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Adult Chiropractic Health Questionnaire 
 

Name          Cell Phone      
 
Address       Work Phone      
 
City, State, Zip                  Home Phone     
 
Birth date      Age     Occupation         
 
Employer     Email: ________________________________________ 
 

Marital Status:   M  W  Sep. D  Sin.   Spouse Name      # of Children    
 

1.  Most patients are referred to our office by a caring family member or friend.  What made you 
decide to visit our office?  Friend/Family Member Name        

 □ Web     □ Yellow Pages     □ Sign     □ Website     □ Presentation     □ Insurance 
 

2.  Research shows that your spine should be checked regularly.  How many times have you 

visited a chiropractor in your lifetime?       □ Never 
 

3.  When was your last complete spinal examination including x-rays?    □ Never 
 

4.  Have you ever been told that you have a spinal curvature, spinal arthritis, or inherited spinal 

problem? □ YES □ NO           
 

5.  Spinal misalignments cause decay and degeneration which results in grinding or cracking.   

Do you ever hear noises when you move your head or neck? □ YES □ NO 
 

6.  Spinal misalignments can make you feel like you need to twist, stretch or crack your neck or 

back.  Do you ever feel the need to crack or pop your neck or lower spine? □ YES □ NO 
 

7.  Poor posture leads to poor health and often indicates a spinal problem.  How would you rate 
your posture? Poor   -   1   2   3   4   5   6   7   8   9   10   -   Excellent 
 

8.  Stress can cause or accelerate spinal damage.  Rate your stress level over the last 90 days. 
  Low   -   1   2   3   4   5   6   7   8   9   10   -   High 
 

9.  Please list any health symptoms or health complaints you are experiencing. 
 

     1.       2.       3.      
 
10. Please list any sports/activities that you participate in.  
 

     1.       2.       3.      
 
11. Prescription medications may cause various side effects, hide the severity of health problems 
and hinder the body's ability to heal.  What medications are you currently taking? 
             
 

12. Auto and work-related injuries can cause serious spinal problems.  Is this visit related to an 

accident or injury? □ YES □ NO Date of Incident       
 

13. Spinal health is especially important during pregnancy.  Is there any chance that you are 

pregnant? □ YES □ NO  
 

14. Have you ever been diagnosed with cancer?        □ YES □ NO 
 

Type            Year     
 
 

15. Would you like to receive our monthly health and wellness newsletter via e-mail? 

   □ YES □ NO    
 

The above information is true and accurate to the best of my knowledge. 
 
 
Patient Signature                 Date     

Rev. 4-14-2016 

133 W. Lake Mead Pkwy 
Suite 200 
Henderson NV 89015 
702-531-3338 Phone 
702-531-3335 Fax 
www.lampechiropractic.com 

 
 

 
 
 
 
Welcome to our office!!!  
It is well known that 
families who maintain 
strong healthy, well-
aligned spines have  
improved health. People 
whose spines are not  
kept in proper alignment 
are much more likely to 
develop health disorders 
later in life such as 
arthritis, illness, pain, 
heart attacks, strokes, 
even cancer. 
 



X-RAY CONSENT FORM 

 

 

 
 

The doctor will explain that the purpose of the x-ray about 

to be taken is to analyze the spine for vertebral subluxations 

and to determine the appropriateness of chiropractic spinal 

adjustments.  If the doctor discovers a non-chiropractic 

“unusual finding” when reviewing x-ray, I will be 

informed.  I then must determine if I should seek the 

services of an additional health care provider for advice, 

diagnosis, or treatment for the unusual finding.  I 

understand that seeking advice from another type of health 

care provider should not interfere with the subluxation 

corrective care provided by this office. 

 

I fully understand the above and consent to chiropractic 

spinal x-rays from Lampe Chiropractic. 

 

 

Patient Signature _____________________________ 

 

Date_______________________________________ 



 

Rev. 11-08-04 

NOTICE OF PRIVACY PRACTICES 
Steve Lampe, D.C. 

                                   
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION 

 
PLEASE REVIEW IT CAREFULLY AND SIGN. 

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US. 

                                   
 

This Notice of Privacy Practices describes how we may use and disclose your protected health information to carry out treatment, payment or 
health care operations and for other purposes that are permitted by law. 
 
We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of our notice, at any time. The new notice will 
be effective for all protected health information that we maintain at that time. 
 
Uses And Disclosures Of Protected Health Information Based Upon Your Written Consent 
You will be asked by your chiropractor to sign this consent/acknowledgment form. By signing the consent/acknowledgment form, your 
chiropractor, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care 
services to you may also use and disclose your protected health information to pay your health care bills and to support the operation of the 
chiropractor's office. 
 
Following are examples of the types of uses and disclosures of your protected health care information that the chiropractor's office is 
permitted to make once you have signed this consent/acknowledgment form: 
 
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your chiropractic care and any related 
services. This includes the coordination or management of your chiropractic care with a third party that has already obtained your permission to 
have access to your protected health information. 
 
Payment: Your protected chiropractic information will be used, as needed, for your chiropractic services. This may include certain activities that 
your chiropractic insurance plan may undertake before it approves or pays for the chiropractic services we recommend for you such as; making a 
determination of eligibility or coverage for insurance benefits, reviewing services provided to you for medical necessity, and undertaking utilization 
review activities. 
 
Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the business activities of your 
chiropractor's practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of 
chiropractic students, substitute chiropractors, doctors who observe our practice, licensing, marketing, fundraising activities, and conducting or 
arranging for other business activities. 
 
In addition we may use a sign-in sheet at the registration desk where you will be asked to sign your name.  We may also call you by name in the 
waiting or adjusting room. We may use your health information to call you to remind you of, cancel or re-schedule an appointment. We may leave 
a message on your answering machine or voice mail. To promote a less stressful, family friendly and time efficient environment, most office visits 
are performed in an open setting with other patients where complete privacy of your name and health information will be respected but cannot be 
guaranteed. Special appointment times are available by request for discussion of private or confidential matters. We may mail appointment 
reminders, announcement or greeting cards to your home. Your name or picture may be used on a "Thank You for Referring", "Welcome to Our 
Office" or office bulletin board unless you specifically request us not to do so. Your private information will be used if we bill insurance claims for 
you or need to collect an outstanding balance using an outside collection agency. In addition we may occasionally video tape our front desk or 
open adjustment area for training purposes. 
 
We may share your protected health information with third party "business associates" that perform various activities (e.g., billing transcription 
services) for the practice. Whenever an arrangement between our office and a business associate involves the use or disclosure of your protected 
health information, we will have a written contract that contains terms that will protect the privacy of your protected health information. 
 
We may use or disclose your protected health information, as necessary, to provide you with information about treatment alternatives or other 
health-related benefits and services that may be of interest to you. We may also use and disclose your protected health information for other 
marketing activities. For example, your name and address may be used to send you a newsletter about our practice and the services we offer. 
We may also send you information about products or services that we believe may be beneficial to you. You may contact our Privacy Contact to 
request that these materials not be sent to you. 
 
Other uses and disclosures of your protected health information will be made only with your written authorization, unless otherwise permitted or 
required by law as described below. You nay revoke this authorization, at any time, in writing, except to the extent that your chiropractor or the 
chiropractic practice has taken an action in reliance on the use or disclosure indicated in the authorization. 
 
Other Permitted and Required Uses and Disclosures That May Be Made With Your Consent, Authorization or Opportunity to Object 
 
We may use and disclose your protected health care information in the following instances. You have the opportunity to agree or object to the use 
or disclosure of all or part of your protected health information. If you are not present or able to agree or object to the use or disclosure of the 
protected health information, then your chiropractor may, using professional judgment, determine whether the disclosure is in your best interest. 
In this case, only the protected health information that is relevant to your health care will be disclosed. 
 
 



 

NOTICE OF PRIVACY PRACTICES 
Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a relative, a close friend or any other 
person you identify, your protected health information that directly relates to that person's involvement in your chiropractic care. If you are unable 
to agree or object to such a disclosure, we may disclose such information as necessary if we determine that it is in your best interest based on our 
professional judgment.  We may use or disclose protected health information to notify a family member, personal representative or any other 
person that is responsible for your care of your location, general condition or death. Finally, we may use or disclose your protected health 
information to an authorized public or private entity to assist in disaster relief efforts and to coordinate relief efforts and to coordinate uses and 
disclosures to family or other individuals involved in your health care. 
 
Emergencies: We may use or disclose your protected health information in an emergency treatment situation. If this happens, your chiropractor 
shall try to obtain your consent as soon as reasonably practicable after the delivery of treatment. If your chiropractor or another chiropractor in the 
practice is required by law to treat you, and the chiropractor has attempted to obtain your consent, but is unable to obtain your consent, he or she 
may still use or disclose your protected health information to treat you. 
 
Communication Barriers: We may use and disclose your protected health information if your chiropractor or staff member in the practice 
attempts to obtain consent from you but is unable to do so due to substantial communication barriers and the chiropractor or staff member 
determines, using professional judgment, that you intend to consent to use or disclosure under the circumstances. 
 
We may use or disclose your protected health information in the following situations without your consent or authorization: 
When required By Law, Public Health, Communicable Diseases, Health Oversight, Abuse or Neglect, Food and Drug Administration, 
Legal Proceedings, Law Enforcement, Funeral Directors, and Organ Donation, Criminal Activity, Military Activity, Inmates and National 
Security: 
 
Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the Department of 
Health and Human Services to investigate or determine our compliance. 
 
You have the right to inspect and copy your protected health information. 
 
You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part 
of your protected health information for the purposes of treatment, payment, health operations or additional uses listed above in paragraph 8. You 
may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your 
care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to 
whom you want the restriction to apply. 
 
Your chiropractor is not required to agree to a restriction that you request. If your chiropractor believes it is in your best interest to permit use and 
disclosure of your protected health information, your protected health information will not be restricted. If your chiropractor does agree to the 
requested restriction, we may not use or disclose your protected health information in violation of that restriction unless it is needed to provide 
emergency treatment. 
 
You have the right to request to receive confidential communications from us by alternative means or at an alternative location. We will 
accommodate reasonable requests. We may also condition this accommodation by asking you for information as to how payment will be handled 
or specification of an alternative address or other method of contact. We will not request an explanation from you as to the basis for this request. 
Please make this request in writing to our Privacy Contact. 
 
You may have the right to have your chiropractor amend your protected health information. This means you may request an amendment of 
protected health information about you in a designated record set for as long as we maintain this information. In certain cases, we may deny your 
request for an amendment. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may 
prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. 
 
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information. This right applies to 
disclosures for purposes other than treatment, payment or healthcare operations as described in this Notice of Privacy Practices. 
 
You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice electronically. 
 
Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by 
us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint. The 
terms of this Notice may change. If the terms do change you may receive a revised Notice by contacting our Privacy Contact. 
 
Privacy Contact: Steve Lampe, D.C. (702) 531-3338  Fax (702) 531-3335 
                          133 W. Lake Mead Pkwy. #200, Henderson, NV 89015 
 
I have received a copy of this office's Notice of Privacy Practices and consent to the use and disclosure of protected health information 
by Steve Lampe, D.C., staff and business associates for treatment, payment, health care operations and additional uses listed above. I 
have reviewed, acknowledge, and understand the content of the Notice of Privacy Practices. 
 
"You May Refuse To Sign This."   THIS NOTICE WAS PUBLISHED AND BECOMES EFFECTIVE ON APRIL 14, 2005. 
 
Printed Patient Name        Date       
 
Signature            
 
Printed Name of Parent/Guardian         
 
Signature of Parent/Guardian           
 



 

 
INFORMED CONSENT TO CHIROPRACTIC TREATMENT 

 

 

Doctors of chiropractic who use manual therapy techniques such as spinal adjustments are required to advise 

patients that there are or may be some risks associated with such treatment.  In particular you should note: 

 

a). While rare, some patients may experience short term aggravation of symptoms, rib fractures or muscle and 

ligament sprains or strains as a result of manual therapy techniques. 

 

b). There have been reported cases of stroke associated with many common neck movements including 

adjustment of the upper cervical spine.  Present medical and scientific evidence does not establish a definite 

cause and effect relationship between upper cervical spine adjustment and the occurrence of stroke.  

Furthermore, the apparent association is noted very infrequently.  However, you are being warned of this 

possible association because stroke sometimes causes serious neurological impairment, and may on rare 

occasion result in injuries including paralysis.  The possibility of such injuries resulting from cervical spinal 

adjustments is extremely remote. 

 

c). There are rare reported cases of disc injuries following cervical and lumbar spinal adjustment although no 

scientific study has ever demonstrated such injuries are caused, or may be caused, by spinal adjustments or 

chiropractic treatment. 

 

Chiropractic treatment, including spinal adjustment, has been the subject of government reports and multi-

disciplinary studies conducted over many years and has been demonstrated to be a highly effective treatment for 

spinal pain, headaches and other similar symptoms.  Chiropractic care contributes to your overall well-being.  

The risk of injuries or complications from chiropractic treatment is substantially lower than that associated with 

many medical or other treatments, medications, and procedures given for the same symptoms. 

 

I acknowledge I have discussed, or will have the opportunity to discuss, with my chiropractor the nature and 

purpose of chiropractic treatment in general and my treatment in particular (including spinal adjustment) as well 

as the contents of this Consent. 

 

I consent to the chiropractic treatments offered or recommended to me by my chiropractor, including spinal 

adjustment.  I intend this consent to apply to all my present and future chiropractic care. 

 

 

 

 _________________________________________________        ______________________________ 

Patient Signature (or legal guardian)                                                   Date 

 

 

__________________________________________________ 

Name (please print) 


