
 

Name            Cell Phone        

Address      City    State   Zip Code   

Date of Birth       /      /                Male/Female        Age     

Email           SS#             

Number of Children       Name of Children          

Employer                

Type of Work                

Marital Status Married Single Divorced Separated Widowed 

 

1. Many patients are referred to our office by a family member or friend. What or who made you decide 

to visit our office?              

 

2. Science tells us your spine like your teeth need to be cared for regularly. How often do you get 

adjusted by a chiropractor? Frequently / only when I hurt / 1x a month 

 

3. When was your last complete spinal examination including x-rays?       

 

4. Do you know if you have a spinal curvature  spinal arthritis  inherited spinal problem 

 

5. Over time spinal misalignments will cause arthritis and degeneration which results in grinding or 

cracking to be heard when you move your neck or back as well as loss of nerve health. Do you hear 

these sounds when you move your head or neck? Yes   No 

 

6. If your spine is out of alignment for a long time it can make you feel like you need to twist, stretch, or 

crack your neck or back. Do you often feel the need to crack or pop your neck or lower back?     Yes       

No 

 

7. Poor posture leads to poor health and early death. How would you rate your posture?                             

       Poor 1 2 3 4 5 6 7 8 9 10 Excellent 



 

8. Stress causes your spine to misalign and accelerates spinal damage. Rate your stress level over the last 

3 months                                                                                                                                          

     None 1 2 3 4 5 6 7 8 9 10 Intense 

 

9. Please circle or list any health symptoms or health complaints you are experiencing.                          

Neck pain L/R Leg pain L/R Heart Disease Thyroid 

Mid back pain Asthma Cancer Allergies:   

Low back pain Headaches/Migraines Constipation 

Arm pain L/R Diabetes l/ll Menstrual pain 

 

10. Prescription medications cause various side effects and hide the severity of health problems and 

hinder the body’s ability to heal. What medications are you currently taking?  1)    

   2)      3)     4)       

 

11. Please list any surgeries you have had.           

 

12. Do you smoke?   Yes    No 

 

13. Spinal health is vitally important to ensure you and your baby are healthy. Is there a chance you are 

pregnant?    Yes     No 

 

14. Daily trauma, auto accident(s) and work injuries can cause misalignment of vertebrae and serious 

spinal problems. When was your most recent injury at home?                    

Car accident?          Slip or fall?         

                                                      

15. Improper sleeping positions can cause spinal misalignment and spinal damage. What sleeping position 

do you sleep in:  Back  Stomach  Ride Side  Left Side 

 

16. Exercise level: Never 1 2 3 4 5 6 7 8 9 10 Often 

 

17. Are you?     Right handed    Left handed 

 

18. Please list vitamins/supplements you take:          

 

19. If the doctor identifies your spine to be misaligned, are you committed to follow the recommendations 

to correct your problem completely?    Yes   No 

 

The above info is true and accurate to the best of my knowledge. 

Patient Signature (Parent/Guardian):       Date:    

 

 

 



 

Authorization For Care 

I hereby authorize the Doctor to work with my condition through the use of the adjustments to my spine, as he or she 

deems appropriate. 

I clearly understand and agree that all services rendered to me are changed directly to me and that I am personally 

responsible for all payment. I agree that I am responsible for all the bills insured at this office. The Doctor will not be 

held responsible for any pre-existing medically diagnosed conditions nor for any medical diagnosis. I also understand 

that if I suspend or terminate my care, any fees for professional services rendered to me will become immediately due 

and payable. I hereby authorize assignments of my insurance rights and benefits (if applicable) directly to provider of 

services rendered. 

 

X

Patient Signature                              

X

Guardian Signature  

 

Who should receive bills for payment on your account? 

Patient   Spouse   Parent   Work Comp   Medicare   Personal Health Insurance   Auto Insurance 

 

 

Health Insurance 

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier 

and myself. I understand that the Doctor’s Office will provide any necessary reports and forms to assist me in collecting 

from the insurance company and that any amount authorized to be paid directly to the Doctor’s Office will be credited 

to my account upon receipt. 

 

Insurance Company               

ID #              

 Group #               

Address              

Phone Number              

 

 

 

 



 

 

 

 

 
 

 



 

 

 

INFORMED CONSENT FOR CHIROPRACTIC TREATMENT AND CARE 

 

I hereby request and consent to the performance of chiropractic adjustments and other 

chiropractic procedures, including various modes of physiotherapy and diagnostic x-rays, 

on me (or on the patient named below, for whom I am legally responsible) by the doctor or 

intern, affiliated with Neuroedge Chiropractic. 

 

I understand that, as in the practice of medicine, in the practice of chiropractic care there are 

some risks to treatment, including but not limited to, fractures, disc injuries, strokes, 

dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all 

risks and complications. I wish to rely on the doctor to exercise judgement during the course 

of the procedure which the doctor feels at the time, based on the facts then known, is in my 

best interests. 

 

I have read, or have had read to me, the above consent. By signing below I agree to the 

above, and allow the doctor or intern, affiliated with Neuroedge Chiropractic to perform 

such. I intend this consent form to cover the entire course of treatment for my present 

condition and for any future condition(s) for which I seek treatment. 

 

______________________                            _________________ 

Patient’s Name (Please Print)                            Date 

 

 

___________________________ 

Patient or Guardian’s Signature 
 

 

 

 



 

 

Marty Carlson D.C. 
25032 Las Brisas Rd. Unit A 

Murrieta, Ca. 92562 
951-304-2242 

mcarlsondc@yahoo.com 
www.neuroedgechiropractic.com 

 
Print Full Name:          

 
Credit Card Authorization 

 
I,       , give authorization to Neuroedge 

Chiropractic to charge my card in the amount of $20 for any missed 
appointments or canceled appointments without a 24 hour notice. I 

acknowledge that I am legally responsible for any and all charges and I 
authorize my card to be charged the total of any back balance if I decide 

to discontinue my care. 
 
 

(  ) Visa            (  ) Master Card 
 

Card Number:             
Expiration Date:            
Security Code (3 digits):           

 
Signature:         Date:      

 

 

mailto:mcarlsondc@yahoo.com
http://www.neuroedgechiropractic.com/

