
 
 

 
 

Chiropractic Case History & Patient Information 

 

PATIENT INFORMATION: 
Thank you for choosing Knapp Chiropractic for your chiropractic needs.  Please complete this form in ink. If 
you have any questions or concerns, do not hesitate to ask for assistance. We will be happy to help. (Please 
Print) 
Name:________________________________________________ Date:_______________________ 

Address:______________________________ City:__________________ St:______ Zip:_________ 

Sex: Female      Male  DOB:_________________ Email:___________________________________ 

Home Phone:________________ Cell carrier for appointment reminders:___________________  

 Married  Widowed  Single  Minor  Separated  Divorced  Partnered for ____ years 

Occupation:__________________________ Employer/School:_____________________________________ 

Emergency Contact:_________________________ Phone:_______________ Relationship:_____________ 

How did you hear about us:_________________________________________________________________ 

HISTORY OF PRESENT ILLNESS: 

Main reason for todays visit:_________________________________________________________ 

Where specifically is the problem (e.g. left side, right side, etc.)?___________________________ 

When did you first notice the symptom(s)?_____________________________________________ 

Is this condition getting:  Better  Worse  Staying the same 

Type of pain:  Ache    Sharp    Dull    Throb    Numbness    Shooting    Burning    Tight    Other 

Rate the severity of your pain (1=Mild, 10=Severe):  1    2    3    4    5    6    7    8    9    10 

How frequently are your symptoms present?  Constantly  Frequently  Occasionally  Intermittently  

Does the pain radiate to:  Shoulder     Arm     Hand     Glutes     Thigh     Feet     Other 

When do the symptoms feel worse?  Morning      Afternoon      As day progresses      Evening        During the night 

What Exacerbates the symptoms?  Nothing    Resting    Sleeping    Walking    Working     Movement    Lifting    
Other__________ 

When do the symptoms feel better? Morning      Afternoon      As day progresses      Evening         During the night 

What alleviates the symptoms?  Nothing    Cold    Chiropractic    Massage    Medication   Moving    Resting    Stretching    
Sleeping    Walking    Warmth    Other________________ 

What treatment have you already received for your condition? 
 Medication           Physical Therapy           Surgery          Other:__________________ 

“The doctor of the future will give no medicine but will interest his patients in the care of the human 
frame, in diet, and in cause and prevention of disease.” -Thomas Edison 



Name of providers who have treated you for this condition and approximate date they were 
seen:_____________________________________________________________________________________ 

Is the above complaint directly related to: Auto Accident- Yes  No   Work Injury- Yes  No 

If yes, what date did the accident occur?______________________________________ 

Are you filing this as a claim with an insurance carrier other than your own?  Yes  No 

PAST MEDICAL  HISTORY 

Have you ever had chiropractic care in the past?  Yes  No 

If yes, whom did you see and approximate date you last saw them?________________________ 

_________________________________________________________________________________________ 

 

 

 

 

 

 

Have you had any  major illnesses, injuries, falls, accidents, or surgeries (please list approximate 
dates)?_________________________________________________________________________________ 

________________________________________________________________________________________ 

Have you been treated for any health condition by a physician in the last year?   Yes   No 

If yes, please describe:______________________________________________________________ 

What medications/drugs are you taking?____________________________________________________ 

What vitamins are you taking?____________________________________________________________ 

Are you allergic to any medications or supplements?    Yes    No 

If yes, please describe:_________________________________________________________ 

Do you have any allergies of any kind?    Yes    No 

If yes, please describe:_________________________________________________________ 

Please list any other health problems you have, no matter how insignificant they may be: 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

SOCIAL HISTORY: 

Do you drink alcoholic beverages? ___________ If so, how much per week?________________ 

Do you use any tobacco products?_______ Do you smoke?______ If so, packs per day:_______ 

Do you consume caffeine?________ If so, how much per day:_____________________________ 

Do you exercise?_____ If so, what is the frequency and type of exercise?___________________ 

Please check only the conditions that are applicable to you. If none are applicable to you, check NONE OF THE 
ABOVE. 

__Broken/Fractured Bones __Osteoarthritis  __Eating Disorder __Coughing Blood 
__Circulatory Problems   __Ulcers  __Alcoholism  __A Congenital Disease 
__Rheumatoid Arthritis  __Pace Maker  __Drug Addiction __Depression 
__Seizures/Convulsions  __Epilepsy  __AIDS/HIV  __Stroke 
__Cancer   __Gall Bladder  __Excessive Bleeding __High/Low Blood Pressure 
__Ruptures   __Aneurysm  __Other__________________________________     



What are your hobbies?_____________________________________________________________ 

FAMILY HISTORY 

Parents: 

Father:  living   deceased  Current age is still living:______  

If deceased,cause of death and age:__________________________________________________________ 

Mother:  living   deceased  Current age is still living:______  

If deceased,cause of death and age:__________________________________________________________ 

Do you have any family members who suffer from the same condition as you? If yes, please list their relation to you and 
their age:________________________________________________________________ 

_________________________________________________________________________________________ 

HEALTH GOALS:  

What are your health goals: 

1.) ___________________________________________________________________________________ 

2.) ___________________________________________________________________________________ 

3.) ___________________________________________________________________________________ 

AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or chiropractic 
office. I authorize the doctor to release all information necessary to communicate with personal physicians and other 
healthcare providers and payors and to secure the payment of benefits. I  understand that I am responsible for all cost of 
my chiropractic care, regardless of insurance coverage. 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. 

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for the 
purpose of treatment, payment, healthcare operation, and coordination of care. We want you to know how your 
Patient Health Information is going to be used in this office and your rights concerning those records. If you would like 
to have a more detailed account of our policies and procedures concerning the privacy of your Patient Health 
Information we encourage you to read the HIPAA NOTICE that is available to you at the front desk before signing this 
consent.  If there is anyone you do not want to receive your medical records, please inform our office. 

Signature of Patient, Parent, Guardian, or Personal Representative Date 

Please Print name of Patient, Parent, Guardian, or Personal Representative Relationship to Patient 

FAMILY DISEASES:  
Check, if applicable, and indicate whether family member is Father, Mother, Sister, or Brother 

__As an adopted child, little is known of my birth parent or family 

__Tuberculosis __Cancer __Mental Illness 
__Diabetes __Asthma __Stroke 
__Kidney Disease __Arthritis __Lung Disease  
__Liver Disease __Heart Disease __Other__________________________________   



INFORMED CONSENT TO CHIROPRACTIC TREATMENT 

The State of Wisconsin requires that every patient be informed of the risks of treatment and the alternative to treatment prior to 
the beginning of treatment. The following is Knapp Chiropractic and Wellness Center, Inc informed consent. We intend this consent 
form to cover the entire course of treatment for your present condition and for any future conditions for which you seek treatment 
at Knapp Chiropractic and Wellness Center, Inc.  

The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order to manipulate your joints. 
You may hear a “click” or “pop”, similar to when a knuckle is “cracked,” and you may feel movement of the joint. Various ancillary 
procedures, such as hot or cold packs, electric muscle stimulation, therapeutic ultrasound or traction, as well as exercise instruction 
may also be used.  

Possible risks and probability: There are inherent risks in any and all treatment delivered by any health care provider, ranging from 
taking a single aspirin to complicated brain surgery. Chiropractic is no exception. Although we take every precaution, there are 
indeed some slight risks to chiropractic manipulation. The risk is very minor to almost nonexistent in any treatment of extremities. 
The risks involved in treatment to the spine excluding the neck are several. A list from the least to most serious would include 
muscular strain (rare), ligamentous sprain (rare), fractures (rare), and injury to intervertebral discs, nerves or spinal cord (very rare). 
The risk involved in the treatment of the neck would include any on the preceding list but also include the remote possibility of 
cerebrovascular injury, or stroke (very, very rare: chances are one in one million to one in ten million). A minority of patients may 
notice stiffness or soreness after the first few days of treatment (common). The ancillary physical therapy procedures could produce 
skin irritation, burns, or other minor complications (rare). 

Other treatment options that could be considered may included the following: 
Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver, and kidneys, and other side 

effects in a significant number of cases.  
Medical care. Typically, anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs include numerous 

undesirable effects, usually more serious than those listed above, and patient dependence in a significant number of cases 
Surgery. In conjunction with medical care adds the risks of adverse reaction to anesthesia (which includes death), as well as 

an extended convalescent period in a significant number of cases. 

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes. These 
changes can further reduce skeletal mobility and induce chonic pain cycles. It is quite probably that delay of treatment will 
complicate the condition, and make future rehabilitation more difficult. 

Concerns or questions: Please ask your Doctor of Chiropractic. We at Knapp Chiropractic and Wellness Center, Inc have gone to 
great lengths to make your health and safety out top priority. We will be glad to explain any concern about treatment you might 
have. Suffice to say, we will only recommend treatment for you that we would feel comfortable having performed on ourselves or 
our families. 

I have read the above explanation of chiropractic treatment. I also had the opportunity to ask questions and have them answered to 
my satisfaction. I have fully evaluated the risks and benefits of undergoing treatment. I have freely decided to undergo the 
recommended treatment, and hereby give my full consent to treatment. 

___________________________ _______________________________________________ _____________ 
Printed Name of Patient  Patient Signature (Parent signature if Patient is a Minor) Date 



HIPAA NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS 
TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

This Notice of Privacy describes how we may use and disclose your protected health information (PHI) to carry our treatment, 
payment, or health care operations (TPO) for other purposes that are permitted or required by law. “Protected Health Information” 
in information about, including demographic information that my identify you and that related to your past, present, or future 
physical or mental health or condition and related care services.  

Use and Disclosures of Protected Health Information: 
Your Protected Health Information may be used and disclosed by your physician, our 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, pay your health care bills, to support 
the operations of the physician’s practices, 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 
health care 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 disclose, as needed, your protected health information in order to support he business activities of 
your physicians practice. These activities include, but are not limited to, quality assessment activities, employee review activities, 
training of medical students, licensing, marketing, and fund raising activities, and conduction or arranging for other business 
activities. For example, we may disclose your protected health information to medical school students that see patients in our office. 
In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your 
physician. 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 
included as required by law, public health issues, communicable diseases, health oversight, abuse or neglect, food and drug 
administration requirements, legal proceedings, law enforcement, coroners, funeral directors, and organ donation. Required uses 
and disclosers under the law, we must make disclosures to you when required by the Secretary of the Department of Health and 
Human Services to investigate or determine our compliance with the requirements of Section 165.500. 

OTHER PERMITTED AND REQUIRED USES AND DISCLOSURE 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 has 
taken an action in reliance on the use or disclosure indicated in the authorization. 

Signature of Patient/Guardian Date 

Printed Name 



Knapp Chiropractic and Wellness Center, Inc 
FINANCIAL POLICY 

Thank you for choosing Knapp Chiropractic and Wellness Center, Inc as your Chiropractic health care provider. We are 
committed to giving you the best care possible, and we want you to completely understand our financial policies. There are 
always ongoing changes in the health care industry, and these changes may affect you in the services that are covered by 
your insurance carrier, or in services that are determined to be due and payable directly by you. The following is a statement 
of our Financial Policy, which we require you to read and sign prior to any treatment. 

• Payment is due at time of service unless arrangements have been made in advance. Your financial responsibility to us will
be your adjustment fee of $61 or your CHUSA plan discounted fee of $42. We accept Visa, Discover, MasterCard, American
Express, cash, and checks.  Please note: if paying by check, you understand and authorize that all dishonored checks plus a
$50.00 processing fee will be charged to you.

• All payments are expected at the time of service or by an authorized payment plan. Our payment plans make care an
affordable part of your family budget

• We are not in network with Insurance Companies 

Medicare/Supplemental Insurance 
• The billing department will file your Medicare claims. Medicare supplemental insurance is billed as a courtesy to
you. If no payment is received from your supplemental insurance within sixty (60) days of filing, the balance
becomes your responsibility, and we will bill you.

• Keep in mind that your insurance policy is a contract between you and your insurance company. As the patient,
you are ultimately responsible for payment for services rendered. Please bring your card and personal identification
to each appointment.

• Due to the multiplicity of insurance plans, we are unable to know each carrier’s reimbursements and what
procedures apply to your deductible and what does not. It is your responsibility to contact your insurance carrier
directly for your specific benefits. Not all insurance plans cover all services. In the event your insurance plan
determines a service to be “not covered”, you will be responsible for the complete charge. Payment is due
immediately upon notification from our office.

• Only after exhausting our internal attempts for payment, we will send a delinquent account to our collection agency or
small claims court. Should this happen, you will be responsible for all costs incurred in collecting the account. You will be
required to pay your account in full before scheduling another appointment if your account is in collections.

• In the instance of prepayment for service, should care be discontinued at any point, a prorated refund ($42) will be issued.
If financial arrangements were made, and care is discontinued at any time, payment is still due for services rendered.

I have read and understand the Knapp Chiropractic and Wellness Center, Inc FINANCIAL POLICY, and I agree to be bound by 
its terms. 

______________________________________________________________ _________________________________ 
Name of Patient (PLEASE PRINT) DATE 

______________________________________________________________ 
Signature of Patient (or Responsible Party if Minor) 




