
 

 

Patient Application Form 
 

 

 

WELCOME TO OUR CLINIC.  We specialize in assisting our patients to achieve their highest level  

of health through our spinal and postural corrective programs. Our approach is very unique and advanced  

from other rehabilitative programs. This allows our patients to achieve far superior results compared to  

most other systems. 

 

Our Purpose is to lead, educate, and empower the community to a healthy lifestyle that allows them to  

live the life they desire to live.  

 

Please fill out the following information thoroughly so the doctor can let you know if you are a case we  

can accept. Please feel free to ask any questions if you need assistance. We look forward to serving you.  

 

 

In Health,  

 

Dr. Andrew O’Neill 

 

 

 

 

 

_________________________________________________  

Patient Signature: 

 

 

 

 

 

 __________________________________  

Today’s Date: 

 

 

 

 

 

 

 

  



IMPACT OF YOUR SYMPTOMS 

How is this symptom / condition interfering with your life? (check where appropriate) 

Self-Care □ □ □ □ Other □ □ □ □ 

How committed are you to correcting this issue? 

 (Pick 1-10) NOT 
COMMITED 

CHIROPRACTIC INTAKE & HISTORY 

No 
Effect 

Mild 
Effect 

Moderate 
Effect 

Severe 
Effect 

No 
Effect 

Mild 
Effect 

Moderate 
Effect 

Severe 
Effect 

Work □ □ □ □ Energy □ □ □ □ 
Exercise □ □ □ □ Attitude □ □ □ □ 
Recreation □ □ □ □ Patience □ □ □ □ 
Relationships □ □ □ □ Productivity □ □ □ □ 
Sleep □ □ □ □ Creativity □ □ □ □ 

Patient Name 

Address 

City State/Zip Code

Home Phone 

Cell Phone 

Email 

Sex □ M

Married 

Separated 

Age ___ 

Widowed 

Divorced 

Single 

Partnered 

Employer / School 

Name 

Relationship 

Contact Number 

HOW CAN WE HELP YOU? 

What brings you in today? 

If you are already experiencing a symptom, what is it? 

How bad is it? How intense are your symptoms? (Pick 1-10)
NO 

SYMPTOMS 
INTENSE 

SYMPTOMS 

Please check off areas to the right where you have pain or other

symptoms: What does it feel like? 

□ Numbness □ Sharp

□ Tingling □ Shooting

□ Stiffness □ Burning

□ Dull □ Throbbing

□ Aching □ Stabbing

□ Cramping □ Swelling

□ Nagging □ Other

VERY 
COMM ITED 

         1 0 2 4 3 5 7
7

6 8 9 

         
1 0 2 4 3 5 7

7

6 8 9 



On the arrow diagram above: 

A. What number do you think represents your health today?

B. In what direction is your health currently headed?  __________________

What are your health goals? 

IMMEDIATE     

SHORT TERM  

LONGTERM    

DISEASE 

Multiple medications  
Poor quality of life 

Potential becomes limited 
Body has limited function 

POOR HEALTH 

Symptoms 
Drug therapy 

Surgery 
Losing normal function 

NEUTRAL 

No symptoms 
Nutrition inconsistent 

Exercise sporadic 
Health not a high priority 

GOOD HEALTH 

Regular exercise 
Good nutrition 

Wellness education 
Minimal nerve interference 

OPTIMAL HEALTH 

100% function 
Continuous development 

Active participation 
Wellness lifestyle 

CHILDREN & PREGNANCY 

 How many children do you have? _______________________________    

 Childrens' ages? ____________________________________________ 

 Childrens' health concerns? ___________________________________ 

Are you currently pregnant? □ No □ Yes, I am due ________________

Number of past pregnancies? ________________________________________ 

Health concerns regarding this pregnancy? _____________________________ 

HEALTH & ILLNESS HISTORY Please check the box beside any condition that you have or have had. 

□ AIDS/HIV

□ Alcoholism

□ Anxiety

□ Arteriosclerosis

□ Arthritis

□ Asthma/Allergies

□ Back Pain

□ Cardiovascular Issues

□ Cancer

□ Circulation Issues

□ Childhood Illness

□ Depression

□ Diabetes

□ Digestive Issues
(Constipation/Diarrhea/GERD/IBS)

□ Elbow/Wrist/Hand Issues

□ Endocrine Issues (Thyroid)

□ Foot/Ankle Issues

□ Gout

□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 

Headaches / Migraines 

Heart Disease 

Hepatitis 

Hip Issues 

Immune Issues 

Lymphatic Issues 

Multiple Sclerosis 

Neck Pain 

Reproductive Issues 

□ Ringing in Ears

□ Scoliosis

□ Shoulder Issues

□ Stroke

□ TMJ Issues

□ Urinary Issues

□ Osteoporosis

□ Other

ALLERGIES, MEDICATIONS & SUPPLEMENTS 

ALLERGIES (list) MEDICATIONS (list) SUPPLEMENTS (list) 

ILLNESS-WELLNESS CONTINUUM 

PATIENT WELLNESS ASSESSMENT 



Please list any health conditions not mentioned:  _________________________________________________ 

Please list all past surgeries: _________________________________________________________________ 

Please list all previous accidents and falls: ______________________________________________________ 

Commitment 
_______________________________________________________________________________ 

Please specify any concerns that could interfere with your commitment (example:  time, transportation, other) 

________________________________________________________________________________________ 

Terms of Acceptance 
 _______________________________________________________________________________ 

When a person seeks chiropractic and rehabilitation health care and is accepted for such care, it is essential for both parties to be working towards the 

same objective. As a Chiropractic & Rehab facility we have one main goal, to detect and correct/reduce the vertebral subluxation complex. It is 

important that each person understand both the objective and the method that will be used to attain this goal. This will prevent any confusion or 

disappointment. 

 Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of a vertebral subluxation. Our chiropractic 

 method is by specific adjustments of the spine.  

 Health: A state of optimal physical, mental, and social well being, not merely the absence of disease or infirmity. 

 Vertebral Subluxation: A misalignment of one or more of the 24 moveable vertebra in the spinal column which causes an alteration of nerve 

 function and interference in the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum 

 health potential.  

We do not offer to diagnose or treat a disease or condition other than vertebral subluxation. Regardless of what a disease is called, we do not offer to 

treat it. Nor do we offer advice regarding treatment prescribed by others. Our Only Practice Objective is to eliminate interference to the expression 

of the body’s innate wisdom and ability to heal. Our only method is specific adjusting to correct vertebral subluxations combined with rehabilitation 

procedures. NOTE: It is understood and agreed the amount paid to Optimal Health Family Chiropractic, LLC for x-rays, is for examination only and 

the x-rays will remain the property of this office, being on file where they may be seen at any time while a patient of this office.  

Consent to Care 
_______________________________________________________________________________ 

I do hereby authorize the doctors of Optimal Health Family Chiropractic, LLC to administer such care that is necessary for my particular case. This 

care may include consultation, examination, spinal adjustments and other chiropractic procedures, including various modes of physical therapy and 

diagnostic x-rays or any other procedure that is advisable, and necessary for my health care.  

Furthermore, I authorize and agree to allow the doctor of chiropractic named on page one and/or other licensed doctors of chiropractic who now or in 

the future treat me while employed by, working or associated with or serving as back-up for the doctor of chiropractic named on page one, including 

those working at the clinic or office listed or any other office or clinic, to work with my spine through the use of spinal adjustments and rehabilitative 

exercises for the sole purpose of postural and structural restoration to allow for normal biomechanical motion and neurological function. 

 I have had an opportunity to discuss with the doctor of chiropractic named on page one and/or with other office or clinic personnel the nature and 

purpose of chiropractic adjustments and other procedures related to my health care. I understand that I am responsible for all the fees incurred for the 

services provided, and agree to ensure full payment of all charges to Optimal Health Family Chiropractic, LLC. I further understand that I am 

responsible for all fees incurred for the services provided, and agree to ensure full payment of all charges to Optimal Health Family Chiropractic, 

LLC. I further understand that a fee for services rendered will be charged and that I am responsible for this fee whether results are obtained or not.  

I understand and informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment including, but not 

limited to fractures, disk injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and 

complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon 

the facts then known, is in my best interest. The doctor will not be held responsible for any health conditions or diagnosis which are pre-existing, 

given by another health care practitioner, or are not related to the spinal structural conditions treated at this clinic. 

I also clearly understand that if I do not follow the Doctors recommendations at this clinic that I will not receive the full benefit from the programs 

offered, and that if I terminate my care prematurely that all fees incurred will be due and payable at that time.  

Continue to next page… 



I authorize the assignment of all insurance benefits be directed to the Doctor for all services rendered. I also understand any sum of money paid 

under assignment by any insurance company shall be credited to my account, and I shall be personally liable for any and all of the unpaid balance to 

the doctor.  

I, _________________________, have read or have had read to me, the above consent. I have also had the opportunity to ask questions about this 

consent, and by signing below I agree to the above-above named procedures. I intend this consent form to cover the entire course of treatment for my 

present condition and for any future conditions(s) for which I seek treatment.  

Signature________________________________ Date ______________ (If under age 18) Parent’s signature 

INSURANCE INFORMATION 

I clearly understand that all insurance coverage is an arrangement between my insurance carrier and me. If this office chooses to bill any services to 

my insurance carrier that they are performing these services strictly as a convenience for me. The Doctors office will provide any necessary report or 

required information to aid in insurance reimbursement of services, but I understand that insurance carriers may deny any claim and that I am 

ultimately held responsible for any unpaid balances. Any monies received will be credited to my account. I certify that this office visit is not related 

to any personal injury or worker’s compensation case that is active or that has not been closed and finalized.  

Signature________________________________ Date ______________ (If under age 18) Parent’s signature 

PREGNANCY RELEASE 

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his 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 ______________ 

CONSENT TO X-RAY 

By my signature below I am acknowledging that I have had the opportunity to discuss any risks associated with exposure to x-rays. After 

consideration I therefore, do hereby consent to have the diagnostic x-ray examination the doctor has deemed necessary in my case. I understand that 

x-rays are being performed to locate vertebral subluxation, and not to diagnose or treat any other disease or condition.

Signature_______________________________ Date_____________ 

CONSENT TO EVALUATE & ADJUST A MINOR 

I, _________________________ being the parent of legal guardian of _________________ have read and fully understand the above terms of 

acceptance and hereby grant permission for my child to receive chiropractic care.  

Signature______________________________ Date____________ 

NOTICE OF PRIVACY PRACTICES (HIPAA) 

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or 

health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your 

protected health information. “Protected health information” is information about you, including demographic information, that may identify you 

and that relates to your past, present or future physical or mental health or condition and related health care services.  

Uses and Disclosures of Protected Health Information:  

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in 

your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the 

physician’s practice, and any other use required by law.  

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. 

This includes the coordination or management of your health care with a third party. For example, we would disclose your protected health 

information, as necessary, to a home health agency that provides care to you. For example, your protected health information may be provided to a 

physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.  

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining 

approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the 

hospital admission.  

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of your 

physician’s practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical 

students, licensing, and conducting or arranging for other business activities. For example, we may disclose your protected health information to 

medical school students that see patients at our office. We may also 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. We may use or disclose 

your protected health information in the following situations without your authorization. These situations include: as Required By Law, Public 

Health issues as required by law, Communicable Diseases: Health Oversight: Abuse or Neglect: Food and Drug Administration requirements: Legal 

Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National 

Security: Workers’ 



Compensation:  Inmates:  Required Uses and Disclosures:  Under the law, we must make disclosures to you and when required by the Secretary of the 

Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500. 

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to Object unless 

required by law. 

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice had taken an action in 

reliance on the use or disclosure in the authorization. 

Your Rights.  Following is a statement of your rights with respect to your protected health information. 

You have the right to inspect and copy your protected health information.  Under federal law, however, you may not inspect or copy the following 

records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, 

and protected health information that is subject to law that prohibits access to protected health information. 

You have the right to request a restriction of your protected health information.  This means you may ask us not to use or disclose any part of 

your protected health information for the purpose of treatment, payment or healthcare operations.  You may also request that any part of your protected 

health information not be disclosed to family members or friends who may be involved in your care of for notification purposes as described in this 

Notice of Privacy Practices.  Your request must state the specific restriction request and to whom you want the restriction to apply. 

Your physician is not required to agree to a restriction that you may request.  If physician believes it is in your best interest to permit use and 

disclosure of your protected health information, your protected health information will not be restricted.  You then have the right to use another 

Healthcare Professional. 

You have the right to request to receive confidential communication from us by alternative means or at an alternative location.  You have the 

right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically.   

You may have the right to have your physician amend your protected health information.  If we deny your request for amendment, you have the 

right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. 

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.  We reserve the 

right to change the terms of this notice and will inform you by mail of any changes.  You then have the right to object or withdraw as provided in this 

notice. 

Complaints.  You may complain to us or the Secretary of Health and Human Services if you believe your privacy rights have been violated by us.  

You may file a complaint with us by notifying our privacy contact of your complaint.  We will not retaliate against you for filing a complaint.   

This notice was published and becomes effective on/or before April 14, 2003. 

I authorize Optimal Health Family Chiropractic, LLC and it’s agents to give information regarding my treatment at Optimal Health Family 

Chiropractic, LLC to family members, work associates or others over the telephone.  I also authorize Optimal Health Family Chiropractic, LLC and its 

agents to leave information regarding my treatment on my home, cellular, and office voicemail and other messaging systems that may be appropriate.  

This information may include, but not limited to, appointment reminders and incoming calls concerning your treatment and appointment times.  We 

are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to 

protected health information.  If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone 

at our main phone number. 

I hereby acknowledge that I have been provided with the opportunity to review the Notice of Privacy Practices that provides a complete description of 

information uses and disclosures.  This page is recognized by me as the signature page and will be retained by Optimal Health Family Chiropractic, 

LLC as evidence of my receiving and understanding this notice.  I further acknowledge that any concerns regarding these policies, as well as all of my 

questions, have been answered by a member of the staff to my complete satisfaction. 

Appointment Reminders and Health Care Information Authorization 
Your chiropractor and members of the practice staff may need to use your name, address, phone number, and your clinical records to contact you with 

appointment reminders, information about treatment alternatives, or other health related information that may be of interest to you.  If this contact is 

made by phone and you are not at home, a message will be left on your answering machine.  By signing this form, you are giving us authorization to 

contact you with these reminders and information. 

Patient Signature: ___________________________________________  Date:________________________________ 

If not signed by the patient, please indicate relationship: 

 Parent or guardian of minor patient

 Guardian or conservator of an incompetent patient

 Beneficiary or personal representative of deceased patient

Name of Patient: ____________________________________________ 

For Office Use Only: 
Signed form received by: ______________________________________________________ 
Acknowledgment refused: (Efforts to Obtain/Reasons for refusal) 

  __________________________________________________________________________ 
       __________________________________________________________________________ 
       __________________________________________________________________________ 
       __________________________________________________________________________ 



Informed Consent / Agreement to Care 

**I hereby give my consent to the performance of physical examinations, diagnostic testing and procedures and chiropractic 

care/ management of my condition(s) including chiropractic adjustments from Andrew O’Neill, DC 

**I understand that the care provided at this office is to detect and correct vertebral subluxations and almost always includes

the chiropractic adjustment which like most other healthcare procedures, carries benefits as well as risks. Unlike many such 

procedures, the serious risks associated with the chiropractic adjustment are extremely rare.  

The following are the known risks: 

**Temporary soreness or increased symptoms or pain - It is not uncommon for patients to experience temporary soreness or 

increased symptoms or pain after the first few visits although potentially possible after any session.  

**Dizziness, nausea, light headedness, vomiting or flushing -These symptoms are relatively rare. It is important to notify our 

office if you experience these symptoms during or after your care.  

**Fractures -With a manual procedure like chiropractic adjustments, there is a small but potential risk for vertebral/ rib 

fracture. When patients have underlying conditions that weaken bones, like osteoporosis, they may be susceptible to fracture. It 

is important to notify our office if you have been diagnosed with a bone weakening disease or condition. If this office detects 

any such condition while you are under care, you will be informed and your care plan may be modified to minimize risk of 

fracture.  

**Disc herniation or prolapse -Spinal disc conditions like bulges or herniations can develop or may worsen with chiropractic 

care. It is important to notify your chiropractor of any prior disc pathology diagnosis, prior spinal imaging or if symptoms 

change or worsen.  

**Vascular Complications – Similar to visits to a primary care physician, there is an association with chiropractic care and 

vascular injury /stroke. Although this is a rare association, there is no evidence of excess risk of stroke associated with 

chiropractic care. The increased occurrence of this type of stroke associated with both chiropractic and medical visits is likely 

explained by patients with neck pain and headache consulting both doctors of chiropractic and primary care medical doctors 

before or during the stroke process has already been initiated.  

**I understand that the practice of chiropractic, like the practice of all healing arts, is not an exact science, and I acknowledge 

that no guarantee can be given as to the results or outcome of my care. I agree that that in regards to my overall health, that I 

will inform this office at each visit whether there have been any traumas, injuries, changes to my general health since my last 

visit. I will further advise this office of any changes to any prescription medication usage. I have read and understand this 

informed consent document in its entirety. I have been able to ask questions or been given the opportunity to discuss any 

questions or concerns with Andrew O’Neill, DC; and have had these answered to my satisfaction prior to my signing this 

informed consent document. I have made my decision voluntarily and freely and consent to receive Chiropractic care after 

acknowledging this document.  

______________________________ _________________ 

Patient Name (printed)  Date of Birth 

______________________________ _________________ 

Patient Signature Date 



Insurance Coverage 

Primary Insurance 

Insured’s Name: __________________________________DOB: _____/_____/_____ SSN: ____-____-_____ 

Insurance Company:__________________________________ Policy Number: ________________________ 

Secondary Insurance 

Insured’s Name: __________________________________DOB: _____/_____/_____ SSN: ____-____-_____ 

Insurance Company:__________________________________ Policy Number: ________________________ 

I herby authorize payment to be made directly to Optimal Health Family Chiropractic, LLC for all benefits which may be 

payable under a healthcare plan or from any other collateral sources. I authorize utilization of this application or copies 

thereof for the purpose of processing claims and effecting payments, and further acknowledge that this assignment of 

benefits does not in any way relieve me of payment liability and that I will remain financially responsible to Optimal 

Health Family Chiropractic, LLC for any and all services I receive. 

Patient Signature: ____________________________________  Date Completed: ______________________ 

Doctor Signature: ____________________________________  Date Reviewed: _______________________ 
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