Back In Motion Chiropractic – Confidential Patient Questionnaire
Name: __________________________________

Date of birth: ___________

Address: __________________________________ City: ____________________
State: _____ Zip: _______ Home Phone: _________________________________
Work Phone: _______________________ Cell Phone: ______________________
Sex: M / F

Marital Status: Married / Single

Social Security #: ____________

Occupation: _____________________ Employer: _________________________
Emergency Contact: ____________________ Relationship to you: ______________
Emergency Contact Phone: ________________________
Regular M.D. ______________________________________
Last Seen: _________________ For?______________________________
Previous/Other Chiropractor: ________________________________________
Last Seen: _________________ For? ________________________________
How/From whom did you hear about our office? _____________________________
Do you have health insurance? Yes / No (*If yes, please provide card for copying)
Is the reason for your visit today an Auto_____ or Work Comp______ Injury? (No__)
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
Please read & sign the following: I, the undersigned, do hereby attest that this
questionnaire has been completed true to the best of my knowledge. I understand
that I am financially responsible for all charges whether or not paid by insurance. I
understand and agree that insurance policies are a contract between the insurance
company and the policy holder, not the doctor, and as such I am responsible to know
any policy limitations that might exist. I hereby authorize Back In Motion Chiropractic
to release my records as necessary to obtain any pertinent third party
reimbursement and/or to other pertinent healthcare providers. I authorize my
insurance carrier, if I have one, to pay benefits directly to Back In Motion Chiropractic
for services I receive at this clinic. This is a direct assignment of insurance benefits.
Signed: ______________________________ Dated: ______________________

Back In Motion Chiropractic

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES
**You May Refuse to Sign This Acknowledgement**
, have been offered a copy of this office’s

I,
Notice of
Privacy Practices.
{Please Print Name}
{Signature}
{Date}

For Office Use Only
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgement could not be obtained because:


Individual refused to sign



Communications barriers prohibited obtaining the acknowledgement



An emergency situation prevented us from obtaining acknowledgement



Other (Please Specify)
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Informed Consent for Chiropractic Treatments and Care
Back in Motion
1453 Sixth Street
Brookings, SD 57006
605-692-2225
I hereby request and consent to the performance of chiropractic adjustments and other
chiropractic procedures on me (or on the patient named below, for whom I am legally
responsible) by Rodney Brandenburger, DC and/or other licensed doctors of chiropractic
who now or in the future treat me while employed by, working or associated with or
serving as back-up for Rodney Brandenburger, DC.
I will have an opportunity to discuss with Rodney Brandenburger, DC and/or with office
clinic personnel the nature and purpose of chiropractic adjustments and other procedures
before they are administered.
I understand and am informed that, as in the practice of medicine, in the practice of
chiropractic there are some risks to treatment including, but not limited to, fractures, disk
injuries, strokes, dislocations, and I wish to rely on the doctor to exercise judgment
during the course of the procedure which the doctor feels at the time, based upon the facts
then known, is in my best interests.
I further agree that all doctor’s notes and patient records may be sent to my personal
health insurance and/or any other responsible insurance carrier, including workers’
compensation or auto insurance, or to attorney’s or other parties which request records in
order to determine payment on my behalf to Rodney Brandenburger, DC.
I have read or have had read to me, the above consent. I have also had the opportunity to
ask questions about its content. I intend this consent form to cover the entire course of
treatment for my present condition and for any future conditions for which I seek
treatment.

Patient’s Signature _________________________________ Date __________________

If patient is a minor or physically or legally incapacitated:
Patient’s Printed Name ______________________________ Date __________________
Legal Guardian Signature __________________________________________________

