
  
 
 

Patient Signature_________________________________  Dr. reviewed__________ 

NONE Excruciating 

Welcome to Northglenn Chiropractic Spine & Injury Center! We are excited to work together to help you achieve your health 

goals. Please complete forms to the best of your knowledge and make sure to sign the bottom of each page.  

 

Date: ____/____/____     Phone: ___________________      Cell / Home          Age: _______ Birthday: ____/____/____ 

Name: __________________________________________ Preferred Name: ___________________________________                                

Address: _______________________________ City: _________________ State: ____ Zip Code: __________________ 

Email: ______________________________________________ How Did You Hear About Us? ____________________  

Height: ___________              Weight: ______________ 

CONSENT TO TREAT A MINOR *Do not sign if over the age of 18 

(I)     , the undersigned, parent(s)/person having legal custody/legal guardianship of        

   , a minor, do hereby authorize and give consent to Northglenn Chiropractic Spine & Injury Center for any 

x-ray examination and chiropractic diagnosis or treatment, which is deemed advisable by a licensed chiropractor, be rendered under 

the general or special supervision of any licensed chiropractor.  It is understood that this authorization is given in advance of any 

specific diagnosis or treatment being required but is given to provide authority to the above described agent(s) to give specific consent 

to any and all such diagnosis and treatment which chiropractor, meeting the requirements of this authorization, may, in the exercise of 

his/her best judgment, deem advisable.  

This authorization shall remain effective until revoked in writing delivered to Northglenn Chiropractic Spine & Injury Center. 

Parent/Guardian Signature            Date:      

EMERGENCY NOTIFICATION INFORMATION 

In the event of an emergency, whom should we contact? 

Name: ________________________________________ Relation to patient: ____________________________________ 

Best Contact Number: ____________________________ 

MAIN COMPLAINT 

        Please mark the ONE area of your main complaint 

 

 

 

Does your pain radiate or refer to other areas?  YES       NO 

 

 

 

 

 

NEW PATIENT INTAKE FORMS 

If ‘YES’ please draw where you pain radiates on diagram 

From 1 – 10 how would you rate your pain? 

0 1 2 3 4 5 6 7 8 9 10 

                           

Type of pain:  

o Dull/Achy 
o Sharp/Stab 

o Burning 
o Numbness/Tingling 
o Stiff/Tight 

Medical/Surgical Implants: 

______________________________ Medical Alerts: ______________________ Pregnant: YES    NO 



  
 
 

Patient Signature_________________________________  Dr. reviewed__________ 

PERSONAL HEALTH HISTORY 

Please complete the following personal health history section to the best of your ability 

 

               

               

               

                

 

               

               

                

Smoking:   YES       NO     If yes, _________Packs per day for ________years 

Alcohol:     YES      NO     If yes, number of drinks per week __________  

REVIEW OF SYSTEMS 

FAMILY HISTORY 

Please MARK next to any condition that someone in your family HAS or has HAD 

□ Fainting  

□ Scoliosis    

□ Birth Defects 

□ Headaches  

□ Diabetes   

□ Osteoporosis 

□ Heart Attack 

□ High Blood Pressure 

□ Cancer 

□ Stroke    

□ Tumor 

□ Aneurysm    

□ Seizures    

□ Allergies  

□ Memory Lapse 

□ Bone diseases 

□ Dizziness   

□ Stomach Problem 

□ Digestive Problems 

□ Arthritis __________________ 

 

 

 

Cervical                         l   Lumbar                 r  Thoracic                    :          Neurological Disorders 

□ Stenosis   

□ Herniated Disc    

□ Degenerative Discs 

□ Stenosis   

□ Herniated Disc  

□ Degenerative Discs 

□ Stenosis   

□ Herniated Disc  

□ Degenerative Discs 

□ Parkinson’s   

□ Alzheimer’s 

□ Multiple Sclerosis  
   

 Foot                                t  Leg                         g  Hand                             d  Cancer                  m 
□ Gout            R   L 

□ Numbness     R   L 

□ Tingling        R   L  

□ Burning         R   L 

□ Drop Foot     R   L 

□ Pain            R    L  

□ Numbness     R  L 

□ Tingling        R  L 

□ Burning         R  L 

□ Pain               R  L 

□ Numbness          R  L 

□ Tingling             R  L 

□ Burning              R  L 

□ Pain                      R  L 

□ Breast        □ Prostate 

□ Intestinal    □ Anal  

□ Leukemia  

□ Other: __________ 

□ Chemo or Radiation?  

□ Active or Remission? 
   

 Arm                      m  Heart                                                    : 
□ Numbness     R  L 

□ Tingling        R  L 

□ Burning         R  L 

□ Pain               R  L 

□ Bypass                               □ Defibrillator  

□ Congestive Heart Failure   □ Stents 

□ Blood Thinners                  □ Heart Attack  

□ High Blood Pressure    □ Stroke 

□ Pacemaker 
 

MEDICATIONS: (please list ALL medications and supplements that you currently take) 

 

ALLERGIES: (please list all medications that cause allergic reactions) 



  
 
 

Patient Signature_________________________________  Dr. reviewed__________ 
 



  
 
 

Patient Signature_________________________________  Dr. reviewed__________ 

Declaration of Agreement Regarding Missed or Cancelled Appointments 

  

Please understand that when an appointment is scheduled for you, a time is set aside and reserved for you on the master 

schedule. Failure to cancel without appropriate notice prevents us from filling the vacancies on our schedule and often 

prevents people in need from receiving desired services in a timely manner. Therefore:  

1. It is my responsibility to notify two (2) hours prior to the scheduled appointment if I am unable to keep the 

scheduled appointment. 

2. I will be charged $25.00 in the event that I miss an appointment and fail to cancel two (2) hours prior 

to the scheduled appointment.                                                                              

        Patient initials __________ 

 

This is a confidential record of your medical history and pertinent personal information.  Per confirmed consent the doctor 

will have the ability to discuss medical information with the patient’s other doctors upon request.  Copies of this record 

can only be released by your written authorization. 

                   Patient initials__________ 

Consent for Medical Records Release 

Patient Signature_________________________________ 


