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Consent to Use or Disclose Health Information  


(HIPPA Disclose) 


Date:__________________ 


I authorize Mukilteo Chiropractic Clinic to use and disclose the health and medical information of 
________________________for the purposes of Treatment, Payment and Health Care Option. * 


  *Treatment (includes activities performed by a health care provider, office staff, and other 
types of health care professionals providing care to you, coordination or managing your care with third 
parties, and consultations with and between other health care providers. This consent includes 
treatment provided by any physician who covers my/our practice by telephone as the on‐call physician). 


  *Payment (includes activities involved in determining your eligibility for health plan coverage, 
billing and receiving payment of your health benefit claims, and utilization management activities which 
may include review of health care services for medical necessity, justification of charges, pre‐
certification and pre‐authorization). 


  *Health Care Operations (includes the necessary administrative and business functions of our 
office). 


You may review Mukilteo Chiropractic Clinic “Notice of Privacy Practices” for additional information 
about the uses and disclosures of information described in this Consent prior to signing this Consent. 
Please verify that you have received a copy of our Notice by placing your initials here______.  


Because we have reserved the right to change our privacy practices in accordance with the law, the 
terms contained in the Notice may change also. A summary of the Notice will be posted in our office 
indicating the effective date of the Notice in the upper right hand corner. We will offer you a copy of the 
Notice on your first visit to us after the effective date of the current Notice. We will also provide you 
with a copy of the Notice upon your request.  


As more fully explained in the Notice, you have the right to request restrictions on how we use and 
disclose your protected health information for treatment, payment, and health care operation purposes. 
We are not required to agree to your request. If we do agree, we are required to comply with your 
request unless the information is needed to provide you emergency treatment. Other physicians who 
provide call coverage for our office are required to use and disclose your protected health information 
consistent with the Notice.   
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I understand that I have the right to revoke this Consent provided that I do so in writing, except to the 
extent that Mukilteo Chiropractic Clinic has already used or disclosed the information in reliance on 
this Consent. 


____________________________________________________________________________________ 
Signature of Patient             Date 


____________________________________________________________________________________ 
Signature of Person Authorized by Law 
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Name:_______________________________________   Date:_____________________ 


Do you: 
Drink Bottled water?              Yes     No      
Belong to health club?             Yes     No              
Use vitamins?              Yes     No  
Watch more than 5 hours of TV a week?          Yes     No     
Spend 1 or more hours on a computer daily ?          Yes     No 
Drink Soda?               Yes     No     (Diet or Regular)       


How many times a week do you exercise? _____________________ 


What do you do for stress relief?______________________________________________________________________ 
Are there any other health habits that you could share with us? ____________________________________________________ 
___________________________________________________________________________________________________________ 


 


 


   


 


 


    


 


 


 


 


 


 


 


   
    


Mark on the graph where you 
believe your health is today.  


How long do you believe it 
took to get this way?_____ 


How long do you believe it will 
take to get there?__________


Mark on the graph where you 
would like your health to be.  
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Name:___________________________________________DOB:_____________Age:__________Date:_____________ 
Address:______________________________________________City/St:_____________________Zip:______________ 
Home(  )  _________________________Cell(  )  _________________________ Work (    )________________________ 
Male:_____ Female:_____  Single:_____ Mar:_____ Div:_____ Wid:_____   No. of Children:______ 
Email: _________________________SSN: _________________________ 
Employer:_________________________________________ Occupation: ______________________________________ 
Spouse’s Name:____________________________________ Spouse’s Occupation:_______________________________ 
How were you referred to our office? _________________________ 


YOUR HEALTH PROFILE 
WHY THIS FORM IS IMPORTANT 
As a full spectrum Chiropractic office, we focus on your ability to be healthy. Our goals are, first, to address the issues that 
brought you to this office, and second, to offer you the opportunity of improved health potential and wellness services in the 
future. On a daily basis we experience physical, chemical and emotional stresses that can accumulate and result in serious 
loss of health potential. Most times the effects are gradual: not even felt until they become serious. Answering the following 
questions will give us a profile of the specific stresses you have faced in your lifetime, allowing us to better assess the 
challenges to your health potential.  
THE BEGINNING YEARS (to age 17) 
Research is showing that many of the health challenges that occur later in life have their origins during the developmental 
years, some starting at birth. Please answer the following questions to the best of your ability.  
 
CHILDHOOD YEARS  YES  NO  Unsure ADULTHOOD YEARS           YES  NO  Unsure
Did you play youth sports?     Do / did you smoke?     
Did you take/use any drugs?     Do / did you drink alcohol?   
Were you vaccinated?       Do / did you play adult sports?  
Childhood illnesses: _________________________________ On a scale of 1-10 describe your stress level: 
Surgeries:__________________________________________  (1=none/10=Extreme) Occupational:______ 
Personal:__________________________________________ On a scale of Poor, Good, Excellent describe your: 
Falls/Accidents:_____________________________________  Diet:  ______ Sleep:     ______ 
__________________________________________________  General Health: ______  Exercise:______ 
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ADDRESSING THE ISSUES THAT BROUGHT YOU TO THE OFFICE 
If you are experiencing pain is it… Sharp         Dull           Achy   /   Freq:   Constant  Comes & goes 
Since the problem started, it is … About the same   Getting better   Getting worse 
What makes it worse:     Walking Work    Sleep       Hobbies   Leisure      Other_____________________ 
Other Doctors seen for this problem (please list)  
    Chiropractor __________________       Medical Doctor ___________________       Other _______________________ 
Please check ( ) all symptoms you have ever had, even if they do not seem related to your current problem.  
Headaches   Pins & Needles in legs  Fainting    Neck Pain 
Pins & Needles in arms  Loss of smell   Back Pain   Loss of Balance 
 Dizziness   Buzzing in Ears   Ringing in Ears   Nervousness 
Numbness in fingers  Numbness in toes  Loss of taste   Stomach Upset 
Fatigue    Depression   Irritability   Tension 
Sleeping problems  Neck stiff   Cold Hands   Cold feet 
Diarrhea   Constipation   Fever    Hot flashes 
Cold Sweats   Lights bother eyes  Problem Urinating  Heartburn 
Mood swings   Menstrual Pain   Menstrual Irregularity  Ulcers 
 
List any medications you are taking:_____________________________________________________________________ 
__________________________________________________________________________________________________ 
 
Family Health Profile: At our office we are not only interested in your health and well-being, but also the health and well-
being of your family and loved ones. Please mention below any health conditions or concerns you may have about your:  
Children    ___________________________________________________________________________ 
Spouse      ___________________________________________________________________________ 
Mother      ___________________________________________________________________________ 
Father       ___________________________________________________________________________ 
Brothers    ___________________________________________________________________________ 
Sisters       ___________________________________________________________________________ 
Others       ___________________________________________________________________________ 
  
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 consent to a professional and complete chiropractic examination and to any radiographic 
examination that the doctor deems necessary. I understand that any fee for service rendered is due at the time of service 
and cannot be deferred to a later date. 
 
 
_____________________________________________________  ________________________________ 
Signature         Date 
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Patient’s Informed Consent  


I hereby request and consent to the performance of chiropractic adjustments, computerized 
range of motion, examination procedures, including diagnostic x‐ray on me (or on the patient 
named below, for whom I am legally responsible) by any licensed chiropractor who treats me at 
Mukilteo Chiropractic Clinic. I am responsible for informing the doctor if I am pregnant or might 
be pregnant PRIOR to having x‐rays.  


I will have an opportunity to discuss with my doctor and/or other office personnel the nature 
and purpose of chiropractic adjustments and other procedures. I understand that patients 
experience an audible “pop” during a manual adjustment and this is a normal part of 
treatment. Our doctors perform full spine adjustments, which may include area other than my 
chief complaint, in an effort to correct the biomechanics of my spine as a whole.  


I understand and am informed that, as in the practice of medicine, the practice of chiropractic 
has 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 of the procedure which the doctor feels at the time, based upon the facts 
then known, is in my best interest. According to research the probability of serious injury is 
1:1,000,000. I understand that 40% on non‐symptomatic patients have disc herniations, which 
may exist in my spine and become symptomatic whether or not I receive treatment.  


I have read, or have had read to me, the above consent and I understand. I will also have an 
opportunity to ask questions about its content, and by signing below I agree to the above 
named procedure. I intend this consent form to cover the entire course of treatment for my 
present condition and for any future condition(s) and for which I seek treatment.  


 


Patient Name:_______________________Signature:_______________________Date:_______ 


 


If patient is a Minor, Physically or Legally Incapacitated 
To be completed by Patient’s Representative 


Patient’s Name:______________________Name of Representative:______________________ 


Date Signed:_________________________Signature of Representative:___________________ 


Relationship or Authority of Patient’s Representative:__________________________________ 
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