PATIENT INFORMATION

Date: ______________ Patient ID: ______________

Patient Name

Mother’s Name

Address

Mother’s Occupation

City

State

Mother’s Phone

Home Phone

Mother’s Email

Cell Phone
Email
Sex

Father’s Name
M

F

Age

Birthday

Father’s Occupation

IN CASE OF EMERGENCY, CONTACT

Father’s Phone

Name

Father’s Email

Relationship

Who may we thank for referring you?

Contact Number

HOW CAN WE HELP YOUR CHILD?
Wellness Checkup

Other:

If your child is already experiencing a symptom, please describe it:

Has your child been treated on an emergency basis?

Yes

No

Please describe:

PREGNANCY HISTORY
Did you experience any complications during your pregnancy? (check all that apply)
Back/Other Pain

Gestational Diabetes

Pre/Eclampsia

Strep B

Nausea/Vomiting

Pre-Term

Fatigue

Swelling

Other (please describe)

Normal / Vaginal

Breech

Jaundice

Meconium

BIRTH HISTORY
Type of birth (check all that apply):
Hospital

Birth Center

Home

Cesarean

Scheduled/Induced

Epidural

Problems during labor / delivery?

Antibiotics

Congenital Anomalies

Failure to Thrive

Respiratory Distress

Extended Hospitalization

Other

Beaverton Family Chiropractic, PC – 5075 SW Griffith DR STE 120 – Beaverton, OR 97005 – 503.644.8844

Dr’s. Initials: _______

Patient Name: _______________________ D.O.B: ___/___/____

Patient ID: _____________

GROWTH & DEVELOPMENT
Infant feeding:

Breast

Bottle

Formula

Number of hours of sleep each night:

Quality of sleep:

At what age did the child:
Respond to sound:

Crawl:

Hold head up:

Stand:

Sit unsupported:

Walk unsupported:

CHILDHOOD DISEASES, ILLNESSES & VACCINATIONS
Has your child had (check all that apply)?:
Chicken Pox

Measles

Robiola

Mumps

Rubella

Pertussis/Whooping Cough

Has your child ever suffered from (check all that apply)?:
Allergies

Broken Bones

Digestive Issues
(constipation/diarrhea)

Hypertension

Orthopedic Problems

Juvenile /
Rheumatoid Arthritis

Paralysis

Anemia

Chronic Ear Aches

Arm Problems

Colds/Flu

Dizziness

Asthma

Colic

Fainting

Joint Problems

Ruptures/Hernias

Back Aches

Convulsions/Seizures

Headaches

Leg Problems

Sinus Trouble

Bed Wetting

Delayed Speech

Heart Trouble

Neck Problems

Tuberculosis

Behavioral Problems

Diabetes

Hyperactivity

Neuritis

Walking Problems

Poor Appetite

Have you vaccinated your child?
No

Yes

As Scheduled

Delayed Schedule

ALLERGIES, MEDICATIONS, SURGERIES & FAMILY HISTORY
ALLERGIES (list)

MEDICATIONS (list)

SURGERIES (list)

FAMILY HISTORY (list)

Authorization for Care of Minor
I hereby authorize this clinic and its doctor(s) to administer care as they so deem necessary to my son/daughter/ward.

Signed:

Relationship to Patient:

Beaverton Family Chiropractic, PC – 5075 SW Griffith DR STE 120 – Beaverton, OR 97005 – 503.644.8844

Date:

Dr’s. Initials: _______

Patient’s Legal Name: _____________________________________________ DOB: _____ - _____ - _____ ID #: _____________________

Welcome to Beaverton Family Chiropractic!

OFFICE CARE POLICIES
As a potential new patient, we feel it is important that you understand our office policies regarding how patients of this practice are cared
for and the various methods we offer to facilitate payment for that care. Please read each policy carefully so there is no
misunderstanding as to what you can expect as a patient of this practice, and what we expect in return. Once you have read Our Office
Policies, if you have any questions or any of these policies are unclear to you, and you would like further explanation before submitting
your Application for Treatment, please let our front desk know and a member of our staff will be happy to discuss them with you
further. We believe it is in everyone’s best interest to provide potential new patients as much information as possible about how the
doctor at this office practices chiropractic so that an informed decision can be made as to whether they wish to become a patient.
Over time, individuals who are accepted as patients at this office, gain a greater understanding as to the purpose of chiropractic. Since
the majority of patient care occurs in an open bay area, patients have a unique opportunity to observe firsthand the positive results that
are achieved and the benefits derived from being under chiropractic care. This knowledge and awareness reaps a positive environment
that promotes healing and encourages families to maintain good health. We want your experience with us to be an exceptional one, so
help us to help you and together we can make affirmative changes in your life and the lives of those you care about.
 PATIENT PRIVACY – Since the majority of patient care takes place in an open bay area it is important to understand that any
conversations you have with the doctor can be overheard by other patients. In order to maintain patient privacy it is the policy of this
practice to refrain from discussing any confidential matters with patients during treating hours while patients are being adjusted. If you
have a confidential matter you wish to discuss please let us know and we will schedule time for you to speak to the doctor in a private
consultation room. These consultations must be scheduled in advance.
 YOUR CARE - When a patient seeks chiropractic health care and we agree to provide that care, it is essential for the patient and the
doctor to be working toward the same objective. Chiropractic care at Beaverton Family Chiropractic is rendered primarily to minimize
and reduce subluxations, which are a major interference to the expression of the body’s God-given, innate wisdom. The doctor uses a
myriad of techniques to accomplish this goal, including but not limited to Diversified, Instrument, Pettibon & Drop Table adjustments. It is
important that you understand both the objective and the method(s) so there is no confusion or disappointment. Tremendous progress
has been made in the rehabilitating and correction of spinal problems. Where in the past, chronic spinal structural problems could not be
reversed or corrected, today they can. Your doctor will outline a course of treatment that will take you beyond simple pain relief, through
distinct phases of care to make a structural correction to your spine that will enable your central nervous system to function optimally,
thereby improving you overall health.
 FIRST THINGS FIRST- Prior to receiving chiropractic care at this office, a health history and examination will be completed. Imaging
studies as well as any other necessary diagnostics may also be ordered to confirm the true nature of your condition and exact location of
subluxations. The results of these procedures will aid in assessing your presenting problem, your overall health and in particular, the
condition of your spine. They will also assist the doctor in determining the type and amount of care you will need. All relevant findings will
be reported to you along with care plan recommendations so that you can make the best possible decision regarding your health care
needs. Our gold standard for care is to ensure the reduction of subluxation while teaching patients what they need to do in addition to
being adjusted to maintain their health for a lifetime.
 PATIENT’S REPORT OF FINDINGS – To enhance your understanding of the chiropractic approach that will be used to manage your
health, immediately following your first adjustment, you will be scheduled for a ‘Doctors Report of Findings’. The information you receive
at this appointment will be both informative and clinically relevant to your case, therefore attendance is required for individuals who wish
to become new patient of this practice. Because the results of your x-rays and all examinations as well as the doctors’ recommendations
for care will be discussed at that time, we require new patient’s spouse or significant other to attend. We know from experience that when
a patient’s family understands the goals and objects of chiropractic care and how restoring and maintaining good health can affect their
lives as well, they become infinitely supportive and helpful in making important decisions concerning treatment options.
I hereby acknowledge receiving a copy of “Our Office Care Policies”. I further acknowledge that any concerns regarding these ‘Policies
’as well as all my questions have been answered by a qualified member of the staff to my complete satisfaction.

_______________________________________________
Patient’s Name

____/____/____
Date of Birth

_______________________________________________
Patient’s Signature

____/____/____
Today’s Date

____________
ID#:

 Witness Initials

Patient’s Legal Name: _____________________________________________ DOB: _____ - _____ - _____ ID #: _____________________

Informed Consent for Chiropractic Care
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. It is important that each patient understand both the objective and the method that will be used to attain it. This will prevent any
confusion or disappointment. You have the right, as a patient, to be informed about the condition of your health and the recommended care
and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after being advised of the known
benefits, risks and alternatives.
Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function (primarily the
nervous system) as that relationship may affect the restoration and preservation of health. Health is a state of optimal physical, mental and
social well-being, not merely the absence of disease or infirmity.
One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae in the spinal
column become misaligned and/or do not move properly. This causes alteration of nerve function and interference to the nervous system. This
may result in pain and dysfunction or may be entirely asymptomatic.
Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct and/or reduce
vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. Adjustments are usually done by hand but
may be performed by handheld instruments. In addition, ancillary procedures such as physiotherapy and/or rehabilitative procedures may be
included.
If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend that you
seek the services of another health care provider.
All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction. The benefits,
risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have read and fully understand the above statements
and therefore accept chiropractic care on this basis.

_________________________________________

____/____/____

 Witness Initials

Patient or Authorized Person’s Signature
Date
______________________________________________________________________________________________
FEMALES ONLY: Please read carefully and initial the boxes, include the appropriate date, then sign below if you understand and have no

further questions. Otherwise, please see the front desk for further explanation.
REGARDING: X-rays/Imaging Studies


The first day of my last menstrual cycle was on:

____/____/____
Date



I understand that I am most likely to become pregnant between ten to twelve days after the start date of my menstrual cycle. To the
best of my knowledge I am not pregnant.

By my signature below I am acknowledging that the doctor and or a member of the staff has discussed with me the hazardous effects of
ionization to an unborn child, and I have conveyed my understanding of the risks associated with exposure to x-rays. After careful consideration
I therefore, do hereby consent to have the diagnostic x-ray examination the doctor has deemed necessary in my case.
___________________________________________

____/____/____

Patient or Authorized Person’s Signature

Date

 Witness Initials

______________________________________________________________________________________________
Consent to evaluate and adjust a minor child:
I, _________________________ being the parent or legal guardian of ______________________________ have read and fully
understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care.

________________________________________

____/____/____

Patient or Authorized Person’s Signature

Date

 Witness Initials

______________________________________________________________________________________________

Patient’s Legal Name: _____________________________________________ DOB: _____ - _____ - _____ ID #: _____________________
The Chiropractic Office of Beaverton Family Chiropractic, PC
THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
In the course of your care as a patient at Beaverton Family Chiropractic, PC we may use or disclose personal and health
related information about you in the following ways:
*Your personal health information, including of your clinical records, may be disclosed to another health care provider or
hospital if it is necessary to refer you for further diagnosis, assessment or treatment.
*Your health care records as well as your billing records may be disclosed to another party, such as an insurance carrier, an
HMO, a PPO, or your employer, if they are or may be responsible for the payment of your services.
*Your name, address, phone number, and your health care records may be used to contact you regarding appointment
reminders, information about alternatives to your present care, or other health related information that may be of interest to
you.
If you are not available at home and/or work to receive an appointment reminder, a message may be left for you. Further,
you have the right to inspect or obtain a copy of the information we will use for these purposes. You also have the right to refuse
to provide authorization for this office to contact you regarding these matters. If you do not provide us with this authorization it will
not affect the care provide to you or the reimbursement avenues associated with your care.
Under federal law, we are also permitted or required to use or disclose your health information without your consent or
authorization in these following circumstances:
*If we are providing health care services to you based on the orders of another health care provider.
*If we provide health care services to you in an emergency.
*If we are required by law to provide care to you and we are unable to obtain your consent after attempting to do so.
*If there are substantial barriers to communicating with you, but in our professional judgment we believe that you intend
for us to provide care.
*If we are ordered by the courts or another appropriate agency
Any use or disclosure of your protected health information, other than as outlined above, will only be made upon your
written authorization.
We normally provide information about your health to you in person at the time you receive chiropractic care from us. We
may also mail information to you regarding your health care or about the status of your account. If you would like to receive this
information at an address other than your home or, if you would like the information in a different form please advise us in writing
as to your preferences.
You have the right to inspect and/or copy your health information for seven years from the date that the record was
created or as long as the information remains in our files. In addition you have the right to request an amendment to your health
information. Requests to inspect, copy or amend your health related information should be provided to us in writing.
We are required by state and federal law to maintain the privacy of your patient file and the health protected health
information therein. We are also required to provide you with this notice of our privacy practices with respect to your health
information.
We are further required by law to abide by the terms of this notice while it is in effect. We reserve the right to alter or
amend the terms of this privacy notice. If changes are made to our privacy notice we will notify you in writing as soon as possible
following the changes. Any change in our privacy notice will apply for all of your health information in our files.
Information that we use or disclose based on this privacy notice may be subject to re-disclosure by the person to whom
we provide the information and may no longer be protected by the federal privacy rules.
This office utilizes an “open-adjusting” environment for ongoing patient care. “Open adjusting” involves several patients
being seen in the same adjusting room at the same time, separated by a partition. As a result patients are occasionally within
sight of one another and some ongoing routine details of care are discussed within earshot of other patients and staff. This
environment is used for ongoing care and this is NOT the environment used for taking patient histories, providing examinations or
presenting reports of findings. These procedures are completed in a private, confidential setting. The use of this format is intended
to make your experience with our office more efficient and productive as well as to enhance your access to quality health care and
health information. If you choose not to be adjusted in an open-adjusting environment other arrangements will be made for you.
This notice is effective as of April 14, 2003. This notice, and any alterations or amendments made hereto will expire
seven years after the date upon which the record was created. My signature acknowledges that I have received a copy of this
notice. If you have a question, or complaint regarding our privacy notice, our privacy practices or any aspect of our
privacy activities you should direct your concerns to: Daniel P. Miller, D.C. – 503.644.8844
___________________________________
Name (Printed please)

______________________________
Signature

______________
Date

If you are a minor, or if you are being represented by another party:
___________________________________
Personal Representative Printed

______________________________
Personal Representative Signature

________________________________
Description of the authority to act on
the behalf of the patient.

