
 

Confidential Patient Record 
 Patient Information 

 
Name: ___________________________________________ 
 
Address: _________________________________________ 
 
City: __________________State: _______ Zip: __________ 
 
SSN #: ___________________________________________ 
 
Home #: __________________ Cell: ___________________ 
 
Email: ___________________________________________ 
 
Can we text and email you?     □Yes        □No 
 
Gender:    □M   □ F   Age: _____  DOB: ____/____/______ 
 
 □Single   □Married   □Widowed  □Separated   □Divorced 
 
# of Children: ____  Who referred you? ________________ 
 
Occupation: ______________________________________ 
 
Employer: ________________________________________ 
 

Emergency Contact 
 

Name: _____________________ Relationship: __________ 
 
Home #: __________________ Cell: ___________________ 

HIPAA Acknowledgement of Receipt of Notice of Privacy Practices 
I acknowledge that I have received a copy of Meyer Chiropractic Center ‘Notice of Privacy Practices’.  This Notice describes how Meyer 

Chiropractic Center may use and disclose my protected health information, certain restrictions on the use and disclosure of my healthcare 
information, and rights I may have regarding my protected health information. By signing this form, you consent to our use and disclosure of 

protected health information about you for treatment, payment and health care operations. Your information will be disclosed to your 
insurance company and physician for billing purposes and to federal and state reporting agencies. You have the right to revoke this consent, 

in writing, except where we have already made disclosures in reliance on the consent. 
 

Informed Consent 
I hereby authorize the doctor to examine and treat my conditions deemed appropriate through the use of chiropractic care, and I give 
authority for those procedures to be performed. I understand that chiropractic is not an exact science and that my care may involve 

judgments based upon facts and information known to the doctor. The doctor uses judgment to anticipate or explain risks and complications 
and an undesirable result does not indicate an error in judgment. No guarantee for results can be made or expected but rather I wish to rely 

on the doctor to choose and recommend a best course of treatment based upon facts known that is in my best interests. I further 
understand that there are certain degrees of risks associated with chiropractic health care and physical therapy, which includes rarely, but 
not limited to fractures, disc injuries, strokes, and strain/sprains and am therefore willing to accept and consent to the risk associated with 

the care that I am about to receive. 

 
Authorization 

I give Meyer Chiropractic Center the right to release any records, and pertinent material to any third party. I hereby instruct, direct, and 
authorize my insurance company to pay directly to Meyer Chiropractic Center, for any professional services. 

 MY SIGNATURE IS AN ACKNOWLEGEMENT THAT I HAVE READ AND UNDERSTAND THE POLICIES ABOVE AND AGREE TO ABIDE BY SAME 

 
________________________________________       ___________________________________      _________________ 

    Patient or Responsible Party’s Signature                       Witness Signature                             Date 
 

Insurance Information 
 
Subscriber: ____________________________________ 
 
Relationship: ____________ DOB: _____/_____/________ 
 
Insurance Company: ________________________________ 
 
ID#:____________________GRP#: _____________________ 
 
Is patient covered by additional insurance?     □Yes    □ No 
 

Assignment and Release 
 
I, the undersigned, certify that I (or my dependent) have 
insurance coverage with ___________________ and assign 
directly to the doctors of Meyer Chiropactic Center all 
insurance benefits, if any, otherwise payable to me for 
services rendered.  I clearly understand and agree that I am 
financially responsible for all charges whether or not paid by 
insurance.  I hereby 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. 
 
_________________________________________________ 
Patient or Responsible Party’s Signature 
 
 
_________________________________________________ 
Relationship    Date 
 
 



                 

                                                        CONFIDENTIAL PATIENT CASE HISTORY (HPI) 

 

 

Major Symptoms /Complaint:__________________________________________________________________________ 

How did your symptoms start? (fall,lifting,etc): ____________________________________________________________ 

_________________________________________________________________________________________________ 
 
Date condition began? (Enter a specific date)     _____/_____/_____ 

 

How often do you experience your symptoms? Constantly (76-100 % of the time)       Frequently (51-75% of the time)    

Occasionally (26-50% of the time)       Intermittently (0-25% of the time) 

 

Have you had this or similar conditions in the past? ________________________________________________________ 

Average Pain Intensity:  Last 24 Hours:    No Pain  1   2   3   4   5   6   7   8   9   10  Worst Pain 

Past Week:    No Pain  1   2   3   4   5   6   7   8   9   10  Worst Pain 

 
Describe the nature of your symptoms: Burning   Dull/Ache   Numb   Radiating pain   Sharp   Shooting 

Stabbing pain     Tightness     Tingling     Throbbing     Other _______________________________________ 
 
Do any positions make it feel worse?____________________________________________________________________; 

  make it feel better? ____________________________________________________________________ 

 

Is this condition:  Getting Better      Staying the Same      Getting Worse 

 

How much do your symptoms interfere with your usual daily activities? (Including work, home and housework) 

Not at all   A little bit   Moderately   Quite a bit   Extremely 

 

How would you rate your overall health is right now?     Excellent     Very good     Good     Fair     Poor 

 

Other doctors or therapists who have treated THIS condition ________________________________________________ 

 

Family physician: ________________________________________ Are you pregnant?   Yes    No ________Weeks 

 

Medications for which conditions: ______________________________________________________________________ 

List surgical operations and years: _____________________________________________________________________ 

 

Have you been in an auto accident or had any other personal injury?   Yes     No 
 

 

METABOLIC QUESTIONNAIRE 
Please check conditions or symptoms you currently have (“”) or had previously (“P”) or (“F”) Family member. 

 
 AIDS/HIV   Gout    Kidney Disease   Parkinson’s   Carpal Tunnel 
 Arthritis   Headaches   Liver Disease   Pinched Nerve   Neuropathy/Nerve Problems        
 Asthma   Hearing Problems  Weakness in Hands  Psychiatric   Thyroid Disease 
 Impaired Balance  Heart Attack   Decrease Concentration  Rheumatoid Arthritis  Weight Gain 
 Eye Disease   Heart Disease   Memory Loss   Stroke    Back Pain 
 Cancer   Hepatitis   Menstrual Problems  Tumors   Neck Pain 
 Depression   Hernia    Difficulty Sleeping  Ulcers    Shoulder Pain 
 Diabetes   Herniated Disc   Multiple Sclerosis  Hypoglycemia   Knee Pain 
 Dizziness   High Blood Pressure  Nausea   Intestinal Problems  Elbow Pain 
 Drug Use   High Cholesterol   Osteoporosis   Fatigue   Sciatica 
 Epilepsy   Jaw Pain / TMJ   Pacemaker   Gall Bladder Disease  Anemia  
 Shortness of Breath  Brain Fog   Other    Other ___________________________________ 

 Check here if you are interested in the doctor presenting a solution for any conditions you are now experiencing. 

 

 EXERCISE    None      Light      Moderate      Heavy      Daily      Weekly 

 

WORK ACTIVITY     Sitting      Standing      Office      Light Labor      Heavy Labor 

 

LIFESTYLE   Smoker  ___ Packs Per Day.        Alcohol  ___ Drinks Per Day        Coffee ___ Cups Per Day      High Stress 

Reasons ________________________________________________________________________________________ 

 

 
Patient Signature _______________________________ Patient Printed Name ___________________________Date ___/___/___ 
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Patient Quality of Life Survey

How have you taken care of your health in the past?

How did the previous method(s) work out for you?

How have others been affected by your health condition?

Please take several minutes to answer these questions so we can help you get better.
(Please check all that apply)

Name: _____________________________________	 Date: _____________________

Company Information: ____________________________________________

01

02

03

Medications

Bad Results

No One Is Affected

Routine Medical

Great Results

Nutrition/Diet

Did Not Get Worse

They Tell Me To Do Something

Vitamins

Still Trying

Emergency Room

Some Results

Haven’t Noticed Any Problem

Exercise

Nothing Changed

Holistic Care

Did Not Work Very Long

People Avoid Me

Chiropractic

Confused

Other (please specify): __________________________________
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What are you afraid this might be (or beginning) to affect (or will affect)?

Are there health conditions you are afraid this might turn into?

04

05

06

07

Job

Family Health Problems

Future Ability

Cancer

Sleep

Fibromyalgia

Finances

Chronic Fatigue

Kids

Heart Disease

Marriage

Diabetes

Time

Depression

Freedom

Need Surgery

Self-Esteem

Arthritis

How has your health condition affected your job, relationships, finances, 
family, or other activities? Please give examples:

What has that cost you? (time, money, happiness, freedom, sleep, promotion, 
etc.). Give 3 examples:

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

1.

2.

3.
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What are you most concerned with regarding your problem?

Where do you picture yourself being in the next 1-3 years if this problem is not 
taken care of? Please be specific.

What would be different/better without this problem? Please be specific.

What do you desire most to get from working with us?

What would that mean to you?

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________

___________________________________________________________________________________ 

___________________________________________________________________________________

___________________________________________________________________________________ 

___________________________________________________________________________________

___________________________________________________________________________________ 

___________________________________________________________________________________
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WELLNESS EVALUATION

Let’s get started

Sub-Clinical Symptoms Including:

Hormone Imbalance Including:

Gastrointestinal Issues Including:

Autoimmune Conditions Including:

Thyroid Conditions Including:

Skin Conditions Including:

Developmental and Social Concerns Including:

Respiratory Conditions Including:

Joint Conditions Including:

Please check any that apply to you:

Circle the number that most closely fits, then add up your results.

Headaches
Migraines

PMS
Emotional imbalance

Abdominal bloating, cramps or painful gas
Irritable Bowel Syndrome
Ulcerative Colitis
Crohn’s Disease and other intestinal disorders

Constipation and/or diarrhea
Abdominal pain or bloating
Mucous or blood in stool
Joint pain or swelling, arthritis
Chronic or frequent fatigue or tiredness
Food allergies, sensitivities or intolerance
Sinus or nasal congestion
Chronic or frequent inflammations
Eczema, skin rashes or hives (urticaria)

Asthma, Hayfever, or airborne allergies
Confusion, poor memory or mood swings
Use of NSAIDS (Aspirin, Tylenol, Motrin)
History of antibiotic use
Alcohol consumption makes you feel sick
Gluten sensitivity or Celiac’s disease
Nausea
Weight issues

YOUR TOTAL ____________

0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3

0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3

Diabetes Mellitus
Lupus
Rheumatoid Arthritis
Fibromyalgia
Chronic Fatigue

Hashimotos
Hypothyroidism
Hyperthyroidism

Eczema
Skin rashes
Hives

Autism
ADD/ADHD

Chronic sinusitis
Asthma
Allergies

Knee, Shoulder, or Spine

In medicine today, leaky gut aka intestinal permeability, isn’t typically diagnosed. However 
that doesn’t mean it’s not affecting your health. Many health issues related to gut health go 
undiagnosed, misdiagnosed, or are ignored by traditional medicine. Please complete this 
evaluation to help our doctors determine how we can help your condition.
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Neck 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 car 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.

ACN Group, Inc. Form NI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



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.

ACN Group, Inc. Form BI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100


