
New Patient Health History Form
In order to provide you the best possible care, please complete this form

and bring it to your first appointment. All information is strictly CONFIDENTIAL.

Patient Data
First Name Last Name Date  Email* 

* Your email will NOT be shared with any 3rd parties, and is used  for occasional office announcements and promotions.

Mailing address
Address  City  State  Zip 

Telephone (Work)  (home)  Referred By 

Age  Birth Date  Social Security #  Number of Children 

Occupation  Employer 

Marital Status  Spouse's Name  Spouse's Occupation 

Spouse's Employer  Spouse's Health Status 

Emergency Contact  Phone 

Current Complaints
Nature of Injury: 

Please describe: 

Date of Injury  Date symptoms appeared 

Have you ever had same condition?  If yes, when? 

List of other practitioners seen for this injury/condition 

Have you ever been under chiropractic care? 

If yes, please describe 

Insurance Information

Name of party responsible for payment  Phone 
Do you have health insurance?  Name of company 
* If an auto accident, please provide:
Insurance Company Name  Contact Person 
Phone:  Claim # 

Signatures

Name of the insured ________________________________________________________________________
I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier 
and myself. I understand and agree that all services rendered to me and charged are my personal 
responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for 
professional services rendered to me will be immediately due and payable.

Patient’s signature _______________________________________________ Date ____________________
Spouse’s or guardian’s signature __________________________________ Date ____________________
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Automobile* Work Other

No Yes

No Yes

No Yes



Medical History
Have you been treated for any conditions in the last year? 
If yes, please describe 

Date of last physical exam  Is there a chance that you are pregnant? 

Have you had X-rays taken?  If Yes, where? 
What medications are you taking and for what conditions (Please list dosage and amounts, etc)l

What vitamins, minerals, or herbs do you currently take? (Please list for what conditions, dosage, and  frequency).

Have you ever: No Yes Briefly Explain
Broken bones? 
Been hospitalized? 
Been in an auto accident? 
Had Sprains/Strains? 
Been struck unconscious? 
Had surgery? 

Family History
Family Members - Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)

Do you experience pain every day?
Do your symptoms interfere with daily life?
Does pain wake you up at night?
Are your symptoms worse during certain times of the day?
Do changes in weather affect your symptoms?
Do you wear orthotics?
Do you take vitamin supplements?
What activities aggravate your symptoms?

Habits None Light Moderate Heavy
Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep
Appetite
Soft Drinks
Water
Salty Foods
Sugary Foods
Artificial Sweeteners
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No Yes

No Yes
No Yes

No Yes
No Yes
No Yes
No Yes
No Yes
No Yes
No Yes



Have you ever suffered from:
 Alcoholism 
 Allergies 
 Anemia 
 Arteriosclerosis 
 Arthritis 
 Asthma 
 Back Pain 
 Breast Lump 
 Bronchitis 
 Bruise Easily 
 Cancer 
 Chest Pain/Conditions 
 Cold Extremities 
 Constipation 
 Cramps 
 Depression 
 Diabetes 
 Digestion Problems 
 Dizziness 
 Ears Ring 
 Excessive Menstruation 
 Eye Pain or Difficulties 
 Fatigue 
 Frequent Urination 
 Headache 
 Hemorrhoids 
 High Blood Pressure 
 Hot Flashes 
 Irregular Heart Beat 
 Irregular Cycle 
 Kidney Infection 
 Kidney Stones 
 Loss of memory
 Loss of balance 
 Loss of smell 
 Loss of taste 
 Lumps In Breast 
 Neck Pain or Stiffness 
 Nervousness 
 Nosebleeds 
 Pacemaker 
 Polio 
 Poor Posture 
 Prostate Trouble 
 Sciatica 
 Shortness of breath 
 Sinus Infection 
 Sleep problems or Insomnia 
 Spinal Curvatures 
 Stroke 
 Swelling of ankles 
 Swollen Joints 
 Thyroid Condition 
 Tuberculosis 
 Ulcers 
 Varicose Veins 
 Venereal Disease 
 Other:

Please use the following letters to indicate TYPE and 
LOCATION of the symptoms you currently are experiencing.

A=Ache O=Other
B=Burning P=Pins & Needles
N=Numbness S=Stabbing
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The Wellness Spot Chiropractic Clinic – 923 W Glade Rd Ste C, Hurst TX 76054    T:8178492361 

 

HIPAA Compliance Consent 

Our Notice of Privacy Practices provides information about how we may use or disclose protected health 
information. 
 
The notice contains a patient's rights section describing your rights under the law. You ascertain that by 
your signature that you have reviewed our notice before signing this consent. You may read a detailed 
version of our Notice of Privacy Practice (NPP) on our webpage or request a copy from us. 
 
The terms of the notice may change, if so, you will be notified at your next visit to update your 
signature/date. 
 
You have the right to restrict how your protected health information is used and disclosed for 
treatment, payment or healthcare operations. We are not required to agree with this restriction, but if 
we do, we shall honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of 
1996) law allows for the use of the information for treatment, payment, or healthcare operations. 
 
By signing this form, you consent to our use and disclosure of your protected healthcare information 
and potentially anonymous usage in a publication. You have the right to revoke this consent in writing, 
signed by you. However, such a revocation will not be retroactive. 
 
By signing this form, I understand that: 
 

- Protected health information may be disclosed or used for treatment, payment, or healthcare 
operations. 

- The Wellness Spot Chiropractic Clinic reserves the right to change the privacy policy as allowed 
by law. 

- The Wellness Spot Chiropractic Clinic has the right to restrict the use of the information but the 
practice does not have to agree to those restrictions. 

- The patient has the right to revoke this consent in writing at any time and all full disclosures will 
then cease. 

 

 
 
 
 
 

 
Signature ___________________________________ Date _________________________ 
 
 
 
 
 



 

The Wellness Spot Chiropractic Clinic – 923 W Glade Rd Ste C, Hurst TX 76054    T:8178492361 

 
 

Informed Consent to Chiropractic Care 
 
Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional 
supportive procedures or recommendations as well. When providing an adjustment, we use our hands or 
an instrument to reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment 
include restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain in the 
joint, and improving neurological functioning and overall well-being. 
 
As with all types of health care interventions, there are some risks to care, including, but not limited to: 
muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, 
burns and/or scarring from electrical stimulation and from hot or cold therapies, including but not limited 
to hot packs and ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and sprains. The 
best available scientific evidence supports the understanding that chiropractic adjustment does not cause 
an arterial dissection in a normal, healthy artery. Disease processes, genetic disorders, medications, and 
vessel abnormalities may cause an artery to be more susceptible to dissection. Strokes caused by arterial 
dissections have been associated with over 72 everyday activities such as sneezing, driving, and playing 
tennis. 
 
It is also important that you understand there are treatment options available for your condition other 
than chiropractic procedures. Likely, you have tried many of these approaches already. These options may 
include, but are not limited to: self-administered care, over-the-counter pain relievers, physical measures 
and rest, medical care with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, 
you have the right to a second opinion and to secure other opinions about your circumstances and health 
care as you see fit. 
 
I hereby consent to the performance of chiropractic procedures and diagnostics that the doctor of 
chiropractic may consider necessary or advisable in the course of my health care. I have read and 
understand the explanation of risks and I acknowledge that no guarantees have been made to me 
concerning the result of treatment. I intend this consent to cover the entire course of care from this office 
for my present condition and for any future condition(s) for which I seek chiropractic care from this office. 
 
 
 
Patient Name: __________________________  Signature: _______________________  Date: 
 
Parent or Guardian: ______________________  Signature: _______________________  Date: 
 
Witness Name: __________________________  Signature: ________________________ Date: 
 
 
 
 
 
 



 

The Wellness Spot Chiropractic Clinic – 923 W Glade Rd Ste C, Hurst TX 76054    T:8178492361 

 

Assignment of Benefits: Assignment of Cause of Action: Contractual Lien 
 
The undersigned patient and/or responsible party, in consideration of treatment rendered or to be rendered and for deferred payment, 
irrevocably and exclusively assigns, grants and conveys, to The Wellness Spot Chiropractic Clinic, a lien and assignment of any and all 
claims, causes of action, and right to any proceeds and/or benefits, including any Personal Injury Protection proceeds and/or benefits 
that the patient may have against any other person, entity, and/or insurance company for reimbursement and/or payment of the medical 
charges incurred with all the following rights, power, and authority: 
 
RELEASE OF INFORMATION: You are authorized to release information concerning my condition and treatment to my insurance 
company, attorney or insurance adjustor for purposes of processing my claim for benefits and payment for services rendered to me. 
 
IRREVOCABLE ASSIGNMENT OF RIGHTS: You are assigned the exclusive, irrevocable right to any cause of action that exists in my favor 
against any insurance company for the terms of the policy, including the exclusive, irrevocable right to receive payment for such services, 
make demand in my name for payment, and prosecute and receive penalties, interest, court loss, or other legally compensable amounts 
owned by an insurance company in accordance with Article 21.55 of the Texas Insurance Code to cooperate, provide information as 
needed, and appear as needed, wherever to assist in the prosecution of such claims for benefits upon request. 
 
DEMAND FOR PAYMENT: To any insurance company providing benefits of any kind to me/us for treatment rendered by the 
physician/facility named above within 5 days following your receipt of such bill for services to the extent of such bills are payable under 
the terms of the policy. This demand specifically conforms to Sec. 542.057 of the Texas Insurance Code, and Article 21.55 of the Texas 
Insurance Code, providing for attorney fees, 18% penalty, court cost, and interest from judgment, upon violation. I further instruct the 
provider to make all checks payable to The Wellness Spot Chiropractic Clinic, 923 W Glade Rd Ste C Hurst TX 76054. 
 
THIRD PARTY LIABILITY: If my injuries are the result of negligence from a third party, then I instruct the liability carrier to issue a separate 
draft to pay in full all services rendered, payable directly to The Wellness Spot Chiropractic Clinic, 923 W Glade Rd Ste C Hurst TX 76054. 
 
STATUTE OF LIMITATIONS: I waive my rights to claim any statute of limitations regarding claims for services rendered or to be rendered 
by the physician/facility named above, in addition to reasonable cost of collection, including attorney fees and court cost incurred. 
 
LIMITED POWER OF ATTORNEY: I hereby grant to the physician/facility named above power to endorse my name upon any checks, 
drafts, or other negotiable instrument representing payment from any insurance company representing payment for treatment and 
healthcare rendered by the physician/facility named above. I agree that any insurance payment representing an amount in excess of the 
charges for treatment rendered will be credited to my/our account or forwarded to my/our address upon request in writing to the 
physician/facility named above. 
 
REJECTION IN WRITING: I hereby authorize the physician/clinic named above to establish a PIP or UM/UIM claim on my behalf. I also 
instruct my insurance carrier to provide upon request to the provider/clinic named above, any rejections in writing as they apply to my 
lack of PIP or UM/UIM coverage. I allege that electronic signatures are not adequate proof of rejection, and are invalid to establish 
rejection, and instruct my carrier to provide only copies of my original signature regarding rejection as evidence of rejection of PIP or 
UM/UIM. 
 
TERMINATION OF CARE: I hereby acknowledge and understand that if I do not keep appointments as recommended to me by my caring 
doctor at this clinic, he/she has full and complete right to terminate responsibility for my care and relinquish any disability granted me 
within a reasonable period of time. If during the course of my care, my insurance company requires me to take an examination from any 
other doctor, I will notify this physician/facility immediately. I understand the failure to do so may jeopardize my case. 

 
 
By my signature be it known that I have read and fully understand the above contract. 
 
Patient Name (Printed) _______________________________Date ________________ 
 
Patient Signature ________________________________________________________ 
 
Parent/Guardian Signature ________________________________________________ 
 
 Office Manager ______________________________________Date ________________ 
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