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Plasker Chiropractic and Functional Neurology, LLC  
 

 
Adult Health History                   Today’s Date ______________ 
  
Name_________________ Age ____ Date of Birth _______Parent’s name (if under 18)_________________ 

Home Address______________________ City __________ State______ Zip ___________ 

Cell phone (____) ______________ Business Phone (____) ___________________ 

E-mail address_____________________________Occupation/Employer_____________________________ 

Emergency contact ___________________________ Marital Status  S    M     D     W        

 
Whom may we thank for referring you to our office? __________________________________________ 
Our goal is to bring better health to our community. The best way for us to reach others is through word of mouth & 
satisfied patient referrals. The greatest compliment a patient can give us is a referral of friends and family.  
 
Please tell us your top 3 health goals:  

1. ___________________________________________________________________________________________  

2. ___________________________________________________________________________________________  

3. ___________________________________________________________________________________________ 

 
What is your reason for coming in today?  

☐ Symptomatic relief of a problem  

☐ Correction of the cause of a problem 

☐ Prevention of future problems  

☐ Healthier spine and nervous system  

☐ Optimal health 

☐ Other: _____________________________________________________________________________________ 

 
Reason for Seeking Chiropractic Care  
What concerns/conditions do you feel we can address for you? 

_____________________________________________________________________________________________

_____________________________________________________________________________________________  

When did this condition first begin? ________________________________________________________________  

How did the condition start? ❑ Suddenly ❑ Gradually ❑ Post-Injury  
Please explain: ________________________________________________________________________________ 
Is this condition ❑ Getting Worse ❑ Improving ❑ Intermittent ❑ Constant ❑ Unsure 
Pains are ❑ Sharp  ❑Dull   ❑Other__________________________________________________ 

What makes the condition better? _________________________________________________________________   

What makes the condition worse? _________________________________________________________________ 

Is the condition worse during certain times of the day? _________________________________________________ 

Is the condition interfering with: Work? ______ Sleep? ________ Daily routine? ______ Other?_________________  

Have you ever had a similar condition? ❑ Yes ❑ No 
Please explain ________________________________________________________________________________  
Have you received care for this condition before? ❑ Yes ❑ No 
Please explain ________________________________________________________________________________  
 
Do you now or have you ever suffered from:  
General:   Muscle & Joint:   Gastro-Intestinal:  Genito-urinary: 

❒ Headaches  ❒ Neck Pain/stiffness  ❒ Constipation  ❒ Bed Wetting 

❒ Diabetes  ❒ Low Back Pain   ❒ Diarrhea  ❒ Infertility 

❒ Dizziness/Fainting ❒ Pain between shoulders  ❒ Gallbladder Trouble ❒ Urgency/ Frequency  

❒ Numbness/Tingling ❒ Sciatica    ❒ Hernias  ❒ Painful Urination 

   ❒ Arthritis/Bursitis  ❒ Hemorrhoids  ❒ Pain during Intercourse  

Cardiovascular:  ❒ Shoulder Pain   ❒ Heartburn/Indigestion ❒ Pelvic Pain 

❒ Swelling/Edema ❒ Elbow/wrist/hand pain      

❒ High Blood Pressure ❒ Hip Pain   Respiratory:  Eye/Ear/Nose/Throat: 

❒ Low Blood Pressure ❒ Leg/Knee/Foot pain  ❒ Chronic Cough  ❒ Colds/Sinus Infection 

❒ Chest Pain  ❒ Jaw Pain/TMJ   ❒ Shortness of Breath ❒ Nosebleeds 

❒ Rapid/Slow Pulse ❒ Pubic Bone Pain  ❒ Asthma  ❒ Earache/Ringing 
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Female Menstrual Symptoms:___________________________________________________________ 
Cancer:___________________ 

Mental Illness:__________________________   

❒ Other:______________________________________________________________________________________ 

Have you been under care for any of the conditions you checked above? If so, please explain: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Please list any surgeries you’ve had and when they occurred_____________________________________________ 

_____________________________________________________________________________________________ 

   

Family History: 
Heart Disease    Arthritis Cancer Diabetes Other______________ 

Father’s Side  ❒  ❒  ❒ ❒   ❒ 

Mother’s Side  ❒  ❒  ❒ ❒   ❒ 

 
Your oldest grandparent on record lived to the age of ________  Still living  Deceased 
 
What concerns do you have at this moment? (Please circle) 
Y     N   Work 
Y     N   Sleep 
Y     N   School 
Y     N   Money 
Y     N   Professional athletic career 

Y     N   Pregnancy process 
Y     N   Health of unborn child 
Y     N   Current relationship 
Y     N   Current healthcare team 
Y     N   Opinions of your family/friends 

OTHER____________________________________________________________________ 
 

The primary system in the body which coordinates health is the CENTRAL NERVOUS SYSTEM. The vertebrae 
(bones of the spinal column) surround and protect the delicate NERVOUS SYSTEM.  Chiropractors are specialists 
trained in “early detection” of injury to the SPINE & NERVOUS SYSTEM.  

 
Have you ever received Chiropractic care?   Y    N    

Name of D.C._________________________________________________________________________________ 

How long under care? _____days   ______weeks _____ months  _____ years 

Date of last visit: ______________Why did you stop, if you did?__________________________________________ 

  
Do you regularly consult any of the following providers?  If yes, please list their names.  
 
Medical Doctor _______________________________________________________ 

Acupuncturist ________________________________________________________ 

Physical Therapist ____________________________________________________ 

Naturopath __________________________________________________________ 

Psychotherapist ______________________________________________________ 

Dentist _____________________________________________________________ 

 
Who is your primary care medical doctor and/or functional medicine doctor? 

_____________________________________________________________________________________________ 

 
The minor and often ignored repetitive physical traumas that we have endured are often too numerous to list.  Please 
list the major traumas that you remember from your childhood up to the present. 
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 
Have you ever hurt/injured your spine, head, neck, ribs, chest, upper or lower back, pelvis or hips?     
If yes, state type of injury and date: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 
Have you ever hurt, broken, fractured or sprained any bones or joints?  If yes, list body parts injured and dates: 

_____________________________________________________________________________________________ 
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_____________________________________________________________________________________________ 

  
Have you ever been hospitalized? If yes, state reason and dates: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 

It is difficult to separate the emotional stress in our life from the physical response that often occurs.  Please indicate 
if you have experienced any of the emotional stresses below: 
Childhood Trauma      Y     N 
Loss of Loved One      Y     N 
Abuse                         Y     N 
Divorce/Separation   Y     N 

Financial                      Y     N 
Work/School              Y     N 
Illness                          Y     N 
Lifestyle Change        Y     N 

Other: _______________________________________________________________________________________ 

 
Do you move regularly?  
Functional movement training can be the best supplement to a busy lifestyle. Exercise enhances overall health for 
everyone involved.  
How many days a week do you train?______________________________________ 

Do you have any rest/recovery days?______________________________________ 

What type of training do you do? _________________________________________ 

Do you incorporate any strength training into your workouts? ___________________ 

 Are there any movements that you avoid due to an injury or belief? 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Do you incorporate any recovery style treatments? (i.e. massage, floating, acupuncture, sauna, other body work)  

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

Describe your typical week of training: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 
Does chemical stress sneak into your daily life?  
This can occur when a substance, that is toxic to the body, is inhaled, injected, taken by mouth, or placed on the skin 
(e.g.: food allergies, drug reactions, exposure to chemicals in the air, etc.)   
 
Do you drink tap, filtered, or bottled water majority of the time? _____________________ 
Have you ever had any dental (amalgam) fillings? _______________________________ 
Were you vaccinated?        Y      N     If yes, did you have a reaction?    Y        N 
 
Have you been exposed to any of the following on a regular basis, (past or present)? 

☐ Toxic Chemicals 

☐ Second Hand Smoke 

☐ Radiation 

☐ Chemotherapy 

☐ Drug Therapy 

☐ Other: ___________________________________________________________ 

 
Do you have allergies or sensitivities to any foods that you are aware of?       
Y      N       If yes, please list:___________________________________________ 
 
Do you presently consume any of the following? 

☐ Coffee/Caffeine 

☐ Alcohol 

☐ Tobacco 

☐ Over-The-Counter Drugs 

☐ Marijuana 

☐Other Illicit drugs ___________________________

☐ Supplements:  

Please list all supplements (prescribed and over the counter): 

______________________________________________________________________________________ 

☐ Prescribed Drugs: 

Please list all medications (prescribed and over the counter): 

______________________________________________________________________________________ 

______________________________________________________________________________________ 
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Note:  It is imperative that you list all medications as they may have an influence on your care. 

Tuning Into You.  
 (A= Great, B= Good, C= Needs Improvement, D= No Where to Go But Up)  
How do you rate your physical health?  

☐ A 

☐ B 

☐ C 

☐ D  

How do you rate your emotional health? 

☐ A 

☐ B 

☐ C 

☐ D  

How do you rate your overall “quality of life”? 

☐ A 

☐ B 

☐ C 

☐ D  

 
You deserve to be healthy. When you were conceived, you were given the blue-prints, intelligence, and systems to 
live an active, healthy, long life. Unfortunately, the natural expression of health can be interfered with. Through the 
examination and through your involvement in chiropractic care, we will work to remove these interferences and keep 
them out of your life, so that you can heal quickly and live the quality lifestyle you deserve. 
 
The information I have provided on this form is true and accurate to the best of my knowledge.  I give Plasker 
Chiropractic & Functional Neurology permission to consult, program, and advise according to their expertise and 
experience. 
 

Signature_____________________________________________________________Today’s Date_____________ 

Signature of Parent (for minor):____________________________________________Today’s Date____________ 

 
 
Thank you for choosing Plasker Chiropractic & Functional Neurology. 
We look forward to doing an evaluation and determining how we can best serve 
you.  
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TERMS OF ACCEPTANCE 
 
When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for 
both to be working towards the same objective. 
 
Chiropractic has only one goal.  It is important that each patient understand both the objective and the 
method that will be able to attain it.  This will prevent any confusion or disappointment. 
 
Adjustment:  An adjustment is the specific application of forces to facilitate the body’s correction of 
vertebral subluxation.  Our chiropractic method of correction is by specific adjustments of the spine. 
 
Health:  A state of optimal physical, mental and social well-being, not merely the absence of disease or 
infirmity. 
 
Vertebral Subluxation:  A misalignment of one or more of the 24 vertebra in the spinal column which 
causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a 
lessening of the body’s innate ability to express its maximum health potential. 
 
We do not offer to diagnose or treat any disease or condition other than vertebral subluxation.  However, 
if during the course of a chiropractic spinal evaluation, we encounter non-chiropractic or unusual findings, 
we will advise you.  If you desire advice, diagnosis or treatment for those findings, we will recommend that 
you seek the services of a health care provider who specializes in that area. 
 
Regardless of what the disease is called, we do not offer to treat it.  Nor do we offer advice regarding 
treatment prescribed by others.  Our only practice objective is to eliminate a major interference to the 
expression of the body’s innate wisdom.  Our only method is specific adjusting to correct vertebral 
subluxations. 
 
I, ______________________________ have read and fully understand the above statements. 
                          (print name) 
 
All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to 
my complete satisfaction. 
 
I therefore accept chiropractic care on this basis. 
 
 
____________________________________            ______________________ 
(signature)                                                           (date) 
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Office Fee Schedule and Financial Policy 

Service Fees  

Consultation $0 
Initial Exam $95   
Re-examination $35 
Adjustment $55 
Functional Neurology Exam $280 
Functional Neurology Therapy (15 min) $70 
 
Financial Policy and Active Life Plans 
  
We are committed to providing you with the best chiropractic care possible in a caring environment and 
have established our financial policies to achieve that goal. You will be expected to pay for your 
chiropractic care at the time the service is rendered unless you arrange an Active Life Plan in advance. 
These plans are designed to be the most cost-effective way to keep you and your family as healthy as 
possible. They include your Crisis Care, Critical Transition and Lifestyle Care Options. Details of these 
plans will be discussed with you during your Chiropractic Report. Please choose one of the following 
documentation options: 
  
❑ Insurance:  If you have insurance that covers chiropractic, we will give you all of the information you 

need to get reimbursed quickly. This includes your diagnosis, prognosis and copies of your records or 
reports. We have found it is easier for your record keeping, and ours, if we give you receipts at the 
end of your first visit and then once a month after that.  Just send your receipts with a copy of your 
claim form to your insurance company, and they will communicate with you about your 
reimbursement.  Remember your agreement with your insurance company is between you and them.  
Please note that many insurance policies may not reimburse for Critical Transition or Lifestyle Care. 

 
❑ No Insurance:  If you do not have health insurance, choose not to use your health insurance or are 

participating in Lifestyle Care, you may request a receipt for tax purposes or a Health Savings 
Account (HSA) indicating the total amount you have paid for chiropractic care during the year. There 
is no insurance documentation given with these receipts.  

 
If a special situation arises, such as an auto accident or a worker’s compensation injury, a new 
examination will need to be performed and you will be charged our regular fees until the claim is 
settled. We will help you get reimbursed as quickly as possible on these claims. 

 
 
I, (name) __________________________________ have read and I understand the above policies.  I 
have initialed the option that applies to me. 
 
 
_____________________________        ___________________________ 
Patient signature             Date  
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HIPAA Information and Consent Form 

The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect 
your privacy. Implementation of HIPAA requirements officially began on April 14, 2003. Many of 
the policies have been our practice for years. This form is a “friendly” version. A more complete 
text is posted in the office.  

 
What this is all about: Specifically, there are rules and restrictions on who may see or be notified 
of your Protected Health Information (PHI). These restrictions do not include the normal 
interchange of information necessary to provide you with office services. HIPAA provides certain 
rights and protections to you as the patient. We balance these needs with our goal of providing 
you with quality professional service and care. Additional information is available from the U.S. 
Department of Health and Human Services. www.hhs.gov  

 
We have adopted the following policies:  
 
1. Patient information will be kept confidential except as is necessary to provide services or to 
ensure that all administrative matters related to your care are handled appropriately. This 
specifically includes the sharing of information with other healthcare providers, laboratories, 
health insurance payers as is necessary and appropriate for your care. Patient files may be 
stored in open file racks and will not contain any coding which identifies a patient’s condition or 
information which is not already a matter of public record. The normal course of providing care 
means that such records may be left, at least temporarily, in administrative areas such as the 
front office, examination room, etc. Those records will not be available to persons other than 
office staff . You agree to the normal procedures utilized within the office for the handling of 
charts, patient records, PHI and other documents or information.  
2. It is the policy of this office to remind patients of their appointments. We may do this by 
telephone, e-mail, U.S mail, or by any means convenient for the practice and/or as requested by 
you. We may send you other communications informing you of changes to office policy and new 
technology that you might find valuable or informative.  
3. The practice utilizes a number of vendors in the conduct of business. These vendors may 
have access to PHI but must agree to abide by the confidentiality rules of HIPAA.  
4. You understand and agree to inspections of the office and review of documents which may 
include PHI by government agencies or insurance payers in normal performance of their duties.  
5. You agree to bring any concerns or complaints regarding privacy to the attention of the office 
manger or the doctor.  
6. Your confidential information will not be used for the purposes of marketing or advertising of 
products, goods or services.  
7. We agree to provide patients with access to their records in accordance with state and 
federal laws.  
8. We may change, add, delete or modify any of these provisions to better serve the needs of 
the both the practice and the patient.  
9. You have the right to request restrictions in the use of your protected health information and 
to request change in certain policies used within the office concerning your PHI. However, we 
are not obligated to alter internal policies to conform to your request.  
 
I, _______________________________________date____________do hereby 
consent and acknowledge my agreement to the terms set forth in the HIPAA 
INFORMATION FORM and any subsequent changes in office policy. I understand 
that this consent shall remain in force from this time forward.  
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Plasker Chiropractic and Functional Neurology, LLC  

155 SW Century Drive Suite 104 
Bend, OR 97702 

(458) 206-3461 Frontdesk@plaskerchiro.com 

Patient Name:____________________________ Date of Birth:___________________ 

I acknowledge that I received and/or reviewed a copy of Plasker Chiropractic and 
Functional Neurology’s Notice of Privacy Practices.  

I give permission to communicate messages in the following manner:  

_____ You may leave a message on my answering machine located at this number _________________ 

_____ You may leave a message on my cell phone_________________________ 
_____ You may leave a message with my spouse, __________________at this number _____________ 

 _____ You may leave a message with another person, ______________ at this number _____________  

_____ You may email me regarding my health care at _______________________________  

I give permission to communicate messages about the following via phone or email:  

_____X-rays, and other test results 
_____ Billing or insurance matters  

_____________________________________   _________________________  

Patient Signature     Date  
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