Chiropractic Resonance and Integrative Nutrition LLC   
1. New Patient Intake Form (Health History & Registration)
Date: ____________
Full Name:  ___________________________Date of Birth:_________ Age: _____ Sex: M / F 
Address: ____________________________________________________________________________
City: ________________________ State: _______ ZIP: ___________ 
Home Phone: ______________  Cell: ______________ Email: ___________________________ 
Emergency Contact Name: ____________________________ Relationship: ________________ Phone: ________________
Referral/Source (How did you hear about us?): ________________________________________________
Reason for Visit / Chief Complaint Main reason(s) for seeking care today: 
On a scale of 0-10 (0 = no pain, 10 = worst imaginable), rate your current pain/discomfort: _____ 
Location(s) of discomfort (mark on diagram if available or describe): _______________________________ How long have you had this issue? ________________ When did it start? ___________________________ What makes it better? ________________ What makes it worse? _______________________________
Health History Current medications/supplements (list all): _____________________________________________________
Allergies (meds, food, etc.): _______________________________________________________________ Past surgeries/hospitalizations (include dates): _________________________________________________ Major illnesses or conditions (e.g., diabetes, cancer, heart disease): _______________________________ Have you ever had chiropractic care? Yes / No If yes, when/where/doctor: ________________________ 
Have you had nutrition counseling or integrative care before? Yes / No Details: __________________ 
Family history of relevant conditions: _________________________________________________________
Lifestyle/Wellness Diet type (e.g., vegan, keto): ________________ Daily water intake: _______ oz 
Exercise frequency: ________________ Sleep quality/hours: __________________________________ 
Stress level (0-10): _____ Occupation: ________________ Physical demands: _____________________

Consent to Treatment & Communication I consent to chiropractic adjustments, nutritional assessments, and related care. I understand risks/benefits will be discussed. I authorize communication via phone/email (non-secure unless specified).
Patient Signature: _______________________________ Date: ________________
Chiropractic Resonance and Integrative Nutrition LLC
2. HIPAA Notice of Privacy Practices  (Summary Version)
Notice of Privacy Practices  Effective: February 2026
This Notice describes how we may use and disclose your protected health information (PHI) and your rights regarding that information. Please review it carefully.
Our Pledge Regarding Your PHI We are required by law to maintain the privacy of your PHI, provide this Notice, and abide by its terms.
How We May Use or Disclose Your PHI
· For treatment (e.g., coordinating care with other providers).
· For payment (e.g., billing insurance).
· For health care operations (e.g., quality review, business management).
· Other uses with your authorization (e.g., marketing, research).
· Without authorization when required by law (e.g., public health, abuse reporting, judicial proceedings).
Your Rights
· Right to inspect and obtain a copy of your PHI.
· Right to request amendments.
· Right to an accounting of disclosures.
· Right to request restrictions on uses/disclosures.
· Right to confidential communications.
· Right to receive a paper copy of this Notice.
Our Duties We are required to maintain the privacy of PHI, provide notice of our duties, and notify you of breaches if required.
Changes to This Notice We reserve the right to change terms and make new Notice provisions effective for all PHI we maintain.
Complaints If you believe your privacy rights have been violated, contact: [Your Name/Practice Contact] at [Phone/Email/Address]. You may also file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights.
Contact [Practice Name] [Address, Elkhorn, WI area if applicable] Phone: [Your Phone]
Acknowledgment of Receipt I acknowledge receiving this Notice.
Patient Signature: _______________________________ Date: ________________
(Print full name: ________________________________)

Chiropractic Resonance and Integrative Nutrition LLC 
3. Informed Consent for Chiropractic Care & Treatment
Patient Name: _______________________________ Date: ________________
Chiropractic care primarily involves spinal manipulative therapy (adjustments) to improve joint function, reduce pain, and support natural healing. Other services may include soft tissue work, nutritional advice, or wellness recommendations.
Potential Benefits Many patients experience reduced pain, improved mobility, better function, and enhanced wellness. Results vary by individual.
Risks & Material Considerations As with any health procedure, risks include but are not limited to: temporary soreness/stiffness, rare fractures, disc issues, strains, or (very rarely) stroke or other serious events associated with neck adjustments. Physical exams may temporarily aggravate symptoms. Nutritional recommendations carry minimal risks but should align with your medical history.
I have discussed these risks/benefits/alternatives with the doctor. I understand no guarantees are made. I consent to chiropractic adjustments, examinations, and related care (including integrative nutrition guidance). This consent applies to future visits unless revoked in writing.
Patient Signature (or Guardian if minor): _______________________________ Date: ________________
Doctor Signature: _______________________________ Date: ________________












Chiropractic Resonance and Integrative Nutrition LLC 

4. Wellness Review / Progress Exam Form (Simple Re-Evaluation)
Patient Name: _______________________________ Date: ________________ Visit #: _____
Subjective How have symptoms changed since last visit? __________________________________________________ Current pain level (0-10): _____ 
New complaints: _____________________________________________
 Nutrition/lifestyle updates: ________________________________________________________________
Objective Vital signs (if taken): BP _/ Pulse: _____ Weight: _____ Range of Motion / 
Palpation findings: _________________________________________________________ Orthopedic/Neurological tests: _____________________________________________________________ Subluxation findings / Areas adjusted: ________________________________________________________
Assessment / Plan Progress: Improved / Stable / Regressed 
Recommendations: Continue care / Modify nutrition / Refer / Other: _______________________________ 
Next visit: ________________ Frequency: ________________
Patient Signature (acknowledging discussion): _______________________________ 
Date: ________________
Doctor Signature: _______________________________ Date: ________________
These can be expanded or combined as needed. For full legal compliance, consult resources like HHS.gov model NPP (search "HHS model notice of privacy practices"), a state chiropractic board, or an attorney specializing in healthcare law. If you'd like variations (e.g., pediatric) or more sections, let me know!







Chiropractic Resonance and Integrative Nutrition LLC 
MEDICARE-COMPLIANT CHIROPRACTIC INFORMED CONSENT & HIPAA FORM
PATIENT INFORMATION
Name: ____________________________
DOB: ____________ Medicare ID: __________________
Phone: __________________________
Address: _________________________________________
SECTION 1: NOTICE OF PRIVACY PRACTICES (HIPAA REQUIRED)
I acknowledge that I have received or been offered a copy of this practice’s Notice of Privacy Practices, as required by the U.S. Department of Health and Human Services, explaining how my health information may be used and disclosed.
Patient Initials: _______
SECTION 2: MEDICARE-SPECIFIC CHIROPRACTIC CARE DISCLOSURE
I understand that under Centers for Medicare & Medicaid Services guidelines:
· Medicare covers chiropractic spinal manipulation ONLY 
· Coverage is limited to treatment of active spinal subluxation 
· Maintenance or wellness care is NOT covered 
· Exams, X-rays, therapies, and adjunctive services are NOT covered by Medicare 
I understand that I may be financially responsible for non-covered services.
Patient Initials: _______
SECTION 3: ADVANCE BENEFICIARY NOTICE (ABN) ACKNOWLEDGMENT
I understand that:
· If care is expected to be non-covered, I will be provided an Advance Beneficiary Notice (ABN) 
· The ABN allows me to: 
· Accept financial responsibility OR 
· Decline care 
I understand that failure to sign an ABN when required may affect billing.
Patient Initials: _______


Chiropractic Resonance and Integrative Nutrition LLC 
SECTION 4: INFORMED CONSENT TO CHIROPRACTIC CARE
Nature of Treatment.    Chiropractic care may include:
· Spinal manipulation/adjustment (manual or instrument-assisted) 
· Mobilization 
· Supportive therapies (non-covered by Medicare) 
Expected Benefits
· Reduction of pain 
· Improved spinal motion 
· Functional improvement 
Risks.    While uncommon, risks include:
· Temporary soreness or stiffness 
· Aggravation of symptoms 
· Disc injury 
· Fracture (rare) 
· Neurological injury (extremely rare) 
Alternatives
· Medical care (medication, injections) 
· Physical therapy 
· No treatment 
No Guarantee
I understand that results are not guaranteed.
Patient Initials: _______
SECTION 5: MEDICAL NECESSITY & ACTIVE CARE AGREEMENT.    I understand that:
· Medicare requires documentation of medical necessity 
· My care must demonstrate: 
· Functional improvement OR 
· Expectation of improvement 
I acknowledge that:
· If my condition becomes maintenance care, Medicare will no longer cover treatment 
· I may choose to continue care as a cash-paying patient 
Patient Initials: _______
Chiropractic Resonance and Integrative Nutrition LLC 
SECTION 6: ASSIGNMENT OF BENEFITS & FINANCIAL RESPONSIBILITY
I authorize:
· Payment of Medicare benefits directly to the provider 
· Release of medical information necessary for claims 
I understand:
· I am responsible for: 
· Deductibles 
· Coinsurance (typically 20%) 
· Non-covered services 
Patient Initials: _______
SECTION 7: RIGHT TO REFUSE OR WITHDRAW CARE
I understand that:
· I may refuse or discontinue care at any time 
· Doing so may affect my recovery 
Patient Initials: _______
SIGNATURE
I certify that:
· I have read and understand this form 
· I have had the opportunity to ask questions 
· I consent to chiropractic care 
Patient Name (Print): __________________________
Signature: __________________________ Date: __________
Provider Signature: __________________________

