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Entrance Form 

 

Name ____________________________________________     Date ______________________________ 

Nickname ______________________________ Date of Birth ________________  Age ______________ 

Married      Y / N  Spouse’s Name _______________________ Health Status______________________ 

Children     Y / N  Name __________________________________   Age __________________________ 

                               Name __________________________________   Age __________________________ 

Address ____________________________________City ____________________ Zip code __________ 

Home Phone # ____________________________   Cell Phone # _________________________________ 

E-Mail address _________________________________________________________________________ 

Occupation __________________Easiest Place to reach you _________________  Leave Message Y/N 

How did you hear about us?(Who referred you?)_____________________________________________ 

Emergency Contacts  1. _________________________________ phone # _________________________ 

                                      2. _________________________________ phone # _________________________ 

Chief Complaint/Problem (Reason you are here)_____________________________________________  

Key:  Pain= P        Numbness=N          Burning=B           Sharp=S           Throbbing=T 

 

I, ____________________, consent to a full examination to determine if there is a need for chiropractic care. This includes, but is not limited 

to, an orthopedic, neurological, radiological, postural, and/or nutritional evaluation.  Dr. Shields will only use what is necessary to determine 

the best course of treatment for my care. 

I, ____________________, understand that New Life has a cancellation/reschedule policy. Appointments must be rescheduled at least 24 

hours prior to your appointment or you WILL BE CHARGED $35 on your next visit. 

I, ____________________, understand that NLCC does not accept any insurance plans and I am responsible for payment in full when 

services are rendered. 

I, ____________________, am NOT a Medicare/Medicaid patient. 
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Are you currently under the care of a Physician? If Yes, Please give name and location 

_________________________________________________________________________________________  

_________________________________________________________________________________________ 

Current Medications and reason for taking them:_______________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

Current Supplements /Herbs/ Vitamins _______________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

List any major illnesses, injuries, surgeries (w/approximate dates)_________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

List any major scars or body piercings ________________________________________________________ 

_________________________________________________________________________________________ 

Personal Habits: Do you use any of the following and if so, how much? 

Cigarettes ____________ Coffee _______________ Alcohol _______________ Soda __________________ 

Sugar __________________ Non-prescription drugs ____________________________________________ 

Do you have any problems with sleep? Falling asleep __________________ Staying asleep ____________ 

Family History: Is there any family history of: cancer/ diabetes/ heart/ strokes/ kidney/ liver/ arthritis   

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

Are there any household pets or other animals you are in close contact with daily?___________________ 

_________________________________________________________________________________________ 

Are you here for just pain relief/ corrective care/ or wellness care? ________________________________ 

How can we help you? _____________________________________________________________________ 

_________________________________________________________________________________________ 

Sign:_________________________________ Date:________________________ 
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         Patient Case # __________ 

 
RELEASE OF PROTECTED PATIENT INFORMATION 

 
PATIENT NAME ___________________________________ 
 

This notice serves as an official authorization for the release of protected 

information regarding the treatment of the aforementioned patient. I, hereby, allow 

those individuals employed by New Life Chiropractic Center to release any and all 

information affiliated with the treatment rendered to me. I accept full liability 

regarding release of such information to the listed individuals. 

 

NAMES OF AUTHORIZED INDIVIDUALS: 

 

1.) _____________________________________________________________________ 

 

2.) _____________________________________________________________________ 

 

3.) _____________________________________________________________________ 

 

4.) _____________________________________________________________________ 

 

5.) _____________________________________________________________________ 

 

    

                           HIPPA NOTICE RECEIPT 

 
 By signing below, I acknowledge that I have received and reviewed the 

HIPPA Patient Consent notice and all of my questions have been answered to my 

satisfaction in language that I can understand. 

 

 

__________________________                              ___________________________ 
        Name of Patient (Printed)                                                                        Signature of Patient 

 

 

___________________________________                                       ____________________________________ 

           Signature of Legal Guardian                                                                 Relationship to Patient 

                    (Parent)                                                                                                                                                  

 

 

___________________________________                                       ____________________________________                  

Date                                                                                                      Witness  
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Quick Nutrition Quiz 

Here’s a quick nutritional quiz to scan for possible vitamin/mineral deficiencies.  This quiz 
is NOT meant to diagnose any specific medical condition, only AID the doctor in the overall 

evaluation of your nutritional needs. Blood work, BioMeridian, and Applied Kinesiology  
testing will also be utilized. 

 Record 0/1/2 accordingly.  Please add up the total points from questions 1-16. Record your 
total score in the bottom right corner of section. 

NO= 0 points                   Sometimes= 1 point                      Often= 2 points 

1. Do you get infections like the flu, colds, and sore throats easily? ___ 
2. Do you have depression, irritability, or anxiety?  Do you experience great physical or emotional 

stress? ___ 
3. Do you have a high homocysteine level or heart disease?  Do you even know what homocysteine 

is? ___ 
4. Do you have pernicious anemia? ___ 
5. Do you bruise easily, have varicose veins, or bleeding gums? ___ 
6. Do you have problems with your teeth?  Do you have soft nails or bones (rickets)? ___ 
7. Do you have fibrocystic breast disease? ___ 
8. Do you have trouble with blood clotting? ___ 
9. Do you have twitching muscles or leg cramps? ___ 
10. Do you have hypoglycemia or sugar cravings? ___ 
11. Do you have high cholesterol (related to a zinc imbalance)? ___ 
12. Do you have thyroid problems? ___ 
13. Do you crave chocolate? ___ 
14. Do you have arthritis, joint pain, or clicking  joints? ___ 
15. Do you have edema (swelling/inflammation)? ___ 
16. Do you have prostate problems or low resistance to colds/flu? ___                 Score: __________ 

 

The Healthy Liver Quiz 

Answer Y/N to each question. Add up the total ‘yes’ from questions 1-17. Record your score 
in the bottom right corner of section.  

1. Do you suffer regular headaches or migraines? ___ 
2. Do you suffer from sinus issues, such as excessive mucus, stuffy nose or hay fever? ___ 
3. Do you have dark circles under your eyes? ___ 
4. Do you have red, swollen, or itchy eyes? ___ 
5. Do you have skin issues, such as acne, itchy rashes, hives or general dermatitis? ___ 
6. Do you experience joint pain; arthritis; puffy feet, ankles or hands; or inflammation? ___ 
7. Do you have excessive body heat or heavy perspiration? ___ 
8. Do you have strong body odor? ___ 
9. Do you wake up with a coated tongue, a bitter taste in your mouth, or bad breath? ___ 
10. Do you suffer from bloating, gas, indigestion, or nausea, particularly after eating fatty foods? ___ 
11. Do you suffer from constipation or diarrhea? ___ 
12. Do you experience sugar cravings, mood swings, fuzzy thinking, difficulty concentrating, poor 

memory or depression? ___ 
13. Do you feel lethargic? ___ 
14. Do you have difficulty controlling your weight, even when you eat less? ___ 
15. Do you suffer from high blood pressure or high cholesterol? ___ 

16. Do you experience hormonal imbalances, such as PMS or hot flashes? ___            
17. Do you have a strong reaction to the effects of alcohol or coffee? ___              Score: __________ 






