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New Patient Health History Form 
 

In order to provide you the best possible wellness care, please complete this form 
and bring it to your first appointment. All information is strictly CONFIDENTIAL. 

 

Patient Data 
 
Name ___________________________________ Date ________ Email _______________________________________ 

Your email will NOT be shared with any 3d parties. It is used for occasional office announcements and promotions. 

Address ________________________________________ City _______________ State _____________ Zip __________ 
Telephone (home) ________________________ (work) ________________________ (cell)  _______________________ 
Age ______ Birth Date __________ Social Security # _________________  Number and Ages of Children  ____________ 
Occupation _______________________________ Employer_________________________________________________ 
Marital Status  ___________ Spouse’s Name  __________________ Spouse’s Occupation  ________________________  
Spouse’s Employer ________________________________ Spouse’s Health Status   _____________________________ 
Emergency Contact ________________________________  Phone  __________________________________________  
Referred By________________________________________________________________________________________ 

 

 

Current Complaints 

Nature of injury: Automobile*  Work  Other  

Please describe 
__________________________________________________________________________________________________ 
                            
__________________________________________________________________________________________________ 
Date of injury ______________ Date symptoms appeared ______________ 

Have you ever had same condition?  No  Yes   If yes, when? ___________________________________ 
List other practitioners seen for this injury/condition _________________________________________________________ 

Have you ever been under chiropractic care?  No  Yes 
If yes, please describe  

 
Insurance Information 

Name of party responsible for payment ___________________________________ Phone _________________________ 

Do you have health insurance?  No  Yes  Name of company ____________________________________________ 
* If an auto accident please provide: 
 

Insurance company name __________________________ Contact person _____________________________________ 
Phone ________________________________ Claim # _____________________________________________________ 

 

Billing Address 

Name of the insured ________________________________________________________________________ 
I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier and me. I understand and agree that all services rendered to 
me and charged are my personal responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for professional services rendered to 
me will be immediately due and payable. 

Patient’s signature ________________________________________________________   Date ____________________ 
Spouse’s or guardian’s signature _____________________________________________  Date ____________________ 
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Medical History 

 Yes 
If yes, please describe __________________________________________________________________________________________ 

 
Have you had X-   Yes If yes, where? _______________________________________________________________ 
What medications are you taking and for what conditions (Please list dosage and amounts, etc). 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
What vitamins, minerals, or herbs do you currently take? (Please list for what condition, dosage, and frequency). 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 

 

 
Have you ever:  No  Yes Briefly Explain 
Broken bones?  

Been hospitalized?  

Been in an auto accident?  

Had Sprains/Strains?  

Been struck unconscious?  

Had surgery?  

       

 

 

 

 

 

_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________
_____________________________________________________ 

 
Family History 

Family Member Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.) 

  

  

  

  

 

Do you experience pain every day? 

Do your symptoms interfere with daily life? 

Does pain wake you up at night? 

Are your symptoms worse during certain times of the day? 

Do changes in weather affect your symptoms? 

Do you wear orthotics? 

Do you take vitamin supplements? 

 

 

Yes 

 

 

 

 

 

 

 

 

 

What activities aggravate your symptoms? 
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Habits None Light Moderate Heavy 

Alcohol 
Coffee 
Tobacco 
Drugs 
Exercise 
Sleep 
Appetite 
Soft Drinks 
Water 
Salty Foods 
Sugary Foods 
Artificial Sweeteners 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
Have you ever suffered from:  

 
Kidney Infection  
Kidney Stones  
Loss of memory Loss of balance  
Loss of smell  
Loss of taste  
Lumps In Breast  
Lung Problems/Congestion 
Low Back Pain  
Neck Pain or Stiffness  
Nervousness  
Nosebleeds  
Pacemaker  
Pain Between Your Shoulders 
Paralysis  
Polio  
Poor Posture  
Prostate Trouble  
Sciatica  
Shortness of breath  
Sinus Infection  
Sleep problems/insomnia  
Spinal Curvatures  
Stress 
Stroke  
Swelling of ankles  
Swollen Joints  
Thyroid Condition  
Tuberculosis  
Ulcers  
Vaginal Pain/Infection 
Varicose Veins  
Venereal Disease  
Other: 

 
Alcoholism  
Allergies  
Anemia  
Arteriosclerosis  
Arthritis  
Asthma  
Back Pain  
Bronchitis  
Bruise Easily  
Cancer  
Chest Pain/Conditions  
Chicken Pox 
Cold/Tingling extremities  
Constipation  
Cramps  
Depression  
Diabetes  
Diarrhea 
Digestion Problems  
Dizziness  
Ears Ring  
Excessive Menstruation  
Eye Pain/Difficulties  
Fainting 
Fatigue  
Frequent Urination  
Headache 
Heart Problems 
Hemorrhoids  
High Blood Pressure  
Hot Flashes  
Irregular Heart Beat  
Irregular Cycle  
Jaw Clicking/Stiffness 
Joint Pain/Stiffness 
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Please use the following letters to indicate TYPE and LOCATION of the symptoms you currently are experiencing. 

 
A = Ache  O = Other 
B = Burning  P = Pins & Needles 
N = Numbness  S = Stabbing 
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Symptom Survey Form 

 

* Leave circles BLANK if you do not deal with that symptom. * 
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Authorizations 
 
Most patients that come into our office have one or two objectives in mind concerning their health care. Some patients 
come in for symptomatic relief of pain or discomfort (Relief care). Others are interested in having the cause of the 
problem as well as the symptoms corrected and relieved (Corrective care). Your Doctor will weigh your needs and 
desires when recommending your treatment plan.  
 
Please check the type of care desired so that we may be guided by your wishes whenever possible. 
 

Relief Care          Corrective Care 
 
 

Patient Signature: _____________________________________________ Date: ____________________    
 
 
I understand and agree that health and accident insurance plans are an arrangement between an insurance carrier and 
me. Furthermore, I understand that Back To Health Family Chiropractic will prepare any necessary forms and reports to 
assist me in making collections from my insurance company and that any amount authorized to be paid directly to Back 
To Health Family Chiropractic will be credited to my account upon receipt. However, I clearly understand and agree that 
all services rendered me are charged directly to me and that I am personally responsible for payment. I also understand 
that if I terminate or suspend services, all fees for professional services rendered me are immediately due and payable. 
 
I hereby authorize the Doctor to treat my condition as he or she deems appropriate. It is understood and agreed that the 
amount paid to the Doctor for x-rays is for examination only and that the x-ray negatives will remain the property of Back 
To Health Family Chiropractic, being on file where they may be seen at any time while a patient of this office.  
 
 
Patient Signature: _____________________________________________  Date: ____________________    
 
Consent to Treat a Minor: _______________________________________ Date: ____________________    
 
Guardian or Spouse’s  
Signature of Authorizing Care: ___________________________________ Date: ____________________    
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TERMS OF ACCEPTANCE 
 
When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be 
working for the same objective. 
 
Chiropractic has only one goal.  It is important that each patient understands both the objective and the method that will 
be used to attain it.  This will prevent any confusion or disappointment.  
 
Adjustment:  The adjustment is the specific application of forces to facilitate the body’s correction of vertebral 
subluxation.  Our chiropractic method of correction is by specific adjustments of the spine. 
 
Health:  The state of optimal physical, mental and 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. 
 
We do not offer diagnosis or treat any disease.  We only offer to diagnosis either vertebral subluxation complex and/or 
neuro-musculoskeletal conditions.  However, if during the course of a chiropractic spinal 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 health care 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 adjusting to correct vertebral subluxations.   However, we may use 
other procedures to help your body hold the adjustments. 
 
I, _____________________________________________ have read and fully understand the above statements. 
  (Print name) 
 

I understand I can speak with the chiropractor regarding the doctor’s objective pertaining to my care in this 
office. Therefore, I accept chiropractic care on this basis. 
 
_____________________________________________  _____________________________ 
  (Signature)       (Date) 
 
Consent to evaluate and adjust a minor child 

 
I, _________________________ being the parent or legal guardian of _______________________________ 

have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care. 
_____________________________________________  _____________________________ 
  (Signature)       (Date) 

ALL FEMALES - Pregnancy Release 

 
This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have 
my permission to perform an x-ray evaluation.  I have been advised that x-ray can be hazardous to an unborn child.   
Date of last menstrual cycle: _______________________ 
 
_____________________________________________  _____________________________ 
  (Signature)       (Date) 
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E-Mail Authorization 
 
 
I would like to share my e-mail address with Back To Health Family Chiropractic for the following 
uses: 
 
 

 Contact me regarding schedule changes  

 Re-schedule missed appointments 

 Inform me of upcoming events in the clinic which may affect me 

 Send me a monthly newsletter 

 Provide special offers that are available to patients 
 
 
My e-mail address as with any of my private information is not to be used or shared in any manner 
that is prohibited by HIPPA laws or inconsistent with the Notice of Privacy Practices which has been 
made available to me by Back To Health Family Chiropractic. 
 
 
 
 
____________________________________________________ 
Patient Name 
 
 
 
 
____________________________________________________ 
E-mail Address 
 
 
 
 

 
 
 

_____________________________________________  _____________________________ 
  (Signature)       (Date) 

              

          

mailto:GetBackToHealth@BackToHealthTexas.com


 

    C A R E  F O R  A  B E T T E R  L I F E  

 
CHRISTOPHER MICHLIN, D.C., B.C.A.O. 

NANCY L.B. MICHLIN, M.ED. 
6324 CAMP BOWIE BOULEVARD 

FORT WORTH, TEXAS 76116 
817.810.9111 

 

 

GETBACKTOHEALTH@BACKTOHEALTHTEXAS.COM                     WWW.BACKTOHEALTHTEXAS.COM 

 

 

 

INSURANCE STATEMENT 
 

 
Our clinic does not accept insurance payment for services. 

 
If you have insurance that covers chiropractic, you will be able to submit claims and get reimbursed. 
The insurance company will send the check directly to you. 
 
Here’s how: 
 
Submitting claims to your insurance company is typically a simple procedure. 

 
1. If you plan on filing a claim to be reimbursed by your insurance, let us know. At the end of 

the week we will print out your receipt which has the information that your insurance 
company needs. 

 
2. Contact your insurance company to obtain the form you need to fill out. This is separate 

from the receipt that you will receive from the clinic. 
 

3. Fill in the form from the insurance company. Make copies of this form as well as your 
receipts to keep for your records. 

 
4. Mail the form and receipt to the address the insurance company gives you. 

 
If you have any questions, please feel free to ask us at any time. We will help you as much as we 
can. 
 
 
Received by: _________________________________ Date: ________________________ 
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ACKNOWLEDGEMENT FORM 
 

Consent for Purposes of Treatment, Payment and Healthcare Operations 
 
I acknowledge that Back To Health Family Chiropractic’s “Notice of Privacy Practices” has been 
provided to me. 
 
I understand I have a right to review Back To Health Family Chiropractic’s Notice of Privacy 
Practices prior to signing this document.  Back To Health Family Chiropractic’s Notice of Privacy 
Practices has been provided to me.  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 Back To Health Family Chiropractic.  The 
Notice of Privacy Practices for Back To Health Family Chiropractic is also provided on request at 
the front desk of this practice.  This Notice of Privacy Practices also describes my rights and Back 
To Health Family Chiropractic’s duties with respect to my protected health information. 
 
Back To Health 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 office and requesting a revised copy be sent in the mail or asking for on at the time of my 
next appointment. 
 
 
 
___________________________________________________  _______________________ 
Signature of Patient or Personal Representative    Date 
 
 
 
___________________________________________________ 
Name of Patient or Personal Representative 
 
 
___________________________________________________  
Description of Personal Representative’s Authority 
 

 

Name of Privacy Officer:  Nancy L. Baskin Michlin, M.Ed. 
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