
Initial Patient Information  

Patient Name: (Last Name, First Name) __________________________________    _________________________________________      

Address: ____________________________________________City:  ______________________________ State:_____ Zip:________  

Email: ___________________________________________________________   Home Phone #: ______________________________     

Work Phone #:________________________    Cell #:_______________________   Date of Birth (Birth date)____________________  

Social Security #:__________________________________                            Driver’s License #: ______________________________ 

  Ethnicity:   ☐ Decline this information     ☐  Hispanic/Latino   ☐  Not Hispanic/Latino           
  Race: ☐ Decline this information      ☐American Indian/Alaska Native  ☐Asian      ☐ Black/African American  ☐Native Hawaiian/ Other Pacific Islander ☐ White  ☐ Other     
Preferred Language:      ☐ English               ☐ Spanish                    ☐ Other: _______________________  

Sex:             ☐ Male              ☐ Female              Marital Status:    ☐ Married    ☐ Single     ☐ Widowed    ☐ Divorced             

Subscriber Name: ________________________________________     Health Plan: __________________________________________  
Subscriber ID #: _________________________________________     Group #: _____________________________________________   
Spouse’s Name: __________________________________________    Spouse’s Phone #:______________________________________  
Your Occupation: _________________________________________    Employer:_____________________________________________   
City: ___________________________________________________     State:____________________________ Zip:_________________ 

DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN:  

_____________________________________________________  

        
    Mark an X where your pain or symptoms 

  
 

 

Date Problem Began:  _________________________    

☐  Headache ☐  Neck Pain  ☐  Mid-back Pain ☐  Low Back Pain ☐  Extremity/Other Pain_____  

Is this Condition  ☐  Work Related? ☐  Auto Related?  ☐  Sports/Recreational Related?     ☐ Other___________  
 
  

How often are your symptoms present?    ☐  0-25%    ☐   26-50%    ☐  51-75%   ☐   76-100%   

Can you perform your daily activities       ☐   Yes         ☐    No    

Describe any current activity limitations ____________________________________________________________________________  

Have you had spinal    ☐ X-rays,       ☐ MRI       ☐ CT Scan?            ☐  Yes  Date(s) taken: _________________  ☐  No  
If yes, what area(s) of your body?  ___________________________________________________________________________________  

Please check all of the following that apply to you or check here if  ☐ none apply   
  No         Yes         Condition    No         Yes         Condition  
 ☐   ☐  History or Recent Infection   ☐   ☐   Aortic Aneurysm  
☐   ☐  Recent Fever         ☐   ☐      Cancer/Tumor  

☐    ☐            HIV/AIDS         ☐   ☐  Osteoporosis  
 ☐   ☐  Diabetes   ☐   ☐   Recent Trauma  
 ☐   ☐  Corticosteroid Use   ☐   ☐   Abnormal Weight   ☐Gain      ☐Loss  
 ☐   ☐  Take Birth Control Pills   ☐   ☐  Epilepsy/Seizures  
 ☐   ☐  Pregnancy, # of births______    ☐   ☐  Visual Disturbances  
 ☐   ☐  High Blood Pressure   ☐   ☐  History of Low/Mid back pain  
 ☐   ☐  Stroke (date) ________   ☐   ☐  History of Neck pain  
 ☐   ☐  Dizziness/Fainting   ☐   ☐  Arthritis  
 ☐   ☐  Numbness in Groin/Buttocks   ☐   ☐  History of Alcohol use  
 ☐   ☐  Urinary Retention   ☐   ☐  History of Tobacco Use  
 ☐   ☐  Frequent Urination   ☐   ☐  Surgeries/Medications:__________________  

 ☐   ☐  Prostate Problems  ____________________________________________________  

Family History:   ☐  Cancer                ☐  Diabetes              ☐  High Blood Pressure           ☐  Cardiovascular Problems/Stroke  

  

I, __________________________________________, certify that the above information is complete and accurate.  

  ***If the health plan information is not accurate, or if I am not eligible to receive healthcare benefits through 

this provider, I agree that I am personally responsible for ALL charges for services rendered.  I agree to notify this 

doctor immediately whenever I have changes in my health condition or health plan coverage in the future.    

I understand and give permission to Dr. Brody or his employee(s) whom may communicate with my health 

plan/employees regarding information relating to my care or health plan coverage.  

 Patient Signature: _________________________________________  Date signed: _________________________  
2022Bruce Brody, D.C.          

Current Complaint – How are you feeling TODAY??  
0 is no pain and 10 is unbearable pain:  
☐ 0    ☐ 1    ☐ 2    ☐ 3     ☐  4     ☐  5     ☐ 6     ☐  7    ☐  8      ☐  9     ☐ 10  



Informed Consent to Chiropractic Treatment  

  
  

As with any healthcare procedure there are certain complications which may arise during 

chiropractic manipulation and therapy.  Doctors of Chiropractic are required to advise patients that 

there are risks associated with such treatment.  In particular you should note:  

  

1. Some patients may experience some stiffness or soreness following the first few days of 

treatment.  
  

2. Some types of manipulation have been associated with injuries to the arteries of the neck 

leading or contributing to serious complications including stroke. This occurrence is 

exceptionally rare and remote; however you are being informed of the possibility regardless 

of the extremely remote chance.  
  

3. I will make every effort to screen for any contraindications to care; however if you have a 

condition that would otherwise not come to my attention, it is your responsibility to inform 

me.  
  

4. Other complications may include fractures, disc injuries, dislocations, muscle strain, 

cervical myelopathy, costovertebral strains and separations and burns.  
  

The probabilities of these complications are rare and generally result from some underlying 

weakness of the bone or tissue which I check during the history, examination and x-ray (when 

warranted).  
  

I acknowledge I have had the opportunity to discuss the associated risks as well as the nature and 

purpose of treatment with my chiropractor.  
  

I consent to the chiropractic treatments offered or recommended to me by   

Dr. Bruce K. Brody, including spinal manipulation.  I intend this consent to apply to all my present 

and future chiropractic care.  
  
  
                                                                                                                                          

Patient name (printed)          Patient Signature                                Date   
  
  
                                                                                                                                                                                                                      

Witness Signature                                             Date  



  



THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 

AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  
  
This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment of health care operations 

(TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. AProtected health 

information@ is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health or 

condition and related health care services.   
Uses and Disclosures or Protected Health Information  
 Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for 

the purpose of providing health care to you, to pay your health care bills, to support the operation of the physician=s practice, and any other use required by law.   
 Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and related services. This includes the coordination or 

management of your health care with a third party. For example, we would disclose your protected health information, as necessary, to a home health agency that provides care to 

you. For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to 

diagnose or treat you.  
 Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for a hospital stay may 

require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.   
 Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the business activities of your physician=s practice. These 

activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing, and conducting or arranging for other 

business activities. for example, we may disclose your protected health information to medical school students that see patients at our office.  In addition we may use a sign-in 

sheet at the registration desk where you will be asked to sign you name and indicate your physician. We may also call you by name in the waiting room when your physician is 

ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment.   
We may use or disclose your protected health information in the following situations without your authorization. These situations include: as Required By Law, Public Health  
Issues as required by law, Communicable Diseases, Health Oversight, Abuse or Neglect, Food and Drug Administration requirements, Legal Proceedings, Law Enforcement,  
Coroners, Funeral Directors, and Organ Donation, Research, Criminal Activity, Military, and National Security, Worker=s Compensation, Inmates, Required Uses and 

Disclosures, Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate or determine 

our compliance with the requirements of Section 164.500.  
  
Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to Object unless required by law.  
  
You may revoke this authorization, at any time. In writing, except to the extent that your physician or the physician=s practice has taken action in reliance on the use or 

disclosure indicated in the authorization.  
  
Your Rights: Following is a statement of your rights with respect to your protected health information.  
  
You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the following records: Psychotherapy 

notes, Information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject 

to law that prohibits access to protected health information.  
  
You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part of your protected health information 

for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be disclosed to family members or 

friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested 

and to whom you want the restriction to apply.   
  
Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to permit use and disclosure of your protected health 

information, your protected health information will not be restricted. You then have the right to use another Healthcare Professional.   
  
You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this 

notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically.  
  
You have the right to have your physician amend your protected health information. If we deny your request for amendment, you have the right to file a statement of 

disagreement with us and may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.   
  
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.  
  
We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as provided in this notice.   
  
Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint 

with us by notifying our privacy contact or your complaint. We will not retaliate against you for filling a complaint.  
  
This notice was published and becomes effective on/or before April 14, 2003.  
We are required by law to maintain privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information. 

If you have any objections to this form, please ask to speak with our HIPPA Compliance Officer in person or by phone at our Main Phone Number.  
  
Signature below is only acknowledgment that you have received this Notice of our Privacy Practices.  
  

  
Print Name:                                                                           Signature:                        ______                                              Date:     ________________________________         
  


