
New Patient Application
Welcome to our practice! Please thoroughly complete all questions.

Patient Name: _______________________________________________________________________
Date:__________________
Address:________________________________ City:____________________State:____Zip_________
Phone: Cell________________Work_______________ Social Security Number:_________________
Date of Birth: ___/___/_____ Age:_____ Email:_____________________________________________
Marital Status: Married/Divorced/Single

How did you hear about us/who may we thank for referring you?_____________________________

Occupation:______________________ Employer:____________________ Phone:________________
Employer Address:____________________________________________________________________

Spouse’s Name:_________________________ Spouse's Employer:_____________________________
Children’s Names & Ages:______________________________________________________________

Hobbies & Interests:___________________________________________________________________
____________________________________________________________________________________

Prior Doctor of Chiropractic:_______________________ Office Location:______________________
Last time you were checked by your prior Doctor of Chiropractic:____________________________

General Practitioner:_________________________ Office Location:___________________________

Reasons for consulting our office:
1._________________________________________________________________________

2._________________________________________________________________________

3._________________________________________________________________________

Have you had the same or similar problem before? YES/NO
Have you had any X-rays, MRI, CT Scan for your area of complaint? YES/NO Date Taken:_________
Is this a result of an auto-accident or work injury? YES/NO

If yes, when?__________________________________________________________________
List any other doctors that have treated this problem?______________________________________
Do you have family members with similar problems?________________________________________

 



Surgeries you have had:________________________________________________________________

____________________________________________________________________________________

Medications you currently take:_________________________________________________________

____________________________________________________________________________________

Supplements you currently take:________________________________________________________

____________________________________________________________________________________

What daily rituals for spinal health do you presently practice?________________________________
____________________________________________________________________________________

What daily rituals for general health & wellness do you presently practice?_____________________
____________________________________________________________________________________

Family Medical History: Please list all known medical problems in your immediate family.
(Specify M=Mother F=Father B=Brother S=Sister GM=Grandmother GF=Grandfather)
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

What have you heard about Chiropractic?_________________________________________________
Do you know what a subluxation is? YES/NO

Any other concerns please describe here:
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

The above information is true and accurate to the best of my knowledge. My reason for consultation with the doctor is for
evaluation of my physical health and the potential for improvement.

Patient or Guardian Signature:_________________________________________Date:_______________



I
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Informed Consent to Chiropractic Treatment
Pickaway Chiropractic Center

778 North Court Street
Circleville, OH 43113

I hereby request and consent to the performance of Chiropractic adjustments and
other Chiropractic procedures, including various modes of physical therapy on
myself (or on the patient named below, for whom I am legally responsible) by the
Doctor of Chiropractic named above.

I have had the opportunity to discuss with the doctor the purpose and benefits of
the Chiropractic adjustments and other treatments outlined below. Alternatives
to treatment have been reviewed.

Though Chiropractic adjustments and treatments are usually beneficial and
seldom cause any problem, I understand and am informed that there are some
risks to treatment. Risks include, but are not limited to, fractures, disc injuries,
strokes, dislocations, and sprains.

I understand that Chiropractic is not an exact science and that, therefore,
reputable practitioners cannot fully guarantee results. I acknowledge that no
guarantee or assurance has been made by anyone regarding the Chiropractic
treatment that I have requested and authorized. I have had the opportunity to
read this form and ask questions. My questions have been answered to my
satisfaction. I consent to the proposed treatment for my present condition and for
any future condition(s) for which I seek treatment.

Patient Signature:________________________________________ Date:___________

Signature of Parent/Guardian:______________________________ Date:__________

Doctors Signature:________________________________________ Date:___________





Text Appointment Reminder

I would like to receive text reminders for my upcoming appointments with
Pickaway Chiropractic Center.

Phone Number:_______________________________________________________
Name:_______________________________________________________________
Date:________________________________________________________________
Signature:____________________________________________________________

Photo Release
I, _______________________________, hereby grant and authorize Pickaway
Chiropractic Center and Rennard Chiropractic LLC the right to take, edit, alter,
copy, exhibit, publish, distribute and make use of any and all pictures or video taken
of me to be used in and/or for legally promotional materials including, but not
limited to, newsletters, fliers, posters, brochures, advertisements, websites, social
networking sites and other print digital communications, without payment or any
other consideration. This authorization extends to all languages, media, formats,
and markets now known or hereafter devised. This authorization shall continue
indefinitely, unless I otherwise revoke said authorization.

I understand and agree that these materials shall become the property of Pickaway
Chiropractic Center and Rennard Chiropractic LLC and will not be returned.

I hereby Hold Harmless, and release Pickaway Chiropractic Center and Rennard
Chiropractic LLC from all liability, petitions, and causes of action which I, my heirs,
representative, executors, administrators, or any other persons may take while
acting on my behalf or on behalf of my estate.

Signature:_________________________________________ Date:_____________
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