
Use BLACK INK ONLY PATIENT INFORMATION 

Name _____________________________________________________________________________________________________ 

Address: ________________________________________City ____________________________ State __________ Zip_________ 

Home Ph#  _____________________________  Cell Ph# __________________________ Work Ph# _________________________ 

Email Address ___________________________________________________ Age _____________ Birthdate __________________ 

Sex:   M   or   F        Marital Status:   M     S    W    D           # of Children ________________        □ Left handed       □ Right handed    

Occupation ____________________________________________ Employer ____________________________________________ 

Spouse _______________________________________ Family Physician _______________________________________ 

Emergency contact __________________________________________________  Ph# ____________________________________ 

Any previous chiropractic care? (circle)   ¸es      No     By Whom?______________________________  When? _________________ 

Who referred you to our office? ______________________________________________________________________________

Date this current problem began _____________________________________ “X” areas of pain or symptoms below 

Due to Recent:  □  Work Injury Claim?         □ Overexertion? 

□ Motor Vehicle AccidŜƴt?    □ Strenuous Position?

□ Fall/Trip/Slip? □ Exercise?

□ Other Cause ________________________________________

List  Symptoms  1. __________________________________________________ 

2. __________________________________________________

3. __________________________________________________

4. __________________________________________________

Rate your primary pain      0       1       2       3       4       5       6       7       8       9       10  

         Mild          Moderate          Severe          Very Severe 

Onset was:    □  Quick Onset        □  Gradual         □  Woke up with it        

Character of Pain (circle):    Sharp      Dull       Aching       Throbbing       Burning       Stabbing       Tingling       Numb       Radiates  

Frequency of symptoms? □ Constant (75-100% of the time)  □ Frequent (51-75%)   □ Occasional (26-50%)  □ Intermittent (25%)      

What aggravates your symptoms? _____________________________________________________________________________ 

What relieves your symptoms? ________________________________________________________________________________ 

Activities condition interferes with: □ Walking    □ Personal Care   □ Housework    □ Cooking    □ Yard Work   □ Caring for Others    

□ Sleeping □ Computer time    □ Playing with Children/Grandchildren    □ Other _________________________

Check which apply SINCE ONSET of EPISODE:    □ Weakness  □ Falling  □ Dizziness □ Trouble  Seeing □ Fever

□ Unexplained Weight Loss      □ Trouble swallowing or talking  □ Upset Stomach    □  Bowel/Bladder  Changes

Any x-rays or other tests for this condition? Test:  ________________ When? ______________By Whom? ___________________  

What position do you sleep in?    □ Stomach        □ Back       □ Side 

Check Other Conditions You Generally Experience 
□ Depression or Anxiety □ Headaches: Type______________ □  Neck Pain or  Stiffness □ Chest Pain
□ Fibromyalgia □ Jaw Pain □ Tingling/Numbness Arms/Fingers □  Middle Back Pain
□ Sleeping Problems □ Loss of Balance □ Shoulder/Elbow or Hand Pain □ Low Back Pain
□ Sleep Apnea □ Dizziness □ Carpal Tunnel Syndrome □ Heartburn or Reflux Disease
□ Allergies/Sinus Problems □  Memory Loss □ Tingling/Numbness Legs/Feet □ Diarrhea / Constipation/ IBS
□ Fatigue □ Ear Noises/Hearing Loss □ Knee/Foot or Ankle Pain □ Menstrual Irregularities or PMS
□ Hot Flashes □ Eye  or Vision Problems □ Cold Hands and Feet □ Kidney or Urinary Problems

List any other symptoms of significance: __________________________________________________________________________________ 



List ALL Medications                  Indicate Reason for Taking & Dose (use more paper if needed)  

________________________________________________    _________________________________________________________  

________________________________________________    _________________________________________________________  

________________________________________________    _________________________________________________________  

________________________________________________    _________________________________________________________  

________________________________________________    _________________________________________________________         

List ALL Supplements: ________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

List allergies to medication, foods and other factors: ________________________________________________________________ 

___________________________________________________________________________________________________________  

Do you exercise regularly?  If yes, what type _______________________________________________________________________  

What hobbies are important to you? _____________________________________________________________________________  

Smoking Status:  □  Never a smoker      □  Former smoker. Quit ______________ years ago 

□ Current periodic smoker/How often _________________      □  Current every day smoker: ________ packs/day

Do you drink alcohol?   □ Yes  □ No     # per day _____________  per week ______________  per month______________   

Do you drink caffeine?  □ Yes   □ No  _______ servings/day 

Do you suffer from emotional problems?   □ No    □ Yes   If yes, describe  ________________________________________________  

Describe significant accidents, injuries or health conditions in your past: _______________________________________________ 

Patient Signature ___________________________________________________   Date _________________________ 

Guardian or  Authorized Signature _____________________________________________________________________ 

List ALL Surgeries Year of Surgery 

Family History Living  OR 
Deceased? 

Diseases:  Arthritis, Cancer, Diabetes, Heart Disease, Spinal Problems,  
   High Blood Pressure, Multiple Sclerosis, Other 

Mother 

Father 

Brothers 

Sisters 

Grandmother(s) 

Grandfather(s) 

Family History:

Cancer                             Y  /  N
Diabetes                          Y  /  N
High Blood Pressure      Y  /  N
Heart Problems / Stroke  Y  / N
Rheumatoid Arthritis       Y  / N



NOTICE OF PRIVACY PRACTICES; ACKNOWLEDGEMENT 

Dr. David J. Armstrong, DC 
1180 S. Mt. Shasta Blvd., Unit B
Mount Shasta, CA 96067 

I understand that, under the Health Insurance Portability & Accountability Act of 1996  
(“HIPAA”), I have certain rights to privacy regarding my protected health information.  I 
understand that this information can and will be used to: 

Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers 
who may be involved in that treatment directly and indirectly. 

Conduct normal healthcare operations such as quality assessments and physician 
certifications. 

I have received, read and understand your Notice of Privacy Practices containing a more 
complete description of the uses and disclosures of my health information.  I understand that this 
organization has the right to change its Notice of Privacy Practices from time to time and that I 
may contact this organization at any time at the address above to obtain a current copy of the 
Notice of Privacy Practices. 

I understand that I may request in writing that you restrict how my private information is used or 
disclosed to carry out treatment, payment or health care operations.  I also understand you are 
not required to agree to my requested restrictions, but if you do agree then you are bound to 
abide by such restrictions. 

Patient Name _____________________________________________________ 

Signature: ___________________________________________Date: ____ /____ / ____ 



Dr. David J. Armstrong, DC
Informed Consent to Chiropractic Treatment

Procedures I may use  
A physical examination will be performed to obtain a baseline level of functioning and to 
determine an appropriate course of treatment. This examination may include range of motion 
testing, muscle strength testing, and neurological and orthopedic testing. Treatment may 
include chiropractic adjustments, Class IV Laser, and physical therapy modalities.  

The material risks inherent in a chiropractic adjustment 
As with any health care procedure, there are certain complications which may arise during 
chiropractic manipulation and therapy. These complications include but are not limited to: 
fractures, disc injuries, dislocations, and musculo-skeletal sprain/strains. Some types of 
manipulation of the neck have been associated with injuries to the arteries in the neck leading to 
or contributing to serious complications including stroke. Some patients will feel some stiffness 
and soreness following the first few days of treatment. I do not expect the physician to be able 
to anticipate all risks and complications.  Further, I wish to rely on the physician to exercise 
judgment during the course of the procedure which the physician feels are in my best interests 
at the time, based on the facts then known.

Class IV laser risks
Potential adverse effects may include temporary increase in pain during application of laser or 
temporary increase in pain the day after laser therapy.  Skin reactions may occur when photo-
sensitizing drugs are used with laser therapy. 

Alternatives to chiropractic care 
Other treatment options for your condition may include rest, acupuncture, physical therapy, 
medical care, medications (both over the counter and prescribed), hospitalization, and/or 
surgery. If you choose to use other treatment options, you should discuss the risks and benefits 
with your medical doctor or other provider. 

Do not sign until you have read and understand the above        
I have read the above explanation of the chiropractic adjustment and related treatment. I have 
also had an opportunity to ask questions about it's contents, and by signing below, I agree to 
the treatment recommended by the physician.  I intend this consent form to cover the entire 
course of treatment for my present condition(s) and for any condition(s) for which I seek 
treatment at this facility.  I understand that results are not guaranteed.

Dated: __________  Patient’s Name________________________________________ 

Signature _____________________________________________________________ 

Signature of Parent or Guardian (if a minor) 




