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NEW PATIENT INTAKE - Cranial Facial Release 

Welcome to Our Office! 

Please fill out our Health Record as completely and accurately as 

possible. If you have any questions, please don’t hesitate to ask one of 

our qualified Chiropractic Assistants. 

It is our pleasure to be of service to you. 

Our commitment to you is to promote the highest quality of health and 

well-being with Chiropractic. 

 

Goals for My Care 
People see Chiropractors for a variety of reasons. Some go for relief of pain, some to correct the cause of their 
pain, and others for correction of whatever is malfunctioning in their bodies. Your Doctor will weigh your needs and 
desires when recommending your treatment program. Please check the type of care desired so that we may be 
guided by your wishes whenever possible. 
  

 Relief Care: Symptomatic relief of pain or discomfort. 

 Corrective Care: Correcting and relieving the cause of the problem as well as the symptoms. 

 Comprehensive Care: Bring whatever is malfunctioning in the body to the highest state of health 

possible with Chiropractic care. 

 I want the Doctor to select the type of care appropriate for my condition. 

              
 Patient’s Signature                Date 
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Name:      Today’s Date:       

Address:       City, State, Zip:      

Home Phone:     Mobile Phone:       

Birth Date:    Age:    Social Security #:       

Gender:  Male   Female  Do you have children?  - No  - Yes, How Many?           

Marital Status:  Single  Married   Divorced   Separated   Widowed   Domestic Partner  

E-mail Address:      Occupation:       

Employer:               

Address:       City, State, Zip:      

 

How did you hear about us?  - Yelp     - Facebook     - BNI    - Other       

Patient referral?           Can we thank them?  - Yes   - No 

May we add you to our email mailing list?   - Yes   - No 

How would you like to receive appointment reminders?    - Telephone Call   - Email  - Text 

Parent / Guardian / Self / Other:             

How would you rate your overall Health? 
 - Excellent   - Very Good  - Good     - Fair     - Poor 
 
What type of exercise do you do? 
 - Strenuous   - Moderate   - Light     - None 
 
What is your Height?    Weight?    

EXPERIENCE WITH CHIROPRACTIC 
 

Have you been adjusted by a Chiropractor before?   Yes   No 
Reason for those visits?             
Doctor’s Name?      Approximate date of the last visit?     
 
How was your previous experience?  
-Great  -Good  -Fair   -Mixed  -Poor  -Other      
 
Were you aware that … 
 

Doctors of Chiropractic work with the nervous system?      Yes    No 
The nervous system controls all bodily functions and systems?     Yes    No 
Chiropractic is the largest natural healing profession in the world?     Yes    No 
If Chiropractic care starts at birth, you can achieve a high level of health throughout life?  Yes    No 
 

 

ABOUT THE PATIENT 
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REASON FOR THIS VISIT / PATIENT INTAKE 

1. Is today’s problem caused by:   - Auto Accident  - Work Accident    - Medical 

2. What is your primary complaint?           

3. Indicate on the drawings below where you have pain / symptoms:  

MARK AN “X" ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS. INCLUDE SYMPTOMS OF PAIN, 
NUMBNESS OR TINGLING 

 
 
 
 
 
 
 
 
 
 
 
4. How often do you experience your symptoms? 
 - Constant – 76-100% of the time        - Frequent – 51-75%       - Intermittent – 26-50%       - Occasional – 1-25% 

5. How would you describe the type of pain? (Mark as many as apply) 
 - Sharp  - Numb  - Dull   - Tingly  - Gripping   - Sharp with motion  

 - Stabbing  - Achy  - Burning  - Stiff   - Shooting   - Stabbing with motion  

 - Shooting with motion   - Electric with motion   - Other:      

6. How are your symptoms changing with time? 
 - Getting worse   - Staying the same   - Getting better 

7. Using a scale from 0-10 (10 being the worst), how would you rate the problem? 
     (Mark one)    - 0       - 1      - 2      - 3      - 4      - 5     - 6      - 7      - 8      - 9       - 10   

8. How much has the issue interfered with your work? 
 - Not at all  - A little bit  - Moderately  - Quite a bit  - Extremely 

9. How much has the issue interfered with your social activities? 
 - Not at all  - A little bit  - Moderately  - Quite a bit  - Extremely 

10. Who else have you seen for your issue? 
 - Chiropractor  - Neurologist   - Primary Care Physician  - ER Physician  - No one 
 - Orthopedist   - Massage Therapist  - Physical Therapist   - Other     

11. How long have you had this issue?  ______________________________________  

12. How do you think your issue began? 
                

13. Do you consider this issue to be severe?  
 - Yes   - Yes, at times  - No 

14. What aggravates your issue? 
                

15. What concerns you the most about your issue; what does it prevent you from doing? 
                

16. What alleviates the issue?  
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Health Conditions for Women Only 
Are you pregnant?      - Yes  - No 
Are you nursing?        - Yes  - No 
Are you taking birth control?    - Yes  - No 
Do you have breast lumps?     - Yes  - No 
Do you have breast soreness?   - Yes  - No 
Do you have breast implants?   - Yes  - No 
Do you have irregular cycles?   - Yes  - No 
Do you suffer from PMS?    - Yes  - No 
Do you have pain during urination?   - Yes  - No 
Do you have endometriosis?    - Yes  - No 
Have you had a Pap smear in the past yr?   - Yes  - No 

Health Conditions for Men Only 
Do you have an enlarged prostate?  
  - Yes   -No 
Do you have frequent urination?    
  - Yes  - No 
Any bowel / bladder changes?  
  - Yes  - No 
Any trouble starting / stopping 
urination? 
  - Yes  - No 
Do you have erectile dysfunction? 
  - Yes  - No 
 

Health Habits 
Do you smoke?  - Yes - No 
Do you drink alcohol? - Yes - No 
Do you drink coffee?  - Yes - No 
Do you drink tea? - Yes - No 
Do you drink soda? - Yes - No 
Do you drink energy drinks?  

- Yes - No 
Do you wear:   Heal Lifts 
   Inner Soles  

 Arch Supports 
 Sole Lifts 

Are they custom or over the counter? 

 
 

17. If a family member has had any of the following, please indicate 
below: 
             (Relationship?) 

Cancer    - Yes  - No    ____________ 
Epilepsy      - Yes  - No    ____________ 
Rheumatoid Arthritis  - Yes  - No    ____________ 
Diabetes    - Yes  - No    ____________ 
Heart Problems   - Yes  - No    ____________ 
Chronic Headaches   - Yes  - No    ____________ 
Lung Problems   - Yes  - No    ____________ 
Lupus     - Yes  - No    ____________ 
High Blood Pressure  - Yes  - No    ____________ 
Other_________________________________ 

18. For each of the conditions listed below, place a check in the ‘past” column if you have had the condition in the 
past. If you presently have a condition listed below, place a check in the “present” column. 

Past   Present           Past   Present              Past   Present 

 I  - Headaches   I  - Tumor  I  - General Fatigue  

 I  - Neck Pain  I  - Asthma  I  - Muscular In-coordination 

 
 I  - Upper Back Pain  I  - Chronic Sinusitis   I  - Visual Disturbances 

 I  - Mid Back Pain  I  - High Blood Pressure  I  - Dizziness   

 I  - Low Back Pain   L-  R-  I  - Heart Attack  I  - Diabetes 

 I  - Shoulder Pain    L-  R-  I  - Chest Pains  I  - Excessive Thirst 

 I  - Elbow/Arm Pain L-  R-        

L-  R- 

 I  - Stroke  I  - Frequent Urination 

 
 I  - Wrist / Hand       L-  R-  I  - Angina  I  - Allergies 

 I  - Hip Pain             L-  R-  I  - Kidney Stones  I  - Depression 

 I  - Upper Leg Pain  L-  R-  I  - Kidney Disorders  I  - Systemic Lupus 

 I  - Knee Pain          L-  R-  I  - Bladder Infection  I  - Epilepsy 

 I  - Ankle/Foot          L-  R-  I  - Abnormal Weight 

gain/loss 

 I  - Ulcer 

 I  - Joint Pain/Stiffness  I  - Loss of Appetite  I  - Fibromyalgia 

 I  - Jaw Pain  I  - Arthritis  I  - Dermatitis/Eczema/Rash 

 I  - Rheumatoid Arthritis  I  - Hepatitis   I  - HIV / AIDS 

 I  - Cancer  I  - Liver/Gall Bladder Disorder  I  - Other ________________ 
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 - No    - Yes if yes, please list 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

19. Are you taking any medications?  - No    - Yes  If yes, please list below: 

Purpose?  Name / Brand?    How Long Taken?   How Often?     How Much?   

 Nerve Pills   _____________  ____________ ________    
 Pain Killers (Including aspirin) _____________  ____________ ________    
 Muscle Relaxers  _____________  ____________ ________    
 Blood Pressure Meds     _____________  ____________ ________    
 Insulin   _____________  ____________ ________    
 Blood Thinners  _____________  ____________ ________    
 Tranquilizers  _____________  ____________ ________    
 Stimulants   _____________  ____________ ________    
 Other_____________ _____________  ____________ ________    
 Other_____________ _____________  ____________ ________    
 Other_____________ _____________  ____________ ________    
 Other_____________ _____________  ____________ ________    
  
Are you currently taking any supplements or vitamins  - No    - Yes  If yes, please list: 

___________________________________________________________________________ 

 _______   

 
 

 
20. Have you had any Surgeries / Hospitalizations?  - Yes  - No 

If yes, please explain below: 

What area / Why?  When?  Are there any residual issues? 
_______________________ ______________ ______________________________________ 
_______________________ ______________ ______________________________________ 
_______________________ ______________ ______________________________________ 
_______________________ ______________ ______________________________________ 
_______________________ ______________ ______________________________________ 
_______________________ ______________ ______________________________________ 
_______________________ ______________ ______________________________________ 
_______________________ ______________ ______________________________________ 

21. What activities do you do on a daily basis? 
 - Sit      Most of the Day   Half of the day  A little of the day 
 - Stand     Most of the Day   Half of the day  A little of the day 
 - Computer Work    Most of the Day   Half of the day  A little of the day 
 - On the Phone     Most of the Day   Half of the day  A little of the day 
 - Drive      Most of the Day   Half of the day  A little of the day 
 - Other:_______________   Most of the Day   Half of the day  A little of the day 
 
22. What activities do you do outside of work / school? 
                

23.  Anything else pertinent to your visit today?          
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Nutrition and self-care are just two of the components in obtaining optimal wellness. Please let us 

know what you are currently doing for your health. 

Things I do currently to support my health include: 

 - Drinking plenty of water  - Eat organically grown foods 

 - Exercise regularly  - Vitamins, minerals, or herbs 

 - Get plenty of rest  - Maintain the proper weight 

 - Acupuncture  - Receive regular massages 

 - Pray / meditate  - Counseling / therapy 

 - Yoga / Pilates / Aerobics  - Orthotics / heel lifts 

 - Alcohol in moderation  - Use a cervical pillow 

 - Homeopathic remedies  - Attend religious services 

 - Maintain positive posture  - Annual physical examinations 

 

Please indicate which of these you do / have on a consistent basis: 

 - Popping / cracking / stiffness in joints  - Eat fast foods   

 - Work long hours      - Lack of protein in diet 

 - Feel overwhelmed / exhausted / fatigued  - Muscle cramps (sports or menstrual) 

 - Struggle with weight loss    - Cravings for sugary foods 

 - Experience food sensitivities / allergies  - Anxiety / nervousness 

 - Weak or thin hair / nails / skin    

 - History of pinched nerve / slipped or herniated disc / joint degeneration 

 - Struggle with eating healthy throughout the day 

 - Periods of constipation / loose stools / irregularities 

 - Family history of colds / flu / infections / poor immune system 

 

 
24. Have you had a non-fasting Cholesterol test in the past five years?  - Yes  - No 
  
      If yes, When?  What were the findings?        
  
25. Have you had a flu vaccine in the past year?   - Yes, When?___________ - No  
 

26. Have you been screened for colon cancer?   - Yes, When?___________ - No 
 
27. Do you know what your INR is?     -Yes    -No 
 
      If yes, when was the last time it was checked?   Is it normal?  -Yes  -No 
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Dental History:  Braces?  Root canals?  Extractions?  Current dental issues?  Dental surgeries?   

                

                

Are you allergic to latex?   □-Yes □-No Are you absolutely positive?    □-Yes □-No 

Have you ever had any head, facial, jaw trauma, or surgery?         

                

Do you ever have difficulty breathing out of your nose?          

                

Other Conditions (Please check all that apply): 

 - Jaw pain 

 - Jaw clicking 

 - Teeth grinding 

 - Teeth clenching  

 - Dental surgery 

 - Braces 

 - Anxiety 

 - Lightheadedness 

 - Sinusitis 

 - Snoring 

 - Sleep Apnea 

 - Difficulty Breathing 

 - Sensitivity to Light 

 - Numbness in Fingers 

 - Numbness in Toes 

 - Pins & Needles in arm/hands 

 - Pins & Needles in legs/feet 

 - Tingling or numbness in face 

 - Fatigue 

 - Memory Loss 

 - Fainting 

 - Facial Pain 

 - Ringing in Ears 

 - Loss of balance 

 - Loss of smell 

 - Loss of taste 

 - Feet cold 

 - Hands cold 

 - Seizures 

 - Concussion 

 

Do you have family members with similar symptoms?         

               

 
What have you done for treatment of these symptoms?  Start from the beginning and include the number 

of doctors seen and type of drugs taken.           

               

How did you hear about Cranial Facial Release Technique (CFR)?       

               

 
How are you hoping CFR will help you?  What are your treatment goals?      
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Informed Consent for Chiropractic & Cranial Facial Release (CFR) 

 
 CFR Treatment: CFR is an intra-nasal “balloon assisted” cranial adjusting technique where the doctor uses 

tiny balloons that are carefully inserted in the nose – specifically the naso-pharynx, which is the opening 

between the nose and the throat.  The balloon is then quickly inflated and bubbles back into the throat - this is 

the desired result.  The balloon is then quickly deflated and removed. The entire procedure lasts about 3-5 

seconds.  It is not particularly painful, but not exactly comfortable.  You will experience an increased amount of 

pressure in your face – not your nose – straight back in your face that is somewhat uncomfortable.  Then the 

balloon expands back through your nasal passageway and into your throat.  The pressure is then released and 

the balloon is removed. 

Often times you will experience audible “cracking sounds” in your skull as the balloon expands and the cranial 

sutures unlock – this is normal.  Other possible occurrences when undergoing CFR treatment are bloody 

noses, excessive bleeding, congestion, infection, clogged nose, clogged ears, sore throat, trauma to the throat 

and soft palate, headaches, facial pain, facial paralysis, facial and/or nasal fracture, loss of hearing, visual 

disturbances, loss of taste, loss of smell, pain across your teeth or roof of your mouth, fatigue, malaise, 

anxiety, allergic reactions, emotional distress, mild shock, and in one case even death (of an infant who 

suffocated on the balloon). 

Other occurrences that may arise are the balloon may temporarily NOT deflate causing a momentary blockage 

of the airway, interfering with your ability to breathe causing you to feel like you are suffocating.  Occasionally 

the balloon may separate from the inflator device and could possibly get lost in the nasal passageways 

between the nose and throat.  These are rare occurrences but are an inherent risk of the technique.  Although 

these circumstances rarely occur, we have encountered them in the past and have specific protocols in place. 

Cranial Facial Release treatment is safe and the majority of patients experience relief from their targeted 

symptoms. There is no guarantee that this specialized treatment will work for you.  It is important to understand 

that the primary objective of CFR is to mobilize the cranial bones, unlock cranial fixations, correct 

cranial aberrations, and optimize brain function.  It is not directed at the treatment of any one specific 

symptom, disease, or disorder, but often works when other methods have failed.  

Please see “List of Conditions that Respond Favorably to CFR Treatment”.   

 Also important to understand that it usually takes 3-4 series of CFR treatments before you experience the full 

benefits of this technique - the results are exponential as you go.   

Chiropractic spinal adjusting and conventional cranial adjusting techniques are also part of CFR treatment, in 

where the doctor will use his/her hands or a mechanical devices to manipulate your spine or other targeted 

areas.  The doctor may occasionally need to wear surgical gloves and enter your mouth or oral cavity.   

IF YOU ARE ALLERGIC TO LATEX, PLEASE INFORM THE DOCTOR BEFORE UNDERGOING CFR 

TECHNIQUE.  YOU MAY NOT BE A CANDIDATE FOR THIS SPECIALIZED PROCEDURE. 

When your spine or cranium is adjusted, you may feel or hear a “click” or “pop” and possibly feel movement.  

Your treatment might also include specific exercises, Trigger Point therapy, Cold Laser therapy, Ultra Sound, 

Electric Stimulation, or other forms of therapy not listed, and also any braces, devices, vitamins, or analgesics 

the doctor deems necessary.  

Occasionally, the doctor may need to have you wear a gown, shorts, or loosen your belt to be able to treat a 

specific area – your permission will be required first and the doctor will not proceed without your consent.  Your 
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chiropractor will recommend treatment he/she determines is most appropriate for your condition and inform 

you of the benefits and risks of each procedure.  It is your responsibility to ask questions about any procedure 

you don’t fully understand and voice your concern about any procedure you are unsure of or uncomfortable 

with. 

Possible chiropractic risks:  Chiropractic treatment for pain is safe and the majority of patients experience 

decreased pain and improved mobility.  Approximately 30% of patients experience slight increased pain, 

soreness, and stiffness in the treated area, possibly due to minor muscle strain, tendon, or ligament.  When 

this occurs within the first few days of treatment, the increased pain is typically brief and improves over the 

next few days.  Increased pain may also occur with exercise, heat, cold, and electrical stimulation, or any other 

adjunctive therapies the doctor may use.  Possible skin irritation or burns may also occur with the use of gels, 

patches, thermal, or electrical therapy.   

Serious bodily harm is extremely rare and not an inherent risk of chiropractic or CFR treatment.  But many 

variables can adversely affect one’s health, including previous injury, medications, osteoporosis, cancer, 

aneurism, occluded arteries, and other illnesses, disease, or conditions.  When these conditions are present, 

CFR and chiropractic treatment may be associated with serious adverse events, such as fracture, dislocation, 

or aggravation of previous injury to ligaments, intervertebral discs, nerves, or spinal cord, nerve injury, or 

cerebral vascular accident.  In cases of symptoms of stroke or cerebrovascular injury following a chiropractic 

adjustment or CFR procedure, immediately alert the doctor and seek medical attention.  Your doctor is aware 

of this association and when appropriate may assess for symptoms and signs of stroke.   

Please inform your chiropractor of all medications you are taking, including blood thinners, any surgeries you 

have had, and any other medical condition you have, including osteoporosis, heart disease, cancer, stroke, 

fracture, or previous severe injury. 

Other options for the treatment of pain include:  do nothing – Just live with it, use over-the-counter 

medications, massage, physical therapy, medical care, injections, or surgery.   

There are hundreds of other treatments for pain.  Most treatments that have potential benefit also have 

potential risk.  You are encouraged to ask questions regarding possible risks of chiropractic and/or CFR 

treatment.   

IF YOU HAVE AN ANEURYSM, ARE ON BLOOD THINNERS, HAD FACIAL OR MAXILLARY SURGERY, 

HAVE BRAIN CANCER (EITHER BENIGN OR MALIGNANT), ARE ALLERGIC TO LATEX, OR 

EXPERIENCED A PREVIOUS CVA, YOU MAY NOT BE A CANDIDATE FOR THIS TREATMENT.  YOUR 

INITIALS BELOW ATTEST TO THE FACT THAT YOU HAVE BEEN FULLY INFORMED OF THESE 

INHERENT RISKS AND THAT NONE OF THESE ISSUES PERTAIN TO YOU, AND THAT YOU TAKE FULL 

RESPONSIBILITY FOR ANY ADVERSE REACTIONS RELATING TO ANY OF THE ABOVE-MENTIONED 

CONDITIONS. 

INITIALS 

My signature below confirms that I have read the paragraphs above and that I understand what my doctor 
has told me about possible risks of treatment and that I have had the opportunity to ask questions and 
have my questions answered.  I also understand that there is NO guarantee that Chiropractic or CFR 
treatment will work for me or help improve my condition.  I understand that my condition may even get 
worse, and though this is usually not the case, the doctor has explained this possibility to me, I fully 
understand it, and I am still agreeing to proceed with the recommended treatment.  I have fully disclosed 
to my doctor my medical history regarding the above specified complicating factors and all other 
conditions that have caused symptoms in the past. 
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AUTHORIZATION FOR CARE 
 

I hereby authorize the Doctor to work with my condition through the use of spinal adjustments and 

physiotherapy to my spine, as he or she deems appropriate. 

I clearly understand that all services rendered to me are charged directly to me and that I am 

personally responsible for all payments. I agree that I am responsible for all the bills incurred at this 

office. The Doctor will not be held responsible for any pre-existing medically diagnosed condition nor 

for any medical diagnosis. I also understand that if I suspend or terminate my care, any fees for 

professional services rendered to me become immediately due and payable. I hereby authorize 

assignment of my insurance rights and benefits (if applicable) directly to the provider of services 

rendered. 

                    
Patient or Legal Representative’s Signature                                      Date       
              

Who should receive bills for payment on your account? 
 

-Patient    -Spouse    -Parent   -Worker’s Comp. -Medicare -Personal Health Insurance  
-Auto Insurance 
 

Ownership of X-ray 
 
It is understood and agreed that the payments to the Doctor for X-Rays is for examination of X-rays only. The X-
ray’s remain the property of this office. They are kept on file where they may be seen at any time while I am a 
patient of this office.  I may request a copy of these X-rays. 
 

PRIVACY AND CONFIDENTIALITY RELEASE FORM 
 

By completing this form, you are providing your consent for Long Beach Spine & Rehabilitation to 

discuss your case and health history with the organization or person(s) listed below. Without this 

release form, Long Beach Spine & Rehabilitation cannot discuss your case with anyone other than 

physician(s) or provider(s) of service. 

 

I authorize Long Beach Spine & Rehabilitation to discuss my case and health history with:  

 

                  

 (Print the name of Organization or Person(s) you would like to allow your case to be released to) 
 

                   
Patient or legal representative’s Signature                                      Date       
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Office Fee Schedule and Financial Policy 

Service Fee 

Consultation No Charge 

Initial Exam / Computer Scans $30 - $175 

Dynamic Re-Exam / Computer Scans $30 - $150 

X-Rays (Per View) $30 - $55 

Adjustments $50 - $200 

Physiotherapy (Per Modality) $35 - $40 

Massage $40 - $160 

 

Our experience has shown that it is wise to have an understanding with our clients as to our 

office policies and fees. Therefore, this form has been prepared for your conveyance and 

information.  We offer several methods of payment for your care at our office and you may 

choose the plan that you prefer. This information will enable us to better serve you and help to 

avoid misunderstandings in the future. Our main concern is your health and well being and we 

will do your best to help you. 

 

 

 

Today’s payment will be made by: (Please mark one)   - Cash     - Check    - Credit Card    - Insurance 

Insurance: We will verify all insurances and your benefits per your agreement with your carrier. After verification the 

Doctor will give recommendations and an appropriate plan will be designed for each individual. Please let the front-desk 

know if you have been in some type of accident or have been injured on the job. This will enable us to give you any and 

all information necessary to serve you completely and accurately. 

 

Agreement: My signature below signifies my agreement for payment in full on a cash basis if I have not provided Long 

Beach Spine and Rehabilitation with all the necessary documents and information by the time of the second visit I 

acknowledge that I am responsible for the full balance on my account and if I fail to pay the full balance, my account may 

be referred to a collection agency.  Should this happen, I acknowledge that I will be liable for all applicable collection 

agency fees necessary for the collection of the balance of my account. 

I have read and agree to the above statement.  

                      

Patient’s Name (Please Print)   Signature of Patient or Legal Representative 

 
Date:         

         

  

Important: All clients are responsible for full payment for the first visit (unless arrangements have been made 
in advance.) 
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Informed Consent to Chiropractic Manipulation and Care 

 
PATIENT (Indicate you have read and understand the below statements by initialing the boxes on the left) 
 

Chiropractic Care and Treatment. I have had or will have an opportunity to discuss with the chiropractic doctor, 

or other office or clinical personnel named below, the nature and objective of chiropractic care, the physical 

examination and other diagnostic tests and procedures used by chiropractors including any necessary orthopedic, 

neurological, laboratory tests, imaging studies (X-rays, CT scans, MRIs, etc) and other procedures; chiropractic 

care and treatment protocols, including chiropractic adjustments, manipulation, mobilization and other therapies 

utilized by this office/practice in the care of my condition. Taken together, these procedures and protocols will be 

referred to as the office/practice’s “chiropractic examination and treatment methods.” Furthermore, it also has 

been communicated to me and I understand that every patient reacts differently to care, and that treatment 

results and outcomes cannot be guaranteed. 

I understand that if any tests were performed outside of this office/practice (e.g., laboratory or other diagnostic 

procedures), that the doctor or other staff member or clinician will notify me of the results at my scheduled 

appointment. 

Nature of Chiropractic Treatment. I am aware that, on occasion, some patients experience increased discomfort 

following chiropractic care and treatment. Chiropractic physical examination and treatment may involve bending, 

twisting, mechanically challenging your joints and testing your muscle strength, and it can possibly lead to 

temporarily feelings of soreness or pain. During treatment, the doctor may use his or her hands or mechanical 

devices to move, adjust, manipulate your joints and mobilize soft tissues (e.g. muscles, ligaments). A "crack" or 

"pop" sound is often produced in some of the joint manipulation procedures and is caused by a separation of the 

smooth joint surfaces in much the same way a suction cup produces a popping sound when it is removed from 

glass or other smooth surface. Although a popping sound is not necessary, it is often a natural effect of joint 

movement.  

Permission for Physical Contact.  I understand that, in the course of various chiropractic examination procedures 

and treatment methods, the doctor of chiropractic or other clinical staff may have to examine and physically 

contact portions of my body. I understand that any contact of an intimate or sexual nature is illegal, unethical, 

never a part of chiropractic professional examination or treatment, and is prohibited. Nevertheless, I also realized 

that some chiropractic procedures may require that the doctor or clinician contact me in some physically sensitive 

areas – such as during a procedure known as a “lumbar roll” where the doctor may contact with my rump (the 

posterior, superior spine of the Ilium) to adjust my sacroiliac joint, or some other similar or analogous procedure. 

I understand, however, that before any sensitive contact or procedure occurs the doctor or other clinical staff 

member will explain to me  what is to be done,  how it will be performed,  why it will be performed,  that 

I may refuse that particular test or procedure, or alternatively that I may request that another member of the staff 

be present for my safety and protection, and finally,  that I will be given the opportunity to signal the doctor or 

clinician when I am ready to receive the test or procedure.  I also agree that if I ever have any questions, doubts 

or misgivings about the appropriateness of such contact I can discuss my concerns with the doctor, or other office 

or clinical staff member. If for any reason I am reluctant to discuss these concerns directly with my doctor or 

clinician, or if I feel unsatisfied with the explanation given, I agree to seek a professional, third-party consultation 

from another licensed chiropractor mutually agreed upon by me and my chiropractor or clinician, or alternatively, 

I may contact the California Chiropractic Association (916-648-2727) or the state licensing agency – the California 

Board of Chiropractic Examiners (916) 263-5355). The doctor, clinician, and I agree to these stipulations to ensure 
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that no misunderstandings or uncomfortable feelings arise as a result of physical contact between me and the 

doctor or other office/practice clinician. Finally, it is my understand that I may revoke this permission at any time 

by a mutual exchange of written acknowledgments indicating that permission for any further physical contact by 

the doctor or other staff member with my person is prohibited. After having the foregoing information explained 

to me I hereby request, consent and submit to the office/practice’s chiropractic examination and treatment 

methods performed as explained to me. 

Risks of Chiropractic Care and Treatment.  I understand and have been informed that there is risk of side effects 

and complications anytime a doctor, provider or other clinician is asked to intervene in a healthcare encounter 

with a patient. I have been informed by the office/practice of the following: that although the risk of serious 

complication from chiropractic treatment is rare and unlikely, nonetheless, rare events ranging from relatively 

minor muscle soreness, aches, sprains and strains, to injuries to the spinal discs, nerves and cord, or an occasional 

fracture or dislocation in compromised patients with certain concomitant diseases and illnesses have been 

reported in the scientific literature; that cerebrovascular accidents, such as a stroke, have also been reported; that 

these are generally attributed to an underlying defect in a vertebral or basilar artery known as a spontaneous 

dissection and that these have been estimated to occur in one-to-a-million to one-in-forty-million cases of 

chiropractic, osteopathic, physical therapy and medical manipulation; about the same probability of stroke from 

turning your head or having your hair washed in a salon (“beauty parlor stroke’).  In some of these instances, 

however, these dissections were not proximate in time or location to the treatment rendered, and consequently, 

it cannot be said with any certainty that the specific treatment caused the stroke, aggravated an underlying, pre-

existing condition, or the treatment given was totally unrelated to the resulting stroke. 

I understand and I do not expect the doctor to be able to anticipate all the potential risks or complications. Nor 

do I expect that the doctor or other clinician to provide me assurances that I will not experience a negative 

outcome. Nonetheless, I wish to rely on the doctor to exercise his or her best professional judgment during the 

course of the chiropractic examination and treatment, which the doctor feels is in my best interest, based upon 

the facts as then known at the time.  

In understand that the most common and likely side effect of treatment will be muscular stiffness or soreness, 

described by some as akin to the ache people experience after exercising the first time in a long time; and that 

these effects are often transient and temporary. I was instructed that if I experience any increased discomfort 

following treatment, that I should apply ice to, and rest the affected area. I was also told that if I become 

concerned about any post-treatment discomfort or, I should develop of any new or unrelated symptoms, I should 

call the number listed below for emergency attention available twenty-four (24) hours a day. I also understand 

that if for some reason I am unable to reach or contact that doctor, that I should telephone my personal, primary 

care doctor or present myself to the nearest hospital emergency room. 

Consent. By initialing each paragraph above I acknowledge that I have read and understood the above consent 

and have had the opportunity to ask questions about its content and meaning. By signing below, I agree to submit 

to the above named chiropractic examination and treatment methods. 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 examination 

and treatment from the office/practice indicated below. 

 

       

 Patient’s Name (Please Print)  Signature of Patient or Legal Representative Date 
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LONG BEACH SPINE AND REHABILITATION 
NOTICE OF PRIVACY PRACTICES 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW 
IT CAREFULLY. 
 
Long Beach Spine and Rehabilitation is required, by law, to maintain the privacy and 
confidentiality of your protected health information and to provide our patients with notice of our 
legal duties and privacy practices with respect to your protected health information.  
 
Disclosure of Your Health Care Information 
 
Treatment 
We may disclose your health care information to other healthcare professionals within our 
practice for the purpose of treatment, payment or healthcare operations.  (example) 
 
“On occasion, it may be necessary to seek consultation regarding your condition from other 
health care providers associated with Long Beach Spine and Rehabilitation.” 
 
“It is our policy to provide a substitute health care provider, authorized by Long Beach Spine and 
Rehabilitation to provide assessment and/or treatment to our patients, without advanced notice, 
in the event of your primary health care provider’s absence due to vacation, sickness, or other 
emergency situation.” 
 
Payment 
We may disclose your health information to your insurance provider for the purpose of payment 
or health care operations. (example) 
 

 “As a courtesy to our patients, we will submit an itemized billing statement to your insurance 
carrier for the purpose of payment to Long Beach Spine and Rehabilitation for health care 
services rendered.  If you pay for your health care services personally, we will, as a courtesy, 
provide an itemized billing to your insurance carrier for the purpose of reimbursement to you. 
The billing statement contains medical information, including diagnosis, date of injury or 
condition, and codes which describe the health care services received.” 
 
Workers’ Compensation 
We may disclose your health information as necessary to comply with State Workers’ 
Compensation Laws. 
 
Emergencies 
We may disclose your health information to notify or assist in notifying a family member, or 
another person responsible for your care about your medical condition or in the event of an 
emergency or of your death. 
 
Public Health  
As required by law, we may disclose your health information to public health authorities for 
purposes related to:  preventing or controlling disease, injury or disability, reporting child abuse 
or neglect, reporting domestic violence, reporting to the Food and Drug Administration 
problems with products and reactions to medications, and reporting disease or infection 
exposure. 
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Judicial and Administrative Proceedings  
We may disclose your health information in the course of any administrative or judicial 
proceeding. 
 
Law Enforcement  
We may disclose your health information to a law enforcement official for purposes such as 
identifying or locating a suspect, fugitive, material witness or missing person, complying with a 
court order or subpoena, and other law enforcement purposes. 
 
Deceased Persons 
We may disclose your health information to coroners or medical examiners. 
 
Organ Donation  
We may disclose your health information to organizations involved in procuring, banking, or 
transplanting organs and tissues. 
 
Research 
We may disclose your health information to researchers conducting research that has been 
approved by an Institutional Review Board. 
 
Public Safety  
It may be necessary to disclose your health information to appropriate persons in order to prevent 
or lessen a serious and imminent threat to the health or safety of a particular person or to the 
general public. 
 
Specialized Government Agencies 
We may disclose your health information for military, national security, prisoner and government 
benefits purposes.   
  
Marketing  
We may contact you for marketing purposes or fundraising purposes, as described below: 
(example) 
 
“As a courtesy to our patients, it is our policy to call your home on the evening prior to your 
scheduled appointment to remind you of your appointment time. If you are not at home, we leave 
a reminder message on your answering machine or with the person answering the phone. No 
personal health information will be disclosed during this recording or message other than the 
date and time of your scheduled appointment along with a request to call our office if you need 
to cancel or reschedule your appointment.” 

 
 “It is our practice to participate in charitable events to raise awareness, food donations, gifts, 

money, etc. During these times, we may send you a letter, post card, invitation or call your home 
to invite you to participate in the charitable activity.  We will provide you with information about 
the type of activity, the dates and times, and request your participation in such an event.  It is not 
our policy to disclose any personal health information about your condition for the purpose of 
Long Beach Spine and Rehabilitation sponsored fund-raising events.” 
 
Change of Ownership  

In the event that Long Beach Spine and Rehabilitation is sold or merged with another 
organization, your health information/record will become the property of the new owner. 
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Your Health Information Rights 
 

➢ You have the right to request restrictions on certain uses and disclosures of your health 
information.  Please be advised, however, that Long Beach Spine and Rehabilitation is not 
required to agree to the restriction that you requested. 
 

➢ You have the right to have your health information received or communicated through an 
alternative method or sent to an alternative location other than the usual method of 
communication or delivery, upon your request. 
 

➢ You have the right to inspect and copy your health information. 
 

➢ You have a right to request that Long Beach Spine and Rehabilitation amend your protected 
health information. Please be advised, however, that Long Beach Spine and Rehabilitation is not 
required to agree to amend your protected health information. If your request to amend your 
health information has been denied, you will be provided with an explanation of our denial 
reason(s) and information about how you can disagree with the denial. 
 

➢ You have a right to receive an accounting of disclosures of your protected health information 
made by Long Beach Spine and Rehabilitation. 
 

➢ You have a right to a paper copy of this Notice of Privacy Practices at any time upon request. 
 
Changes to this Notice of Privacy Practices 
Long Beach Spine and Rehabilitation reserves the right to amend this Notice of Privacy Practices 
at any time in the future, and will make the new provisions effective for all information that it 
maintains. Until such amendment is made, Long Beach Spine and Rehabilitation is required by 
law to comply with this Notice.   
 
Long Beach Spine and Rehabilitation is required by law to maintain the privacy of your health 
information and to provide you with notice of its legal duties and privacy practices with respect 
to your health information.  If you have questions about any part of this notice or if you want more 
information about your privacy rights, please contact: Marta L. Callotta, DC, CCSP by calling this 
office at 1-562-938-8770. If Marta L. Callotta, DC, CCSP. is not available, you may make an 
appointment for a personal conference in person or by telephone within 2 working days.   
 
Complaints 
Complaints about your Privacy rights, or how Long Beach Spine and Rehabilitation has handled 
your health information should be directed to Marta L. Callotta, DC, CCSP by calling this office 
at 1-562-938-8770 If Marta L. Callotta, DC, CCSP is not available, you may make an appointment 
for a personal conference in person or by telephone within 2 working days.   
 
If you are not satisfied with the manner in which this office handles your complaint, you may 
submit a formal complaint to: 
 
DHHS, Office of Civil Rights 
200 Independence Avenue, S.W. 
Room 509F HHH Building 
Washington, DC  20201 
 
This notice is effective as of (enter today’s date)       
 
I have read the Privacy Notice and understand my rights contained in the notice.  
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By way of my signature, I provide Long Beach Spine and Rehabilitation with my authorization 
and consent to use and disclosed my protected health care information for the purposes of 
treatment, payment and health care operations as described in the Privacy Notice 
 
 
 
 
________________________________________________  
Patient’s Name (print)      
 
             
Patient or Legal Representative’s Signature    Date 

 
             
Authorized Facility Signature      Date 
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