
Patient Information 

Preferred Method of Contact (please check one) 

Race (please check one) 
ᵟ ᵟ ᵟ ᵟ ᵟ ᵟ

Ethnicity (please check one) ᵟ ᵟ
Patient Status (please check appropriate box from selection below) 

ᵟ ᵟ  ᵟ ᵟ ᵟ ᵟ

If Patient is a Student 

If Patient is of School Age, 15+, it is OK to treat in my Absence 

Insurance of Primary Card Holder (if different from above) 

If Known 

Insurance Primary Card Holder (only fill out if different from above) 



1 = Discomfort   10 = Severe Pain  

Please Fill Out the Following Information Based on your PRESENT SYMPTOMS  
 
Check all that Apply  Which  

Side?  
Pain Scale for Each  Percentage of Time you  

Notice your Symptoms  
✔   Symptom  L  R  1  2  3  4  5  6  7  8  9  10  0  25  50  75  100  

Headaches  
Neck Pain  
Upper Back Pain  
Mid Back Pain  
Lower Back Pain  
Shoulder Joint Pain  
Arm Pain / Numbness  
Elbow Pain  
Hand / Wrist Pain  
Leg Pain / Numbness  
Hip Pain  
Knee Pain  
Ankle / Foot Pain  

 
 
 
 

Past Medical History  
Have you ever had the following: (check if yes, leave blank if you are uncertain)  

Symptom  ✔   Symptom  ✔   Symptom  ✔   Symptom  ✔   
Measles  Anemia  Back Trouble  Hepatitis  
Mumps  Bladder Infection  High Blood Pressure  Ulcer  
Chicken Pox  Epilepsy  Low Blood Pressure  Kidney Disease  
Whooping Cough  Migraine Headaches  Hemorrhoids  Thyroid Disease  
Scarlet Fever  Tuberculosis  Asthma  Bleeding Tendency  
Diphtheria  Diabetes  Hives of Eczema  Any Other Disease  
Small Pox  Cancer  AIDS & HIV  
Pneumonia  Polio  Infectious Mono  
Rheumatic Fever  Glaucoma  Bronchitis  
Arthritis  Hernia  Mitral Valve Prolepses  Date of Last Chest X-Ray  

Venereal Disease  Blood or Plasma  
Transfusion  Stroke  

 
Previous Hospitalizations/Surgeries/Serious Illness  

 
When  

 
Hospital, City, State  

 
 
 
 
 
 
 
Medications (Include Non-prescription)  



Family Medical History  

Relation  Disease  If Deceased, Cause of Death  

Father  

Mother  

Sister  
 
Brother 
 
 
Spouse  

Children  
 
 
 
 
 
 
Recent Medical History  

Indicate which of the below you have Experienced in the Last 1-2 Months  

1 = Never  2 = Rarely  3 = Occasionally  4 = Frequently  5 = Constantly  
 
Symptom  

 
1  

 
2  

 
3  

 
4  

 
5  

 
Symptom  

 
1  

 
2  

 
3  

 
4  

 
5  

 
Symptom  

 
1  

 
2  

 
3  

 
4  

 
5  

 
Asthma  

 
Hoarseness  

 
Shoulder Pain  

 
Stuffy Nose  Shortness of  

Breath  
 
Hip Pain  

Hay Fever  Wheezing  Knee Pain  

Sore Throat  Muscle Aches  Ankle / Foot Pain  
 
Chronic Cough  

 
Fibromyalgia  Pain Between  

Shoulder Blades  
Chest Congestion  Arthritis  Headaches  

Frequent Sneezing  Joint Pain  Migraines  

Itchy/Watery Eyes  Low Back Pain  Dizziness  

Drainage  Neck Pain  Numbness  
Earache or Ear  
Infection  

 
Wrist / Hand Pain  

 
Tingling  

Itching  Elbow Pain  Other:  
 
 
To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect  
information can be dangerous to my health. It is my responsibility to inform the doctor’s office of any changes in my medical  
status. I also authorize the Arizona Pain Relief staff to perform the necessary services I may need.  
 
 
Patient Signature:  

 
 
Date:  

 

Signature of Parent or Guardian (if applicable):  

 

Date:  
 

Signature of Doctor (doctor’s review):  

 

Date:  



Assignment of Benefits 

ASSIGNMENT OF BENEFITS, ASSIGNMENT OF RIGHTS TO PURSUE ERISA AND OTHER LEGAL CLAIMS ASSOCIATED WITH 

MY HEALTH INSURANCE PLAN (INCLUDING BREACH OF FIDUCIARY DUTY) AND DESIGNATION OF AUTHORIZED 

REPRESENTATIVE 

I irrevocably assign and convey directly to APR MED GROUP, LLC my designated authorized representative, all insurance 

benefits, if any, otherwise payable to me for services rendered by provider, regardless of its managed care network 

participation  status. Further, I hereby authorize my plan administrator fiduciary, insurer, and/or attorney to release to the 

above-named provider any and all Plan documents, summary benefit description, insurance policy, and/or settlement 

information upon written request from the above- named provider or their attorneys in order to claim such benefits.  I also 

assign and/or  convey to the above-named provider, as my designated authorized representative, any legal or 

administrative claim or  chosen action arising under any group health plan, employee benefits plan, health insurance or tort 

feasor insurance  concerning expenses incurred as a result of services  received from the  provider. This includes an 

assignment of ERISA  breach of fiduciary duty claims.  I intend by this assignment and designation of authorized 

representative to convey to the  above-named provider all of my rights to claim (or place a lien on) the medical benefits 

related to the services provided by  the above-named provider, including rights to any settlement, insurance or applicable 

legal or administrative remedies  

(including damages arising from ERISA breach of fiduciary duty claims). The above-named provider or their representative  is 

given the right by me to (1) obtain information regarding the claim to the same extent as me; (2) submit evidence; (3)  make 

statements about facts or law; (4) make any request including providing or receiving notice of appeal proceedings;  (5) 

participate in any administrative and judicial actions and pursue claims or actions against any liable party, insurance 

company, employee benefit plan, health care benefit plan, or plan administrator. The above-named provider, as my  

assignee and my designated authorized representative, may bring suit against any such health care benefit plan, employee 

benefit plan, plan administrator or insurance company in my name with derivative standing at provider's expense. This  

assignment is valid for all administrative and judicial reviews under PPACA, ERISA, Medicare and applicable federal and state 

laws. A photocopy of this assignment is to be considered as valid as original. 

I HAVE READ AND FULLY UNDERSTAND THIS AGREEMENT. 

Signature:____________________________________________  Date:_________________ 

Name:_______________________________________________  



                                                                               
 

ARIZONA PAIN RELIEF CONSENT TO TREAT 
 
 
TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the 
recommended chiropractic, medical, physical therapy or diagnostic procedure to be used so that you may 
make the decision whether or not to undergo any suggested treatment or procedure after knowing the risks 
and hazards involved. At this point in your care, no specific treatment plan has been recommended.  
 
This consent form is simply an effort to obtain your permission to perform the evaluation necessary to identify 
the appropriate treatment and/or procedure for any identified condition(s). This consent provides us with your 
permission to perform reasonable and necessary medical examinations, testing and treatment. By signing 
below, you are indicating that (1) you intend that this consent is continuing in nature even after a specific 
diagnosis has been made and treatment recommended; and (2) you consent to treatment at this office or any 
other satellite office under common ownership. The consent will remain fully effective until it is revoked in 
writing.  
 
You have the right at any time to discontinue services. You have the right to discuss the treatment plan with 
your medical team about the purpose, potential risks and benefits of any test ordered for you. If you have any 
concerns regarding any test or treatment recommended by your healthcare provider, we encourage you to ask 
questions.  
 
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:  fracture, disc injuries, 
dislocations, muscle strain, cervical myelopathy, costovertebral strains and separations, and burns.  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.  We will make every reasonable effort during the examination to 
screen for contraindications to care; however, if you have a condition that would otherwise not come to my 
attention, it is your responsibility to inform us. 
 
Fractures are rare occurrences and generally result from some underlying weakness of the bone which we 
check for during the taking of your history and during examination and 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 and one in five million cervical adjustments.  The other complications are also generally 
described as rare. 
 
Alternative treatment options for your condition may include: 

● Self-administered, over-the-counter analgesics and rest 
● Medical care and prescription drugs such as anti-inflammatory, muscle relaxants and painkillers 
● Hospitalization 
● Surgery 

 
If you choose to use on of the above noted “alternative 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 of remaining untreated: 
If you choose not to move forward with care you acknowledge that any symptoms and diagnoses have the 
potential of getting worse. 
 
DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE. 
PLEASE CHECK THE APPROPRIATE BOX AND SIGN BELOW. 
 
I voluntarily request a chiropractor, and/or physician/mid-level provider (Nurse Practitioner, Physician 
Assistant), physical therapist and other health care providers or the designees as deemed necessary, to 
perform reasonable and necessary medical examination, testing and treatment for the condition which has 
brought me to seek care at this practice. I understand that if additional testing, invasive or interventional 
procedures are recommended, I will be asked to read and sign additional consent forms prior to the test(s) or 
procedure(s). I certify that I have read and fully understand the above statements and consent fully and 
voluntarily to its contents.  
 
I have read [   ] or have read to me [   ] the above explanation of the treatment in our office.  By signing below I 
state that 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 Name ________________________________________________________ 

 

Patient/Guardian Signature_______________________________________________  

Date _________________ 

 

 



 
ARIZONA PAIN RELIEF 
Patient Privacy Notice 

[In accordance with the Federal Health Information Portability and Accountability Act of 1996, (H.I.P.A.A.)] 
 

WE CARE ABOUT YOUR PRIVACY 
 
THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABOUT YOU MAY BE 
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW 

IT CAREFULLY. 
 

 
In the course of your care as a patient at Arizona Pain Relief we may use or disclose personal and health related 
information about you in the following ways: 
 
*Your personal health information, including of your clinical records, may be disclosed to another health care 

provider or hospital if it is necessary to refer you for further diagnosis, assessment or treatment.  
 
*Your health care records as well as your billing records may be disclosed via paper or electronically to another 

party, such as an insurance carrier, an HMO, a PPO, or your employer, if they are or may be responsible 
for the payment of your services.  

 
*Your name, address, phone number, and your health care records may be used to contact you regarding 

appointment reminders, information about alternatives to your present care, or other health related 
information that may be of interest to you. If you prefer a specific phone number or address be used to 
attempt to reach you, please note that number or address next to your signature at the end of this form. 

 
*If you are not at home to receive an appointment reminder, a message may be left on your answering machine.  
 
*It is our desire for our staff to use your name, address and/or telephone number for the purpose of contacting you 

to advise you about health related meetings, workshops, and products. The use of this information is 
intended to make your experience with our office more efficient, productive and to further enhance your 
access to quality health care. Further, you have the right to inspect or obtain a copy of the information we 
will use for these purposes.  

 
Your signature indicates your authorization of this activity. You also have the right to refuse to provide authorization 
for this office to contact you regarding these matters. If you choose not to authorize this information use your 
decision will have no adverse effect on your care from our doctors or therapists, your relationship with our staff or 
the reimbursement avenues associated with your care.  
 
You may refuse to sign this Privacy Notice. You may also revoke your authorization at any time. Revocation must 
be in writing delivered by U.S. Mail Certified Return Receipt Requested to the applicable office’s address which can 
be found online or will be given to you on request. Revocation will not apply to situations where actions have been 
taken previously relying on the authorization. 
 
Under federal law, we are also permitted or required to use or disclose your health information without your consent 
or authorization in these following circumstances: 
 
*If we are providing health care services to you based on the orders of another health care provider. 
*If we provide health care services to you in an emergency. 
 
*If we are required by law to provide care to you and we are unable to obtain your consent after attempting to do 

so. 
 

*If there are substantial barriers to communicating with you, but in our professional judgement we believe that 
you intend for us to provide care. 

 



*If we are ordered by the courts or another appropriate agency 
 
Any use or disclosure of your protected health information, other than as outlined above, will only be made upon 
your written authorization.  
 
We normally provide information about your health to you in person at the time you receive chiropractic care from 
us. We may also mail information to you regarding your health care or about the status of your account. If you 
would like to receive this information at an address other than your home or, if you would like the information in a 
different form please advise us in writing as to your preferences as outlined above. 
 
You have the right to inspect and/or copy your health information for seven years from the date that the record was 
created or as long as the information remains in our files. In addition you have the right to request an amendment to 
your health information. Requests to inspect, copy or amend your health related information should be provided to 
us in writing.  
 
We are required by state and federal law to maintain the privacy of your patient file and the health protected health 
information therein. We are also required to provide you with this notice of our privacy practices with respect to your 
health information. 
 
We are further required by law to abide by the terms of this notice while it is in effect. We reserve the right to alter or 
amend the terms of this privacy notice. If changes are made to our privacy notice we will notify you in writing as 
soon as possible following the changes. Any change in our privacy notice will apply for all of your health information 
in our files. 
 
Information that we use or disclose based on this privacy notice may be subject to re-disclosure by the person to 
whom we provide the information and may no longer be protected by the federal privacy rules. 
 
This office utilizes an “open”-adjusting and physical therapy environment for ongoing patient care. Open adjusting 
or physical therapy involves several patients being seen in the same room at the same time. Patients are within 
sight of one another and some ongoing routine details of care are discussed within earshot of other patients and 
staff. This environment is used for ongoing care and this is NOT the environment used for taking patient histories, 
providing examinations or presenting reports of findings. These procedures are completed in a private, confidential 
setting. The use of this format is intended to make your experience with our office more efficient and productive as 
well as to enhance your access to quality health care and health information. If you choose not to be adjusted in an 
open-adjusting environment other arrangements will be made for you. 
 
If you have a complaint regarding our privacy notice, our privacy practices or any aspect of our privacy activities, or 
if you would like further information about our privacy policies and practices please contact: Arizona Pain Relief in 
writing. 
 
This notice is effective as of September 11th, 2018.  This notice, and any alterations or amendments made here at 
Arizona Pain Relief  will expire seven years after the date upon which the record was created. My signature 
acknowledges that I have received a copy of this notice. 
 
____________________________       _________________________   _______________ 
Name (Printed Please)                                         Signature                               Date 
 
If you are a minor, or if you are being represented by another party 
 
____________________________       _________________________   _______________ 
Personal Representative (Printed)       Personal Representative Signature        Date 
 
__________________________________________________________________________ 
Description of the authority to act on behalf of the patient. 

2 
 

 



Arizona Pain Relief Automated Messaging Consent Form

Dear Patient,

The Federal Communications Commission now requires consent to receive automated emails/text messages. 
**Please fill out  this form to ensure you continue to receive appointment emails and text messages**

Arizona Pain Relief utilizes an automated notification service to send you email and text messages to provide 
you with important information about your upcoming appointments. We will utilize the notification service 
to notify you of upcoming appointments, rescheduling, and cancellations.

Patient Name (Please Print): ___________________________________________

Primary Phone Number for Text Messages: (_______) ________ - _____________

Primary Email Address: _________________________________________________

By signing this form, you are authorizing Arizona Pain Relief to use an automated system to periodically 
deliver automated informational emails or text messages to the phone number(s) and email address 
provided above. Standard message & data rates may apply. If you change your phone number or no longer 
want to receive automated emails or texts, you agree to inform Arizona Pain Relief immediately. You agree 
that this consent will remain valid and you will continue to receive automated phone calls until you revoke 
consent.  

Patient Signature: __________________________________________ Date: ____________
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Revised Oswestry Pain Disability Questionnaire 
 
Name:_______________________________________________  Date: _____/_____/______ 
 
Please Read: 

This questionnaire has been designed to give your doctor/therapist 
information as to how your pain has affected your ability to manage 
everyday life.  Please answer every section, and mark in each section 
only the one box that best describes your condition today.   

We realize you may feel that two of the statements in any one section 
relate to you, but please just mark the box which most closely describes 
your current condition 

 
Section 1 – Pain Intensity 
 I can tolerate the pain I have without having to use pain medication. 
 The pain is bad, but I manage without having to take pain 

medication. 
 Pain medication provides me complete relief from pain. 
 Pain medication provides me moderate relief from pain. 
 Pain medication provides me little relief from pain. 
 Pain medication has no effect on the pain 
 

Section 6 – Standing 
 I can stand as long as I want without increased pain. 
 I can stand as long as I want but increases my pain. 
 Pain prevents me from standing for more than 1 hour. 
 Pain prevents me from standing for more than ½ hour. 
 Pain prevents me from standing for more than 10 mins. 
 Pain prevents me from standing at all. 

Section 2 – Personal Care (Washing, Dressing, etc.) 
 I can take care of myself normally without causing increased pain. 
 I can take care of myself normally, but it increases my pain. 
 It is painful to take care of myself and I am slow and careful. 
 I need help, but I am able to manage most of my personal care. 
 I need help every day in most aspects of my care. 
 I do not get dressed, wash with difficulty and stay in bed. 
 

Section 7 – Sleeping 
 Pain does not prevent me from sleeping well. 
 I can sleep well only by using pain medication. 
 Even when I take pain medication, I sleep less than 6 hours. 
 Even when I take pain medication, I sleep less than 4 hours. 
 Even when I take pain medication, I sleep less than 2 hours. 
 Pain prevents me from sleeping at all 

Section 3 – Lifting 
 I can lift heavy weights without increased pain. 
 I can lift heavy weights, but it causes increased pain. 
 Pain prevents me from lifting heavy weights off the floor, but I can 

manage if weights are conveniently positioned, e.g. on a table. 
 Pain prevents me from lifting heavy weights, but I can manage light 

to medium weights if they are conveniently positioned. 
 I can lift only very light weights. 
 I cannot lift or carry anything at all. 
 

Section 8 – Social Life 
 My social life is normal and does not increase my pain. 
 My social life is normal, but it increases my level of pain. 
 Pain prevents me from participating in more energetic activities (ex 

sports, dancing, etc. 
 Pain prevents me from going out very often. 
 Pain has restricted my social life to my home. 
 I have hardly any social life because of my pain. 

Section 4 - Walking 
 Pain does not prevent me walking any distance. 
 Pain prevents me walking more than 1 mile. 
 Pain prevents me walking more than ½ mile  
 Pain prevents me walking more than ¼ mile 
 I can only walk using crutches or a cane. 
 I am in bed most of the time and have to crawl to the toilet. 
 

Section 9 – Traveling 
 I can travel anywhere without increased pain. 
 I can travel anywhere but it increases my pain. 
 Pain restricts travel over 2 hours. 
 Pain restricts travel over 1 hour. 
 Pain restricts my travel to short necessary journeys under ½ hour. 
 Pain prevents all travel except for visits to the doctor/therapist or 

hospital. 
 

Section 5 - Sitting 
 I can it in any chair as long as I like. 
 I can only sit in my favorite chair as long as I like. 
 Pain prevents me sitting more than 1 hour. 
 Pain prevents me from sitting more than ½ hour. 
 Pain prevents me from sitting more than 10 mins. 
 Pain prevents me from sitting at all. 
 

Section 10 – Employment/Homemaking 
 My normal homemaking/job activities do not cause pain. 
 My normal homemaking/job activities increase my pain, but I can 

still perform all that is required of me. 
 I can perform most of my homemaking/job duties, but pain prevents 

me from performing more physically stressful activities (ex. Lifting, 
vacuuming). 

 Pain prevents me from doing anything but light duties. 
 Pain prevents me from doing even light duties. 
 Pain prevents me from performing any job/homemaking chores. 
 

 
 
Patient Signature ______________________________________________   Medical Provider_____________________________________________       
Patient Name __________________________________________________    Supervising Physician_______________________________________ 
 

           Chiropractor__________________________________________________ 
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