
 

PATIENT INTAKE FORM 
Patient Name: _______________________________________________ Date: ______________________________________ 
 
1. Is today’s problem cause by:     □ Auto Accident □ Workman’s Compensation 
 
2. Indicate on the drawings below where you have pain/symptoms 

 

 
 
3. How often do you experience your symptoms? 
 □ Constantly (76 – 100% of the time)  □ Occasionally (26 – 50% of the time) 
 □ Frequently (51 – 75% of the time)   □ Intermittently (1 – 25% of the time) 
 
4. How would you describe the type of pain? 
 □ Sharp   □ Shooting  □ Shooting with motion 
 □ Dull   □ Stiff   □ Stabbing with motion 
 □ Diffuse  □ Numb   □ Electric like with motion 
 □ Achy   □ Tingly    □ Other: ________________________ 
 □ Burning  □ Sharp with motion                                                                                                         
 
5. How are your symptoms changing with time? 
 □ Getting Worse   □ Staying the Same □ Getting Better    
 
6. Using a scale from 0 – 10 (10 being the worst), how would you rate your problem? (Please circle) 
 0  1 2 3 3 5 6 7 8 9 10  
 
7. How much has the problem interfered with your work? 
 □ Not at all □ A little bit □ Moderately □ Quite a bit □ Extremely 
 
8. How much has the problem interfered with your social activities? 
 □ Not at all  □ A little bit □ Moderately □ Quite a bit □ Extremely 
 
9.Who else have you seen for your problem? 
 □ Chiropractor  □ Neurologist □ Primary Care Physician   
 □ ER Physician  □ Orthopedist □ Massage Therapist 
 □ Physical Therapist □ No One □ Other: ________________________ 
 
10. How long have you had this problem? _______________________________________________________________________ 
 
11. How do you think your problem began? _____________________________________________________________________ 
 
12. Do you consider this problem to be severe?  □ Yes  □ Yes, at times □ No 
 
13. What aggravates your problem? 
___________________________________________________________________________________________________________
_ 
  
14. What concerns you the most about your problem; what does it prevent you from doing? 
___________________________________________________________________________________________________________
_ 
 
15. What is your: Height ________Ft _______In Weight ____________ Blood Pressure __________/___________ 
 
Occupation _________________________________________________________________________________________________ 



16. How would you rate your overall health?
□ Excellent □ Very Good □ Good □ Fair □ Poor

17. What type of exercise do you do?
□ Strenuous □ Moderate □ Light □ None

18. Indicate if you have any immediate family members with any of the following:
□ Rheumatoid Arthritis □ Diabetes □ Lupus
□ Heart Problems □ Cancer □ ALS

19. For each of the conditions listed below, place a check in the “past” column if you have had the condition in the past. If
you presently have a condition listed below, place a check in the “present” column.

Past Present Past Present Past Present
□ □ Headache □ □ High Blood Pressure □ □ Diabetes
□ □ Neck Pain □ □ Heart Attack □ □ Excessive Thirst
□ □ Upper Back Pain □ □ Chest Pains □ □ Frequent Urination
□ □ Mid Back Pain □ □ Stroke □ □ Smoking/Tobacco Use
□ □ Low Back Pain □ □ Angina □ □ Drug/Alcohol Dependence
□ □ Shoulder Pain □ □ Kidney Stones □ □ Allergies
□ □ Elbow/Upper/Arm Pain □ □ Kidney Disorders □ □ Depression
□ □ Wrist Pain □ □ Bladder Infection □ □ Systemic Lupus
□ □ Hand Pain □ □ Painful Urination □ □ Epilepsy
□ □ Hip Pain □ □ Loss of Bladder Control □ □ Dermatitis/Eczema/Rash
□ □ Upper Leg Pain □ □ Prostate Problems □ □ HIV/AIDS
□ □ Knee Pain □ □ Abnormal Weight/Gain Loss □ □ Hepatitis
□ □ Ankle/Foot Pain □ □ Loss of Appetite □ □ Dizziness
□ □ Jaw Pain □ □ Abdominal Pain □ □ Cancer
□        □ Joint Pain/Stiffness □ □ Ulcer □ □ Tumor
□ □ Arthritis □ □ Liver/Gall Bladder Disorder FOR FEMALES ONLY
□ □ Rheumatoid Arthritis □ □ Chronic Sinusitis □ □ Birth Control Pills
□ □ Muscular Incoordination □ □ General Fatigue □ □ Hormonal Replacement
□ □ Visual Disturbances □ □ Asthma □ □ Pregnancy
□ □ Other _________________________

20. List all Prescription medications you are currently taking:

_________________________________________________________________________________________________

21. Are you allergic to any prescription drugs? □ No □ Yes   If yes, which ones?

_________________________________________________________________________________________________

22. List all of the medications/supplements/vitamins you are currently taking

_________________________________________________________________________________________________

23. List all surgical procedures you have had:

_________________________________________________________________________________________________

24. Have you ever been hospitalized? □ No □ Yes If yes, why

_________________________________________________________________________________________________

25. Have you had significant trauma? □ No □ Yes

________________________________________________________________



26. What activities do you do at work?
□ Sit: □ Most of the day □ Half of the day □ A little of the day
□ Stand: □ Most of the day □ Half of the day □ A little of the day
□ Computer work: □ Most of the day □ Half of the day □ A little of the day
□ On the phone: □ Most of the day □ Half of the day □ A little of the day

27. Anything else pertinent to your visit today?

_________________________________________________________________________________________________

Patient Signature __________________________________ Date __________________________________



EHR Certification – Patient Information

Dear Patient: The US Government is now requiring that we supply them with the following information:

PATIENT DEMOGRAPHICS:
Staff: (To be entered in EZnotes through “Edit Patient Info”)

Name: (Print Clearly) _____________________________ Today’s Date: _______________

Date of Birth: ___________________

Ethnicity: (Please Circle)
Race: (Please circle)

Preferred Language: (Please circle)

English Spanish French German Italian

Mandarin Cantonese Tagalog Japanese Other

What is your preferred method of contact? (Please circle)

Phone Number:__________________________ *Home *Work *Cell

Phone Call: Y/N Text Messages: Y/N

E-mail: _____________________________________________________

Mailing Address: _____________________________________________________

_____________________________________________________

______________________________________________________

White American Indian/
Alaskan Native

Asian

Black/African
American

Native Hawaiian/
Pacific Islander

Two or
More

Hispanic or Latino Not Hispanic or
Latino



LISA A. PRICE D.C.P.C.

19361 EAST 10 MILE RD. * ROSEVILLE, MI * 48066

PHONE 586-778-2323 * FAX 586-350-0334

Informed Consent to Care

You are the decision maker for your health care. Part of our role is to provide you with

information to assist you in making informed choices. This process is often referred to as

“informed consent” and involves your understanding and agreement regarding the care we

recommend, the benefits and risks associated with the care, alternatives, and the potential

effect on your health if you choose not to receive the care.

We may conduct some diagnostic or examination procedures if indicated. Any

examinations or tests conducted will be carefully performed but may be uncomfortable.

Chiropractic care centrally involves what is known as 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.

It is important that you understand, as with all health care approaches, results are not

guaranteed, and there is no promise to cure. 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.

With respect to strokes, there is a rare but serious condition known as an “arterial dissection”

that typically is caused by a tear in the inner layer of the artery that may cause the

development of a thrombus (clot) with the potential to lead to a stroke. The best available

scientific evidence supports the understanding that chiropractic adjustment does not cause a

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.

Arterial dissections occur in 3-4 of every 100,000 people whether they are receiving

health care or not. Patients who experience this condition often, but not always, present to



their medical doctor or chiropractor with neck pain and headache. Unfortunately, a percentage

of these patients will experience a stroke.

The reported association between chiropractic visits and stroke is exceedingly rare and

estimated to be related in one in a million to one in two million cervical adjustments. For

comparison, the incidence of hospital admission attributed to aspirin use from a major GI

events of the entire (upper and lower) GI tract was 1219 events/per one million persons/year

and risk of death has been estimated as 104 per one million users.

It is also important that you understand that 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 have read, or have had read to me, the above consent. I appreciate that it is not

possible to consider every possible complication to care. I have also had an opportunity to ask

questions about its content, and by signing below, I agree with he current or future

recommendation to receive chiropractic care as is deemed appropriate for my circumstance. I

intend this consent to cover the entire course of care from all providers in this office for my

present condition and for my 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: ______/______/______



             Patient Keeps 
LISA A. PRICE D.C.P.C. 

19361 EAST 10 MILE RD * ROSEVILLE, MI 48066 * 586-778-2323 

 
 

NOTICE OF PRIVACY PRACTICES 
Abridged Edition 

 
Effective April 14, 2003, the Department of Health & Human Services has implemented protection for patient health care information. It outlines who we 
may disclose information to without your authorization and how we can disclose your protected health information with your authorization as well as 
how you can gain access to your personal health information or to make a complaint to the Department of Health & Human Services, if you feel your 
protected health information was used in an improper way. This notice will give you a brief description of our entire privacy practices. 

 
USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 

 
So that this office can treat you, receive payment for that treatment and run our health care operation, we may use your protected health information 
without your authorization to send to third party payers, administrators, etc. 

 
USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION THAT MAY BE MADE WITH YOUR WRITTEN AUTHORIZATION  

 
With your signed authorization we may make communications with you to promote products and services that may not be for a specific purpose of 
providing treatment advice. You have the right to revoke this authorization.  Other permitted and required uses and disclosures that may be made 
without your authorization or opportunity to object-we may disclose to a member of your family, a relative, a close friend or other person you identify, 
your protected health information that directly related to that person’s involvement in your health care.  We may also disclose your protected health 
information to an authorized public or private entity as required by law. 

 
OTHER PERMITTED AND REQUIRED USES AND DISCLOSURES THAT MAY BE MADE WITHOUT YOUR CONSENT, AUTHORIZATION OR 

OPPORTUNITY TO OBJECT 

 
We may use or disclose your protected health information in the following situations: 
 ● Required by law 
 ● Health Oversight 
 ● Legal Proceedings 
 ● Research 
 
You may inspect or obtain a copy of your protected health information for as long as we maintain the information unless protected by federal law.  

 
RIGHT TO REQUEST A RESTRICTION OF YOUR PROTECTED HEALTH INFORMATION 

 
You may ask us not to use or disclose any part of your protected health information for the purpose of treatment, payment or health care operation.  
Also, you may request that any part of your protected health information not be disclosed to your family members or friends who may be involved in 
your care. Your request must be in writing and state specific restrictions requested and to whom it applies. 

 
RIGHTS TO REQUEST TO RECEIVE CONFIDENTIAL COMMUNICATION FROM US BY ALTERNATIVE MEANS OR AT AN ALTERNATIVE 

LOCATION 

 
You may request that you receive those communications from us at an alternative location or by alternative means than is normally provided to other 
patients. 

 
RIGHT TO AMEND YOUR PROTECTED HEALTH INFORMATION 

 
You may request an amendment to your protected health information for as long as we maintain your protected health information. In certain cases, we 
may deny your request for an amendment. 

 
RIGHT TO RECEIVE AN ACCOUNTING OF CERTAIN DISCLOSURES WE HAVE MADE 

 
You have the right to receive an accounting if we receive a request for disclosure of information for purposes other than treatment, payment and health 
care operations.  

 
RIGHT TO OBTAIN A PAPER COPY OF THIS NOTICE 

 
You have the right to receive a complete copy of our privacy practices by paper or electronically. 

 
COMPLAINTS 

 
If you believe your privacy right have been violated, you may complain to us or to the Secretary of Health & Human Services 
 
This notice was published and becomes effective January 1st, 2004 



Section 8: Notice of Privacy Practices Acknowledgement

Initial Uses Authorization Form

Lisa A. Price D.C.P.C.

Effective: 02/01/2006

By signing this form, you acknowledge that you were presented with a copy of

the Notice of Privacy Practices of Lisa A. Price D.C. Our Notice of Privacy Practices

provides information about how we may use and disclose your protected health

information. We encourage you to read it in full.

Our Notice of Privacy Practices is subject to change. The most current Notice of

Privacy Practices will always be placed on display in the office. You may obtain

additional copies of our most current notice by requesting it from our privacy official,

Lisa A. Price D.C.

Lisa A. Price D.C.P.C. also uses protected health information for the following

reasons: (you may opt out of the authorization). Special initial authorization is required

and attached.

Marketing; internal referral board, testimonials, pictures on bulletin board, or

information unrelated to healthcare and other marketing materials. __________ (please

initial)

If you have any questions regarding this notice or our health information privacy

policies, please contact:

Lisa A. Price D.C.

You may reach the Privacy Official at:

Lisa A. Price D.C.P.C.

19361 East 10 Mile Rd

Roseville, Mi 48066

Hours available: Tuesday: 9:00 am – 12:00 pm and 2:30 pm – 6:00 pm

Thursday: 9:00 am – 12:00 pm and 2:30 pm – 6:00 pm

Saturday: 8:00 am – 11:00 am



A message may be left for our privacy official any time the clinic is open, and your call

will be returned within 7 business days.

Your email address _________________________________________ (you may receive PHI through

email)

Print Patient Name __________________________________________

Signature Patient/Personal Representative _____________________________________________________

Relationship of Personal Representative ________________________ Date of Signature

_______________

**************************************************************
Staff complete only if NO signature is obtained. If it is not possible to obtain the patient’s

acknowledgment, describe the good faith efforts made to obtain the individual’s acknowledgement, and

the reasons why the acknowledgement was not obtained.

□ Patient refused to sign this acknowledgement even though the patient was asked to do so, and the

patient was given the

Notice of Privacy Practices.

□ Other: __________________________________________________________________________________________________

Staff Signature: _________________________________________________________ Date _______________________________



PATIENT PROCESSING AND RELEASE FORMS

To provide testing services, the following must be completely filled out and signed

* Insurance * Auto/Insurance * WC * Attorney Lien * Cash

Referring Physician: ______________________________ Phone: ___________________________________

First Name: __________________ Last Name: __________________ DOB: ___/____/_____ SS# _____/___/_____
Address: _____________________________ Apt: _______ City: __________________ State: ____ Zip: ________
Home #: ________/________/________ Cell # ________/________/________ Work # ________/________/________
Marital status: * S * M * D * W Sex: * M * F Referred by: __________________________________________

Employer: ________________________________________ Work # ________________ Fax: # _________________
Address: ____________________________________ City: ____________________ State: _____ Zip: __________

Primary Insurance: __________________________ ID # ________________________ Group: ___________________
Insurance Phone # ________________________________ Subscriber’s relationship to Patient: ____________________
Subscribers First Name: _____________________ Last Name: _____________________ DOB: _____/_____/_______
Subscriber’s address if different from above: ______________________________________________________________

Secondary Insurance: ________________________ ID # ________________________ Group: ___________________
Insurance Phone # ________________________________ Subscriber’s relationship to Patient: ____________________
Subscriber’s First Name: _____________________ Last Name: _____________________ DOB: _____/_____/_______
Subscriber’s address if different from above: ______________________________________________________________

I authorize the following for all medical services rendered to me:
1. Processing of all insurance forms by Lisa A. Price D. C., P. C.
2. Release of all necessary information by Lisa A. Price D. C., P. C. for such processing.
3. Payment of all medical benefits directly to Lisa A. Price D. C., P. C. or their agents.
4. Appeal of insurance payments/denials at all levels.
5. A photocopy of this form may be used instead of the original.

____________________________________________________ _________________________________________
Patient Signature Date

Note: Your health information will be kept strictly confidential. Any information that we collect about you on this form
will be kept confidential in our offices. If a claim is submitted to Medicare, your health information on this form may be
shared with Medicare. Your health information which Medicare sees will be kept confidential by Medicare.

All patients will be responsible for their deductible and co-pays. All payments are due at the time of service. If
you have any question, please contact our billing department.


