&RUDO&DQ\RQ-RLQW 6SLQH+HDOWK
Joshua A. Carr, DC
83 S 2600 W, STE 102
4356357771

PATIENT INFORMATION
Date:__________ First Name:______________________ MI:_____ Last Name:______________________ Age:_______
Street Address:____________________________________City:___________________ State: ______ Zip: __________
SS#:_________________Date of Birth:___________ Marital Status: S M W D Spouse’s Name:__________________

Choose one
Choose one
Choose one
Language (ie. Spanish)_____________
Race (ie. White, Asian)______________
Ethnicity (ie. Hispanic)______________
Home Phone: ______________________ Work Phone: _____________________ Cell:_________________________

Choose one
Cell Carrier (Sprint, AT&T, etc.):______________

Accept Texts? Y/N

Email: ________________________________

Choose one
Contact Preference (Cell, Email, etc.): _____________
Emergency Contact/Phone:______________________________
Your Occupation: ________________________ Employer/Name of Company:__________________________________

How did you hear about us?
: ☐Friend/Family (who?____________________________), ☐Yellow Pages, 
☐
Office Sign
☐Other __________________
☐Internet (which site?________________), ☐Insurance list, ☐Theater, ☐Radio, ☐Flyer,

INSURANCE INFORMATION
Choose one
(1) 
Primary Insurance
:___________________________________ Your Relation to P
olicy Holder
:__________________
Policy Holder’s 
Full Name:___________________________________________P
olicy Holder’s
DOB:________________

Choose one
(2) 
Secondary Insurance
:_________________________________ Your Relation to P
olicy Holder
:__________________
Policy Holder’s 
Full Name:___________________________________________P
olicy Holder’s
DOB:________________

ASSIGNMENT & RELEASE
Insurance Clause: Iunderstand that insurance policies are an agreement between the carrier and myself. This office will
prepare any necessary reports and forms to assist me in making collection from the insurance company and I authorize
direct payment to this office to be credited to my account upon receipt. However, I clearly agree that all services rendered to
me are ultimately my responsibility. I understand if I suspend or terminate my treatment, any outstanding balances for
services I have received will remain my responsibility. If my current policy prohibits direct payment to the doctor, then I
authorize and direct that payment be mailed to me in care of (c/o) this office. A finance charge of 1 ½% per month (annual
rate 18%) of the unpaid balance will be added to past due balances. Should collection become necessary, the responsible
party agrees to pay a collection fee of up to 40% and all legal fees of collection, with or without suit, including attorney fees
and court costs.
Release of Information: Iauthorize the doctor and/or his staff to disclose all or any part of my patient record to any person
or entity which is or may be liable under a contract for all or part of the clinic’s charge, including, and not limited to hospital or
medical service companies, insurance companies, worker’s compensation carriers, welfare funds, or your employer.

Patient’s Signature (or parent for a minor):__________________________________________ Date:_______________

&RUDO&DQ\RQ-RLQW 6SLQH+HDOWK
Joshua A. Carr, DC
83 S 2600 W, STE 102
4356357771

PATIENT’S CURRENT COMPLAINTS
Patient Name: _____________________________________

Date: ______________________

MAIN COMPLAINT:__________________________________
When did it start? ____________________________________
What caused it? _____________________________________
Mark location of pain on the Figure to the right with “xxx’s”
Description? sharp, dull, tingling, numb, other: _____________
Pain Scale: Mark below; far left (no pain), far right (worst pain)

Frequency? 25%, 50%, 75%, 100% of the time?____________
Other info?__________________________________________
___________________________________________________

SECOND COMPLAINT:_______________________________
When did it start? ____________________________________
What caused it? _____________________________________
Mark location of pain on the Figure to the right with “xxx’s”
Description? sharp, dull, tingling, numb, other: _____________
Pain Scale: Mark below; far left (no pain), far right (worst pain)

GENERAL QUESTIONS:
What have you tried to alleviate your pain? ________________
__________________________________________________

Frequency? 25%, 50%, 75%, 100% of the time?____________

What seems to aggravate your pain? ____________________

Other info?__________________________________________ __________________________________________________
___________________________________________________ List health care providers you have seen for your complaints

THIRD COMPLAINT:_________________________________

__________________________________________________

When did it start? ____________________________________

__________________________________________________

What caused it? _____________________________________

Who is your Primary Care Physician/Family Doctor?

Mark location of pain on the Figure to the right with “xxx’s”

Name & City:________________________________________

Description? sharp, dull, tingling, numb, other: _____________

Have you ever seen a Chiropractor? Y / N

Pain Scale: Mark below; far left (no pain), far right (worst pain)

Name & City: _______________________________________
When was your last Chiropractic treatment? _______________
Possibility you are pregnant? Y/ N, Last period: ____________

Frequency? 25%, 50%, 75%, 100% of the time?____________

Any other concerns or requests? _______________________

Other info?__________________________________________ __________________________________________________
__________________________________________________ __________________________________________________

&RUDO&DQ\RQ-RLQW 6SLQH+HDOWK
Joshua A. Carr, DC
83 S 2600 W, STE 102
4356357771

PATIENT’S MEDICAL HISTORY
Patient Name: ___________________________________ Date: ___________________
CONDITIONS & OFFICIAL DIAGNOSES (EX: DIABETES, HIGH BLOOD PRESSURE, CANCER, STROKE, ETC.):

Name of Condition, Disease, or Official Diagnosis

Date Diagnosed

Still a Problem?

____________________________________________________________________

_____________

Y/N

____________________________________________________________________

_____________

Y/N

____________________________________________________________________

_____________

Y/N

CURRENT & RECENT PRESCRIPTIONS, OVER THE COUNTER MEDICATIONS, SUPPLEMENTS, & HERBS:

Name of Medication

Purpose of Medication

Still Taking?

__________________________________________________

_______________________________

Y/N

__________________________________________________

_______________________________

Y/N

__________________________________________________

_______________________________

Y/N

ALLERGIES TO MEDICATIONS, FOODS, INDOOR, OR OUTDOOR ALLERGENS:

Description of Allergy

Reaction to Allergen

_____________________________________________________

_________________________________________

_____________________________________________________

_________________________________________

SURGERIES, HOSPITALIZATIONS, E.R. VISITS, TRAUMAS, ACCIDENTS, & MAJOR ILLNESSES:

Description of Event

Date Occurred

______________________________________________________________________________

________________

______________________________________________________________________________

________________

______________________________________________________________________________

________________

SOCIAL / LIFESTYLE FACTORS THAT AFFECT OVERALL HEALTH & HEALING CAPACITY:

Current or Former Smoker?

Y/N

Describe Frequency: ______________________________________________

Do you drink Alcohol?

Y/N

Describe Frequency: ______________________________________________

Drink Caffeinated Beverages?

Y/N

Describe Frequency: ______________________________________________

Recreational Drug Use?

Y/N

Describe Frequency: ______________________________________________

Exercise?

Y/N

Describe Frequency: ______________________________________________

Functional Rating Index

&25$/&$1<21&+,5235$&7,&
Joshua A. Carr, D.C.
83 S 2600 W STE 102
Hurricane, UT 84780

For use with Neck and/or Back Problems only

To properly assess your condition, we must understand how much your neck and/or back problems have affected your ability to manage
everyday activities. For each item below, please circle the number that most closely describes your condition right now.

1. Pain Intensity
0

6. Recreation

1

No pain

2

Mild
Pain

Moderate
pain

3
Severe pain

4
Worst
possible pain

2. Sleeping
0
Perfect
sleep

1
Mildly
disturbed
sleep

2
Moderately
disturbed
sleep

3
Greatly
disturbed
sleep

4
Totally
disturbed
sleep

No Pain: no
restrictions

1
Mild Pain: no
restrictions

2
Moderate
Pain: need
to go slowly

3
Moderate
Pain: need
some
assistance

4
Severe Pain:
need 100%
assistance

No pain on
long trips

1
Mild pain on
long trips

2

3

4

Can do
most

Can do some

Can do a
few

Cannot do any

1

2

3

4

Occasional
pain: 25%
of the day

Intermittent
pain: 50% of
the day

Frequent
pain: 75%
of the day

Constant pain:
100% of the
day

1

2

3

4

Increased
pain with
heavy
weight

Increased
pain with
moderate
weight

Increased
pain with
light weight

Increased
pain with any
weight

1

2

3

4

Increased
pain after 1
mile

Increased
pain after ½
mile

Increased
pain ¼ mile

Increased
pain with all
walking

1

2

3

4

Increased
pain after
several
hours

Increased
pain after 1
hour

Increased
pain after ½
hour

Increased
pain with any
standing

Can do all

7. Frequency of Pain
0
No pain

0
No pain with
heavy weight

9. Walking

4. Travel (driving, etc.)
0

1

8. Lifting

3. Personal Care (washing, dressing, etc.)
0

0

0
2
Moderate
pain on
long trips

3
Moderate
pain on
short trips

4
Severe pain
on short trips

No pain: any
distance

10. Standing
0

5. Work
0
Can do
usual work
plus
unlimited
extra work

1
Can do usual
work: no
extra work

2
Can do
50% of
usual work

3
Can do
25% of
usual work

4
Cannot Work

No pain: after
several hours

_________________________________
Patient Signature

_________
Date

Coral Canyon Joint & Spine Health.
Joshua A. Carr, DC
83 S 2600 W, STE 102
4356357771

INFORMED CONSENT
The following information is designed to aid you in making an informed decision before following through with Chiropractic
care. The principle treatments offered in this clinic, their risks, and other treatment options are outlined below.

Nature of the chiropractic adjustment. T
he Chiropractor will use his hands or a mechanical instrument in order to
increase movement and decrease pain in your joints. This may cause an audible “pop” as when you “crack” your knuckles;
however, if you request, methods may be used that do not elicit an audible noise.
Risks inherent to Chiropractic. 
Some patients report stiffness, soreness, or headache following the first few treatments.
As with any health care treatment, some complications may arise during treatment. These may include fractures, disc
injuries, dislocations, and muscle strains/separations. Some types of manipulation of the neck have been associated with
injuries to the arteries, leading to or contributing to serious complications, including stroke.
Probability of risks. F
ractures are rare and generally result from underlying weakness in bones such as ribs. Stroke has
been the subject of tremendous argument, but one prominent authority stated that there is at most a one in a million chance
of such an outcome. The most recent large scale study concluded that patients are no more likely to have a stroke after
leaving the Chiropractor than they are their Medical Doctor. Because even minimal risk should be avoided, a thorough history
will be performed to determine even its potential. Other complications would also be described as rare in occurrence.
Ancillary treatments offered in this Clinic.Other treatment modalities may be utilized including Physiotherapies like
electrical muscle stimulation, laser, ice, heat, ultrasound, massage, exercises, stretches, Decompression, and other
modalities which will be discussed prior to application.
Availability of other treatment options.Some other treatment options for your condition include:
1. Overthecounter pain relievers, ice, heat, rest, supplements, back braces, portable TENS, stretches, and exercise.
2. Alternative Medicine including Acupuncture, biofeedback, herbs, essential oils, and many others.
3. Prescription drugs such as antiinflammatories, muscle relaxants, pain relievers, and injections.
4. Minor to major surgical procedures like radiofrequency ablation, discectomies, surgical decompression, and fusion.
The material risks inherent in such options and the probability of such risks occurring include:
1. If complete rest is impractical, premature return to work or household chores may aggravate the condition and extend the
recovery time. Professional literature describes undesirable effects from longterm use of overthecounter medicines.
2. Prescription drugs can produce side effects and patient dependence. The risk of such complications arising is
dependant on the patient’s general health, severity of the patient’s discomfort, pain tolerance, selfdiscipline in not
abusing the medication, and proper professional supervision.
3. The risks inherent in surgery include adverse reaction to anesthesia, iatrogenic (doctor caused) mishap, infection, and
paralysis. The probability of those risks occurring varies according to many factors including the patient’s own health and
the procedure being performed.
Risks of remaining untreated. R
emaining untreated allows the formation of adhesions (scar tissue) and reduces mobility
that may further complicate recovery. Over time, this process may hinder future treatment, making it more difficult and less
effective the longer it is postponed. The probability that nontreatment will complicate a later condition is high.
I have read the above explanation, have weighed the risks involved and have decided to undergo treatment. I
hereby authorize the doctor and his assistants to administer physical examination, xray studies, chiropractic
care or any clinic services deemed necessary in my case.

In other words, I give my consent to be treated.
___________________________________
Printed Name

___________________________________
Date

______________________________
_____
Patient Signature (or parent for minor)

___________________________________
Witness (Front Desk Staff)

