MASSAGE

Health & Wellness

Please allow our staff to photocopy your driver’s license and insurance details.

All information your supply is confidential. We comply with all federal privacy standards. Please print clearly.

Dr. Josh B. Knotts
PATIENT CONFIDENTIAL 1804 Williamson Ct. Ste 108

HEALTH FORMS Brentwood, TN 37027
615.942.5222

myalignhealth.com

Today’s Date / /

Last Name First Name MI Preferred Name
(] Male [ ] Female Date of Birth /[ Age: SSN:
Address: City: State: Zip Code:
Home Phone ( ) Cell Phone ( )
Work Phone ( ) Email:
Employer: Occupation:
Employer Address: City: State: Zip:
Emergency Contact: Emergency Phone:

Status: (] Minor (] Single () Married () Divorced (] Widowed

Have you consulted a Chiropractor before? (_JYes ( JNo If so, whom?

Spouse’s Name: Do you have any children? (_JYes (_JNo How many

Referred by:

1. The symptom(s) that have prompted me to seek care today include:

2. And are the result of (darken circle): O An accident or injury
O Work O Auto O Other

O Aworsening long-term problem
O Aninterestin: O Wellness O Other

3. Onset (When did you first notice 4. Intensity (How extreme are your 5. Duration and Timing (When did it start and how often do you feel it?)
your current symptoms?) current symptoms?) O Constant O Come and goes. How Often?
1[0,0,0,0,0,0,0,0,0,0)!
Absent Uncomfortable Agonizing
6. Quality of symptoms (What does 7. Location (Where does it hurt?) 8. Radiation (Does it affect other areas of your body? To what areas does the
it feel like?) Circle the area (s) on the illustration. pain radiate, shoot or travel.)
“0” for current condition
O Numbness “X" for conditions experienced in the past
OTingling
QO Stiffness 9. Aggravating or relieving factors (What makes it better or worse, such as
time of day, movements, certain activities, etc.)
Oonull
) What tends to worsen
OAching the problem?
O Cramps What tends to lessen
O Nagging the problem?
O Sharp 10. Prior interventions (What have you done to relieve the symptons?)
OBuming O Prescription medication O Surgery OO0ther
O Shooting O Over-thecounter drugs O Acupunclure
QO Throbbing O Homeopathic remedies O Chiropractic
O Stabbing QO Physical therapy O Massage
QO Other
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11. Activities of Daily Living
How does this condition currently interfere with your life and ability to function?

afiost Aot Afen” Aiest Mot Aot Afen  Aies
Sitting O O O O Grocery shopping O O O O
Rising out of chair O O O O Household chores O O O O
Standing O O O O Lifting objects O O O O
Walking O O O O Reaching overhead O O O O
Lying down O O O O Showering or bathing O O O O
Bending over O O O O Dressing myself O O O O
Climbing stairs O O O O Love life O O O O
Using a computer O O O O Getting to sleep O O O O
Getting in/out of car O O O O Staying asleep O O O O
Driving a car O O O O Concentrating O O O O
Looking over shoulder O O O O Exercising O O O O
Caring for family O O O O Yard work O O O O
12. What is the major stressor in your life? 13. How much sleep do you average per night ____ Hours

14. What is the type and approximate age of your mattress and pillow? 15. What is your preferred sleeping position?

16. Describe your typical eating habits? O Skip breakfast O Two meals aday O Three meals aday (O Snacking between meals

17. What would be the most significant thing you could do to improve your health?

Patient name

18. In addition to the main rcason for your visit today, what additional health goals do you have?

Acknowledgements
To set clear expectations, improve communications and help you get the best results in the shortest amount of time, please read each statement and initial your agreement.

| instruct the chiropractor to deliver the care that, in his or her professional judgment, can hest help me in the
restoration of my health. | also understand that the chiropractic care offered in this practice is based on the best

Initials ___
e available evidence and designed to reduce or correct vertebral subluxation. Chiropractic is a separate and distinct
healing art from medicine and does not proclaim to cure any named disease or entity.

it | may request a copy of the Privacy Policy and understand it describes how my personal health information is
~  protected and released on my behalf for seeking reimbursement from any involved third parties.

it | realize that an X-ray examination may be hazardous to an unborn child and I certify that to
" the best of my knowledge | am not pregnant. Date of last menstrual period (MM/DD/YYYY):

s | grant permission to be called to confirm or reschedule an appointment and to be sent occasional cards, letters,
" emails or health information to me as an extension of my care in this office.

il | acknowledge that any insurance | may have is an agreement between the carrier and me and that | am responsihle
" for the payment of any covered or non-covered services | receive.

nitls To the hest of my ahility, the information | have supplied is complete and truthful. | have not misrepresented the

presence, severity or cause of my health concern.

Tunderstand that the massage/bodywork I receive is provided for the basic purpose of relaxation and relief of muscular tension. If T experience any pain or discomfort during this session,)
inform the practitioner so that the pressure and/or strokes may be adjusted to my level of comfort. I turther understand that massage or bodywork should not be construed as a substiture
tion, diagnosis. or treatment and that I should see a physician, chiropractor, or other qualified medical specialist for any mental or physical ailment of which Tam aware. [ understand that
practitioners are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given|
such. Because massage/ bodywork should not be performed under certain medical conditions, [ affirm that I have stated all my known medical conditions and answered all questions hone
the practitioner updated as to any changes in my medical profile and understand that there shall be no liability on the practitioner’s part should I fail to do so. I also understand that any ill
tive remarks or advances made by me will result in immediate termination of the session, and [ will be liable for payment of the scheduled appointment

Client Signature Date

Practitioner Signature Date

Consent to Treatment of Minor: By my signature below, I hereby authorize to
administer massage, bodywork, or somatic therapy techniques to my child or dependent as they deem necessary.

Signature of Parent or Guardian Date

Consultation Notes

Iwill immediately

for medical examina-
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cit or sexually sugges-

Doctor’s Initials
Align Health & Wellness, LLC

Dr Josh B Knotts
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