health and accident insurance policies are an 

arrangement between my insurance company and myself, not between my insurance company and this office. 

I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees 

for professional services will be immediately due and payable.  I hereby assign payment directly to the  

physician(s) accepting this assignment of medical benefits applicable and otherwise payable to me but not 

to exceed the physician’s regular charges.  I understand that I am financially responsible for changes not 
covered by this assignment or for any and all charges that the insurance carrier declines to pay. 

 
CONSENT FOR TEATMENT:  I voluntarily consent to the rendering of care, including treatment and 

performance of diagnostic procedures.  I understand that I am under the care and supervision of the 

attending physician and it is the responsibility of the staff to carry out the instructions of such physician(s). 

 
HEALTH CARE OPERATIONS:  We may use or disclose, as needed, your protected health 

information to support our daily activities related to providing health care.  These activities include, but are 

not limited to billing, collection, quality assessment activities, investigations, oversight or staff performance 

reviews, licensing, communications about a product or service, and conducting or arranging for other health 

care related activities.   For example, we may disclose your protected health information to a billing agency 

in order to prepare claims for reimbursement for the services we provide to you.  We may call you by name 

in the waiting room when your physician is ready to see you.  We may use or disclose your protected health 

information, as necessary, to contact you to remind you of your appointment.  For example, we will contact 

you at your home telephone number to remind you of your next appointment and/or mail a postcard 

appointment reminder to your home address.  We may use or disclose your protected health information, as 

necessary, to provide you with information about treatment alternatives or other health related benefits and 

services that might interest you.  For example, your name and address may be used to send you a newsletter 

about our practice and the services we offer.  We may also send you information about products or services 

that we believe might benefit you. 

 
LEGAL PROCEEDINGS:  We may disclose protected health insurance information during any 

judicial or administrative proceeding, in response to a court order of administrative tribunal (if such a 

disclosure is expressly authorized), and in certain conditions in response to a subpoena, discovery request, 

or other lawful process. 

 
WORKER’S COMPENSATION:  We may disclose your protected health information to comply with 

worker’s compensation laws and other similar legally established programs. 
 

 

 

     ________________________________ 

     Patient’s Name 

     

     ________________________________ 

     Patient’s Signature 

 

     ________________________________ 

     Witness  
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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.
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Neck Disability 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 care 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.
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