
Chiropractic Registration and History 

Patient Information    

Date___________________________  

SS#____________________________ 

Patient Name_______________________________________________ 

Address___________________________________________________ 

City________________ State________________ Zip_______________ 

E-mail______________________ 

Sex  □M   □F Age_____________ 

Birthdate ____________________ 

Occupation _____________________________________________________________ 

Patient Employer/School _________________________________________________ 

Employer/School Address_____________________________________________ 

________________________________________________________________________ 

Employer/School Phone (____)____________________________________________ 

Who may we thank for referring you?_______________________________________ 

Phone Numbers 

Home Phone (____)________________  Cell Phone (____)__________________ 

Best time and place to reach you?_____________________________________________ 

IN CASE OF EMERGENCY, CONTACT 

Name___________________________  Relationship______________________ 

Home Phone (____)_______________  Work Phone (____)________________ 

Patient Condition 

Reason for Visit______________________________________________________________ 

When did your symptoms appear?_____________________________________________ 

Is this condition getting progressively worse? □Yes  □No  □Unknown 

Rate the severity of your pain on a scale from 1(least pain)  to 10 (severe pain) 

___________________________________________________________________________________________________________________ 

How often do you have this pain?_______________________________________________ 

Is it constant or does it come and go?____________________________________________ 

Does it interfere with your  □Work   □Sleep   □Daily Routine   □Recreation 



 

Health History  
What treatment have you already received for your condition?   

 □ Medications   □ Surgery  □ Physical Therapy 

Name and address of other doctor(s) who have treated you for your condition___________________ 

Place a mark on “Yes” or “No” to indicate if you have had any of the following: 

Bleeding Disorders □ Yes  □ No  Pinched Nerve □ Yes  □ No 

Arthritis  □ Yes  □ No  Polio   □ Yes  □ No 

Asthma  □ Yes  □ No  Multiple Sclerosis □ Yes  □ No 

Bronchitis  □ Yes  □ No  Stroke   □ Yes  □ No 

Cancer  □ Yes  □ No  Tonsillitis  □ Yes  □ No 

Herniated Disks  □ Yes  □ No  Pacemaker  □ Yes  □ No 

Diabetes  □ Yes  □ No  Migraine Headache □ Yes  □ No 

Prosthesis  □ Yes □ No  Tumors Growths □ Yes  □ No 

 

EXERCISE  WORK ACTIVITY  HABITS  

□ None  □ Sitting    □ Smoking  

□ Moderate  □ Standing    □ Alcohol  

□ Daily  □ Light Labor   □ Coffee/Caffeine Drinks  

□ Heavy  □ Heavy Labor   □ High Stress level 

 

Are you pregnant?  □ Yes  □ No     Due Date ______________ 

 

Injuries/Surgeries you have had 

 Falls_____________________________________________________________________________ 

 Head Injuries _____________________________________________________________________ 

 Broken Bones _____________________________________________________________________ 

 Dislocations ______________________________________________________________________ 

 Surgeries _________________________________________________________________________ 

Are you on any Medications?______________________________________________________________ 

_______________________________________________________________________________ 



Monroe Chiropractic and Alternative Medicine Center, P.S. 

328 West Main St 

Monroe, WA 98272 

Phone: (360) 794-4500 

Fax: (360) 863-1640 

 

 

Consent For Chiropractic Care 

I hereby request and consent to the performance of Chiropractic Adjustments and other Chiropractic procedures, includ-

ing various modes of Physical Therapy and diagnostic x-rays, on me (or my dependent minor for whom I am legally re-

sponsible), by any licensed Doctor of Chiropractic in this office or other licensed doctors/therapists employed by, work-

ing for, associated with or serving as a back-up for the doctor’s of Chiropractic in this clinic. I understand and informed 

that, as in the practice of medicine, in the practice of Chiropractic that are some risks to treatment, including but not lim-

ited to fractures, disc injuries, stroke, dislocations, and sprains. I do not expect the Doctor(s) to be able to explain all 

risks and complications, and I do rely on the Doctor(s) to exercise judgment during the course of procedures, which the 

Doctor feels are in my best interest at the time, based upon the facts known then.  

 

 
Cancellation Policy 

I understand that it is my responsibility to give M.C.A.M.C. at least 8 hours notice should I need to cancel my appoint-

ment with any practitioner. If I fail to provide an 8-hour notice prior to my scheduled appointment time, I will be liable 

for 50% of my appointment rate at a non-discount price, to be paid directly by myself within 15 days of the missed ap-

pointment date, (Insurance will not be billed for missed appointments). A voice message after business hours is consid-

ered ample notice. Thank you for your cooperation. 

 

Return Check Policy: There will be a $25.00 charge for returned checks. 

 

 
Notice of Privacy Practices 

I have been given a copy/and or read and understand the Privacy Practices put into effect regarding my medical informa-

tion. I understand that any information regarding my healthcare will be treated with the utmost privacy and accessible to 

me if requested 

 

 

To be completed by the patient: 

 

___________________________   ____________________________   __________________ 

Signature of patient       Print full legal name             Today’s Date 

 

To be completed by parent or legal guardian if patient is a minor or under guardianship: 

 

 

___________________________   ____________________________   __________________ 

Parent/Guardian Signature      Print full legal name             Today’s Date 

 

 

___________________________   ____________________________   __________________ 

Witness                     Print full legal name             Today’s Date 



Monroe Chiropractic and Alternative Medicine Center, P.S. 

328 West Main St 

Monroe, WA 98272 

Phone: (360) 794-4500 

Fax: (360) 863-1640 

 

You scheduled your Chiropractic Care exam today. Insurance companies may call this alternative therapy. Please take a 

moment to read the remainder of this letter. We will ask that you sign this letter so that we can retain the documentation 

for our records. 
 

Due to national coding laws, we MUST bill your insurance company for your visit today as an alternative therapy visit. If during 

your visit you have additional concerns or conditions that require diagnosis and treatment, you may incur additional therapeutic 

charges. These charges as well as the charges for your Chiropractic Care exam will be submitted to your insurance company. If you 

have a deductible you will be asked to pay the amount your insurance company applies to your deductible directly to M.C.A.M.C. If 

your insurance company does not cover some or all of these charges you will be billed for the balance that your insurance carrier 

indicates as patient responsibility. Please do not ask us to re-bill changing the diagnosis code or write-off balances. By asking this of 

your provider, you are asking them to commit insurance fraud and that may jeopardize his or her medical license. 

 

Please be aware of your insurance coverage and benefits.  If Chiropractic Care is not covered under your insurance benefits, we will 

ask for payment at time of service. If you are experiencing financial hardship we are willing to discuss payment arrangements. Please 

be aware, are minimum payment per month is $100.00 

 

X-Ray Services – if X-Rays (MRI or CT Scan) are necessary for the diagnosis of your condition you will be sent to an off site loca-

tion were these services will be performed. 

 

By acknowledging the above I guarantee the payment of the full and entire amount of all bills rendered for myself the patient. In the 

event payment that has been expected to be made directly to M.C.A.M.C. by the insurance company or by any other person, firm or 

corporation has been denied or not been received within 45 days of billing, I agree to pay the amount due immediately upon notice of 

nonpayment. Any amounts not paid within 30 days of the notice of nonpayment shall be subject to an interest charge on the unpaid 

balance from the date of 30 days forward. I further agree that this guarantee shall cover and include all expenses that may be incurred 

by M.C.A.M.C. in collecting the amounts guaranteed hereby, including but not limited to attorney’s fees and/or collection agency 

fees. 

  

Thank you for your understanding in these matters. Your cooperation is greatly appreciated. 
 

I acknowledge that I have read and understand the information above. Further, I understand that I will be financially 

responsible for services that my insurance company indicates are patient responsibility. 

 

______________________________   ______________________________   ___________________ 

Signature of Patient             Print full legal name           Today’s Date 

 

______________________________   ______________________________   ___________________ 

Parent/Guardian Signature            Print full legal name           Today’s Date 

 

______________________________   ______________________________   ___________________ 

Witness                Print full legal name           Today’s Date 

 

 

 

 

 

 



Monroe Chiropractic and Alternative Medicine Center 

328 West Main St. 

Monroe WA. 98272 

 

 
 

 

 

 

 

 

 

 

 

I____________________________________________have been given a copy of the privacy practices put into effect regarding my medi-

cal information.  I understand that any information regarding my healthcare will be treated with the utmost privacy and accessible to me if 

requested. 

 

 

 
Signed_____________________________________________Date_______________ 

 

 

 


