
 
 

         Welcome to True Life Wellness! 

               Important: Please Read! 

 

 

 

We are excited that you are with us today. Below is a brief outline of what you can expect during your visit. We 

are here to serve you, so if you have any questions or concerns, please ask any of us at True Life Wellness. 

 

Paperwork 

 

Please complete this simple admitting paperwork as thoroughly as possible so we can have an understanding of 

your current state of health and your health goals. 

 

Consultation 

 

You will meet the doctor to discuss your health concerns and health goals. After reviewing the information on 

your history form and asking some additional questions, the doctor will determine whether or not (s)he may be 

able to assist you in your health concerns. 

 

Examination 

 

The following information may be gathered during the examination, depending on what the doctor feels is 

necessary for your case: 

 

✓ Comprehensive Chiropractic Evaluation 

✓ Computerized Bilateral Foot Scan 

✓ Functional Assessments  

✓ Motion Study Analysis 

 

X-Rays 

 

This office routinely x-rays all qualifying new patients.  These x-rays act like a “road map” for the doctor.  

Without a road map, it is difficult to get the greatest possible results in the shortest possible period of time!   

 

Report of Findings 

 

Upon gathering the information from the examination and x-rays, we will schedule you a time for the Doctor’s 

Report with the doctor.  This is the most important appointment, as the doctor will take time to review your 

results and prepare an action plan tailored to YOUR goals and needs.  This appointment will thoroughly explain 

the findings from the first visit as well as care recommendations. 

 
 



 
 

NEW PATIENT INTAKE 
Name: ____________________________________________________ Today’s Date: ___________________ 

Address: _______________________________________ City: ________________ State: _____ Zip: _______ 

Phone: cell: (______)______-________  work: (______)_______-________ home: (______)______-________ 

Email address: _________________________________________________ Male ________ Female ________ 

Social Security #: ________-_______-________ Birth Date: _______/_______/_______ Age: _____________ 

Occupation: _______________________________________________________________________________ 

Employer Name & Address: __________________________________________________________________ 

Single ________ Married ________ Spouse’s Name: ______________________________________________ 

Have you seen a Chiropractor before?       YES       NO       If yes, when? ______________________________ 

Whom may we thank for referring you to our office? ______________________________________________ 

YOUR HEALTH SUMMARY 

Please   check all symptoms you have ever had, even if they do not seem related to your current problem. 

Headaches 

Pins & needles in arms 

Dizziness 

Numbness in fingers 

Fatigue 

Sleeping problems 

Diarrhea 

Cold sweats 

Mood swings 

Pins & Needles in legs 

Loss of smell 

Buzzing in ears 

Numbness in toes 

Depression 

Neck stiff 

Constipation 

Light bothers eyes 

Menstrual pain 

Fainting 

Back pain 

Ringing in ears 

Loss of taste 

Irritability 

Cold hands 

Fever 

Problem urinating 

Menstrual irregularity 

Neck pain 

Loss of balance 

Nervousness 

Sensitive stomach 

Muscle tension 

Cold feet 

Hot flashes 

Heartburn 

Ulcers
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List any medications you are taking: _________________________________________________________ 

_______________________________________________________________________________________ 
 

This office conforms to the current HIPAA guidelines.  You may request a copy of our HIPAA policy at the 

front desk.  Please initial to indicate you have been made aware of its availability: ____________________. 
 

The statements made on this form are accurate to the best of my recollection and I agree to allow this office to 

examine me for further evaluation. 
 

I also give consent for this office to leave occasional messages regarding appointment times or other pertinent 

items related to your care at the number indicated above. 
 

Patient Signature: _________________________________________ Date: __________________________ 

Guardian Signature: _______________________________________ Date: __________________________ 

v 



 
 

AUTHORIZATION AND RELEASE 
 

I authorize the doctor to release all information necessary to communicate with personal physicians and other 

health care providers.  I understand that I am responsible for all costs of chiropractic care, regardless of 

insurance coverage.  I also understand that if I suspend or terminate my schedule of care then any fees for 

professional services will be due immediately. 

 

I understand and agree to allow True Life Wellness to use the Patient Health Information for the purpose of 

treatment, payment, health care operations and coordination of care.  We want you to know how your Patient 

Health Information is going to be used in this office and your rights concerning those records.  If you would like 

to have a more detailed account of our policies and procedures concerning the privacy of your Patient Health 

Information, we encourage you to read the HIPPA notice that is available at the front desk before signing this 

consent form.  If there is anyone you do not want to receive your medical records, please inform our office. 

 

Patient’s Signature:  __________________________________________  Date:___________________ 

 

Guardian’s Signature Authorizing Care: ___________________________ Date: __________________ 
 

 

TERMS OF ACCEPTANCE 
 

When a person seeks chiropractic care and we accept a patient for such care, it is essential for both to be 

working towards the same objective.  

 

Chiropractic has only one goal: To help improve your health and your life without the use of medication 

or surgery.  It is important that each patient understand both the objective and the method that will be used to 

attain our goal.  

 

Adjustment: The specific application of forces to facilitate the body’s correction of vertebral subluxation. We 

utilize the Gonstead method of subluxation correction.  

 

Health: A state of optimal physical, mental, and social well-being, not merely the absence of disease of 

infirmity; when every cell and tissue is functioning at 100%.  

 

Vertebral Subluxation: A misalignment of one or more of the 24 vertebrae in the spine resulting in nerve 

dysfunction, consequently lessening of the body’s innate ability to express its maximum health potential. 

 

We offer to help correct your vertebral subluxations and any causes of this life diminishing condition. Our focus 

in this office is implementation of a wellness lifestyle. If during the course of your care you would like to 

discuss other non-chiropractic health care concerns, please set up a time to do so. We want to help you in 

whatever way we can! However, our practice objective is to locate, analyze, and correct any vertebral 

subluxation your family may have through the application of specific adjustments.  

 

I, ________________________________ have read and fully understand the above statements. 

          (Print name) 

 

All questions regarding the doctor’s objectives to my care in this office have been answered to my complete 

satisfaction. I therefore accept care on this basis.  

 

Signed:             Date:      


