
Patient History & Examination 

Name_____________________________________________ Email Address_______________________________              
Home Phone (      ) ________________________________ Cell Phone (      ) ________________________________ 
Address________________________________________ City________________________ State_____ Zip_______ 
HT._____ WT._____ Age_____ Birthdate___________ Sex  M  F   Marital Status  M  S  W  D   P     No. Children_____ 
Occupation_______________________ Employed By__________________________ Phone (      ) ______________ 
Address_____________________________________ City____________________ State______ Zip_____________ 
Social Security No.______________________________ Driver’s License No.________________________________ 
Spouse’s Name______________________ Employed By_____________________ Phone (      ) _______________ 
Referred By____________________________________________________________________________________ 
Accident – Injury Information 
Date of Accident_______________ Time______________ AM/PM          Was Employer Notified? ______________                         
Last Day Worked? __________________   Accident Location & Description_________________________________ 
_____________________________________________________________________________________________ 
Previous Treatment For This Condition 
_____DC   _____MD   Other_____________________ Name____________________________________________ 
Results________________________________________________________________________________________ 
Have You Been Placed On Disability? ________________ By Whom?_____________________________________ 
From_________________ To_________________  
Health History – List Drugs You Are Now Taking 
_____________________________________________________________________________________________ 
Do You Have?   TB______  VD______  In The Past______  Cancer______   Diabetes__________________________ 
Surgery History 
___ Appendix ___Tonsils ___Hernia___ Hemorrhoid___ Spinal___ Hysterectomy___ Prostate___ Cyst___ Cancer 
List Others_____________________________________________________________________________________ 
List Fractures/Dislocations/Concussions Present & Past ________________________________________________ 
_____________________________________________________________________________________________ 
List Previous Accidents/Injuries/Major Illnesses_______________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
Family Physician_________________________________________ Phone (      ) _____________________________ 
Address__________________________________ City_________________________ State______ Zip___________ 
Nearest Relative (Not living with you) _______________________________________________________________ 
Address___________________________________ City________________________ State______ Zip___________ 
Phone (      ) __________________________________ Relationship_______________________________________ 
Payment Arrangements Are Expected When Services Are Rendered 
I understand and agree that health and accident Insurance policies are an arrangement between an Insurance carrier and 
myself. Furthermore, I understand that the Chiropractic Office will prepare a super bill that I can submit to my health insurance. 
I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible 
for payment at the time the services are provided. I also understand that if I suspend or terminate my care and treatment, any 
fees for professional services rendered me will be immediately due and payable. 

 

Patients Signature__________________________________________________ Date________________________ 





CHIROPRACTIC INFORMED CONSENT TO TREAT 

I hereby request and consent to the performance of chiropractic procedures, including diagnostic x-rays or MRI, 
and any supportive therapies on me (or on the patient named below, for whom I am legally responsible) by the 
doctor of chiropractic indicated below and/or other licensed doctors of chiropractic and support staff 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 below, including those working at the clinic or office listed below or any other office or 
clinic, whether signatories to this form or not.  

I have had an opportunity to discuss with the Doctor of Chiropractic named below and/or with other office or 
clinic personnel the nature and purpose of chiropractic adjustments and procedures.   

I understand and I am informed that, as is with all Healthcare treatments, results are not guaranteed and there is 
no promise to cure.  I further understand and I am informed that, as is with all Healthcare treatments, in the 
practice of chiropractic there are some risks to treatment, including, but not limited to, muscle spasms for short 
periods of time, aggravating and/or temporary increase in symptoms, lack in improvement of symptoms, disc 
irritations, strokes, dislocations and strains. 

I am also informed that in the history of Directional Non-Force Technique® chiropractic, to the extent known by 
the below doctor, there have been no strain, sprain, dislocation, fracture, or stroke injuries reported since its 
earliest date of application in 1945.  Although under certain rare circumstances such injuries could be 
theoretically possible, they carry a remote probability when based upon patient history of the technique protocol.  

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, in my best interests. 

I further understand that Chiropractic adjustments and supportive treatment is designed to reduce and/or correct 
subluxations allowing the body to return to improved health. It can also alleviate certain symptoms through a 
conservative approach with hopes to avoid more invasive procedures.  However, like all other health modalities, 
results are not guaranteed and there is no promise to cure.  Accordingly, I understand that all payment(s) for 
treatment(s) are final and no refunds will be issued.  However, prorated fees for unused, prepaid treatments will 
be refunded if you wish to cancel the treatment.   

I further understand that there are treatment options available for my condition other than chiropractic 
procedures.  These treatment options include, but not limited self-administered, over the counter analgesics and 
rest; medical care with prescription drugs such as anti-inflammatories, muscle relaxants and painkillers; physical 
therapy; steroid injections; bracing; and surgery.  I understand and have been informed that I have the right to a 
second opinion and secure other opinions if I have concerns as to the nature of my symptoms and treatment 
options.  

I have read, or have had read to me, the above consent.  I have also had an opportunity to ask questions about its 
content, and by signing below I agree to the above-named procedures.  I intend this consent to cover the entire 
course of treatment for my present condition and for any future condition(s) for which I seek treatment.  
 

Name of Patient: ________________________________________________________________  

Signature of Patient: ________________________________________________________________  

Name Printed of Guardian/Parental and Relationship to Patient: _______________________________  

Guardian/Parental Signature: _________________________________________________________  

Date: ____________________________________________  

Doctor of Chiropractic Name:            Christopher John, DC 

Signature of Doctor of Chiropractic: __________________________________________________  

Date:____________________  



______ 
initial 

_______ 
initial 

(Signature) 
 

Missed and Cancelled Appointment Policy – 2022 Update 

Dr. John's chiropractic practice can best be described as high quality / low volume.  Our current 
Covid-19 protocols and practice schedule require that a person arrive on time to maintain our 
standards and assure full treatment time allotted.  

We value every patient’s appointment as special, and we do not over-book or cluster-book to 
compensate for those who might forget or not show. Our policies, therefore, are: 
 

A new patient appointment that is cancelled or re-scheduled more than one 
week in advance of the appointment. 

No charge 

A new patient appointment that is cancelled with less than one week in 
advance of the appointment. No charge if it appt can be re-scheduled to 
earlier date. 

Forfeit $100 
deposit 

An established patient appointment rescheduled or canceled with more than 
72 hours notification in advance of the appt, except for Monday 
appointments (if they return to the schedule) - see below. * 

No charge 

An established patient appointment that is missed (no communication prior 
to the missed appointment). 

Double   $120 
Single       $60 

An established patient appointment that is cancelled with less than 72 hours 
notification.  If rescheduled to a later or earlier slot on same day, if possible, 
see the policy on bottom row.  ** 

Double    $100 
Single      $50 

* A Monday established appointment (if/when a Monday schedule is 
available) that is cancelled after business hours on the Friday before (ie 
between Friday afternoon and Monday morning). If Monday is a holiday, then 
this would apply to Tuesday, the next day of business.  
This means a $100 fee would apply, even though a message may have been 
left more than 72 hours of the actual Monday appointment. 

Double   $100 
Single     $50 

• We now have an online scheduling system that patients can utilize to create 
appointments for themselves, as well as our office making them. This online system 
sends an automated confirmation at the time of the appointment creation. 

o In addition, there is an automated app reminder by Email and text 24 hours 
prior to the appointment time.  

o We therefore do not make reminder phone calls from our office and patients 
are responsible for their own appointments with or without any reminder.  

To be consistent, we cannot judge or grant exceptions, even though there may 
sometimes be circumstances out of one's control. Policies and fees are subject to 
change without notice.  

Thank you for your understanding and respect. 

I have read and agree to the above office policies: 
 

_____________________________________________________ 
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