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KLAES CHIROPRACTIC CLINIC

Dr. Chris Klaes, Dr. Marian Klaes-Lanham,
and Dr. Levi Nehrt

New Chiropractic Patient Form

DATE ___/___/_____ 

DOCTOR# _____ Medical Record# _________

PATIENT INFORMATION

Please allow our staff to copy your driver’s license and all available insurance cards.

Welcome! Please print:

PATIENT NAME:  (Mr., Mrs., Ms., Miss, other____) ____________________________________







              First                       MI                     Last

DOB: _____________________AGE: _______SSN: __________________________________

SPOUSE’S NAME:  _____________________________________________________________

NUMBER OF CHILDREN & THEIR AGES:  __________________________________________

ADDRESS: ___________________________CITY/STATE:___________________ZIP:_______

PHONE: _____________________________ CELL: __________________________________
E-MAIL ADDRESS:  _____________________________________

EMPLOYER NAME, ADDRESS, & PHONE NUMBER: 

_____________________________________________________________________________

JOB TITLE: _______________________________________ YEARS ON THE JOB: _________

HOW DID YOU FIND OUT OR HEAR ABOUT OUR OFFICE? ___________________________
PATIENT’S PRESENT COMPLAINTS/PROBLEM (begin with the most severe).

_________________________________________________________________________
_________________________________________________________________________
WHAT ARE YOU HOPING TO ACHIEVE ON YOUR VISIT TODAY? 

_____________________________________________________________________________

On the drawings below, circle the area(s) where you have pain.
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Please circle for NECK, ARM and UPPER BODY symptoms:
On a scale of 0 to 10, with 10 being the most pain,     circle   your pain level at this time.

On this scale of 0 to 10, please     circle    your pain level when it was the worst.


Your pain or soreness is:  Diffuse/spread out     or       Localized

Character of Pain:  Achy  Boring  Burning  Dull  Lancing  Numb  Sharp  Shooting  Sore  Stiff  Tingling
Severity:                 Minimal          Mild          Moderate          Severe          Extreme

When did your pain start: ________________________________Was it:  Gradually  Suddenly

What caused your pain:: ___Auto Accident ___Work Accident __Other____________________
Frequency of Pain:        Occasional         Intermittent         Frequent          Episodic         Constant
Symptom:    Right/Left   Neck Pain   Mid-Back Pain   Headache   Migraine    Right/Left Arm Pain

Have Radiating Pain To:   Right/Left   inside/outside   front/back of:    Shoulder    Elbow    Hand  

Same problem in the past?   (Y / N)   When_________________________________________
Past Treatment:____________________________________  Past Dr: ___________________
Past Testing:  ______________________________________

Better with:   Sit   Stand   Lying down   Movement   Rest   Use  Walk   Run   Work  Other ______
Worse with:   Sit   Stand   Lying down   Movement   Rest   Use  Walk   Run   Work  Other _____
Timing:    Better/Worse    AM    PM    Sleeping    Menstrual Cycle    Weather    Other _________
Please circle for LOWER BACK, HIP, and LEG PAIN symptoms:
On a scale of 0 to 10, with 10 being the most pain,     circle   your pain level at this time.

On this scale of 0 to 10, please     circle    your pain level when it was the worst.


Your pain or soreness is:  Diffuse/spread out     or       Localized

Character of Pain:  Achy  Boring  Burning  Dull  Lancing  Numb  Sharp  Shooting  Sore  Stiff  Tingling  

Severity:                 Minimal          Mild          Moderate          Severe          Extreme

When did your pain start: ________________________________Was it:  Gradually  Suddenly

What caused your pain:: ___Auto Accident ___Work Accident __Other____________________
Frequency of Pain:        Occasional         Intermittent         Frequent          Episodic         Constant
Symptom:    Right/Left    Lower Back Pain    Right/Left    Leg Pain

Have Radiating Pain To:  Right/Left   inside/outside   front/back of the:   Hip   Knee   Ankle   Foot  

Same problem in the past?   (Y / N)   When_________________________________________
Past Treatment:____________________________________  Past Dr: ___________________
Past Testing:  ______________________________________

Better with:   Sit   Stand   Lying down   Movement   Rest   Use  Walk   Run   Work  Other ______
Worse with:   Sit   Stand   Lying down   Movement   Rest   Use  Walk   Run   Work  Other _____
Timing:    Better/Worse    AM    PM    Sleeping    Menstrual Cycle    Weather    Other _________
What home remedies have you tried to relieve your condition? _________________________

______________________________________________________________________________

Have you ever had X-Rays for this condition?   (Y / N)  

Have you ever had, for this or other conditions prior CAT Scan?  (Y / N)   MRI?  (Y / N) WHEN/WHY? _____________________________________

Previous Surgeries (what/when)?  _________________________________________________
Broken Bones (what/when)?  _____________________________________________________
Any current or past medical problems (diabetes, heart, lungs, BP, cancer, seizures, etc)?
______________________________________________________________________________

______________________________________________________________________________

Medications/Supplements (what/condition)?  ________________________________________
______________________________________________________________________________

Who is your medical doctor: ______________________________________________________
        Other doctor/specialist: ______________________________________________________

How often do you exercise?      Never          Occasionally          Frequently          Regularly

How much do you smoke?     Never     # packs/day__________    Previous Smoker?     (Y / N)

Do you drink alcoholic beverages?        Never        Occasionally          Frequently          Regularly

How many caffeinated beverages do you drink a day (soda,coffee,tea,etc.)? ______________
Financial Responsibility
I (we) agree to pay for services rendered to the above mentioned patient as charge is incurred. I (we) understand that health and accident insurance policies are arrangements between the insurance carrier and myself and that I am personally responsible for payment of any and all services, covered or non-covered. If the doctor is a contracted provider for my managed care plan, I understand I am responsible for all co-payments and non-covered services. I also understand and agree to pay all co-pays and fees for non-covered services prior to seeing the doctor, unless other arrangements have been made. I understand that if I terminate my care, any fees for professional services rendered to me will be immediately due and payable. I understand that unpaid fees for services beyond 30 days are subject to a 1. 5% monthly finance charge (18% annually).  Accounts with no payments for 90 days will be sent to a collection agency. I (we) authorize the doctor and his/her staff to release any information deemed appropriate concerning my physical condition to any insurance company, claims adjustor, case nurse, claims reviewer, employer, health care provider or attorney in order to process any claim for reimbursement or charges incurred by me as a result of professional services rendered and hereby release him/her of any consequences thereof. I agree that a photostatic copy of this agreement shall serve as the original. I (we) hereby authorize and direct payment of any medical/chiropractic expenses benefits allowable to the doctor as payment toward the total charges for professional services rendered. This payment will not exceed my indebtedness to the assignee. I agree that a photostatic copy of this agreement shall serve as the original. 

Signature of 

Patient OR Parent/Guardian: __________________________________________ Date:_______________

INFORMED CONSENT TO CHIROPRACTIC CARE

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical therapy and diagnostic x-rays, on me (or on the patient named below, for whom I am legally responsible) by the doctor of chiropractic named above.

I have had the opportunity to discuss with the doctor and/or with other office or clinic personnel the purpose and benefits of the chiropractic adjustments and other treatments.  Alternatives to treatment have been reviewed.

Though chiropractic adjustments and treatments are usually beneficial and seldom cause any problem, I understand and am informed that there are some risks to treatment.  Risks include, but are not limited to, fractures, disc injuries, dislocations, sprains and strokes.  

I understand that chiropractic is not an exact science and that, therefore, reputable practitioners cannot fully guarantee results.  I acknowledge that no guarantee or assurance has been made by anyone regarding the chiropractic treatment that I have requested and authorized.  I have had the opportunity to read this form and ask questions.  My questions have been answered to my satisfaction; I consent to the proposed treatment.  

I have read through and completed the new patient material and certify it to be true and accurate to the best of my knowledge and belief and hereby authorize Klaes Chiropractic Clinic, Inc., to do whatever is necessary, in accordance with state statutes, for care and management of my condition or complaints.  I also have read through the Financial Responsibility portion and agree to the terms noted above. 

Signature of Patient:________________________________________________  Date:________________

Signature of Parent/Guardian:_________________________________________  Date:________________

    (If patient is a minor)

Witness Signature:__________________________________________________ Date:________________







