




PERSONAL HISTORY FORM 
 

1. Do you smoke?      Yes  No How much?   ___________________ 

2. Do you drink alcohol?   Yes  No How much?  ___________________ 

3. Do you do any recreational drugs?     Yes     No How much?   ___________________ 

4. Do you exercise?     Yes   No   How much?  ___________________ 

5. Are you pregnant, or any chance of being pregnant? (Female Only)    Yes     No     How far along? _____________   

Who have you seen as your primary care/medical doctor? 

____________________________________________________________________________________ 

 

Location: _________________________________________Telephone: __________________________ 

 

 

Past Hospitalizations: (list date and reason) 

 ___/___/___/ ___________________________________ 

___/___/___   ___________________________________ 

___/___/___ ____________________________________  

 

Past Surgeries: (list date and reason) 

 ___/___/___   ___________________________________ 

___/___/___   ____________________________________ 

___/___/___   ____________________________________ 

 

Past Fractures: (list date and reason) 

 ___/___/___   ___________________________________________________ 

___/___/___   ____________________________________________________ 

___/___/___   ____________________________________________________ 

 

List any chronic diseases you may have: _______________________________________________ 

________________________________________________________________________________ 

 

Are you currently taking any prescription drugs? [  ] Y   [   ] N 

Please list: 

___________________________________     ___________________________________________ 

___________________________________     ___________________________________________ 

 

Dr. Signature: ___________________________________________   Date: _________________ 

 

Patient Name: _______________________________________ DoB: _________________ Pt. Acct #:_______ 

 





 

PATIENT WAIVER FOR NON-COVERED SERVICES 
 

Patient’s Name: _____________________________       ACCT #: ___________________ 
 

Your insurance does not pay for all your healthcare costs.  Some items and services are not 
considered “covered benefits” under your health insurance plan and as such, your insurance 
will not pay for these services.  
 
Your physician believes that the following service(s), although not covered by your health 
insurance, are an important part of your chiropractic care and recommends that you receive 
these services as part of your current treatment plan.  However, since the services listed 
here are not considered to be a covered benefit under your health insurance, should you 
choose to receive these services; you will be personally responsible for the payment of such 
services.  The purpose of this notice is to help you make an informed choice about whether 
you want to receive these items or services.  

 

The services recommended by your physician are listed below: 
 

X-Rays_____________________________________  $60.00________ 
Decompression Therapy________________________  $65.00_/ $45.00 
Dry Needling_________________________________     $50.00_/ $35.00 
Laser Treatment______________________________  $15.00________  
Cupping Treatment____________________________  $15.00________         

  
 

I acknowledge that I have been informed in advance of receiving these services, that these 
services are not covered by my health insurance plan.  I have chosen to receive these 
services and understand that I will be financially responsible for the charges indicated above. 
 

Print Patient Name _____________________________________ 

Patient Signature ______________________________________ 

Name of Parent or Legal Guardian (if applicable) __________________________ 

Signature of Parent or Legal Guardian (if applicable) _______________________ 

 

  Date_________________ 

This form must be signed by the patient or legal guardian PRIOR to receiving any 
non-covered services or items and must be maintained in the patient’s medical 
record.  

 


