
6RAVON'S NATURAL CHIROPRACTIC CLINIC Potient l[ntroduction

Welcome to our off ice... Case # Date

Our practice is base d on the simpte truth that if we satisfy and detight our patients, they will get well
faster and be more likety to tell others about their chiropractic experience. This avoids costly
advertising and helps keep our fees reasonable,

Since chiropractic resulfs vary, we can't guarantee results, but we can promise your:;atisfaction.

NicknameFull Name

Address

Sex: ( )M ( )F Age:- Birthdate: 

-J-l- 

MaritalStatus:

SS#: - -- Home Phone:(-J
Cell Phone: ( ) E-mail address:

City

( )s ( )M (

Work Phone:

State __ Zip

) D ( )W Children #:-

Occupation/Employer:

How did you hear about our clinic?

Name of person responsible for account: Method of payment:

Emergency contact name: Phone: (_J

TO MAINT,

l, the undersigned, hereby authorize Dr. Janine Bremer and whomever she may designate as her assistant(s) to perform diagnostic tests, including but

not limited toiadiographs, and to administer treatment as is necessary. I also certify that no guarantee or assurance has been made to the results that

may be obtained,
I understand and agree that health and accident insurance policies are an arrangement between and insurance carrier and myself. Fu(hermore, I

understand that thli ofiice will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any

amount authorized to be paid directly to thls office will be credited to my account upon receipt. I permit this office to endorse remittances for the

conveyance of credit to my account, HOWEVER, I CLEARLY UNDERSTAND AND AGREE THAT ALL SERVICES RENDERE:D TO ME ARE

CHARGED DIRECTLY TO ME ANO I AM PERSONALLY RESPONSIBLE FOR PAYMENT.

Patient's Slgnature Date Witness

I have requested the release of records of (patlent's name)

which are a part of the records at (clinic)

I hereby request and authorize you, your employees and agents to furnish to the person(s) llsted below or anyone deslgnated in writing by them, all

copies bf records and reports, including copies of x-rays and photostatted copies, abstracts or exerts of all records and any other information they may

request relating to any eiamination, treatment or opinion concerning any condition that I may have had in the past, now have, or may have in the future

Please forward this to: Gravon's Natural Chlropractlc Clinlc
1024 Oxford Street
Worthington, MN 56187

Patient's Signature Date _ Witness

I hereby authorize Dr. Janine Bremer, and whomever she may designate as her assistant(s), to perform diagnostic tests, including but not limited to

radiography, and to administer treatment as she deems necessary t0;

(Child's name) my (Circle One) Son / Daughter.

Parent's or Guardian's Signature Date _ Witness.

AUTHORIUTIONS.M REL€ASES, Id,9 6 6
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The purpose ofthis information is to clarif, your financial responsibilities.
We can then devote our efforts to helping you get the best results in the shortest amount of time.

These are the most common services we provide and when they are performed.

Procedure Putpose Wnen ferformA _Consultation Tour the office, meet the doctor, discuss your health First visit.
problem, and review your case history.
Ascertain the nature and severity ofyour health First visit new conditions,
problem. Assess and evaluate your new or cunent Exacerbations, and re-examinations.
health starus and determine an appropriate course of
action.
Visualize the location of spinal problems and confirm If necessary, fi$t visit, re-injuries, and at certain progess
other examination findings. examinations.
Reduce the Vertebral Subluxation Complex and help As indicated by examination or evaluation.
stabilize your spinal orjoint problem.
Reduce inflammation and swelling, speed the healing As indicated by examination or evaluation.

Eval uation/Management

IExamination(s)]

X-Rays

Adjusfrnent

Therapy

_ process, and help prqlride relief.

. Forms of Payment
Patients are responsible for full payment at the time of service. We accept cash, personal checks, Visa and
MasterCard. Any credit arrangements must be authorized in advance.

. Insurance/ContractServices/ThirdParty
Other options are available if group health insurance, worker's compensation, a managed care provider, Medicare,
personal injury, or the result of an auto accident covers your care.

All professional services are rendered and charged to the patient receiving care and not to an insurance provider.
We will supply you with statements, reports, or other documents to help you receive reimbursement from a third
parly. We will not become involved in disputes with your insurance company regarding deductibles, co-payments,
covered charges, secondary insurance, "usual and customary" charges, etc., other than to supply factual
information.

o Billing
Any outstanding balances are billed monthly and considered past due 10 days after the invoice date or when special
arrangements are not met. Returned checks are subject to a $15.00 fee. Balances older than 30 days will accrue
interest charges of l.SYo per month, plus any legal or collection fees.

Patient Agreement
I have read, understood, and agreed to
this agreement.

Patient/Responsible Pargt Signature Date

Questions
Please ask ifyou have questions about this
agreement or your ability to comply with its provisions.
We are here to help.

Offrce Representalive Date

l, the undersigned patient am directing my attorney, to pay any
outstanding bills out of my settlement and, in effect, protec,ting any such balance. I hereby make and declare the instructions contained to be
irrevocable. I fully understand that I am direcily responsibh for all medicaUchiropraciic bills and this agreement is made solely for the doctor's
additional protedion and consideration of his awaiting payment. I further understand that such payment is not contingent on any setttement,
judgment or verdic{ by which I may eventually recover said fee. I have been advised that if my attomey does not wish to cooperate in protecting
the docto/s interest, the doctor will not await paym_ent but will require me to make payment on a current status.

Patient's Signature Date Witness

;ll.t\'OYS \.\'l't lt.\1. ('lllltOl'l{.\(.1'l('('l.l\l(' l7;Y-lrV(-1.1L IllFORt4.4TIOlV

and Protection of Balance



PATIENT INTAKE FORM
Patient Name; Date:

{. ls today's problem caused by: o Auto Accident u Workman's Compensaflon

2. lndlcate on tfie drawlnge below where you have paln/symptoms

3. How often do you experlence your symptoms?
o Constantly (76-100% of the time) s Occasionalty (26-60% of the time)
o Frequently (51-75% of the time) o lntermittently (1-25o/o of the time)

4. How would you describe the type of pain?
o Sharp
o Dull
o Diffirss
a Achy
o Buming
o Shooting
o Stiff

o Numb
o Tingly
o Sharp with motion
o Shooting with motion
o Stabbing wlth motion
o Electric llke with motion
o Other:

5. How are your symptoms changing wlth tlme?
o Getting Worse . o Staylng the Same o Getting Better

6. uslng a acale from 0-10 (r0 belng the woret), how would you rate your problem?
0 1 2 3 4 5 A 7 8 I 10(P/easecircte)-

7. How much hae the problem lnterferod wlth yourwork?
o Not at all o A tittle bit o Moderately o euite a bit o Extremely

8. How much hat the problem lnterfered wlth your roclal activlflec?
s Not at all o A little blt o Moderately Quite a blt o Extremely

9. Who elee have you seen for your problem?
o Ghiropractor tr Neurologist o Primary Care physician
o ER physician tr Orthopedist o Other:-
o Massage Therapist , o PhysiialTherapist o No onil--
{0. How long have you had thls probtem? _
11. How do you think your problem began?-

12. Do you conelder thls problem to be severc?
o Yes o Yes, at times oNo

13. What aggravates your problem?

14. What concernE you the most about your problem; what does lt prevent you from dolng?

" t5. What ls your: Hdght- Welght_ Date of Btrth

Gravon's Naitiral Chiropractic Center. 1024 Oxford St . Worthington, MN 56187 . 507-376-gl7't



Occupatlon

'18. How would you rrte your overall Health?
o Excellent o Very Good o Good s Fair

17. What type of ererclee do you do?
o Stenuous o Moderate o Light o None

18, lndlcate lf you have any lmmedlate famlly memberg wlth any of the followlng:
o Rheumatoid Arthritls o Dlabetee o Lupus
o Hearl Problems o Cancer o ALS

19. For each of the condlUons llsbd balow, place a check ln the "pasf' column lf you have had the condltlon
ln the past lf you pmenUy have a condltlon llgted below, place a check ln the "plcsent" column.

s Poor

Past Prcsent Past Prcsent
o o Hlgh Blood Preseure o tr Dlabetes

Past Pregent
o tr Headaches
tr tr Neck Pain
tr tr Upper Back Pain
tr o Mid Back Pain
o o Low Back Pain
tr tr Shoulder Pain

s Heart Aftack
o Cheat Pains
o Stroke
o Angina
o Kidney Stones
o Kidney Disorders
o Bladder lnfection

o Loes of Appetite
o Abdomlnal Pain
o Ulcar
o Hepatitis
o Liver/Gall Bladder Disorder
o General Fatigue
o Muscular lncoordination
o Vieual Disturbances
o Dlzziness

tr o Excessive Thirst
tr tr Frequent Urination
o B Smoking/Tobacco Use
o tr Drug/Alcohol Dependance

tr tr Allergies
0 o Depression
tr o Systemic Lupus

For Femalee Only
o o Blrth Control Pills
tr trHormonalReplacement
tr tr Pregnancy

tr
tr
tr
tr
tr

tr o Elbow/Upper Arm Pain o
o tr Wrist Pain tr
tr o Hand Pain tr
tr tr Hip Pain tr
tr tr Upper Leg Pain tr
tr tr Knee Pain tr
tr tr Ankle/Foot Pain tr
tr tr Jaw Pain tr
o tr Joint Pain/Stifrtess tr
tr tr Arthritis tr
tr o Rheumatoid Arthritis rl
o o Cancer o
tr tr Tumor tr
o tr Asthma o
tr tr Chronic Sinusitis tr

oPainfulUrination 0 trEpilepsy
o Loss of Bladder Control o o Oormattis/Eczama/Rash
o Prostate Problems o q HIV/AIDS
n Abnormal Weight Gain/Loss

o o Other:

20. Llst all prescrlptlon medications you are currenfly taklng:

21. Llst all of the over-the+ounter medications you are cunently taklng:

22. Llet all surglcal procedunes you have had:

23. What actlvltles do you do at work?
o Slt o Most of the day
o Stand:
o Computerwork:
o On the phone:

o Most of the day
o Most of the day
o Most of the day

o Half the day
o Half the day
o Half the day
o Half of the day

o A little of the day
o A little of the day
o A little of the day
s A little of the day

24. What actlvltles do you do outslde of work?

25. Have you ever been hospltallzed? o No oYes
if yes, why

26. Have you had slgnlflcant past trauma? o No o Yes

27. Anythlng else pertlnent to your vislt today?,

Patient Slgnature Date:

Gravon's Natural Chiropractic Center . 1024 Oxford St . Worthington, MN 56187 . 507-376-9771


