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C O N F I D E N T I A L  P A T I E N T  I N F O R M A T I O N                      Date:____________________ 
 

Patients First Name:________________________________     MI:_______     Last Name:____________________________________   
 
Date of Birth:____/____/______     Social Security Number:______-_____-_______     Home Phone:_(______)___________________    
 
Marital Status:   M   S   W   D     Sex:   M   F     Name of Spouse:_______________________     Do you have children:   Yes    No 
 
Address:___________________________________     City/State:_____________________________     Zip Code:________________  
 
Occupation:_____________________________     Employer:______________________     Office Phone: _(______)_______________  
 
Emergency Contact Name:_________________________________________________     Contact Phone: _(______)_______________ 
 
How did you hear about our clinic:___________________________________E-mail:________________________________________ 
 
 
Reason for today’s visit:   Emergency    New Injury    Old Injury    Chronic Pain    Wellness Visit 
 
Are you in pain:   Yes    No     
 Rate your pain with the following scale:  Discomfort   1   2   3   4   5   6   7   8   9   10   Intense 
 
On the diagram to the right, please circle the areas where you are feeling pain ------------------------------- 
 
Did your injury occur during:   Work  Auto Accident   
                                                   Sports/Play   Routine/Household Activity 
 
When did your condition/accident occur: ____/____/______     
 
 Where did your injury occur:________________________________ 
 
Please explain what happened:_____________________________________________________________________________________ 
 

_____________________________________________________________________________________________________________ 
 
Is your condition getting worse:   Yes    No    Constant    Comes and Goes 
 
Is your condition interfering with your:   Work    Sleep   Daily Routine     If so, how:________________________________________ 
 

_____________________________________________________________________________________________________________ 
 
Has this or something similar happened in the past:   Yes    No   Explain:__________________________________________________ 
 

_____________________________________________________________________________________________________________ 
 
Have you ever been treated by a medical physician for this pain:   Yes    No    
Office or Dr.’s Name:______________________________________________________     Office Phone: _(______)______________ 
 
Have you ever been treated by a chiropractor:   Yes    No    
Office or Dr.’s Name:______________________________________________________     Office Phone: _(______)______________ 
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Please list any medication you are currently taking:______________________________________________________________________ 
 

_____________________________________________________________________________________________________________ 
 

Please list anything that you may be allergic to:_________________________________________________________________________ 
 

Please list any surgeries that you have had and when:____________________________________________________________________ 
 

_____________________________________________________________________________________________________________ 
 

Do you or anyone in your family have or have had any of the following diseases, medical conditions or procedures? 
 

 Heart Attack/Stroke  Pacemaker  Heart Murmur  Congenital Heart Defect Artificial Valves 
 Cancer  Hepatitis  Diabetes  Shingles  Glaucoma 
 Difficulty Breathing  Fainting/Seizers/Epilepsy  Ulcers/Colitis  Tuberculosis  Kidney Problems 
 High/Low Blood Pressure  Severe/Frequent Headaches  Emphysema/Asthma  Sinus Problems/Allergies  Arthritis 
 Sever Back Problems  Frequent Neck Pain  Headaches/Migraines  Artificial Bones/Joint Implants  

 

Have you ever been in an motor vehicle accident:   Yes    No   If yes, when and were your injured:_______________________________ 
 

_____________________________________________________________________________________________________________ 
 

Do you take Supplements or Vitamins:   Yes    No     Do your exercise:   Yes    No   ___________hour per day/week 
 

Do you smoke:   Yes    No     How much:____________________     How long: ____________________ 
 

Are your dieting:   Yes    No     If yes, what date did you begin: ____/____/______ 
 

For Women:  Are you taking Birth Control:   Yes    No      
 

Are your pregnant:   Yes    No  If so, for how many weeks:__________________     Are your nursing:   Yes    No      
 
 
Do you have health insurance:  Yes    No      
 
Insurance Company:_______________________     Policy #:____________________     Group #:____________________ 
 
Insured’s Name:__________________________    Date of Birth:____/____/______   Social Security Number:______-_____-_______ 
  
2nd Insurance Company:_______________________     Policy #:____________________     Group #:____________________ 
 
Insured’s Name:__________________________    Date of Birth:____/____/______   Social Security Number:______-_____-_______ 
 
 

 We invite you to discuss with us any questions regarding our services.  The best services are based on a friendly, mutual understanding between the 
doctor and the patient. 

 I understand that I am ultimately responsible for payment in full at this office.  I also understand that if I suspend or terminate my schedule of care, as 
determined by the doctor, any fees for professional services will be immediately due and payable. 

 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 authorize the staff to perform any necessary services needed during diagnosis and treatment.  I also authorize the provider to release any information 
required to process insurance claims.   

 I authorize direct payment of medical benefits to Auburn Hills Chiropractic from my insurance company. 
 Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with the office manager.  If 

the account is not paid within 90 days of the date of services and no financial arrangements have been made, you will be responsible for legal fees, 
collection agency fees, interest charges and any other expenses incurred in collecting your account. 

 I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand that it is my 
responsibility to inform this office of any changes to the information I have provided. 

 
 
________________________________________________________________________  ___________________________ 
Patient’s/Guardian’s Signature        Date 
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P A T I E NT  H E A LT H  I N FOR M A T I O N  C O N S E N T  FOR M  
 

W e  w a n t  y o u  t o  k n o w  h o w  y o u r  P a t i e n t  H e a l t h  I n f o r m a t i o n  ( P H I )  i s  g o i n g  t o  b e  
u s e d  i n  t h i s  c l i n i c  a n d  y o u r  r i g h t s  c o n c e r n i n g  t h o s e  r e c o r d s .   B e f o r e  w e  b e g i n  
a n y  h e a l t h  c a r e  s e r v i c e s  w e  m u s t  r e q u i r e  y o u  t o  r e a d  a n d  s i g n  t h i s  c o n s e n t  f o r m  
s t a t i n g  t h a t  y o u  u n d e r s t a n d  a n d  a g r e e  w i t h  h o w  y o u r  r e c o r d s  w i l l  b e  u s e d .  
 

1 .  T h e  p a t i e n t  u n d e r s t a n d s  a n d  a g r e e s  t o  a l l o w  A u b u r n  H i l l s  C h i r o p r a c t i c  
t o  u s e  t h e i r  P H I  f o r  t h e  p u r p o s e  o f  t r e a t m e n t ,  p a y m e n t ,  h e a l t h c a r e  
s e r v i c e s ,  a n d  c o o r d i n a t i o n  o f  c a r e .   A s  a n  e x a m p l e ,  t h e  p a t i e n t  a g r e e s  t o  
a l l o w  t h i s  c h i r o p r a c t i c  o f f i c e  t o  s u b m i t  r e q u e s t e d  P H I  t o  t h e  h e a l t h  
i n s u r a n c e  c o m p a n y  ( o r  c o m p a n i e s )  p r o v i d e d  t o  u s  b y  t h e  p a t i e n t  f o r  t h e  
p u r p o s e  o f  p a y m e n t .   T h i s  c l i n i c  w i l l  l i m i t  t h e  r e l e a s e  o f  a l l  P H I  t o  t h e  
m i n i m u m  n e e d e d  f o r  w h a t  t h e  i n s u r a n c e  c o m p a n i e s  r e q u i r e  f o r  p a y m e n t .  

2 .  T h e  p a t i e n t  h a s  t h e  r i g h t  t o  e x a m i n e  a n d  o b t a i n  a  c o p y  o f  h i s  o r  h e r  o w n  
h e a l t h  r e c o r d s  a t  a n y  t i m e  a n d  r e q u e s t  c o r r e c t i o n s .   T h e  p a t i e n t  m a y  
r e q u e s t  t o  k n o w  w h a t  d i s c l o s u r e s  h a v e  b e e n  m a d e  a n d  s u b m i t  a n y  f u r t h e r  
r e s t r i c t i o n s  o n  t h e  u s e  o f  t h e i r  P H I .   O u r  o f f i c e  i s  n o t  o b l i g a t e d  t o  
a g r e e  t o  t h o s e  r e s t r i c t i o n s  b u t  w i l l  c o n s i d e r  a n d  d i s c u s s  t h o s e  w i t h  t h e  
p a t i e n t .  

3 .  A  p a t i e n t ’ s  w r i t t e n  c o n s e n t  n e e d  o n l y  b e  o b t a i n e d  o n e  t i m e  f o r  a l l  
s u b s e q u e n t  c a r e  g i v e n  t o  t h e  p a t i e n t  i n  t h i s  o f f i c e .  

4 .  T h e  p a t i e n t  m a y  p r o v i d e  a  w r i t t e n  r e q u e s t  t o  r e v o k e  c o n s e n t  a t  a n y  t i m e  
d u r i n g  c a r e .   T h i s  w o u l d  n o t  e f f e c t  t h e  u s e  o f  t h o s e  r e c o r d s  f o r  t h e  c a r e  
g i v e n  p r i o r  t o  t h e  w r i t t e n  r e q u e s t  t o  r e v o k e  c o n s e n t  b u t  w o u l d  a p p l y  t o  
a n y  c a r e  g i v e n  a f t e r  t h e  r e q u e s t  h a s  b e e n  p r e s e n t e d .  

5 .  F o r  y o u r  s e c u r i t y  a n d  r i g h t  t o  p r i v a c y ,  a l l  s t a f f  h a s  b e e n  t r a i n e d  i n  t h e  
a r e a  o f  p a t i e n t  r e c o r d  p r i v a c y .   W e  h a v e  t a k e n  a l l  p r e c a u t i o n s  t h a t  a r e  
k n o w n  t o  t h i s  o f f i c e  t o  a s s u r e  t h a t  y o u r  r e c o r d s  a r e  n o t  r e a d i l y  a v a i l a b l e  
t o  t h o s e  w h o  d o  n o t  n e e d  t h e m .  

6 .  P a t i e n t s  h a v e  t h e  r i g h t  t o  f i l e  a  f o r m a l  c o m p l a i n t  w i t h  o u r  o f f i c e  
m a n a g e r  a b o u t  a n y  p o s s i b l e  v i o l a t i o n s  o f  t h e s e  p o l i c i e s  a n d  p r o c e d u r e s .  

7 .  I f  t h e  p a t i e n t  r e f u s e s  t o  s i g n  t h i s  c o n s e n t  f o r  t h e  p u r p o s e  o f  t r e a t m e n t ,  
p a y m e n t ,  a n d  h e a l t h  c a r e  s e r v i c e s ,  t h e  d o c t o r  h a s  t h e  r i g h t  t o  r e f u s e  t o  
g i v e  c a r e .  

 
I  h a v e  r e a d  a n d  u n d e r s t a n d  h o w  m y  P a t i e n t  H e a l t h  I n f o r m a t i o n  w i l l  b e  u s e d  a n d  
I  a g r e e  t o  t h e s e  p o l i c i e s  a n d  p r o c e d u r e s .  
 

P A T I E NT  H E A LT H  I N FOR M A T I O N  C O N S E N T  

 
 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
P a t i e n t s / G u a r d i a n s  S i g n a t u r e      D a t e  
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