
Confidential Patient Information 
Name:        Hm Phone:       __Cell Phone:            

Address:        City:       St:    Zip:   

Date of Birth: _________  Marital Status (circle one)  M S D W     Age   

E-mail Address       __________________________________________ 

Occupation:        Employer:        

Spouse’s Name:          # of Children:     

Who may we thank for referring to our office:            

Have you ever had Chiropractic care before?   Yes □  No □    Date:      

Is this injury/illness related to an Automobile Accident?  Yes □    No □         Date: ___________________ 

 

Due to changes in health insurance fees, patient self billing has become a much more cost effective way for you, 

the patient, to get reimbursement for your care. Self billing allows us to keep our fees low so you can get the 

care you need without any added cost. Therefore, our policy is that all payment is due at the time of service and 

bills will no longer be sent to your insurance provider. Statements will be provided for individuals to submit 

their own bills ensuring that as your insurance provider pays for your care, they will send the reimbursement 

check directly to you. 

 

Please mark below which option most closely describes your goals in this office. 

 

□  Corrective Care: I want to find the cause of the problem and correct it as much as possible. (when the  

                                     Problem is corrected the pain will also leave) 

□  Performance/Relief Care: I want to reduce or eliminate specific symptoms as quickly as possible. (I am  

                                                    not concerned with correcting the cause of the problem at this time.) 

□  Wellness Care: I don’t have any specific symptoms or problems that I know of. I just want to make sure  

                                  my body is functioning at its best.  

□  Occasional Treatments: I like the way I feel after getting adjusted and/or ART treatment. I just want to  

                                                have a chiropractor I can go to when I want to get treatment. 

                                                How frequently do you like to get adjusted? ______ times per wk / mo / yr.  

□  Other: ________________________________________________________________________________ 

 

I authorize Renewed Life Chiropractic Center to render necessary services to me and understand that I am 

responsible for all charges incurred. 

 

Patient Signature:            Date:     

THANK YOU FOR ALLOWING US TO SERVE YOU!



 

What hurts and how long has it hurt? 

1.          

2.          

3.          

4.          

When do you think these problems originally started? 

1.          

2.          

3.          

4.          

List other Chiropractic or Medical Doctors you have 

consulted for these conditions. 

1.          

2.          

3.          

4.          

 

 

 

 

 

Check any of the following you have had in the last six months: 

(    )  Headaches     (    )  Numbness 

(    )  Surgery                           (    )  Frequent Nausea/ Vomiting 

(    )  Vision Problems    (    )  Abdominal Cramps 

(    )  Ear Aches     (    )  Constipation 

(    )  Dizziness     (    )  Diarrhea 

(    )  Heart Problems    (    )  Poor / Excessive Appetite 

(    )  Lung Problems / Congestion   (    )  Excessive Thirst 

(    )  Blood Pressure Problems   (    )  Painful / Excessive Urine 

(    )  Ankle Swelling    (    )  Discolored Urine 

(    )  Prostate/ Sexual Dysfunction   (    )  Diabetes 

(    )  Menstrual Cycle Dysfunction   (    )  Cancer 

 

 

Are you pregnant?   (    ) Yes    (    ) No    (    ) Not Sure 

PLEASE MARK AN X ON THE DIAGRAM 

BELOW WHERE YOUR PROBLEMS ARE 



 

Informed Consent to Chiropractic 

Adjustments and Care 
 

I hereby request and consent to the performance of chiropractic adjustments and other procedures by one of our 

licensed doctors of chiropractic who now or in the future may practice in, work or associate with, or be 

employed by Deon Jenkins, D.C. 

 

I have had an opportunity to discuss with a Doctor the nature and purpose of chiropractic adjustments and other 

procedures including the practice’s privacy notice. 

 

The following points have been explained to me, to my satisfaction, and I have had an opportunity to discuss 

them with Deon Jenkins, D.C. and/or other clinic personnel: 

 

1. Chiropractic care is the science, philosophy and art of locating and correcting spinal    subluxations 

(misalignments) and such, is oriented toward improvement of spinal function relative to range-of-motion, 

muscular and neurological aspects. There has been no promise, implied or otherwise, of a cure for any 

symptom, disease or condition as a result of treatment in this clinic.  

 

2. I understand that the chiropractor will use his/her hands or a mechanical device upon my body to adjust a 

joint which may cause an audible “pop” or “click.”  

 

3. As with the practice of medicine, the practice of chiropractic is not an exact science, but relies upon 

information related by the patient, information gathered during examination, and the doctor’s interpretation 

thereof, as well as the doctor’s judgment and expertise in working with like cases. 

 

4. It is not reasonable to expect my chiropractor to be able to anticipate, or explain, all possible risks and 

complications of a given procedure on any particular visit and I wish to rely on the doctor to exercise 

professional judgment during the course of any procedures, which he feels at the time to be in my best interest. 

 

5. An undesirable result, or side effect, does not necessarily indicate an error in judgment or an improper 

treatment. 

 

6. As with any health care procedure there are certain complications which may arise during a chiropractic 

adjustment. Those complications include sprains/strains, dislocations, fractures, disc injuries, or cerebral-

vascular accidents. These complications are extremely rare occurrences. 

 

I have read the above consent, or had it read to me, have had the opportunity to ask questions and receive 

answers, am comfortable with the information provided and consent to chiropractic treatment and management 

on that basis. 

 

              

Patient’s Name Printed                                                              Date 

 

              

Patient’s Signature                                                                  Parent or Guardian 

 

 

 

 

 

 



 

Patient Health Information Consent Form 

 
We want you to know how your Patient Health Information (PHI) is going to be used in this 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 request PHI to the 

Health Insurance Company (for companies) provides 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 give 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 

 

 

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

procedures. 

 

 

 

Patient Signature ______________________________________________            Date __________________ 

 


