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Ewer Specific Chiropractic Patient Intake Form 
 
 PATIENT INFORMATION 
Circle One:  Initial / Return 
Visit 

Today’s 
Date:    

Date of  
onset / injury: 

Circle if Applicable:   
    Auto Accident / Work. Comp 

Date of Birth: SS#: Circle One:   
     Right Handed / Left Handed 

Name: Nickname: 

Street: City: State: Zip: 

Email: Head of 
House: 

Marital:  Circle One 
       S  M  W  D 

Employment Status: Circle One  
       Employed        Part- time Student        Full-time Student       Other Sex:    M     F 

Employer:                                                                    Occupation: 

Phone (Home): Phone (Work): Phone (Cell): 
Please allow our office to photocopy the following items: 

 All medical cards 
 Who is the primary card holder(s)? 

Referred By: 

Have you been to another chiropractor this calendar year?               Y  /  N 
If yes, how many times? 

Have you received Physical Therapy services this calendar year?    Y  /  N 
If yes, how many times?

 
 
SPOUSE INFORMATION 

Name: Date of Birth: 

SS#: Occupation: 

Employer: Employer Phone Number: 

 
 
RELATIVE TO CONTACT in Case of Emergency  (Not Living in Home of Patient) 

Name: Relationship: 

Phone: Address: 

 
 
INSURANCE INFORMATION 

Name of Insured: Date of Birth: 

Insurance Company: ID: 

Group Number:  

 
HOW WERE YOUR REFERRED TO OUR OFFICE? 

Name: Circle One:    Attorney      Doctor       Patient     Other _______________ 

 



 
 
 
IS YOUR ILLNESS OR INJURY RELATED TO ANY OF THE FOLLOWING? 

Circle One:    Employment      Emergency      Accident     Auto Accident 
If Auto Accident, please print the state where the 
accident occurred:   
 

 
 
PERSONAL ASSESSMENT 
Has this problem been getting:                                                 Better              Worse           Staying the Same 
Have you ever been treated by a chiropractor? Yes No 
If yes, how many times this year?  
Have you ever been treated for physical therapy? Yes No 
If yes, how many times this year:  
Have you ever had the same of similar problem before? Yes No 
Have you ever had medical treatment for theis condition before? Yes No 
Have you ever had any significant accidents or falls? Yes No 
Have you every been diagnosed as having a particular health condition? 
 
 

Yes No 

Have you ever had surgery? 
               Types / How much? 
 

Yes No 

Females Only:   Are you pregnant?                                                                                MAYBE 
                           Date of last menstrual cycle? 

Yes No 

 
 
PERSONAL MEDICAL HISTORY:  (Circle Relevant Conditions) 
Allergies:   Yes    No 
     Please List: 

Asthma Alchol / Drug fProblems 

Cancer Diabetes Digestinve Disorders 
Epilepsy Heart Problems / High Blood Pressure Sinus Trouble 
Smoker  (if yes, amount) Urinary Tract / Kidney Disease Venereal Disease / Aids 
Other: Pediatric Immunizations up to Date:   Yes    No  
Do you have an Advanced Healthcare Directive / Living Will?   Yes    No           If yes, please provide ESC with a copy 
 
 
Acknowledgement of Receipt of Notice of Privacy Practices for Protected Health Information 

 

I acknowledge that I have received and/or was shown the posted copy displayed in the patient waiting area of  
Ewer Specific Chiropractic’s Notice of Privacy Practices for protected health information. 
 
Date:  _______________ Name of Patient:  __________________________________________ 
       Print Name 
 
 
    _________________________________________________________ 
    Signature of Patient/Personal Representative 
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TERMS OF ACCEPTANCE 
 
When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working towards the same objective.  
Chiropractic has only one goal.  It is important that each patient understand both the objective and method that will be used to attain it.  This will prevent 
any confusion or disappointment. 
 
Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of spinal nerve interference.  Our chiropractic method of 
correction is by specific adjustments to the spine. 
 
Health:  A state of optimal physical, mental and social well-being, not merely the absence of infirmity. 
 
Vertebral Subluxation:  Also known as spinal nerve interference.  A misalignment of one or more of the 24 vertebra in the spinal column which causes 
alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its 
maximum health potential. 
 
We do not offer to diagnose or treat any disease or condition other than vertebral subluxation.  However, if during the course of a chiropractic spinal 
examination, we encounter non-chiropractic or unusual findings, we will advise you.  If you desire advice, diagnosis or treatment for those findings, we 
will recommend that you seek the services of another health care provider. 
 
Regardless of what the disease is called, we do not offer to treat it.  Nor do we offer advice regarding treatment prescribed by others.  OUR ONLY 
PRACTICE OBJECTIVE is to eliminate a major interference to the expression of the body’s innate wisdom.  Our only method is specific adjusting to 
correct vertebral subluxations. 
 
 
I, _____________________________________________ have read and fully understand the above statements. 
 
All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete satisfaction.  I therefore accept 
chiropractic care on this basis. 
 
  ____________________________________________           ____________________ 
    Signature     Date 
 
 
Consent to evaluate and adjust a minor child 
I, _____________________________________________ being the parent or legal guardian of _____________________________________ have 
read and fully understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care. 
 
 
Pregnancy 
This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my permission to perform an x-
ray evaluation.  I have been advised that x-ray can be hazardous to an unborn child.   
Date of last menstrual period:  ______________________. 
 
  ________________________________________           ____________________ 
    Signature     Date 
 
 
Consent to Treatment - I hereby give permission to the Doctor to release any information requested by my insurance 
company acquired in the course of my examination and/or treatment. 
 
Doctor Permission - I hereby give permission to the Doctor (and whomever he may designate as his assistants) to 
administer treatment of my condition.  I also certify that no guarantee has been made as to the results that may be 
obtained. 
 
Information Review - I hereby verify that I have read and reviewed the above information and represent that same is 
true, correct, and complete.  I understand that the Doctor will be relying on the above information in his treatment of me. 
 
Financial Responsibility and Assignment of Benefits – I agree to pay all charges for medical and health care services 
not covered by my insurance company. 
 
I certify that I have read this form and understand its contents. 
 
_______________________________________________________________________           ____________________ 
                                        (Patient or other legally authorized person)                                                           (Date) 
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