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	PATIENT INFORMATION
	CONTACT INFO.

	Date: ____________________________                       Sex:   ( M   ( F 

Name: _______________________________________________________________

Birth Date: _______________________________   Age: __________________

( Single  ( Married   ( Widowed   ( Separated   ( Divorced

Spouse’s Name: ____________________________ DOB:__________________

If under 18 years of age, list legal parents/guardians:

                            Name                     DOB                      Phone 

Father: ______________________________________________________________

Mother: _____________________________________________________________

Guardian: ___________________________________________________________

Who do you normally live with?  

( Mother & Father   ( Father  ( Mother   ( Guardian ( None
	Cell: ___________________________ Work: ________________________________

Email: _________________________________________________________________

Address: ____________________________________________________________

                 _____________________________________________________________

City: ___________________________ State: _________ Zip: ________________

EMERGENCY CONTACT: ____________________________________________

Relationship: ________________________ Phone #: _____________________

Address: ______________________________________________________________

How did you hear about us?

( Friend/Family       If so, who?  _____________________________________

( Facebook     ( Instagram     ( Other _______________________________

Do we have your expressed permission to send monthly educational and promotional content to your email?

                     ☐ Yes
           ☐ No

	EMPLOYMENT
	INSURANCE

	Past / Current Occupation: _______________________________________

Employer: _________________________________________________________

Employer Address: ________________________________________________

Employed:     ( Full-Time   (Part-Time   ( Retired 

                          ( Student (Full Time)  ( Student (Part Time)

          School:  ________________________________________________________

If you are unemployed, is this due to your present pain condition:       ( Yes   or   ( No    Time off work: _________________
	Insured’s Name: ____________________________________________________

Relationship to Patient: ___________________________________________

Insurance Co.: ______________________________________________________

ID #: _________________________________________________________________

Subscriber’s Name: ________________________________________________  

DOB: _______________________________    

Insured through Employer?  ( Yes   or   ( No        



	ACCIDENT INFO.
	Cancelation/Late Policy

	Is this condition due to an accident:            ( YES        ( NO 

If known, what was the date of the injury: (_____/_____/_____)

· Worker’s Compensation

· Personal Injury/ Liability

· Other

Attorney Name: ___________________________ Phone: ________________
	 It is a professional courtesy to provide 24 hours’ notice if you cannot keep an appointment. There will be a $25 charge for all appointments cancelled LESS THAN 24 hours in advance. If the appointment is not cancelled, the no show fee is $52 payable PRIOR to your next visit. If you are late to an appointment, please understand that you have a scheduled time and this may result in your appointment being later to accommodate you. 


Date: ___________________________ Name: ________________________________________________________ DOB: __________________
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Massage Therapy Client Intake Form
Name: _________________________________________________________
Please circle your stress level:
Low   1   2   3   4   5   High                      Date of last massage: _______________________
Are you allergic to any Lotions or Oils?  If yes, please explain: ______________________________________________
Occupation: __________________________________     Previous Injuries: ​​​​​​​​​​​​​​_______________________________________
How would you rate: (1 being very poor, 5 being great)    Sleep: ____   Diet: ____   Digestive: ____   Health: ____

Please list any past/current activities/sports: _________________________________________________________________
Circle the following conditions that apply to you, past and present.  Please add your comments to clarify the condition.

Musculo-Skeletal
Digestive 
Skin
Headaches
Indigestion
Rashes



Joint stiffness/swelling
Constipation
Allergies
Spasms/cramps
Intestinal gas/bloating
Athlete’s foot
Broken/Fractured bones
Diarrhea
Acne
Strains/Sprains
Irritable bowel syndrome
Impetigo
Back, hip pain
Crohn’s Disease
Hemophelia
Shoulder, neck, arm, hand pain
Colitis
Leg, foot pain
Other:_____________
Other
Chest, ribs, abdominal pain

Problems walking

Loss of Appetite
Jaw pain/TMJ
Nervous System
Depression
Tendonitis

Difficulty concentrating
Bursitis
Numbness/tingling
Hearing Impaired
Arthritis
Fatigue
Visually Impaired
Osteoporosis
Sleep disorders
Diabetes
Scoliosis
Ulcers
Fibromyalgia
Other:________________
Paralysis
Post/Polio Syndrome

Herpes/shingles
Cancer
Circulator/Respiratory
Cerebral Palsy
Tuberculosis

Epilepsy
Other:________________
Dizziness
Chronic Fatigue Syndrome
Shortness of breath
Multiple Sclerosis
Fainting
Muscular Dystrophy
Cold feet or hands
Parkinson’s Disease
Cold sweats
Other:__________________

Stroke

Heart condition
Reproductive System
Allergies

Asthma
Pregnancy
High blood pressure
Post Partum? If so, how long? _____________________
Low blood pressure
Other:_________________

I understand that a massage Therapist does not diagnose disease, illness, or prescribe any treatment or drugs, nor do they provide spinal manipulation. I understand that draping will be used at all times and that breast massage will not be administered on female clients.  I understand that if I become uncomfortable for any reason that I may ask the Therapist to end the massage session, and they will end the session.  I understand that the massage Therapist may end the session for any inappropriate behavior. I have stated all of the conditions that I am aware of, and this information is true and accurate. I will inform the health care provider of any changes in my status.
Client’s signature____________________________________________  Date______________________

Consent for Therapy and Waiver of Liability

The undersigned (“Client”) hereby freely consents to receipt of massage services from any massage therapist, at the clients discretion, employed by Chirobody. 
Client agrees as follows:
Client understands and agrees that they will provide the Therapist with complete and accurate health information, and a written referral from Client’s primary healthcare provider if Client is currently receiving care or has a specific medical condition or symptoms for which Client takes medication or receives periodic evaluations or treatment. Client understands that massage therapy is designed to be an ancillary health aid and is not suitable for primary medical treatment for any condition.
1. Client and Therapist have discussed the potential benefits and possible side effects of massage therapy and have agreed upon a course of focused attention and manually therapy for the predetermined goals of stress reduction, relief of muscular discomfort, and/or promotion of general health.  Client has been given an opportunity to ask questions of the Therapist and has received all requested information.

2. Client understands that the unclothed body will be draped at all times for warmth, sense of security, and as a mark of massage therapy professionalism. Client agrees to immediately inform the Therapist of any unusual sensation or discomfort so that the application of pressure may be adjusted to Client’s level of comfort. Client understands that massage therapy is not sexual in any manner and that any illicit or suggestive remarks or behavior on the client’s part, will result in an immediate termination of the therapy session.  Client understands that payment will be expected in full; regardless if the massage is completed or not.

3. Client hereby assumes fully responsibility for receipt of the massage therapy, and releases and discharges Therapist from any and all claims, liabilities, damages, actions, or causes of action arising from the therapy received hereunder, including, without limitation, any damages arising from acts of active or passive negligence on the part of the Therapist, to the fullest extent allowed by law.
4. Client, in signing this consent for Therapy and Waiver of Liability (“Consent”), understands and agrees that this Consent will apply to and govern the current and all future therapy sessions performed by Therapist
________________________________    _____________________________________        ________________
                   Client Signature                                             Client Printed Name


        Date
________________________________    _____________________________________        ________________

                  Massage Signature                               Massage Therapist Printed Name

        Date
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10315 19th Ave SE Suite 106

Everett, WA 98208

(425) 530-5204

Regarding the Use & Disclosure of Protected Health Information

HIPAA Notice of Privacy Practices

(“Consent Form”)

For the purposes of this Consent Form, “Office” shall refer to: CHIROBODY Chiropractic.

I understand that some of my health information may be used and/or disclosed by the Office to carry out treatment, payment, or health care operations, and that for a more complete description of such uses and disclosures I should refer to the Office’s privacy notice entitled, “HIPAA Notice of Privacy Practices.”  I understand that I may review this privacy notice at any time prior signing this form. 

I understand that over time the Office’s privacy practices may need to change in accordance with law and that if I wish to obtain a copy of the notice as revised, I can obtain one in the Office or call the Office to request such copy be sent to me. 

I understand that I may request restrictions on how my information is used or disclosed to carry out treatment, payment, or health care operations, and that I can also revoke this Consent, but only to the extent that the Office has not taken action in reliance thereon and also provided that I do so in writing. 

I understand that for my protection, any requests to amend my health information or to access my medical records must be made in writing. 

Patient Name (please print): ______________________________________________________________

Signature: ______________________________________________________        Date: _____________
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Thank you for choosing Chirobody!. We are honored by your choice and are committed to providing you with the highest quality care. We ask that you read and sign this form to acknowledge your understanding of our patient financial policies.

Patient Financial Responsibilities:     (Please Initial)
_______ The patient (or patient’s guardian, if a minor) is ultimately responsible for the payment for his/her treatment.

_______ We are pleased to assist you by billing your insurance carrier. However, the patient is required to provide us with 
the most correct and updated information about their insurance, and will be responsible for any charges incurred if   the information provided is not correct or updated.

_______ Patients are responsible for the payment of co-pays, co-insurance, deductibles, and all other procedures or treatment
                not covered by their Insurance Plan, P.I.P coverage or L&I claims.

_______ Patients may incur, and are responsible for the payment of additional charges at the discretion of Chirobody Staff.
  These charges may include (but are not limited to):
· Charge for returned checks.

· Charge for missed appointments without 24 hours advance notice.

· Charge for the copying and distribution of patient medical records.

· Charge for extensive forms completion.

· Any costs associated with the collection of a patient account balances. (This also includes any cost that might be associated with collecting on an unpaid balance, attorney’s fees and court costs.)
Patient Authorizations:

By my signature below, I hereby authorize Chirobody and its Chiropractors and Staff, to release medical and other information acquired in the course of my examination and/or treatment to the necessary insurance companies, third party payers, and/or other physicians or healthcare entities required to participate in my care.

By my signature below, I hereby authorize Chirobody to bill my health insurance and/or any third party listed for services rendered in this office. I understand that I am financially responsible for charges not covered by my insurance carrier. (i.e. Health Insurance, Auto Insurance, L&I etc.). *All payments are due at the time of service, no exceptions. 

By my signature below, I authorize Chirobody to communicate by mail, answering machine message, text, and/or email according to the information I have provided in my patient registration information.

I have read, understand, and agree to the provisions of this Patient Financial Responsibility Form:

Patient Name: (please print) _________________________________________________________________
Signature: _____________________________________________________ Date: ____________________
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