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1) PATIENT INFORMATION 
  
Patient’s Name____________________________________________________________________________________ 
                                                  Last Name                                             First Name                                         Middle Initial                   
 

Address__________________________________________________________________________________________ 
                                         Street                                                  City                                               State                          Zip Code  
 

Mobile Phone____________________________________  Home Phone_____________________________________ 
 

E-mail______________________________________________________________(office use only; will not be shared) 
 

Social Security Number___________________________________ Date of Birth_______________________________ 
 

Occupation___________________________________________  Employer___________________________________ 
 

Emergency Contact___________________________________________________ Phone________________________ 
 

How did you hear about us? ________________________________________________________________________ 
                                                                                        

 
2) INSURANCE INFORMATION 
  
Name of Insured ______________________________________________D.O.B. of Insured______________________ 
 

Insured’s Relationship to the Patient  _________________________________________________________________ 
 

Insurance Company _______________________________________________________________________________ 
 

Plan/Group Number_______________________________________________________________________________ 
 

Insured’s Address (if different than patient address) _____________________________________________________ 

 

 

 

 

 

 

Dr. Dereck McNary 

404 Humboldt Street, Suite C 

Manhattan, KS 66502 

785-477-4389 
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3) SYMPTOMS 
  

1. What is your main compliant or the greatest area of pain? _________________________________________ 
 

2. Using the scale provided, please rate your level of pain: 0-no pain and 10-severe pain. If your pain varies 
please circle two numbers to indicate the range the pain varies.  
                   
                        0            1           2          3           4            5            6             7             8             9            10  
 

3. What could have caused this problem? _________________________________________________________ 
 

4. When did this problem start? ____________________________________Gradual ________ Sudden _______ 
 

5. How often during the day are you in pain?  
 

              ________25%             _______50%          _______75%          _______ 100% 
 

6. How does this pain effect your daily activities? 
 

   ______Does not affect daily activities                                          ______ Had to stop doing some daily activities  
 

    ______Can perform daily activities with increased pain          ______ Unable to perform daily activities  
 

7. What makes your pain worse? ________________________________________________________________ 
 

8. What makes your pain better? ________________________________________________________________ 
 

9. Have you ever experienced this problem before? _________Yes      _______No       When? ________________ 
 

10. Have you been seen by another chiropractor for this problem? _______Yes       _______No 
 

a. If so, who? __________________________________________________________________________ 
 

11. If you have any other area of complaint, please describe here and rate your pain level.  
 

_________________________________________________________________________________________ 
 

_________________________________________________________________________________________ 
 

12. Are you pregnant?   _______YES        _______NO     

 
 

4) FAMILY HISTORY 
 

Please mark ALL conditions that run in your family.  
 
 

_____Cancer (please indicate what type): ______________________________ 

_____Anemia 

_____Diabetes (circle one):     Type 1      or    Type 2 

_____Heart Problems/Stroke 

_____High Blood Pressure 

_____Genetic Disorders 

_____Rheumatoid Arthritis 

_____Other (please list): ___________________________________________ 

 

 

Relationship  
(Father, Mother, Sister, Brother) 
 

 ____________________ 

 ____________________ 

 ____________________ 

 ____________________ 

 ____________________ 

 ____________________ 

 ____________________ 

 ____________________ 
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5) HEALTH HISTORY 
 

Please check ALL of the health conditions below that apply to you currently or in the past.  
 

_______ Osteoarthritis/Degenerative Joint Disease 

_______ Asthma 

_______ Diabetes (circle one):      Type 1       or       Type 2 
 

_______ Anemia 

_______ Cancer/Tumor 

_______ Rheumatoid Arthritis 

_______ Depression/Anxiety 

_______ Disc Herniation 

_______ High Blood Pressure/Hypertension 

_______ Heart Disease/Stroke 

_______ Whiplash Injury 

Date of Injury: ________________________ 

_______ Headaches 

_______ Joint Pain (circle location of pain): 
 

Shoulder            Elbow            Hip            Knee            Ankle            Other:____________________________ 

_______ Migraines 

_______ Osteoporosis/Osteopenia 

_______ Epilepsy/Seizures 

_______ Fibromyalgia/Chronic Fatigue 

_______ Genetic Disorders 

   Please list any other medical conditions: _____________________________________________________________ 

 
 

Fractures (Broken Bones, Sprains, Strains, Major Trauma/Injury (please list and date): 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

 

Surgeries and/or Hospitalizations (please list and date): 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 
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6) PAIN DIAGRAM 
  
Draw an “X” in the diagram below showing the area of your pain.  
 
 
 
 
 

 

 

Describe your pain (stabbing, numbness, tingling, dull, burning, stiff, etc.):  
 

___________________________________________________________________________________________ 
 

___________________________________________________________________________________________ 
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Informed Consent 

 

Patient Name: ____________________________________________________ 

Please read the entire document before signing. It is important that you understand the information contained in this document. If 

anything is unclear, please ask questions before signing this form.   

The Nature of the Chiropractic Adjustment  

The primary treatment I used as a Doctor of Chiropractic is spinal manipulative therapy. I may use their hands or a mechanical 

instrument upon the body in such a way as to move the joints. That may cause an audible “pop” or “click,” much like the experience 

when “cracking” the knuckles. You may feel a sense of movement.  

Analysis, Examination, and Treatment  

As a part of the analysis, examination, and treatment, I am consenting to the following procedures: spinal manipulative therapy, 

range of motion testing, muscle strength testing, palpation, orthopedic testing, postural analysis, vital signs, basic neurological 

testing, radiographic studies, and therapeutic modalities (EMS, ultrasound, hot/cold therapy, Mechanical traction, etc.).  

The Material Risks Inherent in Chiropractic Adjustment 

As with any healthcare procedure, there are certain complications which may arise during chiropractic manipulation and therapy. 

These complications include but are not limited to: muscle strain/sprain, fracture, disc injuries, dislocations, cervical myelopathy, 

and cost-vertebral strains and separations. Some types of manipulation of the neck have been associated with injuries to the arteries 

in the neck leading to or contributing to serious complications, including stroke. Some patients will feel some stiffness and soreness 

following the first few days of treatment. I will make every reasonable effort during the examination to screen for contraindications 

to care; however, if I have a condition that would otherwise not come to attention, it is my responsibility to inform me.  

The Probability of Those Risks Occurring  

Fractures are rare occurrences and generally result from some underlying weakness of the bone which I will check for during the 

taking of your history and during examination and/or x-ray. Stroke has been the subject of tremendous disagreement. The 

incidences of stroke are exceedingly rare and are estimated to occur between one in one million to one in five million cervical 

adjustments. The other complications are also generally described as rare.  

The Availability and Nature of Other Treatment Options  

Other treatment alternatives may include but are not limited to Self-administered, over-the-counter analgesics and rest, Medical 

care and prescription drugs such as anti-inflammatory, muscle relaxants, and pain-killers, Hospitalization, and Surgery. 

If you choose to use one of the above noted “other treatment” options, you should be aware that there are risks and benefits of 

such options and you may wish to discuss these with your primary medical physician.   

The Risks and Dangers Attendant to Remaining Untreated  

Remaining untreated may allow the formation of adhesions and reduce mobility which may set up a pain reaction further reducing 

mobility. Over time this process may complicate treatment making it more difficult and less effective the longer it is postponed.  

McNary Chiropractic reserves the right to change or modify these terms and conditions at any time.  

I have read or have had read to me the above explanation of the chiropractic adjustment and related treatment. I have discussed it 

with the Doctor of Chiropractic at McNary Chiropractic and have had my questions answered to my satisfaction. I certify that the 

information I have provided is correct to the best of my knowledge. I will not hold my doctor or any other staff member at McNary 

Chiropractic responsible for any errors or omissions that I have made in the completion of this form. By signing below I have 

weighed the risks involved in undergoing treatment and have decided that it is in my best interest to undergo the treatment 

recommended. Having been informed of the risks, I hereby give my consent to that treatment.  

 

Patient Signature: _________________________________________________________________    Date: _____________________ 

 

Patient/Guardian Signature (if patient is a minor) ________________________________________    Date: _____________________ 


