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Dr. Kevin R. Mikalaitis
1318 Vivian Street, Longmont CO 80501 | Ph/303.776.0882 | Fax/303.776.1053
Patient Information

Thank you for choosing our practice for your chiropractic needs.  Please complete this form in ink.  If you have any questions or concerns, please do not hesitate to ask for assistance.  We will be happy to help.
Name ___________________________________________________ Birth Date _______________ Today’s Date ________________
                First                            Middle Initial                         Last 

Address _________________________________________ City _____________________ State _____________ Zip ____________
Home Phone (_______)_________________ Cell Phone (_______)_________________ Work Phone (_______)_________________

Do you prefer to receive calls at:    ( Home           ( Work           ( Cell           ( No Preference
Email __________________________________________________       Sex:    ( M       ( F        Number of Children _____________
( Married            ( Widowed            ( Single            ( Divorced            ( Minor            ( Partnered for ______ years
Employer ______________________________________________ Occupation ___________________________________________
Spouse Name ______________________ Spouse Employer _____________________ Work Phone (______)___________________
Person to contact in case of emergency ______________________________________ Phone (______)________________________
How were you referred to this office? _____________________________________________________________________________
Why Chiropractic?

People go to chiropractors for a variety of reasons and there are different levels of care. Please check the type of care desired so that Dr. Mikalaitis can best accommodate your individual health goals:

Stage 1 ____ Pain relief: Just get rid of the pain, Doc! Relief is short-term.

Stage 2 ____ Rehabilitation: Get rid of the pain, Doc, but then fix this problem so that it doesn’t come back.
Stage 3 ____ Optimal Health: Get rid of the pain, fix the problem, and then put me on a preventive maintenance plan so that I stay as       healthy as possible.
Insurance Information
Please provide your insurance card to the front desk at the time of visit.
Type of insurance:      ( Private      ( Auto      ( Work Comp      ( Personal Injury      ( Medicare      ( None  

If you have Medicare, do you have a secondary insurance policy?      ( Yes     ( No
Name of insured _______________________________________ Relationship to patient ___________________________________
Birthdate of insured ___________________________ Name of employer ________________________________________________

Employer address ______________________________________________ Employer phone (______)________________________
Insurance company _______________________________________ Phone (______)______________________________________
Insurance ID # ___________________________________________ Group # ____________________________________________
Do you have additional insurance?   ( Yes  ( No
Secondary insurance company _______________________________ ID # ________________________ Group # _______________
Patient’s Name _________________________________________________ DOB __________________ Date __________________

I. Health Complaints
( I have no health complaints; I am interested in prevention and health maintenance (skip to section II)
Describe reason for visit:











	How long have you had this condition? ___________________________________  Is it getting progressively worse?     ( Yes  ( No

	Does it bother your (check appropriate box): (  Work    (  Sleep   (  Other (please specify) _________________________________ 







	Type of pain:  ( Dull    ( Sharp    ( Numb/Tingling    ( Sore/Achy    ( Burning    ( Spasm    ( Shooting    ( Throbbing    ( Other



	Does the pain radiate?   ( Yes    ( No            Where? _______________________________________________________________

	Time of day when pain is worst:     ( Morning        ( Afternoon        ( Evening        ( Wakes Me

	When and how did it begin? ____________________________________________________________________________________

	What treatments or activities make it better? _______________________________________________________________________


	What treatments or activities make it worse? _______________________________________________________________________


	What treatment(s) have you already received for this condition?________________________________________________________

	Name and address of other doctor(s) who have treated you for your condition: _____________________________________________

	Have you had this condition before?  ( Yes   ( No                If yes, when? ____________________________ 

	Have you seen a chiropractor before?  ( Yes   ( No             If yes, how long ago? ______________________
For what reason? ____________________________________________________________________________________________


II. Health History

	List any types of surgeries you have had and the dates they occurred: ___________________________________________________   

	Please list all medications you are currently taking: __________________________________________________________________

	Allergies: ___________________________________________________________________________________________________

	How is most of your day spent?   ( standing     ( sitting     ( walking     ( other (specify) ___________________________________

	How often do you exercise?  ( daily    ( 5x/week    ( 4x/week    ( 3x/week    ( 2x/week    ( 1x/week    ( I don't exercise

	(Women) Are you pregnant?   ( Yes   ( No           Nursing?   ( Yes   ( No           Taking birth control pills?   ( Yes   ( No                                 

	


Have you ever:
Yes     No
If yes, briefly explain
- had a broken bone?
(
(
_______________________________________________________





- been hospitalized?
(
(            _______________________________________________________







- been struck unconscious?
(
(            _______________________________________________________






- been hospitalized other than surgery?
(
(
_______________________________________________________




When did you last have:
Never       0-6 mo.       6 -18 mo.   Longer
- spinal x-ray?
(               (                (              (
- MRI
(               (                (              (
- physical examination?
(               (                (              (
Please mark any of the following that apply to you:  

( Headaches   
( Fractures   
( Heart Disease   
( Seizures   
( Ulcers   
( Hernia   
( Gallbladder Removed   
( Hepatitis   
( Stroke       
( AIDS/HIV   
( Cataracts   
( Arthritis   
( Depression   
( Diabetes   
( Emphysema   
( Epilepsy   
( Glaucoma   
( Pacemaker    
( Herniated Disc    
( Multiple Sclerosis   
( High Cholesterol   
( Diabetes   
( Mononucleosis   
( Visual Problems   
( Asthma   
( Anemia   
( Kidney Disease   
( Liver Disease   
( Osteoporosis   
( Whooping Cough   
( Parkinson’s Disease   
( Polio   
( Gout
( Pneumonia   
( Allergies/Sinus   
( Chest Pain   
( Irritable Bowel Syndrome   
( Cancer   
( Ringing In Ears   
( Ulcers   
( Mumps   
( High Cholesterol   
( Digestive Problems   
( Prostate Problems   
( Psychiatric Care   
( High Blood Pressure   
( Constipation 

( Autoimmune Disease   
( Thyroid Problems   
( Acid Reflux/Indigestion   ( Hemorrhoids   
( Fibromyalgia   
( Tuberculosis 

( Muscle Spasms/Cramps   
( Tumors/Growths   
( Weight (loss or gain)   
( Typhoid Fever   
( Ulcers   
( Urinary Difficulties 

( Other: ______________

Patient’s Name _________________________________________________ DOB __________________ Date __________________

III. Pain Scale

Mark areas of pain on figures below.

Please circle on the pain scale the pain you feel with this condition. 

(10 being the worst pain you have felt with this condition, 0 being no pain.)
          Pain Scale
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	Neck Pain

0 1 2 3 4 5 6 7 8 9 10

Shoulder, Arm Pain

0 1 2 3 4 5 6 7 8 9 10

Mid Back Pain

0 1 2 3 4 5 6 7 8 9 10

Low Back Pain

0 1 2 3 4 5 6 7 8 9 10

Hip, Leg Pain

0 1 2 3 4 5 6 7 8 9 10

Foot, Ankle Pain

0 1 2 3 4 5 6 7 8 9 10

Other  Pain

_________________

0 1 2 3 4 5 6 7 8 9 10




Is there a family History of:

Heart Disease
  Arthritis 
  Cancer              Diabetes
    Other__________________

Father’s side:
        O 

      O 

      O 

      O 

       O

Mother’s side: 
        O 

      O 

      O 

      O 

       O

IV. Financial Policy and Patient Service Agreement
All payments are due at time of service, including any deductible and co-payment amounts if insured. 
I understand that if my insurance company denies payment or makes partial payment, that I am responsible for the balance. I hereby assign all insurance benefits for services rendered to be paid directly to Align Chiropractic Center. I hereby authorize the release of medical records to Align Chiropractic Center and any pertinent information concerning the patient for the coordination of care and for obtaining insurance reimbursement. I understand that if I suspend or terminate the schedule of care that has been determined by my treating doctor, any fees for professional services will be immediately due and payable. I also understand if I arrive to my appointment late I may receive shortened treatment at the regular treatment fee. I certify that the information provided in this form is correct to the best of my knowledge. I understand it is my responsibility to inform this office of any changes to the information I have provided. 

Signature _______________________________________________________ Date _____/_____/_____
Adult Patient Parent or Guardian Spouse

Align Chiropractic Center

Dr. Kevin Mikalaitis | 1318 Vivian Street, Longmont CO 80501 | Ph/303.776.0882 | Fax/303.776.1053
Patient’s Name _________________________________________________ DOB __________________ Date __________________

INFORMED CONSENT FOR TREATMENT
I hereby request and consent to the performance of conservative treatments to joints and soft tissue.  I understand that the procedures may consist of manipulations and adjustments, which can and will consist of the application of a specific force to a joint within the body. Rehabilitative exercises and nutritional counseling may also be recommended in conjunction.

I am informed and understand that, as in the practice of medicine, there are some risks associated with chiropractic treatment.  Although spinal manipulation is considered to be one of the safest, most effective forms of therapy for musculoskeletal conditions, there are some risks which are rare, but include and are not limited to: soreness, fractures, disc injuries and stroke.  I understand that results are not guaranteed.

I have been informed and understand the potential risks and wish to rely on the clinical staff and associates of Align Chiropractic Center, LLC to exercise professional judgment and care during the course of my treatment.  I understand that judgment for decisions will be made by the practitioner within the scope of the practice for their particular licensure and will be what the practitioner feels is in my best interest, based on the facts and information provided and available to them at that time.

I have read, or have had read to me and understand the above statement.  My signature below signifies my agreement to the above.  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 from this facility.

_________________________________________________________________________________________
Signature of Patient (Parent or guardian if patient is a minor)                                               Date

_________________________________________________________________________________________
Parent or Guardian’s name and relationship (Please print)                                                    Date

