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PW START:_________ PW END:__________ 
TYPE:__________                    ACCOUNT #: __________________ CA: ________ 
REF:____________  
 

NEW PATIENT INTAKE – ONLINE 
 

 

FIRST NAME: _______________________ LAST NAME: __________________________ MIDDLE INITIAL_____ 

CELL PHONE: __________________ WORK PHONE: ________________ HOME PHONE: __________________ 

ADDRESS: ______________________________ CITY: ____________________ STATE: ______ ZIP: _________ 

AGE: ______ DATE OF BIRTH: ____/_____/______ SSN: _____-______-______ HEIGHT: _____ WEIGHT: _____ 

SEX:  FEMALE    MALE  OTHER __________         MARITAL STATUS:  MARRIED   SINGLE   WIDOWED   DIVORCED 

E-MAIL ADDRESS:_____________________________________@_______________.COM___________ 

OCCUPATION: ________________________________ EMPLOYER: ___________________________________ 

WORK STATUS:   FULL TIME     PART TIME   STUDENT:  FULL TIME    PART TIME 

DRIVERS LICENSE #: _________________STATE______ HOW WERE YOU REFERRED TO US?_______________ 

SPOUSES NAME: ________________________________ OCCUPATION: _______________________________ 

IN CASE OF EMERGENCY, PLEASE CONTACT (NAME & PHONE #): ____________________________________ 

ARE TODAY’S PROBLEMS RELATED TO: ____AUTO INJURY ____WORKMAN’S COMPENSATION ____NEITHER 

Please describe your condition(s) beginning with most severe, and rate from 0-10, with 10 being the worst. 

1. ____________________________(___/10)          3. ___________________________(___/10) 
 

2. ____________________________(___/10)          4. ___________________________(___/10) 
 

1. How often do you experience pain? ___Constantly (75-100%) ___Frequently (50-75%) ___Occasionally (25-50%) ___Intermittently (1-25%)  

2. How would you describe the type of pain? __ Achy  __Sharp  __Dull  __Burning  __Shooting  __Other 

3. How are your symptoms changing with time? _____Getting Worse   _____Staying the Same 

4. How much has the problem interfered with your work?  ____Not at All  ____Moderately  ___Extremely 

5. How much has the problem interfered with social activities? ___Not at All  ___Moderately  __Extremely 

6. Who else have you seen for your problem: ___Chiropractor ___Neurologist ___Primary Care ___ER  
___Orthopedist  ___Massage Therapist  ___Physical Therapist  ___Other:__________________________ 

Details:________________________________________________________________________________ 

7. How long have you had this problem? _______________________________________________________ 
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8. How do you think the problem began? ______________________________________________________ 

9. Do you consider this problem to be severe? ___Yes  ___No 

10. What aggravates your problem? ____________________________________________________________ 

11. What makes your problem better? __________________________________________________________ 

12. What concerns you the most about your problem? ____________________________________________ 

13. Are you currently pregnant? If so, when is your due date? ______________________________________ 

14. How would you rate your overall health? ___Very Good ___Good ___Fair ___Poor 

15. What time of exercise do you do? ___Strenuous ___Moderate ___Light ___None 

16. FAMILY HISTORY: Place an (X) on all that applies: 

 
 
 
 
 

17. Do you suffer from any condition that you would like your Doctor to be aware of? ___Yes  ___No 

Please Explain (if yes):____________________________________________________________ 

18. Please list any past conditions you may have had (relative to care today): __________________________ 
 

OPERATIONS AND PROCEDURES 
(please check all past or current symptoms) 

 

GENERAL SYMPTOMS RESPIRATORY GENITO-URINARY MUSCLE AND JOINTS 
  Allergy (what)   Chest Pain   Bed Wetting   Backache 
  _____________________   Chronic Cough   Blood in Urine   Foot Trouble 
  Bronchitis   Difficulty Breathing   Frequent Urination   Hernia 
  Chills (constant)   Spitting Blood   Inability to control Urine   Pain between Shoulders 
  Convulsions   Spitting Phlegm   Kidney Infection   Painful Tailbone 
  Dizziness     Kidney Stones   Stiff Neck 
  Fainting     Painful Urination    Spinal Curvature 
  Fatigue     Prostate Trouble   Swollen Joints 
  Headache       Tremors 

        Twitching 
CARDIO-VASCULAR SKIN/ALLERGIES FEMALES ONLY 

  High Blood Pressure   Bruises Easily   Cramps 
  Low Blood Pressure   Dryness   Hot Flashes 
  Heart Trouble   Eczema   Irregular Cycle 
  Poor Circulation   Hives/Allergies   Pregnant Now 
  Rapid Heart   Itching    Date of last Menstrual Cycle 
  Swollen Heart   Sensitive Skin       ___________________ 
  Strokes   Skin Eruptions   

  Swelling Ankles     

  Varicose Veins     

  Rheumatoid Arthritis   Diabetes    Arthritis  
  Heart Attacks   Cancer    Tuberculosis 
  Gout    High Blood Pressure   Mental Illness 
  Migraine    Kidney Disease   Epilepsy  
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19. What activities do you do outside of work (hobbies, activities, interests, sports, etc.)? _______________ 
______________________________________________________________________________________ 

20. List all surgical procedures you have had: ____________________________________________________ 

21. Have you ever been hospitalized? ___No  ___Yes, please explain _________________________________ 

22. Have you seen a chiropractor before?  ___No  ___Yes, who and when _____________________________ 

23. Do you have a family physician? ___No  ___Yes, who and where __________________________________ 

24. Anything else pertinent to your visit today? __________________________________________________ 
 
 
 
 
 
 
I hereby authorize Schilsky Chiropractic Center to examine me, including x-rays if indicated by my exam, and to release my records 
to anyone I designate. I further authorize treatments deemed necessary by the findings, and wish all my chiropractic records to be 
held in strict secret confidence and not to be given to anyone without my written consent. I authorize payment directly to the doctor 
for my insurance company and I clearly understand that I am totally responsible for payment should my insurance company deny 
payment, or make payment directly to me. Frist day’s fees are due and payable at the time of service.  

BY SIGNING YOUR NAME BELOW, YOU CERTIFY THE ACCURACY OF YOUR MEDICAL AND/OR ACCIDNET HISTORY AND FURTHER 
CERTIFY THAT YOU PRESENT TO SCHILSKY CHIROPRACTIC CENTER’S OFFICE FOR EVALUATION AND TREATMENT OF A HEALTH-
RELATED CONDITION AND FOR NO OTHER PURPOSE. 

 

 

PATIENT NAME : ______________________________________________   

 

PATIENT’S/GUARDIAN’S SIGNATURE : ______________________________________ DATE: _____________ 
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ACCOUNT #_______________ CA_______  
 

PAIN SCALE - NECK/CERVICAL  
 

FUNCTIONAL RATING INDEX - In order to properly asses your condition, we must understand how much your neck and/or back problems 
are a8ecting your ability to manage everyday activities. For each item below, please circle the number which most closely describes your 
condition right now. 
 

 
 
  
PATIENT NAME: ______________________________________ SIGNATURE: _____________________________________ DATE:___________________  

SCORE: ______________ 
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ACCOUNT #_______________ CA_______  
 

PAIN SCALE - BACK/LUMBAR                
 

FUNCTIONAL RATING INDEX - In order to properly asses your condition, we must understand how much your neck and/or back problems 
are a8ecting your ability to manage everyday activities. For each item below, please circle the number which most closely describes your 
condition right now. 
 

 
 
 
PATIENT NAME: ______________________________________ SIGNATURE: _____________________________________ DATE:___________________ 

SCORE: ______________ 



Account #: _________________ CA Initials: ______  

SCHILSKY CHIROPRACTIC CENTER 
312 DOLPHIN DRIVE JACKSONVILLE, NC 28546 

OFFICE  910-347-4033    FAX   910-347-0854 
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APPOINTMENT REMINDERS AND HEALTH CARE INFORMATION AUTHORIZATION 
 
Your chiropractor and members of the practice staff may need to use your name, address, phone number, and you 
clinical records to contact you with appointment reminders, information about treatment alternatives, or other 
health related information that may be of interests to you. If this contract is made by phone and you’re not home, 
a message will be left on your answering machine. By signing this form, you are giving us authorization to contact 
you with these reminders and information. 
 
You may restrict the individuals or organizations to which your health care information is released, or you may 
revoke your authorization to us at any time; however, your revocation must be in writing and mailed to us at our 
office address. We will not be able to honor your revocation request if we have already released your health 
information before we receive your request to revoke your authorization. In addition, if you were required to give 
your authorization as a condition of obtaining insurance, the insurance company may have a right to your health 
information if they decide to contest any of your claims.  
 
Information that we use or disclose based on the authorization you are giving us may be subject to re-disclosure by 
anyone who has access to the reminder or other information and may no longer be protected by the federal 
privacy rules. 
 
You have the right to refuse to give us this authorization. If you do not give us authorization, it will not affect the 
treatment we provide to you or the methods we use to obtain reimbursement for you care. 
 
You may inspect or copy the information that we use to contact you to provide appointment reminders, 
information about treatment alternatives, or other health related information at any time (164.524). 
 
This notice is effective as of April 14, 2003. This authorization will expire 7 years after the date on which you have 
received services from us. 
 
I authorize you to use or disclose my health information in the manner described above. I am acknowledging that I 
have received a copy of this authorization. 

 
___________________________    ___________________________ 
Patient Printed Name      Date 
 
___________________________    ___________________________ 
Patient Signature      Authorized Provider Representative  
 
___________________________    ___________________________ 
Personal Representative Printed    Personal Representative Signature 

 

Description of personal representative’s authority to act for the patient.  
  





Account #: _________________ CA Initials: ______  
 

SCHILSKY CHIROPRACTIC CENTER 
312 DOLPHIN DRIVE JACKSONVILLE, NC 28546 

OFFICE  910-347-4033    FAX   910-347-0854 
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NOTICE OF PRIVACY PRACTICE AND PATIENT CONSENT FOR USE  
AND DISCOLSURE OF PROTECTED HEALTH INFORMATION 

Sprague, PLLC dba Schilsky Chiropractic Center 

 
_______________________________________  __________________  _________________________                            

PATIENT NAME       DATE          ACC #  
 
I understand that under Health Insurance Portability and Accountability Act of 1996 (HIPPA), I have certain Patient 
Rights regarding my health protected information. 
 
I understand that Sprague, PLLC dba Schilsky Chiropractic Center may use or disclose my protected health information 
for treatment, payment, or health care operations – which means for providing health care for me, the patient; handling 
billing and payment; and, taking care of other health care operations. Unless required by the law, there will be no other 
used and discolors of this information without my authorization.  
 
Sprague, PLLC dba Schilsky Chiropractic Center has a detailed document called the ‘Notice of Privacy Practices.’ It 
contains a more complete description of your rights to privacy and how we may sue and disclose protected health 
information.  
 
I understand that I have the right to read the ‘Notice’ before signing this agreement. If I ask Sprague, PLLC dba Schilsky 
Chiropractic Center will provide me with the most current Notice of Privacy Practices. 
 
My signature below indicates that I have been given the chance to review such a copy of the Notice of Privacy Practices. 
My signature means that I agree to allow Sprague, PLLC dba Schilsky Chiropractic Center to use and disclose my 
protected health information to carry out treatment, payment, and healthcare operations. I have the right to revoke this 
consent in writing at any time, except to the extent that Sprague, PLLC dba Schilsky Chiropractic Center has taken action 
relying on this consent.  
 

________________________________________  ___________________ 
SIGNATURE (Patient or Legal Custodian/Authorized Representative)  DATE 

 
________________________________________  ___________________ 
RELATIONSHIP TO PATIENT (If signed by another party)   DATE 

 
 

   You may obtain your copy of our Notice of Privacy Practices, including any 
     revisions of our ‘Notice at any time by contacting: 

 
    Sprague, PLLC dba Schilsky Chiropractic Center 

312 Dolphin Drive 
           Jacksonville, NC 28546 

                          Or call (910) 347-4033  
 



Schilsky Chiropractic Center  Page 1 of 1    djs 02.19                                                    
 

Account #: _________________ CA Initials: ______  
 

SCHILSKY CHIROPRACTIC CENTER 
312 DOLPHIN DRIVE JACKSONVILLE, NC 28546 

OFFICE  910-347-4033    FAX   910-347-0854 

 

ACKNOWLEDGMENT OF RECIEPT OF 
NOTICE OF PRIVACY PRACTICES 

 
 

__________________________________________  __________________ 
  PATIENT NAME              DATE 

 
 
I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I 
have read them or declined the opportunity to read them and understand the Notice 
of Privacy Practices. I understand that this form will be placed in my patient chart and 
maintained for six years. 
 
 

____________________________________    _______________________________    __________ 
Patient Name -- Please Print    Patient Signature    Date 

 
 
 

____________________________________    _______________________________    __________ 
Patient, Guardian or Legal Representative   Signature     Date 

 
THIS FORM WILL BE PLACED IN THE PATIENT’S CHART AND MAINTAINED FOR SIX YEARS. 

 
List below the names and relationship of people to whom you authorize the Practice to release PHI. 

 
 

___________________________    __________________________ 
 
 

___________________________    ___________________________ 
 
 

___________________________    ___________________________ 
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