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Dr. Ashleigh Street D.C.
INFORMATION/APPLICATION FOR CARE

The following information is needed in order to better serve you. Please complete all questions. If you need help
please ask the receptionist. (PLEASE PRINT.)

Today’s Date ______________

Patient Name _______________________________ Parents name if minor______________________

Cell Phone _____________________ E-Mail Address ______________________________________

Address _________________________ City ___________________ State ________ Zip __________

Age _____ Birth date __________________ Social Security# (Parents, if minor):______________________

Are you on Medicare? YES / NO Is your condition due to an accident? Yes _____ No _____

Date of accident? __________________ Type of accident? Auto _____ Work/On Job _____

Do you have Blue Cross Blue Shield insurance? Yes No

Referred to our office by: ________________________________
Please circle one if applicable: Veteran/ Military/ Police /Firefighter/ College Student

COMPLETE THESE DIAGRAMS
If you are in pain, please mark the exact location of your
pain on the diagram.

MAJOR COMPLAINTS
(Please list the major complaints)

_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
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Patient History
Patient Name:

Main Complaint: ______

How long have you suffered with this problem?

What have you tried to do to get rid of this problem that DID NOT work?

What gives you some temporary relief?

What is the pattern of this problem? Constant ___, Intermittent ___, Occasional ___ Cyclic ___

Are you on any type of medication? , Please list all:
________________________________________ _____

What are your top 5 health concerns: 1. _______________________________________

2. _______________________________________

3. _______________________________________

4. _______________________________________

5. _______________________________________

Do you have any children?

Do they have any health problems that you are aware of?

On a scale of 1 to 10, with 10 being the highest, rate your commitment in helping us solve this problem: ______

SIGNATURE: DATE: _____________________________

For Women Only:
Date of your last menstrual period: ______

Do you experience severe cramping with your menstrual period?

Do you suffer from PMS?
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Terms of Acceptance for Care
General: Chiropractic care and nutritional assessment seek to improve health through natural means, without drugs or surgery. The
primary goal of this office is to remove subluxations of the spine, allowing the body to function at its best, while supporting this
process with proper nutritional recommendations. Our method for correcting the spine is specific Chiropractic adjusting, using Upper
Cervical techniques. These procedures are scientifically researched, safe, and effective. We usually recommend that x-rays be taken to
further determine the source of concern. We do not diagnose or treat disease other than subluxations. However, if during the course of
Chiropractic examination, we encounter non-Chiropractic findings, we will advise you to pursue medical counsel and possible
treatment for these findings.

Nutritional Assessment: In addition to history and Chiropractic examination, we may utilize various laboratory evaluations, physical
tests, and/or computerized health assessments to gather a comprehensive understanding of your current status. Although all of these
options are available, the doctor will recommend the proper mix for each patient to suit their specific challenges. All substances
recommended are safe if taken as directed. Any adverse reactions should be reported to your Practitioner immediately. Please discuss
any significant health concerns (i.e. diabetes, high blood pressure, heart conditions, etc.) at the time of your first visit and update us
regularly.

Payment for Service: Patients are responsible for full payment at the time of service or product purchase, unless alternate
arrangements are made in advance. Currently, we accept cash, personal checks, and MC/V/Disc credit/debit cards. Additional charges
will be assessed for returned checks, missed appointments, missed payments, and copying records for third parties. I understand and
agree that should there be any unpaid insurance balance for 60 days, such balance shall automatically become my responsibility and
will be due in full at that time. All delinquent cash accounts, 30 days past due and insurance accounts 60 days past due, will be
charged an interest rate of 10% per month. In the event any balance is not paid as agreed, the undersigned agrees to pay a collection
fee not to exceed 40% of the unpaid balance. In the event a lawsuit is brought against you to collect the unpaid balance, the
undersigned further agrees to pay court costs and reasonable attorney fees in addition to the collection fee.

Cancellation Policy: At least a 12-hour notice of cancellation is required if you need to cancel your scheduled appointment. Less than
12 hours in advance results in a cancellation fee of $25. This policy was instituted for the benefit of both patients and practitioners.
We appreciate your cooperation in this manner. To cancel or reschedule, please call 801-224-1121. Voicemail is available 24 hrs.

Authorization to release information: Upper Cervical Chiropractic of Utah is authorized to release any information that it deems
appropriate concerning my physical condition to any insurance company attorney or adjuster in order to process any claim for
reimbursement of charges incurred by me as a result of professional services rendered by Upper Cervical Chiropractic of Utah,
including its designated associates and assistants and herby release Upper Cervical Chiropractic of Utah from any consequence and/or
liability concerning the same.

I authorize Upper Cervical Chiropractic of Utah to discuss all of my medical information
with the following persons. This authorization will stay in effect until revoked by me in writing.

Name Relation to patient

Name Relation to patient

Safety Notice: I understand that chiropractic adjusting tables and office equipment is not intended to be played with or around by
children. I agree to supervise my children while at Upper Cervical Chiropractic of Utah to prevent any injury form touching adjusting
table mechanics or any other office equipment. I understand that Upper Cervical Chiropractic of Utah nor their employees or owners
may not be held responsible for any injuries that result from lack of proper supervision.

By signing below, I make the foregoing authorizations, assignments and agreements.

Patient’s Signature _____________________________________________________ Date _________________

Consent to care for a minor: I hereby authorize Upper Cervical Chiropractic of Utah to administer care as deemed necessary to

Name of minor: Signature of Parent or Guardian:
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