
Name Email: 
FIRST INITIAL LAST

Address                                                                                                City                                   State Zip 

Telephone - Home                                       Work/Cell                                          Soc Sec. # 

Drivers Lic.                           Age Birthdate                     M / F  Status- M / S / W / D     No. of Children 

Occupation                                                Employer                                                 Years Employed

Address City State Zip

Spouse’s Name                                                                           Employer 

Do you have insurance  Yes q No q If yes; do you want us to bill it for you?   q Yes   q No 

I have been queried regarding possessing insurance coverage and have declined to have my insurance billed (            ) Initial

Subscriber’s Name                                        Health Plan ID#                               Group#

Primary Care Physician                                                                   Phone 

Who may we thank for referring you to our office
The human body is designed to express health and function normally. However, events may occur in life, which can interfere with this natural ability.
This interference is most commonly the result of vertebral subluxations. Stress that may be physical, chemical or emotional may cause these subluxa-
tions. The practice of chiropractic is based on the location and reduction of nerve system interference caused by the verebral subluxations.

DESCRIBE YOUR PROBLEM & HOW IT BEGAN:
q Headache  q Neck Pain  q Mid-back Pain  q Low Back Pain
q Other____________________________________________________________
Is this? q Work Related  q Auto Related  q N/A

Date Problem  Began: _______________________________________________

How Problem Began: ________________________________________________

How often are your symptoms present?  (Intermittent) q O-25% q 26-50% q 51-75% q 76-100% 

In the past week, how much has your pain interfered with your daily activities (e.g., work, social activities, or household chores?

No interference    0 1 2 3 4 5 6 7 8 9 1 0 Unable to carry any activities

HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN FOR YOUR AREA(S) OF COMPLAINT? q No   q Yes   
Date(s) taken: ________________________________________ What areas were taken?____________________________________
Please check all of the following that apply to you:

q Recent Fever q Prostate Problems
q Diabetes q Menstrual Problems
q High Blood Pressure q Urinary Problems
q Stroke (date) __________________________________ q Currently Pregnant, # weeks _________________________
q Corticosteroid Use (cortisone, predisone, etc. q Abnormal Weight q Gain q Loss
q Taking Birth Control Pills q Marked Morning Pain/Stiffness
q Dizziness/Fainting q Pain Unrelieved by Position or Rest
q Numbness in Groin/Buttocks q Pain at night
q Cancer/Tumor (explain) __________________________ q Visual Disturbances
________________________________________________ q Surgeries_________________________________________
q Osteoporosis q Medications ______________________________________
q Epilepsy/Seizures q Other Health Problems (explain)____________________

Family History: q Cancer q Rheumatiod Arthritus q Heart Problems / Stroke q Diabetes q High Blood Pressure
_________________________________________________________________________________________________________________________________
I certify to the best of my knowledge, the above information is complete and accurate. If the health plan information is not accurate, or if I am not eligible to receive a health
care benefit through this provider, I understand that I am liable for all charges for services rendered and I agree to notify this doctor immediately whenever I have changes
in my health condition or health plan coverage in the future. I understand that my chiropractor or a clinical peer employed by ASH plans may need to contact my physician
if my condition needs to be co-managed. Therefore, I give authorization to my chiropractor and/or ASH Plans to contact my physician, if necessary.

Patient’s Signature: ____________________________________________________________  Date: _______________________________

Pregnancy Release
This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my permission to per-
form an x-ray evaluation. I have been advised that x-rays can be hazardous to an unborn child. (x)_____________________________________. 

Current Complaint (how you feel today): 

0 1 2 3 4 5 6 7 8 9 1 0

No Pain                                                                    Unbearable Pain

MARK AN X ON THE PICTURE WHERE 
YOU HAVE PAIN OR OTHER SYMPTOMS 

Present Weight______pounds
Height_________Feet_________Inches

LA COSTA CHIROPRACTIC INITIAL HEALTH STATUS DATE_______________

     



PATIENT HEALTH QUESTIONNAIRE

Patient Name _________________________________________________________ Patient ID# ______________________________________________
lf you have ever had a listed symptom in the past, please check that symptom in the Past Column. KNOWLEDGE OF THESE CONDITIONS MAY INFLUENCE
THE TYPE OF TREATMENT/THERAPY YOU RECEIVE

Past  Pres. Condition Past  Pres. Condition Past  Pres. Condition

q q Neck Pain q q Depression q q Dermatitis/Eczema/Rash 

q q Shoulder Pain (R____ L____) q q Angina q q Heartburn/Indigeston

q q Pain In Upper Arm or Elbow (R____ L____) q q Heart Attack (date) ______________ q q Difficulty Swallowing

q q Hand Pain q q Asthma q q Constipation/Irregular Bowel Habits 

q q Wrist Pain (R____ L____)               q q Blood Disorder q q Abdominal Pain

q q Upper Back Pain                                                     q q Emphysema (Chronic Lung Disorders) q q Loss of Bladder Control

q q Low Back Pain                                                       q q Rheumatoid Arthritis q q PMS

q q Pain In Upper Leg or Hip (R____ L____) q q Ulcer q q Endometriosis

q q Pain in Lower Leg or Knee (R____ L____) q q Liver/Gallbladder Problems q q Breast q Soreness q Lumps

q q Pain In Ankle or Foot (R____ L____)  q q Kidney Stones q q Rapid Heart Beat

q q Jaw Pain                                                         q q Hepatitis q q Irritable Colon

q q Swelling, Stiffness of Joint(s) q q Bladder Infection q q Colitis

q q Convulsions q q Kidney Disorders (by condition) q q Loss of Appetite 

q q Headache q q General Fatigue q q Excessive Thirst

q q Muscular Incoordination q q Chronic Sinusitis q q Chest Pains

q q Tinnitus (Ear Noises) q q Chronic Cough Yes No

q q Do you have a permanent disability rating?

HEALTH HABITS Location __________________________

q q Do you smoke? _______________ Packs/day q Yes    q No Do you exercise regularly?  q q Date Rating Received ____/_____/____

q q Do you drink alcohol? __________ Drinks/month What type?Cardio ___ Flexibility ___ Resistance ___ q q Rating Percentage _________________%

q q Coffe/Soda? __________________ /day Frequency? ___1-2 times/wk  ___3-4 times/wk  ___5-6 times/wk

Do you wear ___ Heel Lifts  ___ Arch Supports

EXPERIENCE WITH CHIROPRACTIC Yes              No
Have you ever been adjusted by a Chiropractor before? q q

Reason for those visits: ___________________________________________________________________________________________
Previous Chiropractor’s Name: _____________________________________________________________________________________
Approximate date of last visit: ______________________________________________________________________________________

AWARENESS  OF CHIROPRACTIC PRINCIPLES
Were you aware that: Y N
...Doctors of Chiropractic work with the nervous system? q q

...the nervous system controls all bodily functions and systems? q q

...Chiropractic is the largest natural healing profession in the world? q q

...if Chiropractic care starts at birth, you can achieve a higher level of health throughout life? q q

PLEASE TELL US ABOUT ANY STRESS RELATED TO YOUR BIRTH

Yes No
1) Drugs/medicine/alcohol in pregnancy q q ___________________________
2) Labor chemically induced q q ___________________________
3) Forceps/Vacuum Extraction/C-Section q q ___________________________
4) Premature delivery q q ___________________________
5) Vaccination q q ___________________________
6) Falls in first year of life q q ___________________________
7) Any health related problems q q ___________________________

PLEASE TELL US ABOUT ANY STRESS RELATED TO YOUR CHILDHOOD

1) Any falls or injuries q q ___________________________
2) Allergy/Asthma or respiratory q q ___________________________
3) Ear Infections q q ___________________________
4) Digestive problems q q ___________________________
5) Hyperactivity q q ___________________________
6) Any other health related problems q q ___________________________

PLEASE TELL US ABOUT ANY STRESS RELATED TO THE PRESENT

1) Auto injuries q q ___________________________
2) Work injuries q q ___________________________
3) Sports injuries q q ___________________________
4) Work stress q q ___________________________
5) Family/Home stress q q ___________________________
6) Prescription drug use q q ___________________________
7) Ever hospitalized/Surgeries q q ___________________________
8) Major illnesses q q ___________________________
9) Recurring illness q q ___________________________
10) Limited exercises q q ___________________________
11) Poor nutrition q q ___________________________

GOALS FOR MY CARE

People see Chiropractors for a variety of reasons. Some go for a relief of pain, some to correct the cause of pain and others for correction of whatever is malfunctioning in their bod-
ies. Your doctor will weigh your needs and desires when recommending your treatment program. Please check the type of care desired so that we may be guided by your wishes
whenever possible.
qq Relief care- Symptomatic relief of pain or discomfort
qq Chiropractic care- Correcting and relieving the cause of the problem as well as the symptoms
qq Comprehensive care- Caring for the whole body, not just the symptomatic area. This works on achieving the highest state in your body
qq I want the Doctor to select the type of care appropriate for my condition



Neck Index

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Neck
Index
Score

Pain Intensity

I have no pain at the moment.

The pain is very mild at the moment.

The pain comes and goes and is moderate.

The pain is fairly severe at the moment.

The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

Sleeping

I have no trouble sleeping.

My sleep is slightly disturbed (less than 1 hour sleepless).

My sleep is mildly disturbed (1-2 hours sleepless).

My sleep is completely disturbed (5-7 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).

My sleep is greatly disturbed (3-5 hours sleepless).

Reading

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.

I cannot read at all because of neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severe neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care

I can look after myself normally without causing extra pain.

I can look after myself normally but it causes extra pain.

It is painful to look after myself and I am slow and careful.

I need some help but I manage most of my personal care.

I need help every day in most aspects of self care.

I do not get dressed, I wash with difficulty and stay in bed.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

I cannot lift or carry anything at all.

Driving

I can drive my car without any neck pain.

I can drive my car as long as I want with slight neck pain.

I can drive my car as long as I want with moderate neck pain.

I cannot drive my car at all because of neck pain.

I cannot drive my car as long as I want because of moderate neck pain.

I can hardly drive at all because of severe neck pain.

Recreation

I am able to engage in all my recreation activities without neck pain.

I am able to engage in all my usual recreation activities with some neck pain.

I cannot do any recreation activities at all.

I am only able to engage in a few of my usual recreation activities because of neck pain.

I can hardly do any recreation activities because of neck pain.

I am able to engage in most but not all my usual recreation activities because of neck pain.

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.

ACN Group, Inc. Form NI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100
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ELIGIBILITY GUARANTEE/ASSIGNMENT OF BENEFITS FORM 

66998866 EEll CCaammiinnoo RReeaall,, SSttee.. FF,, CCaarrllssbbaadd,, CCAA 9922000099
(Chiropractor)                                       (Address) 

EElliiggiibbiilliittyy GGuuaarraanntteeee:: 

I,                , hereby certify that I am eligible for
(Name of Patient/Member/Guardian) 

chiropractic benefits offered by                     through my employer, 
(Name of Health Plan)

as of .
(Name of Employer Group)                                (Today’s Date) 

I understand that if the above is not true, or if I am not eligible under the terms of my employer’s Medical
and Hospital Subscriber Agreement or Insurance Policy, I am liable for all charges for services rendered.
Also, if the above is not true, I agree to pay in full for all services received within thirty (30) days of receiving
a bill from the above chiropractor or health plan.

Assignment of Benefits 
I authorize the release of any health information necessary to process this claim. A photo copy of this

authorization shall be as effective and valid as the original.

I authorize payment of medical benefits to the chiropractor listed above who accepts assignment
through his/her contract with ASHP and/or ASHP’s Health Plan. 

I understand that the ASHP Chiropractor will not bill me for any charges over and above the insurance
payment, other than the applicable copayments, coinsurance or deductibles, since the ASHP Chiropractor
has agreed in his/her contract with ASHP and/or ASHP’s Health Plan to waive all un-paid fees.

PLEASE READ: AUTHORIZATION
I certify that I have read and understand the above information to the best of my knowledge. The

above questions have been accurately answered. I understand that providing incorrect information can
be dangerous to my health.

l authorize the chiropractor to release any information including the diagnosis and the records of any
treatment or examination rendered to me or my child during the period of such chiropractic care to third
party payers and/or health practitioners. I authorize and request my insurance company to pay directly to
the chiropractor or chiropractic group insurance benefits otherwise payable to me.

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

I clearly understand and agree that all services rendered to me are charged directly to me and that I am
personally responsible for payment. I understand that if I suspend or terminate my care and treatment, 
any fees for professional services rendered to me will be immediately due and payable. 

I also understand any services rendered are with my consent and approval.

Signature of Member (or Subscriber)                                               Date 



LA COSTA CHIROPRACTIC

6986 El Camino Real, Suite F
Carlsbad, CA 92009

Phone: (760) 438-9548
Fax: (760) 438-1603

Privacy Rights Notification Acknowledgment
By signing this form, you are granting consent to La Costa Chiropractic to use and disclose your protected
health information for the purposes of treatment, payment, and health care operations.  Our Notice of Privacy
Practices provides more detailed information. You have a legal right to review our Notice of Privacy Practices
before you sign this consent, and we encourage you to read it in full.

Our Notice of Privacy Practices is subject to change.  If we change our notice , you may
obtain a copy of the revised notice by contacting our Privacy Officer at (760) 438-9548.

I hereby acknowledge receipt of the Notice of Privacy Practices.

Signature____________________________________________

Date________________________________________________

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy 
Practices, but acknowledgment could not be obtained because:

________Individual refused to sign

________An emergency situation prevented us from obtaining acknowledgment

________Communication barriers prohibited obtaining the acknowledgment


