
ELITE MOVEMENT CHIROPRACTIC CLINIC, PLC

NEW PATIENT INTAKE FORM

            Welcome! If you would like assistance completing this form, please ask the receptionist.

Patient Data                                                                       _______________________________________________

Today’s Date: ______/______/_______

First Name: ___________________________    MI: ____    Last Name: ________________________________

Preferred Name: ____________________     Title:  Mrs.  Ms.  Miss.  Mr.  Dr.   Other ____

Address Line 1: _________________________________________________________________________

Address Line 2: _________________________________________________________________________

City: _____________________________________     State: ______     Zip Code: __________________ 

Home Phone: (_____) ______-_________ Email: ________________________________________

Work Phone:  (_____) _______-_________  Date of Birth: ______/______/_______

Cell Phone:     (_____) ______-____________  Age: ____________

Preferred Contact Method (please circle):    Home Phone    Work Phone    Cell Phone   Text Message   E-mail

Gender: ___________________                 Relationship Status (S/M/W/D/Other): __________________

Whom/What may we thank for your referral? ______________________________________________
(e.g., friend, relative, physician, ad, event, internet, drove by office, social media etc.)

Employment Data__________________________________________________________________________

Employment Status:   Employed     Unemployed     Student     Retired     Homemaker     Other

Name of Employer:  ________________________________________   Job Title:  _______________________________

Address of Employer:  _______________________________________________________________________________
                                          
Occupational activities (e.g. heavy, medium, light manual labor; computer use): 

_________________________________________________________________________________________________

Emergency Contact Information_______________________________________________________________

Contact Name: ____________________________ Relationship to Patient: ___________________

Contact Home Phone: (_____) _______-________ Cell Phone: (_____) ________-______________



Purpose of Your Visit______________________________________________________________________

Please check the purpose/purposes of your visit:

___Pain       ___Injury    ___Performance Training    ___Wellness Care     ___Function

___ Other: _______________________________________________

Symptom Assessment______________________________________________________________________

Using the key below, please label on the body diagram where you are experiencing any of the following symptoms:

N=Numbness      B=Burning       S=Stabbing      T=Tingling      A=Ache      O=Other_________________

Please describe your symptoms in order of serverity, with the worse symptom being #1: 

___________________________________________________________________________________________________

When did your symptoms begin?

___________________________________________________________________________________________________  

How did your symptoms begin? 

___________________________________________________________________________________________________ 

How often do you experience your symptoms? 
Constantly  Frequently Occasionally                 Intermittently 
(76-100% of the day)  (51-75% of the day) (26-50% of the day)           (0-25% of the day)

Are your symptoms changing?  _____Getting Worse    ____ Not Changing    ____Getting Better 

On a scale from 0-10 (10 being the worst), please circle how you would rate your problem/symptoms: 

0             1             2             3             4             5             6             7             8             9             10   



How much has the problem/symptoms interfered with your social activities? 

____Not at all       ____A little bit       ____Moderately       ____Quite a bit       ____Extremely       ____N/A

How much has the problem/symptoms interfered with your sport activities?

____Not at all       ____A little bit       ____Moderately       ____Quite a bit       ____Extremely       ____N/A

How much has the problem/symptoms interfered with your work/daily living activities? 

____Not at all       ____A little bit       ____Moderately       ____Quite a bit       ____Extremely       ____N/A

Health History______________________________________________________________________

What intensity of exercise do you do?        ____Strenuous   ____Moderate   ____Light     ____None  

Kind of exercise, if any: __________________________________________________________________

What do you consider your stress level to be?    ____Heavy     ____Moderate     ____Light     ____None

How would you rate your overall Health?           ____Excellent   ____Very Good   ____Good   ____ Fair   ____Poor

Please check any medical conditions that apply:                                       

____ Arthritis     ____ Cancer      ____ Diabetes         ____ Heart Disease     ____ Skin Disorder           

____ High Blood Pressure      ____ Stroke       ____Other (please indicate):___________________

Are you pregnant?    Yes___   No___   N/A ___

Please check any surgeries that apply:

____Appendectomy       ____Cardiovascular Procedure       ____Cervical Spine        ____Prostate   

____Hysterectomy         ____Joint Replacement                    ____Lumbar Spine         ____Knee

____Gall Bladder            ____Shoulder                                     ____Thoracic Spine        ____Hernia

____Carpal Tunnel         ____Gastro-intestinal                       ____Uro-genital              ____Brain

____Other: ____________________________________________________________________

Payment/Insurance______________________________________________________________________

*Please only fill out if you are NOT the policy holder*

Who is responsible for your bill? (e.g., health insurance, spouse, parent, worker’s comp, auto insurance, Medicare, Medicaid, 
self,) _____________________________________________________________________________ 

Personal Health Insurance Carrier:_______________________   Ins Card ID#:_____________ 

Policy Holder’s Name:__________________________________ Group#: __________________

Policy Holder’s Date of Birth: _____/____/______ Primary Care Physician:  _________________



REVIEW OF SYSTEMS

In each area, if you are not having any difficulties, please check “No Problems.” If you are experiencing any of the 
symptoms listed, PLEASE CIRCLE THE ONES THAT APPLY, or explain any that may not be listed. If you have any 
questions about this, please ask the receptionist or the doctor. 

Const. (Health in General): ❑ No Problems -- Lack of energy - unexplained weight gain or weight loss - loss of 
appetite – fever - night sweats - pain in jaws when eating - scalp tenderness - prior diagnosis of cancer. Other: 
_______________________________________________________________ 

Ears, Nose, Mouth & Throat: ❑ No Problems -- Difficulty with hearing - sinus problems - runny nose - post-nasal drip - 
ringing in ears - mouth sores - loose teeth - ear pain – nosebleeds - sore throat - facial pain or numbness. Other: 
________________________________________________________________ 

C-V (Heart & Blood Vessels): ❑ No Problems -- Irregular heartbeat, racing heart, chest pains, swelling of feet or legs, 
pain in legs with walking. Other: _______________________________________

Resp. (Lungs & Breathing): ❑ No Problems -- Shortness of breath - night sweats - prolonged cough – wheezing - 
sputum production, prior tuberculosis - pleurisy - oxygen at home - coughing up blood - abnormal chest x-ray. Other: 
_________________________________________________________

GI (Stomach & Intestines): ❑ No Problems -- Heartburn – constipation - intolerance to certain foods – diarrhea - 
abdominal pain - difficulty swallowing – nausea – vomiting - blood in stools - unexplained change in bowel habits - 
incontinence. Other: ______________________________________________ 

GU (Kidney & Bladder):  ❑ No Problems-- Painful urination - frequent urination - urgency - prostate problems - 
bladder problems - impotence. Other: ______________________________________ 

MS (Muscles, Bones, Joints): ❑ No Problems -- Joint pain - aching muscles - shoulder pain - swelling of joints - joint 
deformities - back pain. Other: ___________________________________________ 

Integ. (Skin, Hair & Breast): ❑ No Problems -- Persistent rash – itching - new skin lesion - change in existing skin 
lesion - hair loss or increase - breast changes. Other: ______________________________ 

Neurologic (Brain & Nerves): ❑ No Problems- Frequent headaches - double vision – weakness - change in sensation - 
problems with walking or balance – dizziness – tremor - loss of consciousness - uncontrolled motions - episodes of 
visual loss. Other: ________________________________________ 

Psychiatric (Mood & Thinking): ❑ No Problems-- Insomnia - irritability - depression - anxiety - recurrent bad thoughts 
- mood swings - hallucinations - compulsions. Other: ______________________ 

Endocrinologic (Glands): ❑ No Problems -- Intolerance to heat or cold, menstrual irregularities, frequent 
hunger/urination/thirst, changes in sex drive. Other: _______________________ 

Hematologic (Blood/Lymph): ❑ No Problems -- Easy bleeding - easy bruising – anemia - abnormal blood tests – 
leukemia - unexplained swollen areas. Other: _______________________________________ 

Allergic/Immunologic: ❑ No Problems -- Seasonal allergies - hay fever symptoms – itching - frequent infections - 
exposure to HIV. Other: __________________



DAILY ACTIVITY QUESTIONNAIRE

Name:________________________________________________ Date:_______________________

This questionnaire is designed to enable us to understand how much your symptoms have affected your ability to manage 
everyday activities. While you may feel that more than one statement may relate to you, please just circle the one choice which 
closely describes your problem right now.

% of your overall activities the symptoms are affecting (Please circle one):

10%    20%    30%    40%    50%    60%    70%    80%    90%    100%

SECTION 1- Pain Intensity                                                                   SECTION 2- Personal Care (Washing, Dressing etc.)
A. I have no pain at the moment                                                                            A. I can look after myself without causing extra pain.
B. The pain is mild at the moment.                                                            B. I can look after myself normally, but it causes extra pain.
C. The pain comes and goes and is moderate.                                          C. It is painful to look after myself and I am slow and careful. 
D. The pain is moderate and does not vary much.                                   D. I need some help managing my personal care
E. The pain is severe but comes and goes.                                               E. I need help every day in most aspects of self-care.
F. The pain is severe and does not vary much.                                          F. I do not get dressed, I wash with difficulty and stay in bed.

SECTION 3 – Reading                                                                                        SECTION 4- Walking
A. I can read as much as I want to with no pain.                                                   A. Pain does not prevent me walking any distance
B. I can read as much as I want with slight pain.                                                   B. I am in bed most of the time
C. I can read as much as I want with moderate pain.                                           C. I can only walk using a stick or crutches
D. I cannot read as much as I want because of moderate pain.                         D. Pain prevents me from walking more than 100 yards
E. I cannot read as much as I want because of severe pain.                                E. Pain prevents me from walking more than 1/2 mile
F. I cannot read at all due to pain                                                                             F. Pain prevents me from walking more than 1 mile

SECTION 5- Concentration                                                                                       SECTION 6- Work
A. I can concentrate fully when I want to with no difficulty.                              A. I can do as much work as I want to.
B. I can concentrate fully when I want to with slight difficulty.                         B. I can only do my usual work, but no more.
C. I have a fair degree of difficulty in concentrating when I want to.               C. I can do most of my usual work, but no more.
D. I have a lot of difficulty in concentrating when I want to.                              D. I cannot do my usual work.
E. I have a great deal of difficulty in concentrating when I want to.                  E. I can hardly do any work at all.
F. I cannot concentrate at all.                                                                                    F. I cannot do any work at all.

SECTION 7- Driving/Traveling                                                                                  SECTION 8- Sleeping
A. I can drive my car without pain.                                                                           A. I have no trouble sleeping
B. I can drive my car as long as I want with slight pain                                         B. My sleep is slightly disturbed (less than 1 hour sleepless).
C. I can drive my car as long as I want with moderate pain.                                C. My sleep is mildly disturbed (1-2 hours sleepless).
D. I cannot drive my car as long as I want because of moderate pain.              D. My sleep is moderately disturbed (2-3 hours sleepless).
E. I can hardly drive my car at all because of severe pain.                                    E. My sleep is greatly disturbed (3-5 hours sleepless).
F. I cannot drive my car at all due to pain.                                                               F. My sleep is completely disturbed (5-7 hours sleepless).

SECTION 9- Recreation
A. I am able to engage in all recreational activities with no pain at all.
B. I am able to engage in all recreational activities with some pain
C. I am able to engage in most, but not all recreational activities because of pain.
D. I am able to engage in a few of my usual recreational activities because of pain.
E. I can hardly do any recreational activities because of pain.
F. I cannot do any recreational activities at all because of pain.

SECTION 10- Lifting
A. I can lift heavy weights without extra pain.
B. I can lift heavy weights, but it causes extra pain.
C. Pain prevents me from lifting heavy weights off the floor, but I can if they are conveniently positioned, for example on a table.
D. Pain prevents me from lifting heavy weights, but I can manage light to medium weights if they are conveniently positioned.
E. I can only lift very light weights.
F. I cannot lift or carry anything at all.



Are there any activities that you are currently having trouble with? 
___________________________________________________

 Are there any other changes in your health or goals that we should be aware 
of?___________________________________________

 Do you have any questions/concerns you would like to go over with the 
doctor?___________________________________________



NOTICE OF PRIVACY PRACTICES

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.

YOUR RIGHTS

 Get an electronic or paper copy of your medical record- You can ask to see or get an electronic or paper copy of your 
medical record and other health information we have about you. We will provide a copy or a summary of your health 
information, usually within 30 days of your request. We may charge a reasonable, cost-based fee.

 Ask us to correct your medical record- You can ask us to correct health information about you that you think is incorrect or 
incomplete. Ask us how to do this. We may say “no” to your request, but we’ll tell you why in writing within 60 days.

 Request confidential communications- You can ask us to contact you in a specific way (for example, home or office phone) or 
to send mail to a different address. We will say “yes” to all reasonable requests.

 Ask us to limit what we use or share- You can ask us not to use or share certain health information for treatment, payment, 
or our operations. We are not required to agree to your request, and we may say “no” if it would affect your care. 

 ONLY if you pay for a service or health care item out-of-pocket, in full, at the time of service, can we comply with your 
request not to share that information for the purpose of payment or our operations with your health insurer. (i.e. - comply 
with your request not to file your claims to your insurance company). Otherwise, we will say “yes” unless a law requires us 
to share that information.

 Get a list of those with whom we’ve shared information- You can ask for a list (accounting) of the times we’ve shared your 
health information for six years prior to the date you ask, who we shared it with, and why. We will include all the disclosures 
except for those about treatment, payment, and health care operations, and certain other disclosures (such as any you 
asked us to make). We’ll provide one accounting a year for free but will charge a reasonable, cost-based fee if you ask for 
another one within 12 months.

 Get a copy of this privacy notice - You can ask for a paper copy of this notice at any time, even if you have agreed to receive 
the notice electronically. We will provide you with a paper copy promptly.

 Choose someone to act for you - If you have given someone medical power of attorney or if someone is your legal guardian, 
that person can exercise your rights and make choices about your health information. We will make sure the person has this 
authority and can act for you before we take any action.

 File a complaint if you feel your rights are violated- You can complain if you feel we have violated your rights by contacting 
us. You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending a letter 
to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints/. We will not retaliate against you for filing a complaint.

YOUR CHOICES

 For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we 
share your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your 
instructions.

 In these cases, you have both the right and choice to tell us to: 
Share information with your family, close friends, or others involved in your care 
Share information in a disaster relief situation 
Contact you for fundraising efforts

 If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your 
information if we believe it is in your best interest. We may also share your information when needed to lessen a serious and 
imminent threat to health or safety.

 In these cases of marketing or sale of information, we never share your information unless you give us written permission
 In the case of fundraising: We may contact you for fundraising efforts, but you can tell us not to contact you again.

NOTICE OF PRIVACY PRACTICES CONTINUED…



OUR USES AND DISCLOSURES

 How do we typically use or share your health information? We typically use or share your health information in the 
following ways.

 Treat you- We can use your health information and share it with other professionals who are treating you. Example: A 
doctor treating you for an injury asks another doctor about your overall health condition.

 Run our organization - We can use and share your health information to run our practice, improve your care, and 
contact you when necessary. Example: We use health information about you to manage your treatment and services.

 Bill for your services- We can use and share your health information to bill and get payment from health plans or other 
entities. Example: We give information about you to your health insurance plan so it will pay for your services.

 How else can we use or share your health information?  We are allowed or required to share your information in other 
ways – usually in ways that contribute to the public good, such as public health and research. We have to meet many 
conditions in the law before we can share your information for these purposes.

 For more information: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
 Help with public health and safety issues- We can share health information about you for certain situations such as 

preventing disease; helping with product recalls; reporting adverse reactions to medications; reporting suspected abuse, 
neglect, or domestic violence; and, preventing or reducing a serious threat to anyone’s health or safety.

 Do research- We can use or share your information for health research.
 Comply with the law- We will share information about you if state or federal laws require it, including with the 

Department of Health and Human Services if it wants to see that we’re complying with federal privacy law.
 Respond to organ and tissue donation requests- We can share health information about you with organ procurement 

organizations.
 Work with a medical examiner or funeral director- We can share health information with a coroner, medical examiner, 

or funeral director when an individual dies.
 Address workers’ compensation, law enforcement, and other government requests
 We can use or share health information about you for workers’ compensation claims, for law enforcement purposes, or 

with a law enforcement official. We can also use or share health information about you with health oversight agencies 
for activities authorized by law for special government functions such as military, national security, and presidential 
protective services.

 Respond to lawsuits and legal actions- We can share health information about you in response to a court or 
administrative order, or in response to a subpoena.

 
OUR RESPONSIBILITIES

We are required by law to maintain the privacy and security of your protected health information. We will let you know promptly 
if a breach occurs that may have compromised the privacy or security of your information. We must follow the duties and privacy 
practices described in this notice and give you a copy of it. We will not use or share your information other than as described 
here unless you tell us we can in writing. If you tell us we can, you may change your mind at any time. Let us know in writing if 
you change your mind.
For more information: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
 
*Changes to the Terms of This Notice- We can change the terms of this notice, and the changes will apply to all information we 
have about you. The new notice will be available upon request, in our office, and on our web site. Effective April 8, 2019
 
 
Signature of Patient:    ______________________________________ Date:  ________________

OFFICE POLICIES



Please be advised of the policies for this office regarding any chiropractic or massage services.

Appointment Policy

We are so pleased that you have chosen Elite Movement Chiropractic Clinic for your health care needs! To best serve you, we 
have provided specific pre-scheduled appoint times for your adjustments. Because we respect your busy schedule, these times 
are held for you so we can do our best to make sure your visits are thorough, efficient, and provide the best care possible. If you 
cannot make an appointment, we ask that you please call to reschedule. Our office utilizes an alert system to send texts and 
emails to remind you of your upcoming appointment. If you do not wish to participate in this service please inform our office to 
opt out, or reply “STOP” on your device to unsubscribe.

Financial Policy

In order to reduce confusion and misunderstanding between our patients and the practice, we have adopted the following 
financial policy. If you have any questions about the policy, please discuss them with our office manager. As a courtesy, we will 
file your insurance claim for you if you assign the benefits to the doctor, in other words you agree to have your insurance pay the 
doctor directly. If your insurance company does not pay the practice within a reasonable length of time, (within 120 days) you 
may be held responsible. Your insurance policy is a contract between you and your insurance company, the doctor is not 
involved. We have made prior arrangements with many insurers and other health plans to accept an assignment of benefits. We 
will bill those plans for which we have an agreement and will only require you to pay the authorized copayment at the time of 
service. We will collect the co-payment at the time of service. If you fail to notify us of an insurance change, you are fully 
responsible for any amount not paid by your insurance company. If you have insurance coverage with a plan that we do not 
accept or are not in network with, you will be responsible for services rendered due at time of service. Unless either you or your 
health coverage carrier have made other arrangements in advance, full payment is due at the time of service. For your 
convenience we accept all major credit cards. All health plans are not the same and do not cover the same services. In the event 
your health plan determines a service to be "not covered", you will be responsible for the complete charge. For all services 
provided by our physician(s) in our office, we will bill your health insurance. Any balance due is your responsibility. For all 
services rendered to minor patients, we will hold the parent/guardian accompanying the minor responsible for expenses 
incurred.

Massage Policy

Cancellation- A 24-hour notice is required for cancellation of an appointment.  We reserve the right to charge a $30 cancellation 
fee (emergency circumstances will be taken into consideration). Payment is due before your next appointment. We do not bill 
insurance companies for missed appointments or late cancellations. You are responsible for paying the missed appointment/late 
cancellation fees.

Tardiness- Appointment times are as scheduled and cannot extend beyond the stated time to accommodate late arrivals. Please 
be on time to your appointment. If you are late, the fee for the full duration of the appointment will still be charged.

Sickness- Massage/Bodywork is not appropriate care for infectious or contagious illness. Please cancel your appointment as soon 
as you are aware of an infectious or contagious condition. If it is within the 24-hour notice period, the cancellation fee may be 
waived.

Financial Responsibility- Once your insurance is verified, we will bill and accept payment from your insurance company for 
covered services. In the event that the insurance company denies payment or makes partial payment, you are responsible for the 
balance, deductibles, and co-pays. Your signature below confirms your financial responsibility for all services regardless of 
insurance reimbursement. 

By signing below you acknowledge that you have read and agree to the terms of the office policies stated above. 

Print: _____________________________________ Signature:_____________________________________ 
Date:_______________

INFORMED CONSENT FOR CARE



I hereby request, and consent, to the performance of chiropractic manipulation, adjustments and other chiropractic 
procedures- including various modes of physical therapy and physical medicine procedures on me (*or on the patient named 
below for whom I am legally responsible) by Dr. Kuhlman and/or other licensed doctors of chiropractic or providers who now, or 
in the future, treat me while employed by, working/associated with/serving as back-up for Elite Movement Chiropractic Clinic. 

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic 
personnel, the nature and purpose of chiropractic manipulations, adjustments and other procedures. I understand that results 
are not guaranteed. 

I understand, and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to 
treatment, including, but not limited to, fractures, disc injuries, strokes, dislocations, and sprains. I do not expect the doctor to be 
able to anticipate and explain all possible risks and complications, and I wish to rely on the doctor to exercise judgment during 
the course of the procedure, which the doctor feels at the time, based upon facts known, is in my best interest. 

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its content, and by 
signing below I agree to the above named procedures. I intend this consent form to cover the entire course of treatment for my 
present condition.  

Printed Patient Name: _______________________________________ 

Signature of Patient:    _______________________________________ Date:  _________________

*The following is to be completed by the patient’s representative, if necessary, e.g., if patient is a minor or physically or 
otherwise legally incapacitated. 

Printed Name of Patient Representative: __________________________________________

Signature of Patient’s Representative: ____________________________________________

Relationship to Patient: ____________________________           Date:  __________________

Witnessed: ______________________________________Date


