
ADULT INTAKE FORM

What is your reason for seeking care at Peak Potential � � @@@@@@@@@______________________________________�
______________________________________________________________________________________�
When did this begin? � _@@@@@@@@@@@_______________________________________________________�
Are there any major injuries and/or surgeries we should know about? ______________________________�
________________________________@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@

@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@�
Have you seen any other providers for this condition? (List all that apply)�
______________________________________________________________________________________�
Have you seen a chiropractor before?     ����Yes     ���No
How long ago?  ____________  Clinic/Doctor Name:  __________________________________________�
What is your reason for the change? (If applicable)  _____________________________________________��
(PBMT�'PS�$BSF��
��___________________________________________________________________________________@@�
��_____________________________________________________________________________________�
��@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@�
8IBU�JT�ZPVS�MFWFM�PG�DPNNJUNFOU�UP�ZPVSTFMG�BOE�ZPVS�IFBMUI ���������������������������������������������������������������������

PERSONAL INFORMATION

REASON FOR SEEKING CARE

Date:  _____________________________

First Name: ____________________�M.I.: ________�Last Name:  _________________________________�

Preferred Name: ____________________@@@@@  �

Address:_______________________________________________________________________________�

City / State / Zip:  _______________________________________________________________________�

Cell Phone: (           )  ________________________ Alternate Phone: (           )  _______________________�

Text Reminders:  �����Y    ���N  Before Appointment:  �����1 hr      �4 hrs      1 daZ��$FMM�1SPWJEFS�@@@@@@@@@@@@@�

Email:  _____________________________________________

Birth Date:  ____________________________�Age: ________  Sex:    ���M     ���F 

Occupation: ___________________________ Employer’s Name:  _________________________________�

Marital Status:  ����S  ����M  ����D  ���W   ���Other           Spouse’s Name: _______________________________�

# of Children: _______________ 

Children’s Names & Ages:  ________________________________________________________________�

Who can we thank for referring you or how did you hear about 1FBL�1PUFOUJBM�'BNJMZ�$IJSPQSBDUJD  

____________________________@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@_



☐ Anxiety
☐ %FQSFTTJPO
☐ $POTUJQBUJPO
☐ %JBSSIFB
☐ Nausea
☐ #SBJO�'PH
☐ "VUPJNNVOF�*TTVFT
☐ "DOF
☐ &D[FNB
☐ Diabetes
☐ Hypertension
☐ Arthritis
☐ Loss of Balance
☐ Neck�1BJO
☐ Back Pain
☐ ,OFF�1BJO
☐ 4IPVMEFS�1BJO
☐ *OGFSUJMJUZ

☐ *SSJUBCJMJUZ
☐ Fatigue
☐ Sleep Issues
☐ Dizziness
☐ Ringing in Ears
☐ )PU�'MBTIFT
☐ Loss of Concentration
☐ Memory Problems
☐ "DJE�3FGMVY
☐ )FBEBDIFT
☐ 4UJGGOFTT�'MFYJCJMJUZ
☐ 4JOVT�$POHFTUJPO�"MMFSHJFT
☐ 'PPE�4FOTJUJWJUJFT�"MMFSHJFT
☐ .FOTUSVBM�*TTVFT
☐ #SFBUIJOH�%JGGJDVMUJFT
☐ )BOE�/VNCOFTT�5JOHMJOH
☐ 'FFU�/VNCOFTT�5JOHMJOH
☐ 0UIFS�@@@@@@@@@@@@@@@@@

☐ Migraine/Headache
☐ Cholesterol
☐ ADD/ADHD
☐ Diabetes

☐ Anxiety/Depression
☐ Blood Pressure
☐ Pain Narcotics
☐ Muscle Relaxers
☐ Other
____________________________________________

HEALTH CONCERNS MEDICATIONS 

☐ Fish Oil/Omega-3
☐ Probiotics
☐ ________________

☐ Multi-Vitamin
☐ Vitamin D3
☐ _______________

VITAMINS / SUPPLEMENTS

STRESS QUESTIONNAIRE

Physical Stress
☐ History of Accidents/Injuries    ☐ -JNJUFE�&YFSDJTF    ☐ 4JU�BU�8PSL

Chemical Stress
☐ Fast Food/Highly Processed Food    ☐ Medications (Prescription or OTC)    ☐ Alcohol    ☐ Tobacco

Emotional Stress
☐ WorL   ☐ School    ☐ Health    ☐ Finances    ☐ Family    ☐ #VTZ Schedule   ☐ 1BTU�5SBVNB

QUALITY OF LIFE

Please rate your GENERAL stress level, 0-10

How do you think you handle your stress?

At Work 

☐ Excellent   ☐ Good    ☐ Fair    ☐ Poor
☐ Excellent   ☐ Good    ☐ Fair    ☐ Poor
☐ Excellent   ☐ Good    ☐ Fair    ☐ Poor

How do you grade your physical health?
How do you grade your emotional / mental health?
How do you rate your overall quality of life?�
Do you FYFSDJTF regularly? If yes, how often?
Do you follow a special dietary regimen?

At Home

:PVS�&YQFDUBUJPOT�GPS�$IJSPQSBDUJD�$BSF�	DIFDL�BMM�UIBU�BQQMZ
�

☐ Resolution of a symptom or a problem
☐ Resolution & Prevention of a symptom or a problem
☐ Healthier spine & Nervous system
☐ Optimal health on all levels
☐ Other:@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@



Protecting the privacy of your personal health information is important to us. Disclosure of your protected health information without 
authorization is strictly limited to define situations that include emergency care, quality assurance activities, public health, research, and�
law enforcement activities. Any other disclosures for the purposes of treatment, payment, or practice operations will be made only after 
obtaining your consent. You may request restrictions on your disclosures. You may inspect and receive copies of your records within 
30 days with a request. You may request to view charges to your records. In the future, we may contact you for appointment reminders,�
announcments, and to inform you about our practice and its staff. 
I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have certain rights to privacy regarding 
my protected health information. I understand that this information can and will be used to: conduct, plan, and direct my treatment and 
follow up with multiple healthcare providers who may be involved in that treatment directly or indirectly, obtain payment from third party�
payers, and conduct normal healthcare operations such as quality assessments and physician’s certificates. I have read and understand 
your Notice of Privacy Practices. I also understand that I can request in writing that you restrict how my personal information is used and 
disclosed.

Date:  _______________________ Print Patient Name: _______________________________________________________________

&MFDUSPOJD�Signature:__________________________________________ 

Our goal is to provide the highest quality of healthcare possible for our patients. In order to achieve this goal, we need your commitment 
as well.

• 
within 24 hours to make any changes. In order to attain the level of achievement we both desire, care must be followed.

• I authorize Peak Potential Family Chiropractic to release any information deemed appropriate concerning my physical condition to any
insurance company, attorney, or adjuster in order to process any claim for reimbursement charges incurred by me.

• 

does not apply to PI, WSI, or Medicare. HSA and FLEX spending accounts may be utilized.
• I authorize the direct payment to Peak Potential Family ChirPpractic of any sum I now or hereafter owe by my attorney out of

settlement�of my case and by any insurance company obligated to make payment to me or Peak Potential Family Chiropractic based
in whole or�in part upon the charges made for services received. I hereby appoint Peak Potential Family Chiropractic authority to
endorse and�cash checks, drafts, or money orders made payable to the undersigned or as co-payee with this clinic or payments due
for services�rendered on behalf of the undersigned by Peak Potential Family Chiropractic.

• 

• . Your health insurance does not pay for everything, even some care that you or 
your health care provider have good reason to think you need. We expect your health insurance will not pay for items and services 
such as your initial visit and any chiropractic care deemed maintenance or wellness care by your carrier (as well as other items that 

PATIENT HIPAA CONSENT FORM

*�IFSFCZ�BVUIPSJ[F�UIF�EPDUPST�BOE�TUBGG�BU�1FBL�1PUFOUJBM�UP�USFBU�NZ�DPOEJUJPO�BT�EFFNFE�BQQSPQSJBUF��"U�1FBL�1PUFOUJBM�'BNJMZ�
$IJSPQSBDUJD�XF�EP�OPU�EJBHOPTF�PS�USFBU�BOZ�EJTFBTF�PS�DPOEJUJPO�PUIFS�UIBO�WFSUFCSBM�TVCMVYBUJPO�BOE�UIF�EPDUPST�DMJOJD�XJMM�OPU�CF�IFME�
SFTQPOTJCMF�GPS�BOZ�QSF�FYJTUJOH�NFEJDBM�DPOEJUJPOT��*�DFSUJGZ�UIBU�UIF��BCPWF�JOGPSNBUJPO�JT�DPSSFDU�UP�UIF�CFTU�PG�NZ�LOPXMFEHF��*�XJMM�OPU�
IPME�UIF�EPDUPST�PS�BOZ�TUBGG�NFNCFS�PG�1FBL�1PUFOUJBM�'BNJMZ�$IJSPQSBDUJD�SFTQPOTJCMF�GPS�BOZ�FSSPST�PS�PNJTTJPOT�UIBU�*�NBZ�IBWF�
NBEF�JO�UIF�DPNQMFUJPO�PG�UIJT�GPSN��$IJSPQSBDUJD�BT�XFMM�BT�BMM�PUIFS�UZQFT�PG�IFBMUI�DBSF�JT�BTTPDJBUFE�XJUI�QPUFOUJBM�SJTLT�JO�UIF�EFMJWFSZ�
PG�USFBUNFOU��8IJMF�DIJSPQSBDUJD�USFBUNFOU�JT�SFNBSLBCMF�TBGF�ZPV�OFFE�UP�CF�JOGPSNFE�BCPVU�UIF�QPUFOUJBM�SJTLT�SFMBUFE�UP�ZPVS�DBSF�UP�
BMMPX�ZPV�UP�CF�GVMMZ�JOGPSNFE�CFGPSF�DPOTFOUJOH�UP�USFBUNFOU��1MFBTF�JORVJSF�JG�ZPV�IBWF�GVSUIFS�RVFTUJPOT��$IJSPQSBDUJD�JT�B�TZTUFN�PG�
IFBMUI�DBSF�EFMJWFSZ�BOE�UIFSFGPSF�BT�XJUI�BOZ�IFBMUI�DBSF�EFMJWFSZ�TZTUFN�XF�DBOOPU�QSPNJTF�B�DVSF�GPS�BOZ�TZNQUPN�DPOEJUJPO�PS�
EJTFBTF�BT�B�SFTVMU�PG�USFBUNFOU�JO�UIJT�PGGJDF��"O�BUUFNQU�UP�QSPWJEF�ZPV�XJUI�UIF�WFSZ�CFTU�DBSF�JT�PVS�HPBM�BOE�JG�UIF�SFTVMUT�BSF�OPU�
BDDFQUBCMF�XF�XJMM�SFGFS�ZPV�UP�BOPUIFS�QSPWJEFS�XIP�XF�GFFM�DBO�GVSUIFS�BTTJTU�ZPV��

Date:  _______________________ Signature: _______________________________________________________________________

FINANCIAL POLICY

%BUF���@@@@@@@@@@@@@@@@@@@@@@@�4JHOBUVSF���@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@

"65)03*;"5*0/�'03�$"3&
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