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Today’s Date: __________________________ 
 
Name: __________________________________________________________ Birth Date: ____________________ Age: _________ 
 
Marital Status:  M  S  W  D No. of Children: ____________ Best Phone #: __________________________________  
 
E-Mail Address: ______________________________________________________________ 
 
Address: __________________________________________        City: ________________________ State:  ______ Zip: ______________ 
 
Emergency Contact (Name and Phone #): __________________________________________________  
 
 
Who Referred You to Our Office? ___________________________________________ 
 
Did anyone you know encourage you to come see us? __________________________________________________ 
 
 
Your Occupation: _______________________________ Your Employer: ____________________________  Years on Job:  _______________ 
 
Employer Address: _____________________________________   City: _____________________  State: _______  Zip:  __________________ 
 
Office Phone:  ____________________     Cell Phone: ________________________ 
 
Do You Have Health Insurance?    Y    N          Insurance Company:  __________________________________________ 
 
Insurance Plan/Group #:  ________________________________________     Your Work Hours:  ________________________________ 
 
Do You Have Medicare?     Y     N  Do you have Medicaid?     Y    N  
 
Name of Spouse or Parent: _______________________________________________     Birth Date:  _______________________ 
 
Spouse’s Occupation:  ___________________________________     Spouse’s Phone:  __________________________________ 
 
 
I (we) agree to pay for services rendered to the above-mentioned patient as the charge is incurred. I understand 
and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself 
and that I am personally responsible for payment of any and all services covered or non-covered. I also understand 
that if I suspect or terminate my care and treatment, any fees for professional services rendered me will be 
immediately due and payable.  
 
Patient’s Signature: ___________________________________________________________     Date: ________________ 
 
Guardian’s Signature (For Minors):  ___________________________________________________     Date: ________________ 
 
Notice to our new patients: Payment is due at the time services are provided unless other arrangements have been 
made in advance. If for any reason this request cannot be met, arrangements must be made in advance before 
seeing the doctor.  
 
Please Complete this form as thoroughly as possible so the doctor can best understand your health concerns.  

http://www.uppercervicalhealthcentersboise.com/


 

History of Your Main Complaint 
r 
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Please Provide as much detail as possible about the problem that brought you to our office. 

 
 
Name:  _____________________________________________________________  Date:  _____________________   
 
 
 
1. What is the MAIN reason you are seeking care in our office? ___________________________________________________________ 

 
2. WHEN did this problem begin? __________________________________________________________________ 

 
3. Do you remember anything that may have CAUSED or contributed to this issue? (Ex: accident, injury, illness)  

________________________________________________________________________________________________________________________________ 

4. Please DESCRIBE the symptoms you are experiencing in your own words. __________________________________________ 
________________________________________________________________________________________________________________________________ 

 
5. Do your symptoms ever TRAVEL, RADIATE, or move to other areas? If yes, please describe. 

________________________________________________________________________________________________________________________________  
 
6. On A Scale of 0-10 (0 = No Symptoms and 10 = Unbearable) How Would You RATE Your Symptoms?  (Ex: 7 / 10).  

a. Right NOW: _____  / 10,    At Its WORST: _____ / 10,    At Its BEST: _____ / 10,    On AVERAGE: _____ / 10 
 
7. How OFTEN are you experiencing symptoms? (Ex: Daily, Occasionally, only with certain activities, etc.)  

________________________________________________________________________________________________________________________________ 
 
8. Have your symptoms been: (Circle One) -  (Getting WORSE) / (Staying the SAME) / (Getting BETTER)  

 
9. What makes the symptoms WORSE? _____________________________________________________________________________________ 
 
10. What makes the symptoms BETTER? ____________________________________________________________________________________ 

 
11. What have you TRIED so far to relieve your symptoms? (Medications, PT, Chiropractic, Injections, etc.)     

________________________________________________________________________________________________________________________________ 
 
12. How has this problem affected your daily life?  (Ex: Work, Sleep, Mood, Exercise, Relationships)  

________________________________________________________________________________________________________________________________ 
 
13. If your condition improved, what activities would you most like to return to?  ______________________________________ 

________________________________________________________________________________________________________________________________   
 
14. What made you decide to seek care now?  _______________________________________________________________________________ 
 
15. What worries you MOST about your health if this problem does not improve? ______________________________________ 

________________________________________________________________________________________________________________________________ 
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Current Symptoms  
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Please check any symptoms you are currently experiencing. 

 

NEUROLOGICAL MUSCULOSKELETAL VESTIBULAR / EAR 

☐  Headaches ☐  Neck pain / stiffness ☐  Ear ringing (tinnitus) 

☐  Migraines ☐  Shoulder pain ☐  Ear pain / pressure 

☐  Dizziness / Vertigo ☐  Arm pain ☐  Hearing changes 

☐  Lightheadedness ☐  Arm numbness ☐  Motion sickness 

☐  Fainting / near fainting ☐  Hand numbness  

☐  Brain fog ☐  Upper back pain ENERGY / MOOD 

☐  Poor concentration ☐  Mid-back pain ☐  Fatigue 

☐  Memory problems ☐  Low back pain ☐  Low energy 

☐  Numbness or tingling ☐  Hip pain ☐  Poor sleep 

☐  Tremors / shaking ☐  Knee pain ☐  Anxiety 

☐  Poor balance ☐  Foot / ankle pain ☐  Depression 

☐  Sensitivity to light  ☐  Jaw pain / TMJ ☐  Panic attacks 

☐  Sensitivity to sound ☐  Muscle tightness ☐  High stress 
 ☐  Muscle weakness  

AUTONOMIC ☐  Muscle cramps HORMONAL   

☐  Heart palpitations ☐  Joint stiffness ☐  Menstrual irregularity  

☐  Blood pressure issues ☐  Sciatica ☐  Menopause symptoms 

☐  Cold hands / feet   

☐  Excessive sweating   

☐  Digestive problems   

☐  Acid reflux   

   
 

OTHER SYMPTOMS NOT LISTED: _______________________________________________________________________ 

 

Which symptoms bother you the most right now?  ______________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

 

Which symptom would you most like to see improve first? ____________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

Many patients notice improvements in symptoms they did not initially expect once the nervous system begins 

functioning better.  
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Health History 
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Please provide information about your PAST health and medical history. 

Trauma Timeline:   

Please list any accidents, injuries, or head impacts you remember during your life.  
(Include: car accidents, falls, sports injuries, concussions, whiplash injuries) 
 
Age Event 
____ _________________________________________________________________________________________ 
____ _________________________________________________________________________________________ 
____ _________________________________________________________________________________________ 
____ _________________________________________________________________________________________ 
  
 

Did your current symptoms begin shortly after any accident or injury? ___________________________________________________ 

Surgeries:   

List any surgeries and approximate dates. 

____________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

Current Medications:  

List any medications or supplements you take regularly.  

____________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

Current Doctors: Primary care physician, other specialist you see. 

____________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

Medical Diagnoses:  

Have you ever been diagnosed with any of the following? 

☐  High blood pressure ☐  Arthritis ☐  Parkinson’s disease 

☐  Diabetes ☐  Fibromyalgia ☐  Stroke 

☐  Thyroid disorder ☐  Multiple sclerosis  ☐ Cancer 
 
Other diagnoses: ________________________________________________________________________________________________________________ 
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Office Financial Policy 
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1. OUR GOAL is to make your care simple, transparent, and predictable. The following policies help us keep scheduling efficient and focus 

our time on patient care. 

2. FAMILY SUPPORT: If you feel you need some assistance from a family member or parent with making a decision about your care, it is 

advisable that you bring them with you when the Doctor talks with you about your care. 

3. ESTABLISHING A NEW PATIENT FOR SPINAL CARE: The purpose of the consultation is to determine if you have a problem we can help 

you with, this does NOT imply free examination, x-rays, doctor's reports, and/or check-ups. Fees for service begin with examination, x-

rays, doctors' reports, spinal corrections, check-ups, and re-exam's etc. Please note that our fees are updated annually and are subject to 

change without notice. 

4. Our office is NOT in-network with any insurance providers. As a courtesy, we will submit claims on your behalf for reimbursement. Any 

reimbursement from your insurance company will be sent directly to you. Please note that insurance coverage is an agreement between 

you and your insurance provider.  It is your responsibility to know if you have benefits for Chiropractic services prior to your 

appointment if this is of concern to you.  This office does not warrant or guarantee that your insurance will pay. Nor does this office 

promise that an insurance company will or should pay the fees charged.  

5. PAYMENT: Payment is due at the time of service unless otherwise noted. This office accepts: Visa, MasterCard, Discover, Cash, and 

Personal Checks. 

6. If the patient is referred to another specialist or discontinues care for any reason other than discharge by the Doctor, the bill is due and 

payable in full immediately, regardless of any claims submitted. 

7. RETURNED CHECKS will incur a $37 service charge.  You will be asked to bring cash, certified funds or a money order to cover the 

amount of the returned check plus the $37 service charge to pay the balance prior to receiving services from our staff or the Doctor. 

8. LATE FEES: Accounts not paid within 30 days will incur a $37 monthly late fee until it is paid in full.  

9. COLLECTION FEES:   I understand that after 90 days of non-payment for services rendered my account may be placed with a collection 

agency and in some instances small claims court, any additional fees incurred due to this will be added to your outstanding balance.  

This includes but is not limited to late fees, collection agency fees, court costs, and interest. I understand that these additional fees will 

be my responsibility to pay. 

10. PERSONAL INJURY CASES or GENERAL INSURANCE CASES: This office will resubmit a claim ONE TIME. We will not enter into any 

dispute with your insurance company. If coverage problems arise, you will be expected to assist directly in dealing with your insurance 

company, adjuster, or agent. 

11. RESPONSIBILITY FOR PAYMENT:  I understand that I am personally responsible for all charges accrued in the office. 

12. MISSED APPOINTMENTS: Missed appointments or cancellations with less than 24 hours’ notice may incur A $77 dollar fee.  

13. If care is discontinued before a care plan is completed, payment for services already provided is due in full. Any refund request will be 

calculated based on services already rendered at standard office fees. All care plan visits, re-exams etc,. must be completed in the 

allotted time stated, i.e. 7 months, 12 months etc. There will be no refund issued past the allotted time frame.   

14. Copies of medical records or X-rays may incur a nominal processing fee. 

If you have any questions about these policies, please ask us before your appointment. We are happy to help.  

I have read and understand the financial policies of this office and agree to abide by these terms. 

 

Patient Signature: ______________________________________________________     Date: ________________________________ 
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Consent for Use & Disclosure  
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Patient consent for use and disclosure of protected health information. 

 

With my consent, Upper Cervical Health Centers Boise may use and disclose protected health information (PHI) to carry out 

treatment, payment and healthcare operations (TPO). Please refer to the Upper Cervical Health Centers Boise Notice of Privacy 

for a more complete description of such uses and disclosures. 

I have the right to review the Notice of Privacy Practices prior to signing this consent. UCHCB reserves the right to revise its 

Notice of Privacy Rights at any time. A revised Notice of Privacy Practices may be obtained by forwarding a written request to 

UCHCB. 

With my consent, UCHCB may call or text my home or other designated location and leave a message via text, voice mail or in 

person in reference to any item that assists the practice in carrying out TPO, such as appointment reminders, insurance items 

and any call pertaining to my care in the office. 

With my consent, UCHCB may email, text or mail to my home or other designated location any items that assist the practice in 

carrying out TPO, such as appointment reminders, receipts, patient statements, notes, x-rays, cards etc.  

We are not in-network with any insurance provider, at this time and with your consent, as a courtesy our office will send a bill 

to your insurance company on your behalf for reimbursement for services provided. It is your responsibility to know if you 

have benefits for Chiropractic services prior to your appointment if this is of concern to you. This office does not warrant or 

guarantee that your insurance will pay. Nor does this office promise that an insurance company will or should pay the fees 

charged. Insurance policies are an arrangement between an insurance provider and the patient or insured.  

By signing this form, I am consenting to Upper Cervical Health Centers Boise’s use and disclosure of my PHI to carry out TPO.  

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my 

prior consent.   

I understand and agree that a copy, electronic or otherwise, of this agreement shall serve as the original. 

Consent to use and disclose is granted to:      Upper Cervical Health Centers Boise  

 

Print Name or Patient or Legal Guardian: __________________________________________ 

 

Signature of Patient or Legal Guardian: ___________________________________________ 

 

Date: ____________________________ 
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Terms of Acceptance 
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When a patient seeks Chiropractic Care and we accept a patient for such care, it is essential for both to be working towards the 

same objective. 

Chiropractic Care has only one goal. It is important that each patient understand both the objective and the method that will be 

used to attain it. This will prevent any confusion or disappointment. 

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

method of correction is by specific adjustments to 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 vertebra in the spinal column which causes alteration of nerve 

function and interference to 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 any disease or condition other than a vertebral subluxation. However, if during the course 

of   examination, we encounter non-chiropractic or unusual findings, we will advise you. If you desire advice, diagnosis, or 

treatment for those findings, we will recommend that you seek the services of a health care provider who specializes in that 

area. 

Regardless of what the 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 a major interference to the expression of the body’s innate wisdom. 

Our only method is specific adjustments to correct vertebral subluxations. 

Individual results may vary, depending upon several factors including age of the patient, severity of the condition, 

severity of the spinal injury, duration of time the condition has been present, the quality of the patients lifestyle, and 

toxic load. Therefore, we cannot guarantee benefit due to the fact that some patients can have some level of 

permanent damage that is beyond our control, in spite of our best efforts.  

It is your responsibility to inform this office of any accidents or injuries while under care.  As with any healthcare procedure, 

complications may arise while under Chiropractic Care, such as but not limited to: stiffness or soreness throughout the spine, 

rib fracture, disc injuries, muscle strain, cervical myelopathy, etc.  Some types of spinal manipulation to the neck have been 

associated with injuries to the arteries in the neck, thus an association of stroke.  The associated risk of stroke is said to be 1 in 

2,000,000 cervical adjustments.  An association does not mean cause, just like a fireman is associated with fire, it does not 

mean he caused the fire.  A paper published by Ericksen et.al., on upper cervical chiropractic safety noted that out of a multi-

doctor career total of 5,085,014 upper cervical spinal adjustments given there was not a single incidence of stroke. We are 

hereby informing you of these supposed risks if any.  The leading cause of stroke is poor lifestyle choices such as long-term 

sugar abuse, and prescription drug use.  Therefore the most likely reason a person may have a stroke while under Chiropractic 

care is due to their lifestyle choices which are beyond our control, and have nothing to do with Chiropractic. It has been shown 

by Herzog et.al. that the forces involved with a Chiropractic adjustment are not sufficient to cause injury to the vertebral 

arteries.  As a corollary the forces involved in a whiplash type injury are much greater than a Chiropractic adjustment but we 

don't see people having strokes following whiplash injuries.  Thus, if a patient sees a dentist, massage therapist, personal 

trainer, or Chiropractor and subsequently has a stroke it does not mean that it was caused by any of these providers, it is 

coincidental.   

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

satisfaction. 

I have read and fully understand the above statements. I therefore accept care on this basis. 

Patient Signature: ___________________________________________         Date:  _____________________________ 
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