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What is your reason for seeking care at Peak Potential Family Chiropractic�  @@_________________________________�
______________________________________________________________________________________�
When did this begin?  ________________________________________________________@@@@@@@@@@@

What is this affecting�JO�ZPVS�DIJMEhT�MJGF �	DIFDL�BMM�UIBU�BQQMZ
���

'BNJMZ�������'SJFOET�������4DIPPM�������)PNF������"DUJWJUJFT

Has your child seen any other providers for this condition? (List all that apply)�
______________________________________________________________________________________�
Has your child seen a chiropractor before?     Yes     No
How long ago?  ____________  Clinic/Doctor Name: __________________________________________�
What is your reason for the change? (If applicable) _____________________________________________

"SF�UIFSF�BOZ�NBKPS�JOKVSJFT�BOE�PS�TVSHFSJFT�XF�TIPVME�LOPX�BCPVU �@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@�
@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@

(PBMT� GPS� $BSF�
���____________________________________________________________________________________�
���____________________________________________________________________________________�
���@___________________________________________________________________________________

PERSONAL INFORMATION

REASON FOR SEEKING CARE

Date:  _____________________________

Child’s Firs t Name:____________________�M.I.: ________�Last N ame: _________________________________� 

Preferred Name: ____________________@@@@@@@@__� 

Address:_______________________________________________________________________________� 

City / State / Zip:  _______________________________________________________________________� 

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

# of Siblings: _______________ 
Sibling’s Names & Ages:  ________________________________________________________________� 

Parent’s Names:�________________________________________________________________� 
Best Contact Name: �___________________________ Phone:  (  )�_________________________________� 

Alternate Contact Nam: e___________________________ Phone:  (  )�_________________________________� 

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

Email:  _____________________________________________ �

Who can we thank for referring you or how diE�ZPV�IFBS�BCPVU�1FBL�1PUFOUJBM �_____________________________� 

_____________________________________________________________________________________



☐ Anxiety
Ƞ Depression
Ƞ *SSJUBCMF
Ƞ &NPUJPOBM�0VUCVSTUT
Ƞ "HHSFTTJPO
Ƞ %FUBDINFOU�%JTUBOU
☐ ConstipatioO
Ƞ Diarrhea�
Ƞ 'PPE�4FOTJUJWJUJFT�"MMFSHJFT
Ƞ 1JDLZ�&BUFS
Ƞ NauseB
☐ Diabetes
☐ Bed Wetting
Ƞ %BZ�8FUUJOH
Ƞ 0WFSXFJHIU
Ƞ %JGGJDVMUZ�(BJOJOH�8FJHIU
Ƞ 'SFRVFOU�4JDLOFTT
Ƞ &BS�*OGFDUJPOT

☐ 'BUJHVF
Ƞ�4MFFQ�*TTVFT
☐ "TUINB�$ISPOJD�#SPODIJUJT�
☐ $PMJD�"DJE�3FGMVY
Ƞ�/VSTJOH�%JGGJDVMUZ
☐ #BDL�/FDL�1BJO�4UJGGOFTT
Ƞ�)FBEBDIFT
Ƞ�4JOVT�$POHFTUJPO��"MMFSHJFT
Ƞ�&D[FNB
Ƞ�1PPS�NPUPS�TLJMMT
Ƞ "%%�"%)%
Ƞ 3FBEJOH�$IBMMFOHFT
Ƞ 8SJUJOH��)BOEXSJUJOH�$IBMMFOHFT
Ƞ "VUJTN�"TQFSHFShT
Ƞ 4FOTPSZ�*TTVFT
Ƞ 4PDJBMJ[BUJPO�$IBMMFOHFT
Ƞ 4QFFDI�*TTVFT
Ƞ %FWFMPQNFOUBM�%FMBZ

☐ Multi-Vitamin
☐ Vitamin D3 
Ƞ�0UIFS�@@@@@@@@@@@@@

☐ Fish Oil/Omega-3�
☐ Probiotics
Ƞ�.FMBUPOJO

.&%*$"5*0/4 

7*5".*/4�4611-&.&/54

HEALTH CONCERNS
☐ Anxiety/Depression � � ☐ Headache
☐ A%%�"%)%�� � Ƞ�%JHFTUJPO
☐ 4MFFQ � � � Ƞ�"OUJCJPUJDT�
Ƞ�0UIFS�@@@@@@@@@@@@@� �

PRENATAL HISTORY
Location of birth: ���ȠHoTQJUBM��� ȠBirthing Center��� ȠHoNF� %JE�BOZ�PG�UIF�GPMMPXJOH�IBQQFO�EVSJOH�EFMJWFSZ��

☐ C-section delivery       ☐ Doctor pulled or twisted baby        ☐ Anesthesia         ☐ Labor was induced
� � ☐ Forceps/vacuum extraction         ☐ Premature delivery         ☐ Special medical procedures/tests
3BUF�ZPVS�TUSFTT�EVSJOH�QSFHOBODZ�������@@@@@@������6MUSBTPVOE�VTFE�EVSJOH�QSFHOBODZ ����:FT����/P����/VNCFS�PG�UJNFT��@@@@@
During pregnancy, did you experience any illness, complications and/or concerns?   If yes, please explain:�
___________________________________________________________________________________________________�
Did /do you breastfeed ZPVS baby?  Ƞ  Yes�Ƞ No�If yes, how long: _____����%JE�EP�ZPV�GPSNVMB�GFFE�ZPVS�CBCZ ��Ƞ��:FT�Ƞ�/P��
"U�XIBU�BHF�EJE�ZPV�JOUSPEVDF�����4PMJET�@@@@@@@@@@��$PX�T�NJML��@@@@@@@@@@

LIFESTYLE HABITS
%PFT�ZPVS�DIJME������&YFSDJTF�EBJMZ ��Ƞ�:FT��Ƞ�/P�������&BU�CBMBODFE�NFBMT ��Ƞ�:FT��Ƞ�/P� 4USFTT�BU�IPNF �Ƞ�:FT��Ƞ�/P
Have a positive self-esteem?  Ƞ�Yes Ƞ�No� ������1MBZ�WJEFP�HBNFT�XBUDI�57�GPS����IPVST�QFS�EBZ �Ƞ�:FT��Ƞ�/P���
 

%&7&-01.&/5"- HISTORY

%JE�EPFT�ZPVS�DIJME��� 4USVHHMF�XJUI�OVSTJOH�MBUDIJOH �Ƞ�:FT�Ƞ�/P�� ������4USVHHMF�XJUI�UVNNZ�UJNF �Ƞ�:FT�Ƞ�/P

3PMM�UP�CPUI�TJEFT �Ƞ�:FT�Ƞ�/P��� $SPTT�$SBXM ��Ƞ�:FT�Ƞ�/P� 4DPPU�#FBS�"SNZ�DSBXM �Ƞ�:FT�Ƞ�/P

8BML�CZ����NPOUIT �Ƞ�:FT�Ƞ�/P�� 5BML�CZ���ZFBST �Ƞ�:FT�Ƞ�/P� 4USVHHMF�XJUI�QPUUZ�USBJOJOH �Ƞ�:FT�Ƞ�/P

)BWF�BUUBDINFOU�JTTVFT �Ƞ�:FT�Ƞ�/P�� )BWF�EJGGJDVMUZ�XJUI�QFFST ��Ƞ�:FT�Ƞ�/P

�

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

 PERMISSION TO TREAT A MINOR   
I, (Parent/Guardian) ___________________________________________, give Peak Potential Family Chiropractic 
permission to examine�and BEKVTU ____________________________________. 
Minor date of birth: ______________________________________
Parent/Guardian Signature:  ___________________________________________________�Date: ___________________�

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




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: _______________________________________________________________

Signature:__________________________________________ Relationship to Patient:__________________________________________ 

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 Chiripractic 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 

Date:  _______________________  Parent/Guardian Signature : _______________________________________________________________________

 Parent/Guardian Signature : _______________________________________________________________________

I hereby authorize the doctors and staff at Peak Potential to treat my child’s condition as deemed appropriate. At Peak Potential Family 
Chiropractic we do not diagnose or treat any disease or condition other than vertebral subluxation and the doctors/clinic will not be held 
responsible for any pre-existing medical conditions. I certify that the above information is correct to the best of my knowledge. I will not 
hold the doctors or any staff member of Peak Potential Family Chiropractic responsible for any errors or omissions that I may have made 
in the completion this form. Chiropractic, as well as all other types of health care is associated with potential risks in the delivery of treatment.
While chiropractic treatment is remarkably safe, you need to be informed about the potential risks related to your child’s care to allow you to 
be fully informed before consenting to treatment. Please inquire if you have further questions. Chiropractic is a system of health care delivery
and therefore, as with any health care delivery system, we cannot promise a cure for any symptom, condition, or disease as a result of 
treatment in this office. An attempt to provide you with the very best care is our goal, and if the results are not acceptable, we will refer you
to another provider who we feel can further assist you.  

Date:  _______________________

PATIENT HIPAA CONSENT FORM

FINANCIAL POLICY

AUTHORIZATION FOR CARE
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