
 

Revised 4/2024 

The information collected on this form is essential if we are to render the best professional care possible. We appreciate your consideration in 

filling this out completely so we have accurate records. 

Last Name: ___________________________ First Name: ________________________ MI: ______ Suffix: _____ 

DOB: ____/____/______  Sex: M   F   Age: _____  SSN: ______/______/_______  Weight: _______________  

Height: ___________  Mom/Dad Name: ___________________________________________________________ 

Address: ______________________________________ City: __________________ St: ______ Zip:___________ 

Home PH: (_____)_____________ Cell PH: (_____)_____________ Email: _______________________________ 
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Patient Category:          Chiropractic          Nutrition          PI/Auto 

Pay Type:          Cash          Insurance          Medicare          PI 

# of Visits: _____     Co-pay Amt: $______   Prepaid:  Y   N 

Addon   Type:          Standard Process          Pure Trim 

          Sombra          Lifewave 

Notes/Nutrition: ________________________________________ 

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________ 

(CONTINUE ON BACK) 

PEDS NPT 

What brings you into the clinic: __________________________________________________________________ 

_____________________________________________________________________________________________ 

How long:          Just today         A few days          Several days          A few weeks          Months          Years 

Did it begin:          Gradually           Suddenly Is it getting worse?   Y    N Is this due to an injury?   Y    N 

Does it interfere with:          Work          Sleep         Daily routine         Exercising         Driving     Hobbies 

What makes it worse: __________________________________________________________________________ 

What makes it better: __________________________________________________________________________ 
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Insurance Company: ___________________   PLEASE PRESENT CARD  Relation to Primary Holder: ______________ 

ID No: _____________________  Group No: __________________ Plan Name: __________________________ 

No of Visits: ________________ Deductible amt: $ _________________ Co-pay amt: $ ____________________ 

In
s
u
r
a
n
c
e
 

I, ________________________________, being the parent/legal guardian of  ______________________________,  

have read and fully understand the Informed Consent and additional documentation, thereby grant permission for 

my child to received chiropractic care by Dr. Mark E. Lee DC. 

 

Parent/Legal Guardian Signature: __________________________________       Date: ______/______/_________ 



 

Revised 4/2024 

Protected Privacy  

We are committed to do everything possible to protect your “non-public personal information”. However, there are 

times when we must collect and send this information for and in your behalf, to be paid for services rendered. You 

have the right to inspect your personal healthcare information. You also have the right to amend any errors you may 

find in your record. 

Authorization to Release Medical Information 

I authorize Dr. Mark E. Lee DC, Lee Family Chiropractic/Chiro Health, and/or staff to release my personal 

healthcare information necessary to receive payment of services by any, or all parties associates with me and my 

healthcare treatment. I will not and do not hold Dr. Mark E. Lee DC or anyone associated with his clinic personally 

liable for the release of this information when deemed necessary to do so. 

 

Patient Signature: ______________________________________________   Date: ______/______/ ________ 

Please list ALL medications and supplements you are taking with the reason for each 

1. ________________________________________ why:_________________________________________ 

2. ________________________________________ why:_________________________________________ 

3. ________________________________________ why:_________________________________________ 

4. ________________________________________ why:_________________________________________ 

5. ________________________________________ why:_________________________________________ 

6. ________________________________________ why:_________________________________________ 

7. ________________________________________ why:_________________________________________ 

8. ________________________________________ why:_________________________________________ 

9. ________________________________________ why:_________________________________________ 

10. ________________________________________ why:_________________________________________ 
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Informed Consent 

You have choices. You may choose to receive the medical model of care, which could include drug therapy or surgery. Other 

therapists may be able to perform similar treatment protocols as well. The risk of such may be more, less, or equal to       

chiropractic.  

Your treatment is designed to provide the optimum conditions to restore and maintain good health. Duration of treatment is 

based upon the nature of the problem. Treatment duration is only an approximation of time or a number of treatments based 

upon similar instances or the opinion of the doctor. This does not guarantee an outcome, nor is it a contract of an kind.  

 

I acknowledge I have discussed or had the opportunity to discuss the nature of the information presented and    

therefore consent to chiropractic examination, adjusting and therapy.  

 

Patient Signature: ______________________________________________   Date: ______/______/ ________ 


