
PATIENT HEALTH RECORD 

Name_________________________________________________  

Address________________________________________________ 

City_______________________________ State_______________ 

Zip __________________Home phone ______________________  

Birth date _______________ Cell Phone_____________________  

Age ___________  Gender _________ Number of children ______ 

Employer______________________________________________ 

Work address ___________________________________________ 

Work phone ____________________________________________ 

Type of work ___________________________________________ 

Marital Status __________________________________________ 

Social Security # ________________________________________ 

E-mail address__________________________________________ 

Payment method Cash Check  Credit card 

Describe the purpose of this visit _______________________________ 

________________________________________________________ 

Is the purpose of this appointment related to:  

  Job     Sports   Auto    Fall 

   Home Injury Chronic Discomfort   Other 

Please explain ______________________________________________ 

If job related, have you made a report of your accident to your employer? 

 Yes   No 

When did this condition begin? _________________________________ 

Has this condition: 

 gotten worse  stayed constant  comes and goes 

Does this condition interfere with: 

Work  Sleep  Daily routine  Other activities 

Please explain ______________________________________________ 

Has this condition occurred before?  Yes  No 

Please explain ______________________________________________ 

Have you seen other doctors for this condition?  Yes   No 

Doctor’s Name (s) ___________________________________________ 

Type of treatment ___________________________________________ 

Results ____________________________________________________  

Name _______________________________________________  

 

Employer  ___________________________________________  

 

Who referred you to this office ________________________________ 
   

Have you seen or heard about us in/on: Paper Sign YP 

 

Have you been adjusted by a Chiropractor before?  Yes  No 

 

Reason for those visits? _________________________________________ 

 

Doctor’s name:_______________________________________________
  

Approximate date of last visit:_______________________________ ____ 

Has any adult in your family seen a Chiropractor? Yes  No 

                                                              Yes        No 

Do you smoke?                   

Do you drink alcohol?                  

Do you drink coffee, tea or soda?               

Do you exercise regularly?                  

Do you wear: 

Heel lifts Sole lifts Inner soles Arch supports  

EXPERIENCE WITH CHIROPRACTIC 

HEALTH HABITS 

ABOUT THE SPOUSE/ PARTNER 

ABOUT THE PATIENT REASON FOR THIS VISIT 



Were you aware that: 

Doctors of Chiropractic work with the nervous system?                     Yes  No 

The nervous system controls all bodily functions and systems?          Yes No 

 

MEDICATIONS I NOW TAKE... 

HEALTH CONDITIONS 

GOALS FOR MY CARE 

AWARENESS OF CHIROPRACTIC 

People see Chiropractors for a variety of reasons.  Some go for relief of 
pain, some to correct the cause of pain and others for correction of 
whatever is malfunctioning in their bodies.  Your Doctor will weigh your 
needs and desires when recommending your care program.  Please 
check the type of care desired so that we may be guided by your 
wishes whenever possible.                                                                          

Relief care – Symptomatic relief of pain or discomfort                     
Corrective care – Correcting and relieving the cause of the                                          
problem as well as the symptom                                                                                                                      
Comprehensive care – Bring whatever is malfunctioning in 

the  body to the highest state of health  possible with                  
Chiropractic care                                                                                                       
I want the Doctor to select the type of care appropriate 

for my condition. 

    Cholesterol medication Blood pressure medicine 

 Stimulants                     Blood thinners  

   Tranquilizers             Pain killers (including aspirin) 

  Muscle relaxers               ______________  

       Please check each of the diseases or conditions that the patient has now or has had in the past.  While they may seem unrelated to the purpose                     
of the appointment, they can affect the overall diagnosis, care 

plan and the possibility of being accepted for care. 

For women:                                                             

 Are you pregnant?                             Yes  No 

 Are you nursing?                               Yes  No 

 Are you taking birth control?           Yes   No 

 Do you experience painful periods?  Yes  No 

   Severe or frequent headaches   Heart surgery/pacemaker     Arthritis 

      Sinus problems                           Heart attack/stroke             Shingles                           

  Dizziness                                       Heart murmur                    Kidney problems

  Loss of sleep                                 Congenital heart defect    Diabetes                          

  Pain between shoulders              Chemotherapy                    Thyroid problems 

      High/Low blood pressure           Difficulty breathing              Hepatitis                  

  Frequent neck pain              Surgeries ___________________                                           

  Numbness in Arms/legs/hands  Alcohol/drug abuse _______________  

Headaches                    
Migraines - Dizziness   

Sinus Problems -
Allergies Fatigue - 

Head Colds  

Sore Throat - Stiff Neck  

 Radiating Arm Pain    
Hand/Finger Numbness  

Asthma –Allergies 

High Blood Pressure  

Heart Conditions     

 Middle Back Pain   

Congestion  

 Difficulty Breathing          
Bronchitis - Pneumo-
nia Gallbladder Con-

ditions                    
Stomach Problems          
Ulcers  - Gastritis  

 Constipation  - Colitis                          
Diarrhea - Gas Pain  

 Irritable Bowel  

 Bladder Problems  

Menstrual Problems  

 Low Back Pain   

Please circle the health con-

cern or concerns you may be 
experiencing now or have ex-

perienced in the past.  Each are 
of concern relates to an area of 
the spine and nerve function. 

 

Other:_________
______________
______________
______________
______________
______________
______________
______________

C1
C2
C3
C4 

C5
C6
C7
T1 T2

T3
T4
T5
T6
T7
T8
T9 

T10
T11
T12 

L1
L2
L3
L4
L5 
S 

A
C
R
A 

L 



I hereby authorize the Doctor to work with my condition through the use of adjustments to my spine, as he or she 
deems appropriate.  I clearly understand and agree that all services rendered me are charged directly to me and that I 
am personally responsible for payment.  I agree that I am responsible for all bills incurred at this office.  The Doctor will 
not be held responsible for any pre-existing medically diagnosed conditions nor for any medical diagnosis.  I also               
understand that if I suspend or terminate my care, any fees for professional services rendered me will become                        
immediately due and payable.  I hereby authorize assignment of my insurance rights and benefits (if applicable) directly 
to the provider for services rendered.  I understand and agree that health and accident insurance policies are an                     
arrangement between an insurance carrier and myself.  I understand that the Doctor’s Office will prepare any                         
necessary reports and forms to assist me in collecting from the insurance company and that any amount authorized to 
be paid directly to the Doctor’s Office will be credited to my account on receipt.  

 

 Signature                                                                                                                Date             

 Who should receive bills for payment on your account? 

Patient Spouse Parent  Auto Insurance  Medicare Health Insurance                  

Ownership of X-ray Films:  It is understood and agreed that the payments to the Doctor for X-rays is for examination 
of X-rays only.  The X-ray negative  will remain the property of the office.  They are kept on file where they may be  
seen at any time while I am a patient at this office. 

 

Terms Of Acceptance 

AUTHORIZATION FOR CARE 

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

Chiropractic has only one goal.  It is important that each patient understand both the objective and the 
method that will be able to attain it.  This will prevent any confusion or disappointment. 

An adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation.  
Our chiropractic method of correction is by specific adjustments to the spine. 

Health is a state of optimal physical, mental and social well being, not merely the absence of disease. 

Vertebral Subluxation is a misalignment of one or more of the joints of the body.  This can cause pain or               
alteration of nerve function and interference of the transmission of nerve impulses, lessening the body’s              
innate ability to maintain maximal health. 

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation.  However, if 
during the course of a chiropractic spinal evaluation, we encounter  non-chiropractic or unusual findings, we 
will advise you.  If you desire advice, diagnosis or treatment for those findings, we will recommend that you 
seek the services of a health care provider who specializes in that area. 

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 eliminate a major interference to 
the expression of the body’s innate wisdom.  Our only method is specific adjusting to correct vertebral                      
subluxation. 

 

I, __________________________________have read and fully understand the above statement. 



 
 

 
PRIVACY NOTICE 

 
 
 

THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  

 
In the course of your care as a patient at Elena Vince 
Chiropractic, Inc., we may use or disclose personal and health 
related information about you in the following ways: 
 

*Your personal health information, including your clinical 
records, may be disclosed to another health care provider 
or hospital if it is necessary to refer you for further 
diagnosis, assessment or treatment.  
*Your health care records as well as your billing records 
may be disclosed to another party, such as an insurance 
carrier, an HMO, a PPO, or your employer, if they are or 
may be responsible for the payment of your services.  
*Your name, address, phone number, and your health care 
records may be used to contact you regarding appointment 
reminders, information about alternatives to your present 
care, or other health related information that may be of 
interest to you. 
*If you are not at home to receive an appointment reminder, 
a message may be left on your answering machine.  

 
Further, you have the right to inspect or obtain a copy of the 
information we will use for these purposes. You also have the 
right to refuse to provide authorization for this office to contact 
you regarding these matters. If you do not provide us with this 
authorization it will not affect the care provided to you or the 
reimbursement avenues associated with your care. 
 
Under federal law, we are also permitted or required to use or 
disclose your health information without your consent or 
authorization in these following circumstances: 

 
 

*If we are providing health care services to you based on 
the orders of another health care provider. 
*If we provide health care services to you in an emergency. 
*If we are required by law to provide care to you and we are 
unable to obtain your consent after attempting to do so. 
*If there are substantial barriers to communicating with you, 
but in our professional judgment we believe that you intend 
for us to provide care. 
*If we are ordered by the courts or another appropriate 
agency 

 
Any use or disclosure of your protected health information, other 
than as outlined above, will only be made upon your written 
authorization.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
We normally provide information about your health to you in 
person at the time you receive chiropractic care from us. We 
may also mail information to you regarding your health care or 
about the status of your account.  If you would like to receive 
this information at an address other than your home or, if you 
would like the information in a different form please advise us 
in writing as to your preferences. 
 
You have the right to inspect and/or copy your health 
information for seven years from the date that the record was 
created or as long as the information remains in our files. In 
addition you have the right to request an amendment to your 
health information.  
Requests to inspect, copy or amend your health related 
information should be provided to us in writing.  
 
We are required by state and federal law to maintain the 
privacy of your patient file and the health protected health 
information therein. We are also required to provide you with 
this notice of our privacy practices with respect to your health 
information. 
 
We are further required by law to abide by the terms of this 
notice while it is in effect. We reserve the right to alter or 
amend the terms of this privacy notice. If changes are made 
to our privacy notice,  
we will notify you in writing as soon as possible following the 
changes. Any change in our privacy notice will apply for all of 
your health information in our files. 
 
Information that we use or disclose based on this privacy 
notice may be subject to re-disclosure by the person to whom 
we provide the information and may no longer be protected by 
the federal privacy rules. 
 
If you have a complaint regarding our privacy notice, our 
privacy practices or any aspect of our privacy activities you 
should direct your complaint to: 
 
Elena Vince, D.C. and Monica Egan D.C. 
  
  

This notice is effective as of     .  This notice, and any alterations or 
amendments made hereto will expire seven years after the date upon which the record was created. My signature 
acknowledges that I have received a copy of this notice. 
 
____________________________      __________________________ ________   
Name  (Printed please)        Signature    Date   
 
If you are a minor, or if you are being represented by another party 
 
                   ____________    ______ __          
Personal Representative Printed Personal Representative Signature      Date 
 

 



Montecito Chiropractic Center   361 Third St. , Suite D  San Rafael, CA  94901  (415) 454-3717 

 
 
 

Elena Vince, D.C., Inc.   Monica Egan, D. C 

Patient Authorization 
 

 
 

It is the desire of this office to provide chiropractic care in an “open-door” and/or “open 
adjusting” environment.  “Open adjusting” involves several patients being seen in the 
same adjusting room at the same time. As a result patients are within sight of one 
another and some ongoing routine details of care are discussed within earshot of other 
patients and staff. This environment is used for ongoing care and is NOT the 
environment used for taking patient histories, performing examinations or presenting 
reports of findings. These procedures are completed in a private, confidential setting.  

 
It is our desire for our staff to use your name, address and/or telephone number for the 
purpose of contacting you to remind you about scheduled appointments, re-evaluations 
or other appointment related issues, contacting you to advise you about health related 
meetings, workshops, and products, thanking you for referrals, etc.  
 
We are requesting this authorization of you due to various interpretations under federal 
law with respect to what is known as an “incidental disclosures” of health information. It 
is our view that the kinds of matters related in an “open door”, “open adjusting” 
environments, appointment reminders are incidental matters, in the event you or 
someone else would not agree with us we are providing this disclosure and requesting 
your authorization. 
 
It is our desire for our staff to use your name for the purpose of thanking you for 
referrals on a patient referral board in the office. 
 
The use of this format is intended to make your experience with our office more efficient 
and productive as well as to enhance your access to quality health care. If you choose 
not to be adjusted in an open-door adjusting environment other arrangements will be 
made for you. Your decision will have no adverse effect on your care from Dr. Elena 
Vince  or on your relationship with our staff. 
 
Your signature indicates your authorization of these activities. 
 
 
 

Name (printed)  Signature   Date 
 

 
You may revoke this authorization at any time. Revocation may be accomplished by advising us 
in writing of your desire to withdraw your authorization. Please allow a reasonable processing 
time for the change in our procedures to be completed. 

 


	NP Forms
	                                                              Yes        No

	Do you smoke? 	        ￼       ￼ 

	Do you drink alcohol? 	        ￼       ￼

	Do you drink coffee, tea or soda?      ￼        ￼

	Do you exercise regularly?	        ￼        ￼

	Do you wear:

	￼Heel lifts ￼Sole lifts￼Inner soles￼Arch supports 
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