
New Patient Questionnaire 
 
First Name: _____________________Last Name: _____________________ Date:________________ Patient ID:_____________ 

Address:_____________________________________City,___________________ State,_______ZIP: ______________________ 

Patient Sex:   Male  Female Date of Birth: ______________    Married  Single  Divorced  Separated  Widowed  

Telephone: Home ______________________ Cell _____________________ Work ______________________ 

Do we have your permission to send appointment reminders, and clinic updates to your email address?   

Yes _______ No _______ We will not sell or give your email to any other agency. 

Email Address: _____________________________________________________________________________  

Emergency Contact: Name_______________________________ Telephone____________________________ 

Whom may we thank for referring you to us? ___________________________________________________ 

Name of Primary Physician: ______________________________________ 

Symptoms: 

Main Complaint_______________________________  How Bad?___________________ How Often?_____________________ 

When did it start?________________________ Getting Worse?__________________ Getting Better?____________________ 

What activity bothers it the most?___________________________________________________________________________ 

When is it at its worst?__________________________________ When is it at its best?________________________________ 

Rate the pain (0 is pain free and 10 is unbearable pain)  1  2  3  4  5   6  7  8  9  10 

Other Chiropractors?________________________________ Positive Experience?_____________________________________ 

Secondary Complaint ______________________________________________________________________________________ 

Health History: (Please circle all that apply) 

AIDS/HIV  Allergy Shots Anemia  Anorexia  Appendicitis Arthritis  Asthma  Bleeding 
Breast Lump Bronchitis Bulimia  Cancer  Cataracts  Chicken Pox Depression Diabetes 
Emphysema Epilepsy  Fractures  Glaucoma Goiter  Gonorrhea Gout  Heart dx 
Hepatitis  Hernia  Herniated disc Herpes  High Cholesterol Kidney dx  Liver dx  Measles 
Migraines Miscarriage Mono  M.S.  Mumps  Osteoporosis Parkinson’s Polio 
Pacemaker Pneumonia Prostate  Prosthesis Implants  Rheumatoid Stroke  Thyroid 
Tonsillitis  Tuberculosis Tumors  Typhoid  Ulcers  V.D.  Whooping Cough  
Chronic Fatigue High Blood Pressure  Fibromyalgia Other_______________________ 
 

Women Only: How many children?_______ Pregnant?_________ Date of Last Menstrual Cycle________________________ 

Nursing?_______ Taking Birth Control Pills?_________  

Previous Surgeries and Dates?_______________________________________________________________________________ 

List ALL Medications you are currently taking___________________________________________________________________ 

What kind of exercise do you do?____________________________________________________________________________ 

What supplements do you take?____________________________________________________________________________ 

How much do you smoke per day?_____________________ How much do you drink per week?____________________  

DISCLAIMER 
All the above questions have been answered accurately, and I understand that giving incorrect information can be dangerous.  I 

authorize this office to release any information pertaining to my treatment to third party payers or other healthcare providers.   I 
authorize and request my insurance company to pay directly to this office any payable benefits.  I further understand that payment 

may be less than the actual cost of services and I will be responsible for any outstanding amount owed to this office.   
 
Signature: __________________________________________________ Date: _________________________ 

 

 



Informed Consent for Chiropractic Care 
 

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working for the 
same objective.  It is important that each patient understand both the objective and the method that will be used to attain i t.  This 

will prevent any confusion or disappointment.   You have the right, as a patient, to be informed about the condition of your health 
and the recommended care and treatment to be provided so that you may make the decision whether or not to undergo 

chiropractic care after being advised of the known benefits, risks and alternatives.   
 

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function 
(primarily the nervous system) as that relationship may effect the restoration and preservation of health.  Health is a state of 
optimal physical, mental and social well-being, not merely the absence of disease or infirmity.   

 
One disturbance to the nervous system is called a vertebral subluxation.  This occurs when one or more of the 24 vertebra in the 
spinal column become misaligned and/or do not move properly.  This causes alteration of nerve function and interference to the 
nervous system.  This may result in pain and dysfunction or may be entirely asymptomatic.   

 

Subluxations are corrected and/or reduced by an adjustment.  An adjustment is the specific application of forces to correct and/or 
reduce vertebral subluxation.  Our chiropractic method of correction is by specific adjustments of the spine.  Adjustments are usually 
done by hand but may be performed by handheld instruments.  In addition, ancillary procedures such as physiotherapy and/or 
rehabilitative procedures may be included.   

 

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend 
that you seek the services of another health care provider. 

 
All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction.  

The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction.  I have read and fully 
understand the above statements and therefore accept chiropractic care on this basis.   

 
        Signature: __________________________________________________ Date: _________________________ 
 

DISCLAIMER 
Merely an office location through which independent practitioners conduct their business, Whole Health Center does not render  any 
services or provide any care or treatment.  The individual practitioner that performs the services is independent from Whole Health 
Center and responsible for the services rendered.  Additionally, not all of the practitioners at Whole Health Center are licensed 
medical doctors; some services available at Whole Health Center are complementary to and not a substitution for treatment by a 
licensed medical doctor.  As such, by signing below, you indicate that you understand this disclaimer and agree to hold Whole Health 
Center harmless from any and all claims related to services obtained at Whole Health Center. 

 
Signature: __________________________________________________ Date: _________________________ 

 
Consent to evaluate and adjust a minor child: 

I, ________________________ being the parent or legal guardian of ____________________________  

       have read and fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care. 

Signature: __________________________________________________ Date: _________________________ 

     

 Pregnancy Release: 

This is to certify that to the best of my knowledge I am not pregnant and Dr. Dempsey and his/her associates have my 
permission to perform an x-ray evaluation.  I have been advised that x-ray can be hazardous to an unborn child.   

Date of last menstrual cycle ______________________ 
 
Signature: __________________________________________________ Date: _________________________ 
 
 
 



HIPAA Agreement  

Whole Health Center will receive health information that is protected as defined by the regulations promulgated under HIPAA (the 

“HIPAA privacy rule”) in order to provide chiropractic care on behalf of the patient.  Therefore, the parties agree as follows:  

1. Whole Health Center will not use and/or disclose, and will require his agents and subcontractors to whom he provides personal 
health information (PHI) as permitted to agree not to use and/or disclose PHI except (1) as necessary to provide the services  
described in the Certification and Assignment; (2) as otherwise permitted or required by these HIPAA Privacy Provisions; (3) as 
required or permitted by law; (4) for the proper management and administration of his business.  

2. Whole Health Center will use appropriate safeguards to prevent the use or disclosure of PHI other than as provided for by this 
Agreement.  

3. Whole Health Center will report to patient any use or disclosure of PHI not provided for by this Agreement of which he becomes 

aware.  

4. Whole Health Center will ensure that any agent of his, including subcontractors to whom he provides PHI received from or 
created by Whole Health Center on behalf of patient, agrees to the same restrictions and commitments that apply to Whole Health 
Center with respect to such information.  

5. Whole Health Center will make available PHI to the extent required under 45 C.F.R. and 164.524, which describes the 
requirements applicable to an individual’s request for access by the PHI relating to the individual.  

6. Upon patient’s request, Whole Health Center will make available PHI relating to a patient available to patient for amendment and 
incorporate any amendments or corrections to PHI when notified to do so in writing by patient in accordance with the provisions of 
45 C.F.R. and 164.526 as finalized.  

7. Whole Health Center will make available PHI to the extent required to provide an accounting of disclosures in accordance with  45 
C.F.R. and 164.528, which describes the requirements applicable to an individual’s request for an accounting of disclosures of PHI 
relating to the individual.  

8. Whole Health Center agrees to make his internal practices, books, and records relating to the use and disclosure of PHI received 
from, or created or received by Whole Health Center on behalf of patient available to the Secretary of the Department of Health and 
Human Services for the purpose of determining patient compliance with the use and disclosure of PHI.  

9. These Terms and Conditions cannot be amended except by the mutual written agreement of Whole Health Center and patient.  
 

In the event any provision of these HIPAA Privacy Provisions is held by a court of competent jurisdiction to be invalid or unenforceable, 
the remainder of the provisions in this Agreement will remain in full force and effect.  In addition, in the event a patient believes in 
good faith that any of these provisions fails to comply with the then-current requirements of the HIPAA Privacy Rule, such party so 
shall notify the other party in writing.  For a period of up to 30 days, the parties shall address in good faith such concern and shall 
amend the terms of this Agreement, if necessary to bring it into compliance.  

 
Signature: ___________________________________________________ Date: _____________________ (Signature of 

patient or legal guardian)  

Patient’s Name: ______________________________________________  
                          (Print Name)  

 
 






