
Encouraging Total Well Being

Confidential Patient Health Record

PERSONAL HISTORY
DATE

Name: ____________________________________________________ Address: _________________________________________________

City:______________________________________________________ State: __________________  Zip Code: _______________________

Home Phone: ______________________________________________ Birth Date:_________________  Age: _________    Sex:  ! M   ! F

Work Phone: ______________________________________________ Social Security No.: _______________________________________

Cell Phone: _______________________________________________ Check: ! Married ! Single ! Widowed  ! Divorced  ! Separated

E-mail Address: ____________________________________________ Type of Work: ____________________________________________

Employer: _________________________________________________ Employer Address: ________________________________________

Name(s) & Ages of Children: _________________________________ Name of Spouse: __________________________________________

__________________________________________________________ Spouse’s Employer: ________________________________________

Full name of Primary Care Doctor: ___________________ Phone_____________ Address: ____________________________________________

Can we send your doctor updates on your condition?  ! Yes  (Initials_____)  ! No

Referred to this office by:  ! M.D.   ! D.O.   ! Other Chiropractor   ! Massage Therapist  ! Location/sign

                                      ! Internet    ! Yellow Pages   ! Insurance Co.    ! Individual/who? ______________________________________

Name and number of emergency contact: _______________________________________ Relationship: ____________________________

Who is responsible for your bill: You and  ! Spouse   ! Workers’ Comp.   ! Auto Ins.    ! Medicare

    ! Personal Health Ins. (Name): ______________________________________________  ! I.D. #: _______________________________

Insured Person’s Name: _______________________________________________________ Date of Birth: ____________________________

Major Complaint/Symptoms: _______________________________________________________________________________________________

________________________________________________________________________________________________________________________

Other doctors seen for this condition:  ! Yes   ! No    If yes, whom? ____________________________________________________________

Type of treatment: ____________________________________________________________Results: _____________________________________

When did this condition begin:_________________________________________________Has this condition occurred before?   ! Yes   ! No

When is pain most severe? ________________What makes it better? _____________________What makes it worse? ____________________

Is Condition:  ! Job Related   ! Auto Accident   ! Home Injury   ! Fall   ! Other: _______________________________________________

Date of Accident: ____________________________________________________________Time of Accident: ____________________________

If work related, have you made a report of your accident to your employer:  ! Yes   ! No     

All Prescription/Non-prescription medications and vitamins you currently take: ___________________________________________________

________________________________________________________________________________________________________________________

Do you suffer from any condition other than that which you are now consulting us? _______________________________________________

PAST HEALTH HISTORY
PLEASE CHECK AND DESCRIBE

Surgery/Operations:  ! Appendectomy  ! Tonsillectomy  ! Gall Bladder   ! Hernia   ! Back Surgery    ! Hysterectomy   ! Broken Bones

! Other ________________________________________________________________________________________________________________

Major Accident or Falls: ___________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Hospitalization (Other than above): _________________________________________________________________________________________

________________________________________________________________________________________________________________________

Previous Chiropractic Care:  ! None   ! Doctor’s Name & Approximate date of last visit? __________________________________________  





Show Area(s) of Pain or Unusual Feeling

Mark the areas on the diagram below where you feel the described sensations:

Use the appropriate symbols; Mark areas of radiation; Include all affected areas.

Numbness Pins & Needles Burning Aching Stabbing
- - - - - - - - -
- - - - - - - - -
- - - - - - - - -
- - - - - - - - - 

0000000000
0000000000
0000000000
0000000000

xxxxxxxxxxx
xxxxxxxxxxx
xxxxxxxxxxx
xxxxxxxxxxx

**************
**************
**************
**************

////////////////////
////////////////////
////////////////////
////////////////////

Please mark on the pain scale from Zero to 10 the pain you feel with this condition. Zero being the
least amount and 10 being the worst pain you have felt with this condition.

Neck/Shoulder/Arm Pain or Discomfort: (None)  0 - 1 - 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9 - 10 (Severe)

Mid Back Pain or Discomfort: (None)  0 - 1 - 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9 - 10 (Severe)

Lower Back & Leg: (None)  0 - 1 - 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9 - 10 (Severe)

Signature: ___________________________________________________Date: _______________________

PAIN CHART
Please use this chart to describe how you feel TODAY

RIGHT LEFT LEFT RIGHT



 
Encouraging Total Well Being 

Chiropractic Physiotherapy / Rehabilitation Spinal Decompression Therapy Cold Laser Therapy 

CONSENT TO CHIROPRACTIC ADJUSTMENTS AND CARE 

I (we) hereby request and consent to the performance of chiropractic adjustment and other chiropractic 
procedures on me or on _____________________________ by Esther Olayinka Adetola, D.C. and/or 
other licensed doctors of chiropractic who may be employed by or engaged in practice at North Hills 
Chiropractic Health Center. 

I understand that the practice of neither chiropractic nor medicine is an exact science and that my 
care may involve the making of judgments based upon the facts known to the doctor at the time; that it 
is not reasonable to expect the doctor to be able to anticipate or explain all risks and complications; 
that an undesirable result does not necessarily indicate an error in judgment; that no guarantees as to 
results has been made to nor relied upon by me and I wish to rely on the doctor to exercise judgment 
during the course of the procedure which he/she feels at the time, based upon the facts then known, 
is in my best interest. 

I also understand the incidence of complications associated with chiropractic services is very 
low, anyone undergoing manipulative procedures should know the possible hazards and complications 
which may be encountered or result. These include, but are not limited to, fractures, • disc injuries, 
strokes, dislocations, sprains, and those, which relate to physical aberrations unknown or reasonably 
undetectable by the doctor. 

I have read or have had read to me, the above Consent and by signing below, agree to the named 
procedures. 

Patient's Printed Name: _______________________ Patient's Signature: 

Relationship or authority if not signed by patient: 

Witness:    Date: 

Doctor's Notes: 
Patient counseled by the use of the following: Discussion 

Other (please specify) 

 
 



FINANCIAL POLICY AND AGREEMENT 

North Hills Chiropractic Health Center 

("Agreement' — Rev. 02-23-05) 

I, the undersigned, in consideration of the Office's services, agree to the following terms: 

Incorporation of Assignment Terms and Definitions. I have reviewed the Office's Assignment form titled in short as "Assignment" or 
"Assignment! Lien." The terms and definitions contained in the Assignment are incorporated herein by reference. 

Personal Responsibility for My Charges. I understand that I remain personally responsible for my Charges and that at any time, I can 
request a copy of my total Charges from the Office. Except where provided otherwise by law or by contract, I agree to pay the full amount of 
my Charges to the Office upon its demand. I understand that the Office's Assignment does not constitute an agreement by the Office to await 
payment of my Charges. Unless otherwise mutually agreed to in writing on a form provided by the Office, I agree that any partial payments 
received by the Office towards my Charges shall not constitute acceptance of any installment payment plan, shall not constitute a waiver of 
the Office's right to receive payment-in-full upon demand, and shall not constitute an accord and satisfaction of my Charges, regardless of 
any such terms or restrictions indicated on, or included with, any payments. 

Personal Responsibility for Verifying the Terms of My Coverage. I understand that in any given situation, a Payer may refuse to pay 
for a particular Charge incurred at the Office, or may actually request a refund from the Office after making payment. I understand, for 
instance, that a Payer may deny payment for a Charge, stating that the Charge is "not covered' under its policy or exceeds some other 
limitation. I also understand that a Payer may claim, based on internal criteria, that a particular Charge is or was not medically necessary, 
either in whole or in part, and should therefore be denied, down-coded, or bundled with another code. Unless otherwise agreed to in 
writing, I agree that I am solely and exclusively responsible for verifying all exclusions and limitations in the policy of any Payer. I also 
agree that I am solely and exclusively responsible for verifying criteria used by any Payer to assess the medical necessity of my Charges. 
Should any Payer deny payment, or request a refund, based on an exclusion or limitation in the policy, or should any Payer deny payment or 
request a refund based on the rationale that a Charge was not medically necessary, consistent with the previous provision, I agree that I am 
personally and fully responsible for the denied portion of my Charges, minus any applicable fee schedule discounts. 

Collection of Higher of Allowed Amounts When Two or More Payers Are Involved. Unless otherwise agreed to in writing, I authorize and 
direct the Office to submit my Charges, as well as a copy of an Assignment, to any and all Payers including, without limit, my health benefit 
plan. I understand that some or all of these Payers may utilize fee schedules to which the Office has agreed or as imposed by law ("allowed 
fees"). I further understand that the fees allowed or utilized by one Payer may exceed the fees allowed by another Payer. In the event that 
the fees allowed or utilized by one Payer exceed the fees allowed by another Payer, I hereby authorize and direct the Office insofar as 
permitted by law to collect its Charges up to, but not in excess of, the higher of the two amounts. In the event that a particular Payer does 
not utilize any fee schedule at all, I direct the Office to collect up to its full Charges. 

Authorization to Sign My Name on Payments; Transfer of Credit Balances. I authorize the Office to endorse or sign my name on any 
and all checks listing me as a payee which are received by the Office for payment of Charges incurred by me, my spouse or my 
dependents. I further authorize the Office to apply any credit balances on my Charges to any other outstanding Charges still owed by me, my 
spouse, or my dependents, regardless of whether these other Charges are related to my condition. 

Miscellaneous Provisions. Except as provided in this paragraph, this Agreement shall not be modified or revoked without the expressed, 
written consent of the Office. I hereby revoke, with the Office's consent, the terms of any previously signed documents, but only to the 
extent those terms conflict with the terms of this Agreement. I agree that each and every provision of this Agreement is reasonably 
necessary for the protection of the rights and interests of the Office and myself. However, should any provision of this Agreement be found to 
be invalid, illegal or unenforceable, or for any reason cease to be binding on any party hereto, all other portions and provisions of this 
Agreement shall, nevertheless, remain in full force and effect. This Agreement shall be governed under the laws of the state where the 
Office is located, and is performable in the county where the Office is located. In any action based upon this Agreement, my treatment, or 
my Charges, I hereby consent to personal jurisdiction and venue of any court in said county and waive all objections based on improper 
jurisdiction, venue, or forum non-conveniens as such term is defined by law. I further waive any statute of limitations which may apply in 
any action based upon this Agreement, my treatment, or my Charges. 

I have read, understood, and agree to the terms of this Agreement. 

Patient Name (print):  ________________________________________________________________________________________  

Patient Signature:  __________________________________________________________________________  Date:  __ / ___ / 

Name of Custodial Parent or Legal Guardian, on Behalf of the Patient (please print):  ________________________________________  

Parent/Guardian Signature: ___________________________________________________________________  Date: / ___ / 



PARTIAL ASSIGNMENT OF THE CAUSES OF ACTION, ASSIGNMENT OF PROCEEDS 

CONTRACTUAL LIEN & AUTHORIZATION 

North Hills Chiropractic Health Center 

("Assignment" or Assignment! Lien" — Revised 02-20-05) 

Purpose. The purpose of this Assignment is to improve the ability of the Office to collect my Charges directly from various Payers. 
Accordingly, I agree to the following and direct all Payers as follows: 

Definitions. In this Assignment, the following terms shall have the following meaning: "Office" and "Clinic" shall refer to the provider 
referenced below; "Payer" shall refer to, without limit, any insurance carrier, health benefit plan administrator and fiduciary, health 
maintenance organization, preferred and independent provider organization, attorney, at-fault party, individual, and any other entity, which 
may elect or be obligated to pay or disburse Proceeds to me, either now or in the future, for any reason; "Proceeds" shall include, without 
limit, the proceeds from any settlement, judgment, or verdict, the proceeds from any promise to pay or reimburse, and the proceeds 
relating to the following benefits, plans, or coverages: individual and group health benefits, Medicare, Medicaid, workers' compensation, 
disability, liability, uninsured and underinsured motorist, no-fault, medical payments benefits, personal injury protection, lost wages, lost 
services, property damage, and malpractice; "Charges" shall include, without limit, the full fees for the Office's services (including, without 
limit, treatment, medical equipment, supplies, supplements, narrative reports, photocopies, depositions, and testimony), any Collection 
Costs incurred by the Office, 18% interest on outstanding Charges, and any other charges incurred by me at the Office; "Collection Costs" 
shall include, without limit, any pre- and post judgment court costs, filing fees, service of process charges, attorneys fees, and any other 
costs of collection incurred by the Office in any effort or action to collect my Charges either from me or from any Payer, 

Partial Assignment of the Causes of Action, Assignment of Proceeds, and Contractual Lien. I hereby assign to the Office, insofar 
as permitted by law, but only to the extent of my Charges, all of my rights, remedies, and benefits relating to any Payer, including without 
Limit my right to receive Proceeds from any Payer now or in the future, and any and all causes of action that I might have against any 
Payer now or in the future, the right to prosecute such causes of action either in my name or in the Office's name, and the right to settle or 
otherwise resolve such causes of action as the Office sees fit. I further grant a contractual lien to the Office with respect to my Charges. 
further intend for this Agreement to create a secured interest under the applicable Uniform Commercial Code and hereby direct the Office to 
file the form(s) normally filed with the secretary of state or other governmental agency in order to perfect such lien. Consistent with 
these provisions, I hereby direct any and all Payers, to pay the Proceeds directly to, immediately to, and exclusively in the name of, the 
Office to the extent of my Charges. 

Specific Direction to Any Attorney I Retain, Such as in Accident Cases. In the event that I retain one or more attorneys to assist me 
in collecting any Proceeds, I hereby direct (and the Office hereby requests) each attorney to provide immediate notice to the Office 
regarding any Proceeds received by the attorney, to promptly pay the Office in-full out of such Proceeds, and to provide a full accounting of 
such Proceeds to the Office. I agree that the purpose of any Proceeds received by the attorney is to pay my Charges. 

Other Disclosure Authorization. I hereby direct all Payers to release to the Office any pertinent information regarding any coverage I 
may have including without limit the amount of the coverage, the amount paid thus far, and the amount of any outstanding claims. I 
authorize and direct the Office to release any information regarding my treatment or pertinent to my case(s), including without limit a copy of 
my Charges and a copy of this Assignment, to all Payers in order to facilitate collection of my Charges. 

Miscellaneous Provisions. Except as provided in this paragraph, this Assignment shall not be modified or revoked without the 
expressed, written consent of the Office. thereby revoke, with the Office's consent, the terms of any previously signed documents, but 
only to the extent those terms conflict with the terms of this Assignment. I agree that each and every provision of this Assignment is 
reasonably necessary for the protection of the rights and interests of the Office and myself. However, should any provision of this 
Assignment be found to be invalid, illegal or unenforceable, or for any reason cease to be binding on any party hereto, all other portions 
and provisions of this Assignment shall, nevertheless, remain in full force and effect. This Assignment shall be governed under the laws of 
the state where the Office is located, and is performable in the county where the Office is located. In any action based upon this 
Assignment, I hereby consent to personal jurisdiction and venue of any court in said county and waive all objections based on improper 
jurisdiction, venue, or forum non-conveniens as such term is defined by law. I further waive any statute of limitations which may apply in 
any action based upon this Assignment. 

I have read, understood, and agree to the terms of this Assignment. 

Patient Name (print):  _____________________________________________________________________________________  

Patient Signature: _______________________________________________________________________  Date:  __ / ___ / __  

Name of Custodial Parent or Legal Guardian, on Behalf of the Patient (please print):  ____________________________________  

Parent/Guardian Signature:  _______________________________________________________________  Date:  __ / ___ / __  

Clinic Name: North Hills Chiropractic Health Center 



Patient Health Information Consent Form 

We want you to know how your Patient Health Information (PHI) is going to be used in this 
office and your rights concerning those records. Before we will begin any health care 
operations we must require you to read and sign this consent form stating that you understand 
and agree with how your records will be used. 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 HIPPA NOTICE that is available to you at the 
front desk before signing this consent. 

1. The patient understands and agrees to allow this chiropractic office to use their Patient 
Health Information (PHI) for the purpose of treatment, payment, healthcare operations, 
referral acknowledgement (by telephone, reader board and/or letter) and coordination of 
care. As an example, the patient agrees to allow this chiropractic office to submit requested 
PHI to the Health Insurance Company (or companies) provided to us by the patient for the 
purpose of payment. Be assured that this office will limit the release of all PHI to the 
minimum needed for what the insurance companies require for payment. 

2. The patient has the right to examine and obtain a copy of his or her own health records at 
any time and request corrections. The patient may request to know what disclosures have 
been made and submit in writing any further restrictions on the use of their PHI. Our 
office is not obligated to agree to those restrictions. 

3. A patient's written consent need only be obtained one time for all subsequent care given 
the patient in this office. 

4. The patient may provide a written request to revoke consent at any time during care. 
This would not effect the use of those records for the care given prior to the written request 
to revoke consent but would apply to any care given after the request has been presented. 

5. For your security and right to privacy, all staff has been trained in the area of patient 
record privacy and a privacy official has been designated to enforce those procedures 

in our office. We have taken all precautions that are known by this office to assure that 
your records are not readily available to those who do no need them. 

6. Patients have the right to file a formal complaint with our privacy official about any 
possible violations of these policies and procedures. 

7. If the patient refuses to sign this consent for the purpose of treatment, payment and 
health care operations, the chiropractic physician has the right to refuse to give care. 

I have read and understand how my Patient Health Information will be used and I agree to 
these policies and procedures. 

Name of Patient Date 



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. 

Form N1-100

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.

Form BI100

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


	Date: 


