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Thank you for choosing Atlas Family Chiropractic.  We are committed to providing you with the best possible care and 
we are pleased to discuss our professional fees with you at any time.  Your clear understanding of all of our policies is 
important to our professional relationship. The following is a statement of our policies.  We require that you read, agree 
to, and sign prior to any treatment:

To all of our new patients

After completing the questionnaire forms, the doctor will have a consultation with you to determine whether or not you 
can be helped by chiropractic care.

The doctor will perform a thorough neurostructural examination to determine the extent of your problem.  Suggestions 
will then be made as to whether x-rays will be necessary and what course of therapy to follow.

On your following visit, the doctor will make further suggestions in reference to your treatment plan after they have had 
an opportunity to review your case.

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both the doctor 
and the patient 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 used to attain it.  This will prevent any confusion or disappointment.

Adjustment:  An adjustment is the speci�c application of forces to facilitate the body's correction of vertebral sublux-
ation. Our chiropractic method of correction is by speci�c adjustments of the spine.

Health:  A state of optimal physical, mental and social well-being, not merely the absence of disease or in�rmity.

Vertebral Subluxation:  A misalignment of one or more of the 24 vertebrae in the spinal column, which causes altera-
tion of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body's 
innate ability to express its maximum health potential.

We do not o�er to diagnose or treat any disease or condition other than vertebral subluxation.  However, if during the 
course of a chiropractic spinal examination, we encounter non-chiropractic or unusual �ndings, we will advise you.  If 
you desire advice, diagnoses or treatment for those �ndings, 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 o�er to treat it, nor do we o�er 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 speci�c adjusting to correct vertebral subluxations.

I, ____________________________________ have read and fully understand the above statements.  All questions 
regarding the doctor's objectives pertaining to my care in this o�ce have been answered to my complete satisfaction.  I 
therefore accept chiropractic care on this basis.

Signature:        Date:
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CONFIDENTIAL HEALTH INFORMATION
Please allow our sta� to photocopy your driver’s license & insurance details
All information you supply is con�dential.  We comply with all federal privacy standards.
Please print clearly.

Patient’s name (First, MI, Last)    Birth Date       Age

Address      City   State  Zip                   Height         Weight

Home Phone   Mobile Phone   Work Phone   Email Address

Patient’s Social Security Number  Emergency Contact Relationship to Patient  Phone

Employer     Address (City, State, Zip)     Occupation

     Yes      No       Cash      Check      Credit Card Insurance Company Name, Address & Phone Number

Subscriber’s Name     Subscriber’s ID Number    Group Number

Subscriber’s Birth Date    Name of Spouse     Medicare Number

Secondary Insurance Company Name, Address & Phone Number  Subscriber’s ID Number  Group Number

PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE.  I authorize request of any medical information necessary to process this claim and 
request payment of government bene�ts either to myself or to the party who accepts assignment below.

Signature     Date

Gender                   Marital Status
M       F S       M       W       D       DP

     Yes      No When?

Today’s Date    Whom may we thank for referring you?

Have you consulted a chiropractor before?       If so, whom?

CONSENT TO TREAT A MINOR:  I hereby authorize Atlas Family Chiropractic PS and whomever they designate as assistants to administer 

care to my               Son        Daughter       Grandson        Granddaughter

Name of Child                   Dated at (City, State)          Parent/Guardian Name

Date Signed  Signature of Parent/Guardian                  O�ce Sta� Witness
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Medical Insurance? How do you intend to pay?
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Patient:
HEALTH PROFILE

What brings you into our o�ce today?  (Please brie�y describe, including the impact it has had on your life.)

Rate severity (scale 0 to 10, 0 = absent and 10 = severe)          When and how did this start?          Are symptoms constant or intermittent?

Since the problem started, it is          the same          getting better          getting worse

What makes the problem worse?

What, if anything, makes the problem feel better?

Does this interfere with your:          Leisure          Work          Sleep          Sports          Other

Have you seen other doctors for this condition?          Chiropractor          MD          Other

Name / Address / Date:

What was the diagnosis:

GENERAL HISTORY

Please list all medications you are taking and why (Prescription and non-prescription)

Have you had any surgeries and / or hospitalizations?          Yes          No

If yes, brie�y explain:

Have you ever had any work related injuries?          Yes          No

If yes, brie�y explain:

Have you ever had any slips, falls or auto accidents?          Yes          No

If yes, brie�y explain:

YOUR GOALS

On a scale of 0 to 10 (0 = none, 10 = extreme), describe your emotional / psychological / lifestyle stress levels:

Scale =          Occupational stress:

Scale =          Personal stress:

On a scale of 0 to 10 (0 = poor, 10 = excellent), describe your habits and condition as it relates to:

          Eating                    Exercise                    Sleep                    General Health                    Wellness Lifestyle

At our o�ce, we’re concerned about your health and wellness goals.  Please take a moment to list your goals.

 Eat well (nutritional):

 Move well (physical):

 Think well (psychological):

Rate your health and wellness (place an “X” where you believe your wellness to be; place an “O” where you would like it to be)

Very Challenged                          Challenged                          Transition                              Good                              Excellent



On a scale of 1-10, rate the importance for you to achieve the following by circling the number, (1 = not important; 10 = necessary), and by 

placing an X over your current level in each area (1 = poor; 10 = excellent).

Example:  Get Fit         (necessary, below average currently)

 Get �t

 Eat better

 Stop smoking

 Reduce my pain

 Reduce my anxiety

 Reduce my medications

 Increase my energy

 Increase my mobility

 Improve my sleep

 Improve my posture

 Improve my stress management

 Better moods / Improved outlook on life

 Learn about wellness

 Learn about wellness products that are right for me

 Other

Which of the above would you say is the most important goal for you to achieve and why?

Have you ever attempted to accomplish this goal in the past? Yes          No

If yes, what happened and what prevented you from maintaining your results?

Do you have any questions or comments?

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

1      2      3      4      5      6      7      8      9      1 0

X

Acknowledgements
To set clear expectations, improve communications and help you get the best results in the shortest amount of time, please read each statement and initial your agreement.

I instruct the chiropractor to deliver the care that, in his or her professional judgement, can best help me in the 
restoration of my health.  I also understand that the chiropractic care o�ered in this practice is based on the best 
available evidence and designed to reduce or correct vertebral subluxation.  Chiropractic is a separate and distinct 
health art from medicine and does not proclaim to cure any named disease or entity.

I may request a copy of the Privacy Policy and understand it describes how my personal health information is 
protected and released on my behalf for seeking reimbursement from any involved third parties.

I realize that x-ray examination may be hazardous to an unborn child and I certify that to the best of my knowledge 
I am not pregnant.  Date of last menstrual period (mm/dd/yyyy):

I grant permission to be called to con�rm or reschedule an appointment and to be sent occasional cards, letters, 
emails, SMS/text messages or health information to me as an extension of my care in this o�ce.

To the best of my ability, the information I have supplied is complete and truthful.  I have not misrepresented the 
presence, severity or cause of my health concerns.

Initials

Initials

Initials

Initials

Initials

Signature       Date (mm/dd/yyyy) PAGE
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Functional Rating Index
For use with Neck and/or Back problems only.

Patient name:        Date:

In order to properly assess your condition, we must understand how much your neck and/or back problems have a�ected your ability to manage 
everyday activities.  For each item below, please circle the number which most closely describes your condition right now.

(c) 1999-2001  Institute of Evidence-Based Chiropractic

FOR OFFICE USE ONLY

Total Score: ________________ / 40  Prior Score: ________________ / 40

PAIN INTENSITY

0 1 2 3 4

No
pain

Mild
pain

Moderate
pain

Severe
pain

Worst
pain

possible

RECREATION

0 1 2 3 4

Can do
all

activities

Can do
most

activities

Can do
some

activites

Can do
a few

activites

Cannot
do any

activities

SLEEPING

0 1 2 3 4

Perfect
sleep

Mildly
disturbed

sleep

Moderately
disturbed

sleep

Greatly
disturbed

sleep

Totally
disturbed

sleep

FREQUENCY OF PAIN

0 1 2 3 4

No
pain

Occasional
pain;

25% of
the day

Intermittant
pain;

50% of
the day

Frequent
pain;

75% of
the day

Constant
pain;

100% of
the day

PERSONAL CARE (washing, dressing, etc.)

0 1 2 3 4

No 
pain;

no
restrictions

Mild 
pain;

no
restrictions

Moderate
pain;

no
restrictions

Moderate
pain;

need to
go slowly

Severe
pain;

need 100%
assistance

LIFTING

0 1 2 3 4

No
pain with

heavy
weight

Increased
pain with

heavy
weight

Increased
pain with
moderate

weight

Increased
pain with

light
weight

Increased
pain with

any
weight

TRAVEL (driving, etc.)

0 1 2 3 4

No
pain

on long
trips

Mild
pain

on long
trips

Moderate
pain

on long
trips

Moderate
pain

on short
trips

Severe
pain

on short
trips

WALKING

0 1 2 3 4

No pain;
any

distance

Increased
pain after

1 mile

Increased
pain after
1/2 mile

Increased
pain after
1/4 mile

Increased
pain with

all walking

WORK

0 1 2 3 4

Can do
usual work

plus unlimited
extra work

Can do
usual work; 

no extra 
work

Can do
50% of
usual 
work

Can do
25% of
usual 
work

Cannot
work

STANDING

0 1 2 3 4

No pain
after 

several
hours

Increased
pain

after several 
hours

Increased
pain
after 

1 hour

Increased
pain
after 

1/2 hour

Increased
pain with

any
standing
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Payment is expected at the time services are rendered.  We accept cash, check, debit card, Visa/ MasterCard and Discover.

Insurance:  If your insurance o�ers chiropractic coverage, we will be happy to bill your insurance directly.  If we are contracted with 
your insurance company then we are obligated by our contract to only submit claims to them.  If we have not been successful in 
collecting from your insurance company after 120 days, we will then bill you for the amount pending and it is your responsibility to 
collect from your insurance company.  You will be responsible for any amount that your insurance plan does not cover.  If you have 
�led a claim under your personal injury protection (PIP), you are responsible for any outstanding balances on your account. 
Co-payments and/or coinsurance balances are due at the time of service unless we are contracted with your insurance company and 
it is otherwise stated.  Insurance coverage is a contract between you and your insurance company; we �le insurance claims
as a courtesy to our patients.  Medicare patients - please discuss your coverage and our policy with our o�ce sta� prior to being seen 
by the doctor.

Non-covered services:  If insured, your insurance covers chiropractic care that is curative, reasonable and necessary.  By de�nition, 
they can interpret that some ongoing care is not under that category and may be denied, either during the course of care, or upon 
paper review or audit.  They may consider it to be maintenance, preventive, or purely wellness care, which is not a covered service.  If 
insurance denies payment or seeks reimbursement from us for ongoing visits deemed to be a non-covered service by the reasons 
listed above, the patient is responsible for payment of services.  The patient accepts the responsibility to pay for treatment that is
deemed a non-covered service by their insurance.

Account balances:  Interest at the rate of 1% per month will be added to all balances over 30 days.  If you have been in a motor 
vehicle collision and have a claim pending and/or an attorney and you have a balance that is accruing interest, you are responsible 
for that interest each month, you will be billed.  If we are not receiving payment from an insurance company on a regular basis you 
will be expected to make a monthly payment toward that account that can be reimbursed to you at time of settlement.  A lien will be 
�led on all accounts that have an outstanding balance pending settlement.  Agency fees will be added to all accounts that are turned 
over for collections.  There will be a $30 service charge for returned or N.S.F. checks.

Appointments:  If you are unable to make a scheduled chiropractic appointment, a phone call to reschedule or cancel your appoint-
ment is required.  If you do not show up for an appointment and do not call to cancel your appointment, it will be to the doctor’s 
discretion as to whether or not he/she will continue to treat you.  If you are late for your scheduled visit, we will do our best to �t you 
in as soon as possible.  For massage therapy, we require 24-hour notice for any cancellation or appointment needing to be resched-
uled. Last minute cancellations or no-shows will result in a $50.00 non-refundable fee that will not be billed to insurance and will
need to be paid in full prior to any treatment received at our o�ce.  If you show up to your appointment late, you will be responsible 
for the full amount of the massage time scheduled (i.e. if you show up 20-minutes late for a 1-hour massage, you are responsible for 
the full 1-hour charge even though the full hour can not be performed); if you are using insurance for massage bene�ts, we can only 
bill your insurance for the amount of time massage is performed; the amount of time you were late will have to be paid at the time of 
service and can not be billed to your insurance.

Record Copies:  You have the right to review your personal health care records.  Fees for copying your personal health 
information/records are set by state regulators annually (WAC 246-08-400).  The costs for records copies are:  $23 clerical fee plus 
$1.04 per page for the 1st 30 pages and $0.79 per page thereafter plus tax.

I, ________________________________________ have read and fully understand the above statements.  All questions regarding the 
doctor’s objectives pertaining to my care in this o�ce have been answered to my complete satisfaction.  I therefore accept chiroprac-
tic care on this basis.

Signature: _______________________________________________    Date: _______________
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Consent for Purposes of Treatment, Payment & Healthcare Operations (3/03)

In this document, “I” and “my” refer to the patient.

I consent to the use or disclosure of my protected health information by Atlas Family Chiropractic, for the purpose of analyzing, diagnosing or 
providing treatment to me, obtaining payment for my health care bills or to conduct health care operations of the clinic/practice.  I understand that 
analysis, diagnosis or treatment of me by Atlas Family Chiropractic may be conditioned upon my consent as evidenced by my signature below.

I understand I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment, payment 
or healthcare operations of the practice.  Atlas Family Chiropractic is not required to agree to the restrictions that I may request.  However, if Atlas 
Family Chiropractic agrees to a restriction that I request, the restriction is binding on Atlas Family Chiropractic.  I have the right to revoke this consent, 
in writing, at any time, except to the extent that Atlas Family Chiropractic has taken action in reliance on this Consent.

My "protected health information" means health information, including my demographic information, collected from me and created or received by 
my physician, another health care provider, a health plan, my employer or a health care clearinghouse.  This protected health information relates to 
my past, present or future physical or mental health or condition and identi�es me, or there is a reasonable basis to believe the information may 
identify me.

I have been provided with a copy of the Notice of Privacy Practices of Atlas Family Chiropractic and understand that I have a right that Notice's Notice 
of Privacy Practices prior to signing this document.  The Notice of Privacy Practices describes the types of uses and disclosures of my protected health 
information that will occur in my treatment, payment of my bills or in the performance of health care operations of Atlas Family Chiropractic.  The 
Notice of Privacy Practices for Atlas Family Chiropractic is also posted in the waiting room at 2310 Mildred St. W. Suite 130, University Place, WA 98466 
and on the clinic website at http://atlaschiro.com/privacy-policy/.  This Notice of Privacy Practices also describes my rights and duties of Atlas Family 
Chiropractic with respect to my protected health information.

Atlas Family Chiropractic reserves the right to change the privacy practices that are described in the Notice of Privacy Practices.  I may obtain a revised 
notice of privacy practices by calling the o�ce of Atlas Family Chiropractic and requesting a revised copy be sent in the mail or asking for one at the 
time of my next appointment.

Signature of Patient or Personal Representative      Printed Name of Patient

Date of Signing         Description of Personal Representative's Authority

Work-Related Injuries

Employer       Date of Injury

Have you �led a claim with your employer?        YES        NO        If so, claim #?    Labor & Industries        Self-Insured

Claims manager name     Phone number

Claims manager address

Do you have a referral for treatment in our o�ce?        YES        NO        If so, from whom?

Have you seen any other provider for this injury?        YES        NO        If so, who?

How long at present job?

Were did you work previously and for how long?

Job title at time of current injury

Brief job description

How strenuous is your job?        Light          Medium          Heavy

Have you �led any previous work-related claims?        YES        NO        If so, when and what type of injury?

Have you been awarded any permanent disability?        YES        NO        If so, for what?

Have you retained an attorney?        YES        NO        If so, who?
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