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1. Our practice is a general chiropractic health 
care practice. We do not accept personal injury 
cases that have the potential of being litigated. 
Therefore, we… 
  A. Do not accept Worker’s Compensation 
 cases. 
  B. Do not accept accident cases (vehicle 
 or otherwise) that were caused by another 
 person, business, or vehicle, or have the  
 potential of being litigated. 
  C. Do not accept Medicaid. 
 
2. X-rays are not made to determine when or 
where to adjust, as this is determined by  
neuromuscular stress testing. 
 X-rays are needed to determine if any disease 
process, fracture, malformation, or spinal 
degeneration is present that would make spinal 
adjusting contraindicated. 
 
3. Your acceptance as a patient is based on my  
findings relative to your symptoms and their  
relationship to your neuro-musculo-skeletal 
manifestations. The acceptance of your case does not 
promise a cure; however, it does indicate by my 
evaluation you have definite neuro-musculoskeletal 
indications that could have a relationship to your 
symptoms. 
 
Please print clearly: 
Name _______________________________________________  Date ______________ 

Address _____________________________________________  Apt.# _____________ 

City ______________________________  State____________  ZIP_______________ 

Shipping Address _________________________________________________________ 

________________________________________________________________________ 

Home Phone (____) ____-_________ Work Phone (____) ____-_________ 

e-mail address:  _______________________________________ 

REFERRED BY: _________________________________________________________ 

Have you ever received chiropractic care?     Yes           No_____ 

Occupation  ________________________  Employer ____________________________ 

Date of Birth _________________  Age ____ Sex: M/F    Height _____   Weight _____ 

Overall health (circle one): Excellent / Good / Fair / Poor / Other: ___________________ 

4. It is the policy of our office that you 
pay completely for services when they 
are rendered. I hereby agree to such 
fees, and understand that I am liable for 
any and all legal fees if collection 
services become necessary. 
 
5. We endeavor to serve our patients to 
the best of our ability and professional 
training and we expect you, by 
becoming a patient to follow the 
doctor’s recommended treatment 
program. This is necessary to gain 
optimum benefit in your case. 
 
If you have any questions concerning 
any of the policies above, please 
contact the front desk BEFORE 
continuing with your forms. 
 
By signing this policy sheet, you are 
stating you understand and will abide 
by the policies. 
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Chief complaint (reason you are here): (use separate sheet if more room needed) 

________________________________________________________________________ 

Previous treatments for this complaint _________________________________________ 

________________________________________________________________________ 

Other complaints or problems: (use separate sheet if needed) _______________________ 

________________________________________________________________________ 

Current medications/drugs being taken: (use separate sheet if needed) ________________ 

________________________________________________________________________ 

Are you currently under the care of a physician or other health care professionals? 

(If yes, please give name and date of last visit): 

________________________________________________________________________ 

Nutritional supplements you are taking: ________________________________________ 

Do you smoke, drink coffee or alcohol? (if yes indicate how much) 

Cigarettes  ______________  Coffee _________________ Alcohol ________________ 

HISTORY: 

List any major illnesses (with approx. dates): ___________________________________ 

________________________________________________________________________ 

List any surgery or operations with approx. date: _________________________________ 

________________________________________________________________________ 

Past Accidents or injuries: __________________________________________________ 

________________________________________________________________________ 

================================================================ 

Marital Status:   S   M   D   W Name of Spouse ____________________________ 

Describe health of spouse: _______________________ Number of children if any  ____ 

Name of Child  Age Sex Any physical conditions or concerns? 

_________________________  ____  M/F _________________________________ 

_________________________  ____  M/F _________________________________ 

_________________________  ____  M/F _________________________________ 

_________________________  ____  M/F _________________________________ 

 

Any family history of serious illnesses (circle those which apply): Cancer / Diabetes / Heart / 
Other ___________________________________________________________________ 

Any household pets or other animals you or family members are in close contact with: 

________________________________________________________________________ 

 

 



 

 

Elite Wellness 
NEW PATIENT INFORMATION FORM 

Page 3 of 4 
 
 
Other symptoms: (Circle all that apply)          
Headaches 
• How often? 
Neck Pain 
Sleeping problems 
• Trouble getting to sleep 
• Trouble staying asleep 
Back Pain 
Nervousness 
Tension 
Irritability 
Chest Pain 
Dizziness 
Face Flushed 
Stiff Neck 
Pins & Needles in Legs 
Pins & Needles in Arms 

 

 

                                               INFORMED CONSENT 

I will use my hands or a mechanical instrument upon your body in such a way as to move your 
joints.  This procedure is referred to as ”Spinal Manipulation” or Spinal Adjustment.” As the 
joints in your spine are moved, you may experience a “pop” as part of the process. 

There are certain complications that can occur as a result of a spinal manipulation. These 
compilations include, but are not limited to: muscle strain, cervical myelopathy, disc and 
vertebral injury, fractures, strains and dislocations, Bernard-Horner’s Syndrome (also known as 
oculosympathetic palsy), costovertebral strains and separation. Rare complications include, but 
are not limited to stroke. The most common complication or complaint following spinal 
manipulation is an ache or stiffness at the site of adjustment. 

I am aware of these complications, and in order to minimize their occurrence I will take 
precautions.  These precautions include, but are not limited to my taking a detailed clinical 
history of you and examining you for any defect, which would cause a complication. This 
examination may include the use of x-rays.    The use of x-ray equipment may pose a risk if 
you are pregnant. If you are pregnant, you should tell me when I take your clinical history. 

 

 

SIGNED: ____________________________________________  DATE ____________ 

Numbness in Fingers 
Numbness in Toes 
Shortness of Breath 
Fatigue 
Depression 
Lights bother eyes 
Loss of Memory 
Ears Ring 
Fever 
Fainting 
Loss of Smell 
Loss of Taste 
Diarrhea 
Feet Cold 
Hands Cold 
Stomach upset 
 

Constipation 
Cold Sweats 
Loss of Balance 
Buzzing in Ears 
Heartburn 
Acid Reflux 
Muscle Cramps 
• Worse at night? 
Menstrual Cramps 
Nightmares 
Decreased Libido 
Acne 
• Worse with monthly 
cycle? 
Breast tenderness 
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PERMISSION & AUTHORIZATION FORM 
REGARDING THE USE OF  

NUTRITION RESPONSE TESTING™ 
 

PLEASE READ BEFORE SIGNING: 
 

I specifically authorize the natural health practitioners at the Elite Wellness to perform a 
Nutrition Response Testing health analysis and to develop a natural, complementary health 
improvement program for me which may include dietary guidelines, nutritional supplements, etc. 
in order to assist me in improving my health, and not for the treatment, or "cure" of any 
disease. 

I understand that Nutrition Response Testing is a safe, non-invasive, natural 
method of analyzing the body's physical and nutritional needs, and that deficiencies or imbalance 
in these areas could cause or contribute to various health problems. 

I understand that Nutrition Response Testing is not a method for "diagnosing" or 
"treating" of any disease including conditions of cancer, AIDS, Infections, or other medical 
conditions, and that these are not being tested for or treated. 

No promise or guarantee has been made regarding the results of Nutrition Response 
Testing or any natural health, nutritional or dietary programs recommended, but rather I 
understand that Nutrition Response Testing is a means by which the body's natural organ 
responses can be used as an aid to determining possible nutritional imbalances, so that safe 
natural programs can be developed for the purpose of bringing about a more optimum state of 
health. 

 
I have read and understand the foregoing. 
 
This permission form applies to subsequent visits and consultations. 

Date: ___________________ 

Print Name:  _____________________________________ 

Address: _________________________________________ 

City  ____________________ State ____  Zip _________ 

Phone: (____) _____ -  _______________  

Signed: __________________________________________ 

(If minor, signature of parent or guardian required) 


