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New Practice Member Intake Form 

Name:___________________________________________ Date of Birth:_______________ Appt Date: _____________ 
Address: _________________________________________ City: _____________________ State:______ Zip:_________ 
Home Phone: ____________________ Cell Phone: ___________________ Work Phone: _________________________ 
Email Address ______________________________________________________________________________________ 

May we contact you by Phone ___yes ___no; Text ___yes ___no; Email ____yes ___no; Newsletter ___yes ___no (your email will not be shared) 
 

Gender: ___Male ____Female     Marital Status:   ___S ___M ___D ___W      Favorite Food: ________________________ 
Occupation __________________________________Employer ______________________________________________ 
Spouse’s Name _______________________________ Spouse occupation ______________________________________  
 

Names & ages of children _____________________________________________________________________________ 
Emergency Contact: _________________________________ Phone: _________________ Relationship ______________ 
 

How did you hear about Dr. Cory? ______________________________________________________________________ 
 

Have you ever been to a chiropractor before?          No          Yes     Date of last visit: _______________________________________ 
 

 REASON FOR VISIT  

 

Do you have a specific concern or injury that brings you in today?  
 

        No, I am interested in having my nervous system assessed to achieve optimal health so I may function at my full potential.  
 

        Yes:  If Yes, Briefly describe the reason you would like to be seen today:  __________________________________________________  

   

 When did this condition start?  How did it start?   

 Type of Pain:         Sharp          Dull          Throbbing          Aching          Shooting          Burning          Stiffness  

   NO Pain                 Numbness          Tingling          Cramps          Swelling          Other   

 Circle the severity of your symptoms (0-10): (No Pain)     0       1       2       3       4       5       6       7       8       9       10     (Worst Pain Ever)  

 Is it getting worse?  Yes      No Is it constant or does it come and go?  constant     comes and goes     don’t know  

 What makes your condition better?   

 What makes your condition worse?   

 Does it interfere with your:  Work      Sleep       Daily Routine       Recreation       Other   

 Activities or movements that are dificult to perform:  Sitting     Standing     Walking     Bending     Lying Down     Getting up         

   Reading     Driving     Other    
 
 

 
 
 

 
What have you already tried that has helped this condition?    Nothing    Chiropractic    Medication   Ice     Heat     Massage  
 

    Physical Therapy      Surgery      X-ray/MRI/CT      Lab tests      Other  ________________________________________________ 
 
What have you already tried that has not helped this condition?    Nothing    Chiropractic    Medication   Ice    Heat     Massage 
 

     Physical Therapy      Surgery      X-ray/MRI/CT      Lab tests      Other  _______________________________________________ 

 

  

  

    PAST INJURIES / SURGERIES Description  Date  

 Falls      

 Head Injuries      

 Fractures / Dislocations      

 Surgeries      

 Sports injuries      

 Auto Accidents      
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 VITAMINS / HERBS / MINERALS   ALLERGIES   MEDICATIONS  

         

         

         

         

 

 EXERCISE  WORK ACTIVITY  HABITS    

  None   Sitting  Alcohol Drinks/Week    None  

  Light   Standing  Smoking Packs/Day    None  

  Moderate   Light Labor  Coffee / Caffeine Drinks Cups/Day    None  

  Heavy   Heavy Labor  Stress Level  Low         Moderate         High   
 

        
 

 ENVIRONMENTAL    

 
 

How many glasses of water do 
you drink a day ____________ 

 
How many minutes do you 
spend in the sun ____________ 

 
How many hours of sleep do 
you get a night ___________ 

 
How would you rate your diet  
Bad_____  Fair ___ __Good____  

 
 
 

 
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 program of care. 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 symptoms  
  COMPREHENSIVE CARE: Maximizing the body’s ability for optimal healing and function with Chiropractic care 
  I want the Doctor to select the type of care appropriate for my condition 

 

What specifically would you like to gain from chiropractic care? ______________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
Is there anything else you feel we should know? ___________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
On a scale of 1-10, rate your current level of commitment  you have in finding out what can be done to give you every 
possible advantage to get health that you desire :   1   2   3   4   5   6   7   8   9   10 
 
The human body is designed to be healthy. The primary system in the body which coordinates health and function is the nervous 
system. Your nervous system is protected by the bones of the spine, called vertebrae. Stressors from our lifestyle in the form of 
physical, chemical, and emotional stress can interfere with or damage our nervous system resulting in dysfunction and 
misalignments of spinal column. This is called a vertebral subluxation. The chiropractic exam and nerve scan will detect and locate 
this nerve interference.  
 

I ____________________________ hereby grant permission to receive a chiropractic evaluation, nerve scan and 
treatment. Any findings will be communicated before consenting to treatment by the doctor where appropriate. I 
understand that any fee for services rendered is due today and cannot be deferred to a later date. I understand a $25 
cancellation fee will be charged if I do not give 24 hour notice.  
 
Signature: _________________________________________________________  Date: ___________________ 
    (Patient;  or Guardian if minor) 
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Informed Consent to Care 
 

You are the decision maker for your health care. Part of our role is to provide you with information to assist you in 
making informed choices. This process is often referred to as “informed consent” and involves your understand and 
agreement regarding the care we recommend, the benefits and risks associated with the care, alternatives, and the 
potential effect own your health if you choose not to receive the care. 
 
We may conduct some diagnostic or examination procedures if indicated. Any examinations or tests conducted will be 
carefully performed but may be uncomfortable. 
 
Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive 
procedures or recommendations as well.  When providing an adjustment, we use our hands or an instrument to 
reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include restoring normal joint 
motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and improving neurological functioning 
and overall well-being. 
 
It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no 
promise to cure. As with all types of health care interventions, there are some risks to care, including, but not limited to: 
muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, burns and/or 
scarring from electrical stimulation and hot/cold packs, fractures (broken bones), disc injuries, strokes, dislocations, 
strains, and sprains. With respect to strokes, there is a rare but serious condition known as a cervical arterial dissection 
that involves an abnormal change in the wall of an artery that may cause the development of a clot with the potential to 
lead to a stroke. This occurs in 3-4 of every 100,000 people whether they are receiving health care of not. Patients who 
experience this condition often, but not always, present to their medical doctor or chiropractor with neck pain and 
headache. Unfortunately a percentage of these patients will experience a stroke. As chiropractic can involve manually 
and/or mechanically adjusting the cervical spine, it has been reported that chiropractic care may be a risk for developing 
this type of stroke. The association with stroke is exceedingly rare and is estimated to be related in one per one million 
to two million cervical adjustments. 
 
It is also important to that you understand that there are treatment options available for your condition other than 
chiropractic procedures. Likely, you have tried many of these approaches already. These options may include, but are 
not limited to: self-administered care, over-the-counter medications, physical measures and rest, medical care with 
prescription drugs, physical therapy, bracing, injections, and surgery.  Lastly, you have the right to a second opinion and 
to secure other opinions about your circumstances and health care as you see fit. 
 
I have read, or have had read to me, the above consent. I appreciate that it is not possible to consider every possible 
complication to care. I have also had an opportunity to ask questions about its content, and by signing below, I agree 
with the current of future recommendation to receive chiropractic care and nutritional and lifestyle advice as is deemed 
appropriate for my circumstance. I intend this consent to cover the entire course of care from all providers in this office 
for my present condition and for any future condition(s) for which I seek care from this office. 
 
 
______________________________________________ _______________________ _________________________________________ 
Signature of patient or patient representative   Date        Indicate relationship if signing for patient 
 
 
______________________________________________ _______________________  
Signature of office representative     Date   
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HIPPA Privacy Policies 
 

We understand that your medical and health information is private.  We know that respect for that privacy is a critical part of our relationship.  
We are committed to protecting the privacy of your protected health information that is in our possession.  We follow strict federal and state 
laws that require us to maintain confidentiality of your health information.  This “Notice of Privacy Practices” was created to help you 
understand our legal duties to protect your health information, as well as your rights in regards to your health information. 
 

How We May Use Your Health Information 

When you receive care at our office we may use your health information for treating you, billing for services rendered and conducting our normal 
business operations.  The following are examples of how we use and disclose your health information: Treatment- We keep records of the care and 
services provided to you.  We use these records to deliver quality care to meet your needs.  We may share your health information with a specialist 
or representative who will assist in your treatment.  Payment- We keep billing records that include payment information and documentation of 
services provided to you.  Your information may be used to obtain payment from your insurance company or any third party.  We may also contact 
your insurance company to verify coverage for your care or to notify them of upcoming services that need prior notice or authorization. Health 
Care Operations- We use health information to continually improve the quality and effectiveness the health care services we provide.  We may use 
your health information to train staff and students, provide customer services, and conduct required business duties. 
 
We may also use your health information to: Recommend treatment alternatives, tell you about health services and products that may benefit 
you, share information with family or friends who are involved in your care or payment for your care and share information with third parties who 
assist us with treatment, payment and health care operations.   
 
We may sharing your health information:  For public health purposes such as reporting communicable diseases, work-related illness and injuries, 
or other diseases and injuries permitted by law; reporting deaths; and reporting reactions to drugs or problems with medical devices, to protect 
victims of abuse, neglect or domestic violence, for lawsuits and similar proceedings, when requested by law enforcement as required by law or 
court order, for Workers’ Compensation or other similar programs if you are injured at work.  Our office will obtain your written authorization 
before using or disclosing your health information other than those instances listed above (or as otherwise permitted and required by law).  You 
may revoke your authorization at any time with a written statement. 
 
Our Privacy Responsibilities: We are required by law to do the following: Maintain the privacy or your health information, provide this notice that 
describes the ways we may use and share your health information, follow the terms of the notice currently in effect. 
 
Your Individual Rights: You may request restrictions on how we use and share your information. (However we may not be required by law to honor 
these requests.) You may inspect and request a copy of your health information (Fees may apply). You may make a written request for corrections 
or additions to your health information. You may request and additional copy of this notice. You may request an accounting of certain disclosures 
of your health information made by us.  This would exclude an accounting of disclosures made for treatment, payment or health care operations.  
This excludes disclosures prior to April 14, 2007. 
 
Contact Us 
We take the matters described in this “Notice of Privacy Practices” very seriously because of our relationship with you and the legal requirements 
that we comply with this notice.  We reserve the right to update and make changes to this notice at any time. You may request a copy of this notice 
from any employee at our office. 
 
If you would like further information about your privacy rights, are concerned that your privacy rights have been violated, or disagree with a 
decision that we made about access to your health information, please feel free to contact our Privacy Coordinator: 
 
Dr. Cory Bingham  
drcory@drcorybingham.com 
     
I have received/reviewed a copy of this office’s Notice of Privacy Practices. 
 
 
 
______________________________________________ _______________________ 
Signature of patient or guardian    Date 

 
 


