
CHIROPRACTIC REGISTRATION AND HISTORY 

Date____________________ 
 

Patient_____________________________________________ 

 
 

Address____________________________________________ 
 

__________________________________________________ 

        City                            State                                Zip………..   

 

Email_____________________________________________ 
 

Sex:  □ M   □ F  Age_____ Birth Date___________________ 
 

□  Single   □ Married   □ Widowed    □ Separated   □ Divorced 
 

Occupation_________________________________________ 
 

 Employer__________________________________________ 
 

Spouse’s Name______________________________________ 
 

Birthdate___________Occupation_______________________ 
 

Whom may we thank for referring you?___________________ 

 

__Auto Insurance Claim    __Commercial Insurance 
 

__No Insurance (Self Pay) __Medicare 
 

__Worker’s Compensation 
 

If this is a Commercial Insurance Claim, please fill out the  

following “Assignment and Release” and provide your health 

insurance card to the receptionist so she can make a copy of the 

card. We will file the insurance claim for you. 
 

 

ASSIGNMENT AND RELEASE 
I, the undersigned, certify  that I (or my dependant) have insurance coverage 

with _______________________________and assign directly to Rocky 

Mountain Chiropractic and Sports Injury Centers all insurance benefits, if any, 

otherwise payable to me for services rendered.  I understand that I am finan-

cially responsible for all charges whether or not paid by insurance.  I hereby 

authorize the doctor to release all information necessary to secure the payment 

of benefits.  I authorize the use of this signature on all insurance submissions. 
 

___________________________________________________________________ 

     Responsible Party Signature 
 

__________________________________________________   _______________ 

     Relationship                                                                               Date 

 

Home______________  Work_____________  Ext._____ 
 

Cell_______________  Best number to reach you_______ 
 

May we remind you of your next appointment via text msg?   

 

Yes   No  (Circle One)  If yes, what carrier?____________  

                                                           

IN CASE OF EMERGENCY, CONTACT 
 

Name______________________Relationship__________ 
 

Phone____________________ Alt Ph________________ 

 

Is condition due to an accident?  __Y  __N  Date________ 
 

Type of accident  __Auto  __Work  __Home  __Other 
 

To whom have you made a report of your accident? 
 

    __Auto Ins  __Employer  __Work Comp.  __Other 
 

Information for Auto Claims Only: 
Name of Auto Insurance:__________________________ 

Claim #__________________Ph #__________________ 

Adjuster’s Name:________________________________ 

PATIENT INFORMATION PAYMENT INFORMATION 

PHONE NUMBERS ACCIDENT INFORMATION 

Reason for Visit___________________________________________________________________________________________ 
 

When did you symptoms appear?______________________ 
 

Is this  condition getting progressively worse?  □ Yes  □ No  __Unknown 
 

Mark and X on the picture for pain and mark // for numbness and/or tingling. 
 

Please Rate the Severity of your pain on a scale from 1 (least pain) to 10 (severe pain) 

Pain Rating for Past 24 hrs: _____       Pain Rating for the Past Week: _____ 
 

Type of Pain:  □ Sharp  □ Dull  □ Throbbing  □ Numbness  □ Aching  □ Shooting 

                        □ Burning  □ Tingling  □ Cramps  □ Stiffness  □ Swelling  □ Other  

How often do you have this pain?  □ Constant   □ Frequently (50-75% of the day)   

□  Occasionally (25-50% of the day)  □ Intermittently (under 25% of the day) 

Does it interfere with your □ Work  □ Sleep  □ Daily Routine  □ Recreation  

Activities or movements that are painful to perform: □ Sitting  □ Standing  □ Walking  □ Bending  □ Lying Down 

In general, would you say that your overall health is: □ Excellent     □ Very Good     □ Good     □ Fair     □ Poor 
 

Patient Signature X______________________________________________________   Date_________________________ 

            PATIENT CONDITION 
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Neck Index

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Neck
Index
Score

Pain Intensity

I have no pain at the moment.

The pain is very mild at the moment.

The pain comes and goes and is moderate.

The pain is fairly severe at the moment.

The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

Sleeping

I have no trouble sleeping.

My sleep is slightly disturbed (less than 1 hour sleepless).

My sleep is mildly disturbed (1-2 hours sleepless).

My sleep is completely disturbed (5-7 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).

My sleep is greatly disturbed (3-5 hours sleepless).

Reading

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.

I cannot read at all because of neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severe neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care

I can look after myself normally without causing extra pain.

I can look after myself normally but it causes extra pain.

It is painful to look after myself and I am slow and careful.

I need some help but I manage most of my personal care.

I need help every day in most aspects of self care.

I do not get dressed, I wash with difficulty and stay in bed.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

I cannot lift or carry anything at all.

Driving

I can drive my car without any neck pain.

I can drive my car as long as I want with slight neck pain.

I can drive my car as long as I want with moderate neck pain.

I cannot drive my car at all because of neck pain.

I cannot drive my car as long as I want because of moderate neck pain.

I can hardly drive at all because of severe neck pain.

Recreation

I am able to engage in all my recreation activities without neck pain.

I am able to engage in all my usual recreation activities with some neck pain.

I cannot do any recreation activities at all.

I am only able to engage in a few of my usual recreation activities because of neck pain.

I can hardly do any recreation activities because of neck pain.

I am able to engage in most but not all my usual recreation activities because of neck pain.

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.

ACN Group, Inc. Form NI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



Back Index

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Back
Index
Score

Pain Intensity

The pain comes and goes and is very mild.

The pain is mild and does not vary much.

The pain comes and goes and is moderate.

The pain is moderate and does not vary much.

The pain comes and goes and is very severe.

The pain is very severe and does not vary much.

Sleeping

I get no pain in bed.

I get pain in bed but it does not prevent me from sleeping well.

Because of pain my normal sleep is reduced by less than 25%.

Pain prevents me from sleeping at all.

Because of pain my normal sleep is reduced by less than 50%.

Because of pain my normal sleep is reduced by less than 75%.

Sitting

I can sit in any chair as long as I like.

I can only sit in my favorite chair as long as I like.

Pain prevents me from sitting more than 1 hour.

I avoid sitting because it increases pain immediately.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting more than 10 minutes.

Standing

I can stand as long as I want without pain.

I have some pain while standing but it does not increase with time.

I cannot stand for longer than 1 hour without increasing pain.

I avoid standing because it increases pain immediately.

I cannot stand for longer than 1/2 hour without increasing pain.

I cannot stand for longer than 10 minutes without increasing pain.

Walking

I have no pain while walking.

I have some pain while walking but it doesn’t increase with distance.

I cannot walk more than 1 mile without increasing pain.

I cannot walk at all without increasing pain.

I cannot walk more than 1/2 mile without increasing pain.

I cannot walk more than 1/4 mile without increasing pain.

Personal Care

I do not have to change my way of washing or dressing in order to avoid pain.

I do not normally change my way of washing or dressing even though it causes some pain.

Washing and dressing increases the pain but I manage not to change my way of doing it.

Washing and dressing increases the pain and I find it necessary to change my way of doing it.

Because of the pain I am unable to do some washing and dressing without help.

Because of the pain I am unable to do any washing and dressing without help.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

Traveling

I get no pain while traveling.

I get some pain while traveling but none of my usual forms of travel make it worse.

I get extra pain while traveling but it does not cause me to seek alternate forms of travel.

Pain restricts all forms of travel.

I get extra pain while traveling which causes me to seek alternate forms of travel.

Pain restricts all forms of travel except that done while lying down.

Social Life

My social life is normal and gives me no extra pain.

My social life is normal but increases the degree of pain.

I have hardly any social life because of the pain.

Pain has restricted my social life and I do not go out very often.

Pain has restricted my social life to my home.

Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

Changing degree of pain

My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.

My pain is rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.

ACN Group, Inc. Form BI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



 

Authorizations and Releases  

(Page 1/2) 
 

Patient Health Information and Privacy Policy  Patient Name: ________________________ 

This policy outlines the way Patient Health Information (PHI) will be used in this office and the patient's rights concerning 

those records. You must read and consent to this policy before receiving services. For more information about Health Infor-

mation Portability and Accountability Act (HIPAA) and health information privacy visit: hhs.gov - Understanding Health 

Information Privacy 

 

1. The patient understands and agrees to allow this office to use their PHI for the purpose of treatment, payment, 

health care operations and coordination of care. The patient agrees to allow this office to submit requested PHI to 

the payor(s) named by the patient for the purpose of payment. This office will limit the release of all PHI to the 

minimum necessary to receive payment. 

2.The patient has the right to examine and obtain a copy of their health records at any time and request corrections. 

The patient may request to know what disclosures have been made, and submit in writing any further restrictions 

on the use of their PHI. This office is not obligated to agree to those restrictions.  

3.The patient's written consent shall remain in effect for as long as the patient receives care at this office,  

regardless of the passage of time, unless the patient provides written notice to revoke  

their consent. A revocation of consent will not apply to any prior care or services.  

4.This office is committed to protecting your PHI and meeting its HIPAA obligations: Staff have been trained in 

the area of patient record privacy and a privacy official has been designated to  

enforce those procedures.  

5.Patients have the right to file a formal complaint with our privacy official about any suspected violations.  

6.This office has the right to refuse treatment if the patient does not accept the terms of this policy.  

Initial ___ 

 

Consent to Professional Treatment 
I certify that all information provided to this practice is true and correct, to the best of my knowledge. I hereby give consent 

to this practice and its health care providers, consultants, assistants, or designees to render care and treatment to me as they 

deem necessary. I recognize that the practice of medicine is not an exact science and I acknowledge that no guarantees have 

been made as to the result of evaluation and treatment. If the patient is a minor child, under the age of eighteen (18) at the 

date of treatment, I hereby stipulate that I am the legal guardian of the child, and grant my consent for the treatment of the 

child as provided for herein. I acknowledge that may refuse treatment at any time. 

Initial ___ 

 

Consent to Perform and Interpret X-rays 
I hereby consent to the performance of diagnostic x-rays as deemed necessary by the attending physician of this practice 

and acknowledge that certain risks are associated with x-rays. If applicable, I certify that I am a parent or legal guardian of 

the patient and I hereby authorize the performance of diagnostic x-rays on said minor as requested by the physician. At this 

time, I know of no condition which the taking of x-rays would further complicate.I further agree that this practice may seek 

outside interpretation of my x-rays by a qualified professional not employed by this practice. I agree to any additional fees 

associated with this service and assigns benefits to be paid directly to that professional by my third-party payor. 

Initial ___ 

 

Females: Regarding Possibility of Pregnancy 
This is to certify that, to the best of my knowledge, I am NOT pregnant. The doctor and certified staff have permission to 

perform diagnostic x-rays. I am aware that taking x-rays, particularly those involving the pelvis, can be hazardous to a fetus. 

Initial ___ 

 

Females: Consent to X-Ray During Pregnancy 

This is to certify that, I am or may be pregnant and that the doctor or certified staff has my permission to perform diagnostic 

x-rays involving any cervical spine (neck) or extremities (arms or legs), on the condition that lead shielding be used over the 

trunk of my body. I have been advised that certain x-rays, particularly those involving the pelvis, can be hazardous to a  

fetus. 

Initial ___ 

 

(Please Turn Over and Compete the 2nd Page) 

Dr. Brent G. Hextell, DC 

1230 West Ash Street, STE 1 

Windsor, CO 80550 

Ph: 970.674.0147 

www.ChiropracticWindsor.com 



Authorizations and Releases (Page 2/2) 
 

 

Assignment of Benefits and Release of Records 
I hereby assign to this practice all of my medical and procedure benefits to which I am entitled, including major 

medical benefits. I hereby authorize and direct my insurance carrier(s), including Medicareand other government 

sponsored programs if applicable, private insurance and any other health plans to issue payment directly to this 

practice for medical services rendered. This assignment is irrevocable. 

 

I hereby authorize this practice to release any medical or other information required by third party payors, includ-

ing government agencies, insurance carriers, or any other entities necessary to determine insurance benefits or 

benefits payable for related services and supplies provided to me by the practice. 

Initial ___ 

 

Financial Obligation 
I hereby accept full financial responsibility for services rendered by this practice. I accept full responsibility for 

any fees incurred, regardless of insurance coverage. I understand that my insurance carrier may not approve or 

reimburse my medical services in full due to usual and customary rates, benefit exclusions, coverage limits, lack of 

authorization, or medical necessity. I further understand that I am responsible for fees not paid in full, co-

payments, and policy deductibles and co-insurance except where my liability is limited by contract or State or Fed-

eral law. In some cases, exact insurance benefits cannot be determined until the insurance company receives the 

claim. 

 

Should the account be referred to an attorney or collection agency for collection, I shall pay all fees, including but 

not limited to legal fees, collection agency fees, and any and all other expenses incurred in the collection of past 

due accounts. It is my responsibility to notify this practice of any changes in my health care coverage. 

You may direct any questions regarding this financial obligation to the clinic manager or physician. 

Initial ___ 

 

Insurance / Medicare payment-Signature on File 
I certify that the information given by me in applying for insurance and/or Medicare payment is true and correct. 

I authorize this office and/or doctor to act as my agent in helping me obtain payment of my insurance and/ or 

Medicare benefits, and I authorize payment of these benefits to this clinic and/or doctor of record on my behalf for 

any services and materials furnished. 

Initial ___ 

 

Signature:________________________________  Date:_________________________________ 

Dr. Brent G. Hextell, DC 

1230 West Ash Street, STE 1 

Windsor, CO 80550 

Ph: 970.674.0147 

www.ChiropracticWindsor.com 


