
 

CONFIDENTIAL PATIENT HEALTH RECORD –-- MERIDIAN CHIROPRACTIC   Date: _______________ 

PERSONAL HISTORY 

Name: ________________________________________ Birth Date: ________________   Age: _______________ 

Address: ______________________________________ Sex: Male    /    Female 

City: ______________ State: _____ Zip: ___________ Home Phone: ____________________________________ 

Social Security #: ______________________________ Cell Phone: _____________________________________ 

Driver’s License #: _____________________________ E-mail Address: __________________________________ 

Business Employer: _____________________________ Fax #: __________________________________________ 

Occupation: ___________________________________ Business Phone: _________________________________ 

Name of Spouse: _______________________________ Spouse’s Employer: ______________________________ 

Type of Work: _________________________________ Names & Ages of Children: ________________________ 

Referred To This Office By: ______________________ _______________________________________________ 

Name & Number of Emergency Contact: ___________ Relationship: ____________________________________ 

Who is responsible for your bill? You and Spouse  Worker’s Comp  Auto Insurance  Medicare  Medicaid 

Personal Health Insurance Carrier: ________________ Health Card ID #: ________________________________ 

Insured Person’s Name: _________________________ Group #: _______________________________________ 

Insured Person’s Date of Birth: ___________________ Insured Person’s Social Security #: ________________  

 

 

 

CURRENT HEALTH CONDITION 

Chief Complain (why you are here today): _________ 

_____________________________________________ 

_____________________________________________ 

*PLEASE OUTLINE ON THE DIAGRAM THE AREA OF DISCOMFORT* 

 

 

When did this condition begin? ___________________ 

Has it ever occurred before?     Yes     No 

Is condition:  Auto related   Work related   Other   No injury 

Explain: __________________________________________________ 

Date of Accident: ________ Time of Accident:__________ 

On a scale of 1 to 10, rate your pain (10 = worst):_________ 

Complaint / Pain Onset Date: _______________________________ 

If work, have you filed an injury report with your employer? 

Yes     No    Claim #: ____________________________________ 

 
Patient Name: ____________________________      Date: _____________ 
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MERIDIAN CHIROPRACTIC TERMS OF ACCEPTANCE 

 

THIS DOCUMENT CONSTITUTES INFORMED CONSENT FOR CHIROPRACTIC CARE 

When a person seeks Chiropractic care and we accept a person for such care, it is essential for both to be working towards the same objective. 

Chiropractic has only one goal. It is important that each person understand both the objective and the method that will be used to attain it. This will 

prevent confusion. 

Adjustment: A specific application of forces to facilitate the body's correction of the vertebral subluxation. Our chiropractic method of correction is by 

specific adjustments of the spine. 

Health: A state of optimal physical, mental and social well being, not merely the absence of infirmity. 

Vertebral Subluxation: A misalignment of one or more of the 24 vertebrae in the spine resulting in nerve dysfunction, resulting in the lessening of the 

body's innate ability to express its maximum health potential. 

We do not offer to diagnose or treat any disease. Our focus in this office is the vertebral subluxation. However, if we encounter non-chiropractic or 

unusual findings we will advise you. If you desire advise, diagnoses or treatment for those findings we recommend that you seek another healthcare 

provider. 

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by others. OUR ONLY 

PRACTICE OBJECTIVE is to locate, analyze and correct vertebral subluxation by specific adjustments. 

I,__________________________ have read and fully understand the above statements.   
               (print name)   

All questions regarding the chiropractors objective to my care in this office have been answered to my complete satisfaction. I therefore accept care on 

this basis. 

Signature: _________________________________ Date: __________________________________ 

Consent to Evaluate and Adjust a Minor Child 

I, ____________________________________ being the parent or legal guardian of _______________________________ 

Have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive Chiropractic care. 

Signature: ____________________________________ Date: ____________________________ 

Pregnancy Release 

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and stuff have my permission to perform 

necessary X-rays. Date of last menstrual period: ________________ 

Signature: ___________________________________ Date: ________________________ 

 



HIPAA 

Notices of Privacy Practices 

Meridian Chiropractic of Schaumburg 

 

This notice, effective immediately describes how medical information about you may be used and 

disclosed and how you can get access to this information, please review carefully. Our office is required 

by law, to maintain the privacy and confidentiality of your protected health information and to provide 

our patients with notice of our legal duties and privacy practices with respect to your protected health 

information. 

 

Disclosure of Your Health Care Information 

 

Treatment – We may disclose your health care information to other healthcare professionals within our 

practice for the purpose of treatment, payment, or healthcare operations. 

 

Payment – We may disclose your health care information to your insurance company provider for the 

purpose of payment or health care operations.  We have your permission to disclose your health care 

information to your insurance company for the purpose of appealing claims on your behalf. 

 

We may disclose your health care information as necessary to comply with State Workers’ Compensation 

laws, Public Health Authorities, Emergency situations,  Judicial and Administrative proceedings, Law 

Enforcement, Medical examiners, Researcher that has been approved by an Institutional Review Board, 

when necessary to prevent a health or safety issue, to military or national security and government benefit 

purposes, for company approved marketing purposes, showing gratitude and appreciation for referrals, 

and change of ownership. 

 

We reserve the right to change and amend this Notice of Privacy Practices at any time. Our office is 

required by law to maintain the privacy of your health information and to provide you with notice of its 

legal duties and privacy practices with respect to your health information. If you have questions about any 

part of this notice or if you want more information about your privacy rights, please contact our 

Compliance Officer by calling (847) 490-9090. 

 

Complaints – Complaints about your privacy rights, or how our office has handled your health 

information should be directed to our Compliance Officer by calling (847) 490-9090. You may make an 

appointment for a personal conference in person or by telephone. If you are not satisfied with the manner 

in which this office handles your complaint, please call (847) 490-9090. 

 

I understand and have been provided with a Notices of Privacy Practices, which provides a description of 

the information uses and disclosures. I understand and had the right to review this notice prior to signing 

the consent, the right to object the use of my health information for directory purposes and the right to 

request restriction as to how my health information may be used or disclosed to carry out treatment, 

payment or health care operations. 

 

_______________________________________   ______________________ 

Patient Name        Date 

 

_______________________________________ 

Patient/Guardians Signature 

 


