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 Dr. Benjamin Bowles

                                                                                                                        Dr. Lindsey Blessing

Practice Member Information

	Name:                                                                                   Occupation:

	Address, City, & Zip:                                                              

	Home Phone:                                 Work Phone:                                 Cell:

	Social Security #:                                                                Marital Status:  M   S    W    D

	Birth Date:                                       Age:                            Referred by: 

	Family Members: 

	Email Address:

	Emergency Contact:                                                             Phone: 


General Health

Health Complaints or other reason for consulting our office: _______________________________

Have you received traditional medical care for this problem? Yes No  Diagnosis_______________

Father, Mother, Brother, Sister, & Children with similar problems? If so, who?_________________

Have you ever been to a Chiropractor for care before? Yes   No  If so, who?____________________

Most recent visit to that Chiropractor?__________ How long did you receive adjustments?________

Circle any of the following symptoms you have experienced in the past 6 months:

Headaches/Migraines
    Asthma
Sleep Problems     Menstrual Problems
Weight Problems

Fatigue    
Irritability 
   Dizziness 
   Ringing in the Ears 

Allergies/Sinus Problems

Bladder 

Trouble 
   Gas 

Bloating 
Constipation
       Diarrhea

Pain, Tension, or Numbness in:

Neck

Shoulders

Low Back

Legs

Arms

Hands/Feet

Head


Mid Back

Which of the following bothers you most? ___________________________________________

How long have you been bothered by the condition? ___________________________________

Does this cause you to be:

Moody




Irritable 


Restricted on daily activities

Does this affect your work and/or home life:

Decision Making
Poor Attitude 
        Decreased Productivity 
        Exhausted at the End of the Day

Have you ever been hospitalized?   Yes   No   Why?__________________________________________

Have you had surgery? Yes   No   Procedure(s) performed and when: ____________________________

Term of Agreement:


When an individual seeks chiropractic health care and we accept that individual for such care, it 


is essential for both of us to be working towards the same objective. Chiropractic has only one 

goal. It is important that watch patient understands both the objective and the method that will be used to attain it. This will prevent any confusion or disappointment. 

Adjustment:

The specific application of forces to facilitate the body’s correction of vertebral subluxations. Our chiropractic method of correction is by specific adjustments of the spine. 

Health:

The state of optimal physical, mental, & social well-being, not merely the absence of disease or infirmity. 

Vertebral Subluxation: A misalignment of one or more of the 24 vertebra in the spinal column which causes alteration 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. 

Explanation of evaluation and treatment

We do not offer to diagnose or treat any disease. We only offer to diagnose vertebral subluxations. However, if during the course of a bio-structural examination we encounter non-chiropractic or unusual findings, we will advise you. If you desire advice, diagnosis, or treatment for those findings, we will recommend that you seek the services of another healthcare provider.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by others. Our only practice objective is to eliminate major interference to the expression of the body’s innate wisdom. Our only method is specific adjustments to correct vertebral subluxations. However, we may use other procedures to help your body hold the adjustments. 

Disclosures

· I have read and understand the above explanation regarding diagnosis. 
· I have received a copy of the Notice of Privacy Practices for Protected Health Information.
· I understand and agree that health insurance policies are an arrangement between the insurance company and me. Life Source Chiropractic LLC does not accept assignment of benefits, but will provide information for me to use filing claims with my insurance group. 
· If my case is accepted by Life Source Chiropractic LLC, chiropractic adjustments will be performed in an open area, where others may be receiving adjustments in the same time period. I understand and consent to this form of care. 
· I give permission to use my name in the office if I refer a new member to the practice. 
· I understand that if I am chosen as patient of the week, I give permission for certain information about my case to be disclosed within the office.
· If I choose to give a testimonial of my experience while under care, I give permission for certain information about my case to be disclosed for office purposes. 
I have read and fully understand the above statements.

_____________________________________



__________________


Practice Member’s Signature 






Date

Consent to evaluation and adjustment of a minor child

I ________________________ being the parent or legal guardian of ______________________

     (print name of consenting adult)                                                                                    (print name of minor)

Have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care.

____________________________________


_______________________


Consenting Adult Signature





Date

Pregnancy Release (Females of Child Bearing Age)

I certify that to the best of my knowledge I am not pregnant and that the doctor has my permission to perform an x-ray evaluation. I have been advised that x-rays can be hazardous to an unborn child.

______________________________________


_______________________


Signature







Date

X-Ray Consent

I give permission to the doctors’ to show my x-rays to my spouse/partner, and/or family member in my presence. 

_______________________________________


_______________________


Signature 







Date

