
 

 

Chiropractic Case History/Patient Information 

 

Date:__________________  Patient #___________     Doctor:___________________ 
 

Name:__________________________     Social Security #__________________Home Phone: _______________ 

Address:____________________________________City:___________________ State:______ Zip:___________ 

E-mail address:____________________________Fax # __________________ Cell Phone:__________________ 

Age:_______ Birth Date:___________ Race:______ Marital:  M  S  W  D   

Occupation:_________________________ Employer:________________________________________________ 

Employer's Address:__________________________________ Office Phone:_____________________________ 

Spouse:___________________  Occupation:________________ Employer:_______________________________ 

How many children?____________Names and Ages of Children:________________________________________ 

___________________________________________________________________________________________ 

Name of Nearest Relative:________________________  Address:______________________Phone:___________ 

How were you referred to our office?______________________________________________________________ 

Family Medical Doctor:_________________________________________________________________________ 

When doctors work together it benefits you.  May we have your permission to update your medical doctor regarding 

your care at this office?___________ 

Please check any and all insurance coverage that may be applicable in this case: 
 
 Major Medical      Worker's Compensation    Medicaid    Medicare     Auto Accident  
 Medical Savings Account & Flex Plans   Other 
 
Name of Primary Insurance Company:___________________________________________________________ 
Name of Secondary Insurance Company (if any):___________________________________________________ 
 
AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or 
chiropractic office. I authorize the doctor to release all information necessary to communicate with personal 
physicians and other healthcare providers and payors and to secure the payment of benefits. I understand that I am 
responsible for all costs of chiropractic care, regardless of insurance coverage. I also understand that if I suspend 
or terminate my schedule of care as determined by my treating doctor, any fees for professional services will be 
immediately due and payable.  

 
The patient understands and agrees to allow this chiropractic office to use their Patient Health Information 
for the purpose of treatment, payment, healthcare operations, and coordination of care. We want you to 
know how your Patient Health Information is going to be used in this office and your rights concerning 
those records. If you would like to have a more detailed account of our policies and procedures concerning 
the privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is 
available to you at the front desk before signing this consent.  The following person(s) have my permission 
to receive my personal health information: 
 

 

 
 
Patient's Signature:_____________________________________________________ Date:________________ 

Guardian's Signature Authorizing Care:_____________________________________ Date:________________ 



 

PATIENT NAME ____________________________________________ 

DATE ____________________    Doctor__________________________ 

 

HISTORY OF PRESENT AND PAST ILLNESS: 

Chief Complaint:  Purpose of this appointment:_______________________________________________ 

Date symptoms appeared or accident happened:_________________________________________ 

Is this due to:  Auto___   Work____  Other________________________________________________ 

Have you ever had the same or a similar condition?  Yes  No  If yes, when and describe:______________ 

___________________________________________________________________________________________ 

Days lost from work:_________________ Date of last physical examination:_________________________ 

Do you have a history of stroke or hypertension?_____________________________________________ 
 
Have you had any major illnesses, injuries, falls, auto accidents or surgeries?  Women, please include information 

about childbirth (include dates): _________________________________________________________________ 

___________________________________________________________________________________________ 
Have you been treated for any health condition by a physician in the last year?  Yes  No 

If yes, describe:_______________________________________________________________________________ 

What medications or drugs are you taking?_________________________________________________________ 

___________________________________________________________________________________________ 

Do you have any allergies to any medications?  Yes  No  

If yes, describe:_______________________________________________________________________________ 

Do you have any allergies of any kind?  Yes  No  

If yes, describe:______________________________________________________________________________ 

Do you have any Congenital Condition?  ___Yes   ___ No  If YES,  Describe ______________________________ 
 
Women: Are you pregnant?___________________ 
     

 
Have you had or do you now have any of the following symptoms/conditions?  Please indicate with the letter N if 
you have these conditions now or P if you have had these conditions previously. 
 

N = Now                   P = Previously 
 

 Headaches______ Frequency ________  Loss of Balance  __________ 
 Neck Pain                                 ________  Fainting               __________ 
 Stiff Neck            ________  Loss of Smell  __________ 
 Sleeping Problems           ________  Loss of Taste  __________ 
 Back Pain            ________  Unusual Bowel Patterns __________ 
 Nervousness            ________  Feet Cold  __________ 
 Tension             ________  Hands Cold  __________ 
 Irritability            ________  Arthritis   __________ 
 Chest Pains/Tightness           ________  Muscle Spasms  __________ 
 Dizziness            ________  Frequent Colds  __________ 
 Shoulder/Neck/Arm Pain          ________  Fever   __________ 
 Numbness in Fingers           ________  Sinus Problems  __________ 
 Numbness in Toes           ________  Diabetes  __________ 
 High Blood Pressure           ________  Indigestion Problems    __________ 
 Difficulty Urinating           ________  Joint Pain/Swelling __________ 
 Weakness in Extremities         ________   Menstrual Difficulties __________ 
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PATIENT NAME ____________________________________________ 

DATE ____________________    Doctor__________________________ 

 
Breathing Problems           ________  Weight Loss/Gain __________ 

 Fatigue             ________  Depression  __________ 
 Lights Bother Eyes           ________  Loss of Memory  __________ 
 Ears Ring            ________  Buzzing in Ears  __________ 
 Broken Bones/Fractures           ________  Circulation Problems      __________ 
 Rheumatoid Arthritis          ________   Seizures/Epilepsy __________ 

 Excessive Bleeding          ________   Low Blood Pressure __________ 
 Osteoarthritis           ________   Osteoporosis  __________ 
 Pacemaker                      ________   Heart Disease  __________ 
      Stroke                                   ________   Cancer   __________ 
 Ruptures                                ________   Coughing Blood  __________ 
       Eating Disorder           ________   Alchoholism  __________ 
 Drug Addiction           ________   HIV Positive  __________ 
 Gall Bladder Problems          ________   Depression  __________ 
 Ulcers            ________ 
  
      
 

SOCIAL HISTORY 
Please indicate beside each activity whether you engage in it: 

OFTEN= “O”     SOMETIMES= “S”     NEVER= “N” 
 

__________ Vigorous Exercise                                     _________ Family Pressures 
 
__________ Moderate Exercise       _________ Financial Pressures 
  
__________ Alcohol Use                                                _________ Other Mental Stresses                                        
  
__________ Drug Use             _________ Other (specify)______ 
 
__________ Tobacco Use             ___________________________ 
 
__________ Caffeine             ____________________________ 
 
__________ High Stress Activity 
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PATIENT NAME ____________________________________________ 

DATE ____________________    Doctor__________________________ 

 
 
 
 

FAMILY HISTORY 
Please review the below-listed diseases and conditions and indicate those that are current health problems of the 
family member.  Leave blank those spaces that do not apply.  Circle your answers if your relative lives around this 
locality, as some hereditary conditions are affected by similar climate. 

 
If any of the above family members are deceased, please list their age at death and cause: 
 

 
 
 
I certify the information provided is accurate to the best of my knowledge: 
 
Name of Patient _______________________________________________________________ 
 
Signature of Patient/Legal Guardian _______________________________________________ 
 
Date ____________________________________________________ 
 

 

 

 

 

 

 

 
CONDITION 

FATHER 
Age [     ] 

MOTHER 
Age [     ] 

SPOUSE 
Age [     ] 

BROTHER(S) 
Age [     ]  Age [     ] 

SISTERS 
Age [     ] Age [     ] 

CHILDREN 
Age [     ] Age [     ] 

Arthritis       

Asthma-Hay Fever       

Back Trouble       

Bursitis       

Cancer       

Constipation       

Diabetes       

Disc Problem       

Emphysema       

Epilepsy       

Headaches       

Heart Trouble       

HighBlood 
Pressure 

      

Insomnia       

Kidney Trouble       

Liver Trouble       

Migraine       

Nervousness       

Neuritis       

Neuralgia       

Pinched Nerve       

Scoliosis       

Sinus Trouble       

Stomach Trouble       

Other:       

       



 

 

PATIENT NAME ____________________________________________                                                  

DATE ____________________    Doctor__________________________ 

 

CONSULTATION QUESTIONNAIRE 

 

1. What is your major symptom? _____________________________________________________ 

2.  What does this prevent you from doing or enjoying?_____________________________________ 

3. If this is a recurrence, when was the first time you noticed this problem?____________________ 

 How did it originally occur?________________________________________________________ 

 Has it become worse recently?  Yes ___  No ___  Same ___  Better ___  Gradually Worse _____ 

 If yes, when and how? ___________________________________________________________ 

4. How frequent is the condition?   Constant  _____  Daily  ____  Intermittent  ____  Night Only ___ 

 How long does it last?  All Day _________  Few Hours ___________  Minutes ______________ 

5. Are there any other conditions or symptoms that may be related to your major symptom? 

 Yes _____   No  _____.  If yes, describe: ____________________________________________ 

 Are there other unrelated health problems?   Yes _____  No _____. If yes, describe __________ 

 _____________________________________________________________________________ 

6. Describe the pain:  Sharp _____   Dull_____    Numbness _____   Tingling _____   Aching _____ 

 Burning _____  Stabbing _____  Other ______________________________________________ 

7. Is there anything you can do to relieve the problem?  Yes ___  No ___.   If yes, describe _______ 

 ____________________.  If no, what have you tried to do that has not helped? ______________ 

 _____________________________________________________________________________ 

8. What makes the problem worse?   Standing ____  Sitting ______  Lying ______  Bending _____ 

 Lifting _____  Twisting _____  Other ________________________________________________ 

9. List any major accidents you have had other than those that might be mentioned above: _______  

 _____________________________________________________________________________ 

10. WOMEN ONLY:  Are you pregnant or is there any possibility you may be pregnant? 

 Yes _____     No _____   Uncertain _____ 

11. Remarks: _____________________________________________________________________ 

 _____________________________________________________________________________ 

 _____________________________________________________________________________ 

  NO         EXTREME 
        SYMPTOMS                   SYMPTOMS  
 
Please place an “X” on the line above to indicate level of problem. 
 
 
Doctor’s Signature ___________________________________________   Date _____________ 
 
 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pain Drawing 

 
Name:_____________________________________ Date:____________________________ 

 

Date of Birth:_______________________________ Examiner:________________________ 

 

TELL US WHERE YOU HURT. 

Please read carefully: 
Mark the areas on your body where you feel your pain. Include all affected areas. Mark areas of 

radiation. If your pain radiates, draw an arrow from where it start to where it stops. Please extend the 

arrow as far as the pain travels. Use the appropriate symbol(s) listed below. 

 

Ache > > > > >  Numbness = = = = = =  Pins & Needles o o o o  

Burning x x x x  Stabbing / / / / /  Throbbing ~ ~ ~ ~ ~ ~  



 

 
 
 
 

INFORMED CONSENT 
 
 
 
 
PATIENT 
NAME  
 
Clinic Name            Knudson Chiropractic 
 
Doctor's 
Name        Dr. Eric Knudson 
 
Address                   2187 S Diamond Lake Rd STE 700,  Rogers, MN 55374 
 

Phone   763-208-4424      Fax  
 
  
 

I will use my hands or a mechanical instrument upon your body in such a way as to move your joints.  This 
procedure is referred to as ”Spinal Manipulation” or Spinal Adjustment”   As the joints in your spine are moved, you 
may experience a “pop” as part of the process.. 
 
There are certain complications that can occur as a result of a spinal manipulation.   These compilations include, 
but are not limited to: muscle strain, cervical myelopathy, disc and vertebral injury, fractures, strains and 
dislocations, Bernard-Horner’s Syndrome (also known as oculosympathethetic palsy), costovertebral strains and 
separation.  Rare complications include, but are not limited to stroke.  The most common complication or complaint 
following spinal manipulation is an ache or stiffness at the site of adjustment. 
 
I am aware of these complications, and in order to minimize their occurrence I will take precautions.  These 
precautions include, but are not limited to my taking a detailed clinical history of you and examining you for any 
defect which would cause a complication.  This examination may include the use of x-rays.    The use of x-ray 
equipment may pose a risk if you are pregnant.  If you are pregnant, you should tell me when I take you clinical 
history. 
 
 
 

DATE 

        

Printed Name  

 

      

 Signature  
 
       Signature of Parent or Guardian (if a minor)  
 

 

 



 

 

 
 

 

 

Name of Patient______________________________ Date_____________________ 

 
WHAT TO EXPECT AFTER YOUR FIRST ADJUSTMENT 

 
Please read the following information carefully.  Sign the bottom of the sheet to indicate that you 

understand the instructions and information given. 
 

1. If you have never been adjusted, or if it has been awhile since your last adjustment, you may 

experience soreness or discomfort for a few hours to a few days.  This is a normal reaction to 

chiropractic adjustments. 

 

2. If you are sore, use ice packs on the affected area.  Ice therapy consists of the use of ice packs at 

20-minute intervals followed by 40 minutes of rest.  This can be repeated as often as needed.  Do 

not apply ice directly to bare skin.  Always protect skin with a thin covering such as a shirt or light 

towel.  Cover the ice pack with a thick towel to retain the cold. 

 

3. Do not use heat except under the doctor's instruction.  Heat may aggravate your injury. 

 

4. Stay away from heavy lifting or repetitive movements until the doctor indicates you are ready for 

normal activities.  Strenuous athletic activities such as running, lifting weights, impact aerobics, 

racquetball, tennis, skiing, bowling, etc. should be avoided.  Other things to avoid are yard work 

such as raking, digging, lifting heavy objects such as groceries, pets and children, and any other 

activities that could aggravate or re-injure your condition. 

 

5. Unless indicated by the doctor, you may return to work/school after your appointment. 

 

6. If a sudden movement causes sharp or severe pain, or if you experience swelling, contact the clinic 

at 763-208-4424.  After hours, please leave a voicemail and Dr. Knudson will follow up as soon as 

possible. 

 
 

I have read and understand the instructions given for my follow-up care. 

 

 

Patient Signature:___________________________________________ 
 

 

 

 

 

 

 

 

 

 



 

 

 

 

 
 

 

X-RAY RELEASE 

 
I hereby acknowledge that Dr. Knudson of Knudson Chiropractic has informed me of the 
advisability of, risk, inherent in, and the probable consequences of not receiving X-rays. He has 
explained to me the reasons and need for such X-rays. 
 
Notwithstanding these recommendations that_________________________(name of person to 
be treated) receives X-rays, I have decided on my own volition to refuse such X-rays, and do 
hereby release and hold harmless from any legal action or responsibility whatsoever for 
unfavorable or untoward results caused by my refusal to permit the use of this procedure, or 
from any and all problems rising from subsequent treatments I will receive from Dr. Knudson, a 
licensed Doctor of Chiropractic, and Knudson Chiropractic. 
 
Date this____________ day of____________, 20_____. 
 
 
Patient Signature: _____________________________________________ 
 
 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 
 
 Patient Name: ________________________________________________ 
 

PAYMENT POLICY INFORMATION 
 

Payment for Services will be by: Cash____ Check____ Credit Card____.  
Chiropractic services provided in this office are payable the day services are rendered unless other 
arrangements have been made prior to seeing the doctor.  
 
Note: Patients with insurance plans that have an annual maximum benefit for chiropractic services do hereby 
consent to paying for service in full once the annual maximum benefit is reached.  
 
1. Patients are personally responsible for all charges. If the staff is unable to verify insurance benefits prior to the 
end of your first visit, payment is due in full.  
 
2. There will be a $5.00 charge for paperwork above and beyond the normal claims information needed to process 
group or individual insurances or if more than 2(two) insurances are involved.  
 
3. Payment Plan is available upon approval of credit extension by the Office Manager. I authorize a credit check if 
credit is extended.  
 
4. Assignment of Insurance benefits will be accepted upon proper verification of coverage and at the discretion of 
this office. There will be verification of coverage, however "benefits quoted are not a guarantee of payment". 
Benefits are determined at the time of processing.  
 
5. Any balance remaining after 60 days with no action on the account will be charged an  
18% per annual service charge.  
 
6. A collection fee equal to 40% of balance will be added to all delinquent accounts over  
90 days past due that have to be sent to a collection agency.  
 
7. I understand and agree that health and accident insurance policies are an arrangement between my insurance 
company and myself - not between my insurance company and this office. I authorize this chiropractic clinic to 
release any medical information and to complete any usual and customary reports at no charge to assist in 
collecting from my insurance company.  
 
8. If mine is a regular insurance case, I agree to pay a percentage of services as they are rendered. I also 
understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for 
professional services will be immediately due and payable.  
 

I HAVE READ AND UNDERSTAND THE ABOVE POLICY: 
 

PATIENT'S SIGNATURE: X___________________________ Date: _______________  
(OR GUARDIAN I GUARANTOR)  
 
Witness's Signature: ________________________________ Date: _______________ 
 

 

 

 

 

 

 

 

 

 

 



 
 

Patient Health Information Consent Form 
 

We want you to know how your Patient Health information(PHI) is going to be used in the office and your rights 
concerning those records. Before we will begin any health care operations we must require you to read and sign 
this consent form stating that you understand and agree with how your records will be used. If you would like to 
have a more detailed account of our policies and procedures concerning the privacy of your Patient Health 
Information we encourage you to read the HIPAA NOTICE that is available to you at the front desk before signing 
this consent.  
 

1. The patient understands and agrees to allow this chiropractic office to use their Patient Health Information 
(PHI) for the purpose of treatment, payment, healthcare operations, and coordination of care. As an 
example, the patient agrees to allow this chiropractic office to submit requested PHI to the Health 
Insurance Company (or companies) provided to us by the patient for the purpose of payment. Be assured 
that this office will limit the release of all PHI to the minimum needed for what the insurance companies 
require for payment.  

2. The patient has the right to examine and obtain a copy of his or her own health records at any time and 
request corrections. The patient may request to know what disclosures have been made and submit in 
writing any further restrictions on the use of their PHI. Our office is not obligated to agree to those 
restrictions.  

3. A patient’s written consent need only be obtained one time for all subsequent care given the patient in this 
office.  

4. The patient may provide a written request to revoke consent at any time during care. This would not affect 
the use of those records for the care given prior to the written request to revoke consent but would apply to 
any care given after the request has been presented.  

5. For your security and right to privacy, all staff has been trained in the area of patient record privacy and a 
privacy official has been designated to enforce those procedures in our office. We have taken all 
precautions that are known by this office to assure that your records are not readily available to those who 
do not need them.  

6. Patients have the right to file a formal complaint with our privacy official about any possible violations of 
these policies and procedures.  

7. If the patient refuses to sign this consent for the purpose of treatment, payment and health care operations, 
the chiropractic physician has the right to refuse to give care.  

8. From time to time we may send you birthday cards or letters, use your name on a birthday list or use your 
name on a referral board in our office. By your signature below you have given us permission to do so. 

 
I have read and understand how my Patient Health Information will be used and I agree to these policies 
and procedures.  
 

 
________________________________________________________________________ 
Name of Patient                               Signature of Patient                               Date 
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