
 

Name: ______________________________________________________     Date ______________________________

Street: _______________________________________________________     City ______________________________

State: ______     Zip__________     Cell Ph _______________________     Home Ph ___________________________

Email: _______________________________________________________     Age _______ Date of Birth ____________

How did you hear about us _________________________ Blood Pressure________ Height________ Weight _________

        Client Information

Health History            
Last Chiro Visit? ______________ □ New to Chiropractic. Is there a certain Chiropractic technique or adjustment 

style that you prefer? ________________________________________________________________________     

What is your primary health issue?_____________________________________________________________ 

When did it Start? _____________  ⏐ Current Status: better / worse /same ⏐ Pain level? 0 1 2 3 4 5 6 7 8 9 10

Do you have a past history with this area ?  ______________________________________________________

How often is it there?   □ Rarely ⏐ □ Comes & Goes ⏐ □ Constant  ⏐ □  Only with Certain Movement

How would you describe the pain?   □ Dull ⏐ □ Tight ⏐ □ Achy ⏐ □ Stiffness ⏐ □ Soreness  ⏐ □ Throbbing                                                                               

□  Burning   ⏐  □ Stabbing ⏐  □ Sharp  ⏐  □ Tingling  ⏐  □ Numbness ⏐ □ Electric                                                    

Does your pain travel? □ Yes  □ No   If  Yes;  Where does it travel to? _________________________________

What makes it feel better?   __________________________________________________________________

What actives make it feel worst?  ______________________________________________________________

Prior treatment or Testing for this? ____________________________________________________________

What are your activity goals in the next 3 months? ________________________________________________

Mark the areas of Pain / Doctor Use Only:
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Name:______________________________________  Date: _______________________________

Stress Level ⏐ Rate your stress level currently on a scale from 1-10 (10 being the most stress). Note that stress 
can come in forms such as over worked, relationships, health concerns, tiresome family or work responsibilities, 
excessive fear, worry, anxiety, insomnia, road rage, not happy with life, depression, etc. 1 2 3 4 5 6 7 8 9 10  
Main reason for stress: _________________________________________________________ What steps are you 
currently taking to reduce your stress? ________________________________________________________________ 

Sleep Quality ⏐ How is your sleep? (check all that apply) □ Restful □ Restless □ Hard to get sleep □ Wake up 
often □ Nightmares ⏐ Do you sleep on your □ Back □ Side □ Stomach ⏐ What time do you usually go to sleep? 
_____________ Average hours of sleep night? _____________________________ 

Energy Level ⏐ List on a scale from 1-10 (10 being the highest) what is you energy level during the following 
times:  AM: ____ Afternoon: ____ Evening: _____ Late PM :______ After meals: _______ Overall: ____________ 

Daily Habits ⏐ For each of these items listed below specify if you consume them and how often i.e. 2 cups/day.  
Coffee/Tea: ____ Soda: ________ Alcohol: ________ Water: _______ Fast food: _____________ Tobacco: ________ 

Vitamins/Minerals: □ Multi □ Vit D □ Omega 3 ____________________________________________________________

Medication ⏐ Please list current medications, duration, and reason for taking them:__________________ 
_________________________________________________________________________________________   
Surgeries/Hospitalizations ⏐ What surgeries, operations, traumas, fractures, car accidents, etc. have you had? 
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Circle if you have any immediate family members with history of :⏐ Allergies ⏐ Arthritis ⏐ Asthma ⏐ Cancer ⏐Diabetes 
⏐Heart Disease ⏐ Mental Disease ⏐Thyroid ⏐ other ______________________________________________

Review of Systems: Circle any of these symptoms within the last 4 weeks

General:  Weight Loss ⏐ Weight gain 
Head: Headache ⏐ Dizziness ⏐Head Trauma
Eyes: ⏐ Change in vision ⏐ Cataracts ⏐ Light sensitivity ⏐ 
Flashes in vision ⏐ Spots in Vision
Ears: ⏐ Hearing difficulty ⏐ Earaches ⏐ Discharge ⏐Ringing
Nose: ⏐ Bleeds ⏐ Sinus problems
Mouth: ⏐ Jaw Pain ⏐ Changes in taste ⏐Bleeding gums 
Skin: ⏐ Rash ⏐ Bruising ⏐ Itching
Lung: ⏐ Difficulty Breathing ⏐ Asthma ⏐ Wheezing ⏐ 
Persistent cough ⏐ Coughing Phlegm
Vascular: ⏐ Chest pain ⏐ Palpitations ⏐ Ankle Swelling ⏐ 
Leg cramps ⏐ High Blood Pressure

GI: ⏐ Gas ⏐ Heart burn ⏐ Vomiting/Nausea ⏐ Abdominal 
Pain ⏐ Constipation ⏐ Diarrhea ⏐ Decrease urination 
Neurological: ⏐Tingling sensation ⏐Weakness ⏐Numbness
Difficulty walking ⏐ Poor coordination
Muscle/Bone: ⏐ Joint pain ⏐ Arthritis ⏐ Bone Pain
Conditions:  ⏐ Pregnant  ⏐ Diabetes ⏐ Thyroid Condition 
⏐ Heart Condition ⏐ Cancer ⏐ Osteoporosis ⏐ 
Degneration ⏐ Stroke ⏐ High cholesterol ⏐ Stroke ⏐ 
Allergies ⏐ others: _________________________ 
_______________________________________
_______________________________________
_______________________________________



By Law we are to give you an Informed Consent and Notice of Protection of Privacy.  

Please read over and Sign.

Informed Consent
I have voluntarily requested that Santa Cruz Spine & Sport Team. assist me in the management of my health concerns.  I have understood 
and agree to all policies and terms provided.  I understand that Doctors are licensed chiropractors and that their services are not to be 
construed or serve as a substitute for standard medical care.  The doctors recommend that I undergo regular routine medical check-ups 
by my medical doctor.  

Medical doctors, doctors of chiropractic, osteopaths, and physical therapists who perform manipulation are required by law to obtain 
your informed consent before starting treatment.  I, the undersigned, do hereby give my consent to the performance of conservative 
noninvasive treatment to the joints and soft tissues.  I understand that the procedures may consist of adjustments involving the movement 
of the joints and soft tissues.  Physiotherapy modalities (ex: Graston Technique, motor nerve stim, ultra sound, etc), in-office exercises, 
taping, nutritional supplements/dietary recommendation, among others, may also be used.

Routine chiropractic examination and treatment involve some for the following methods

• Observation and Inspection:  Visualization includes general body viewing in a standing position from the front, back and side.  All 
symptomatic (painful) body parts may be viewed. Although not usually required, if clothing interferes with the examination or 
treatment of an area patient gowning will be utilized.  Women may request a female observer be present at any time during 
examination and/or treatment.

• Auscultation: Using a stethoscope to listen for blood pressure and other body sounds

• Palpation:  This means the doctor will touch you.  The doctor will feel for tenderness, heat, swelling, nodularity, laxity/integrity of 
the tissues, and the other abnormalities.

• Percussion:  Using a rubber hammer and tapping on bones or tendons.

• Orthopedic/neurologic testing:  These are standard tests to assess your neuromusculoskeletal systems.

• Muscle testing:  testing muscles for weakness and/or pain with contraction.

• Myofascial and/or Graston Technique: muscle work sometimes involves tools to increase flexibility and break up adhesions in 
the muscle or myofascial tissues

Although spinal adjustments is considered to be one of the safest, most effective forms of therapy for musculoskeletal problems, I am 
aware that there are possible risks and complication associated with these procedures as follows:

Soreness:  I am aware that like exercise, it is possible to experience muscle soreness in the first few treatments.

Dizziness:  Temporary symptoms like dizziness and nausea can occur but are relatively rare.  Please inform the doctor if you experience 
these symptoms.

Fractures/Joint Injury:  I further understand that in isolated cases underlying physical defects, deformities, or pathologies like weak bones 
from osteoporosis may render the patient susceptible to injury.  When osteoporosis, degenerative disk, or other abnormality is detected, 
this office will proceed with extra caution.

Physical Therapy Burns: Some of the therapies used in this office generate heat and may rarely cause a burn.  Despite precautions, if a 
burn is obtained, there will be a temporary increase of pain and possible blistering.  This should be reported to the doctors.

Stroke:  Although strokes happen with some frequency in our world, strokes from chiropractic adjustments are extremely rare.  I am 
aware that nerve or brain damage including stroke is reported to occur once in a million to once in ten million treatments.  Once in a 
million is about the same chance as getting hit by lightening.  A 2009 study of 100 million person-years found “no evidence of excess risk 
of stroke associated with chiropractic care compared to primary care.”  If you have any question about this please ask the doctor.  We 
would be happy to discuss other options and answer any of your questions.

A thorough health history and tests will be performed on me to minimize the risk of any complication from treatment and I freely 
assume these risks.



I also understand that there are beneficial effects associated with these treatment procedures including decreased pain, improved mobility 
and function, and reduced muscle spasm.  However, I appreciate there is no certainty that I will achieve these benefits.

I realize that the practice of medicine, as well as chiropractic, is not an exact science and I acknowledge that no guarantee has been made 
to me regarding the outcome of these procedures.

I agree to the performance of these procedures by my doctor and other such persons of the doctor’s choosing

Reasonable alternatives to these procedures include rest, home applications of therapy, prescription or over-the-counter medications, 
exercises and possible injections and/or surgery.

Medications: Medication can be used to reduce pain or inflammation.  I am aware that long term use or overuse of medication is always 
a cause for concern.  Drugs may mask pathology, produce inadequate or short-term relief, undesirable side effects, physical or 
psychological dependence, and may have to be continued indefinitely.  Some medications may involve serious risks.  We cannot advise you 
regarding any medication/s.  Please consult your M.D.

Rest/Exercise:  Simple rest is not likely to reverse pathology, although it may temporarily reduce inflammation and pain.  The same is true 
of ice, heat, or other home therapy.  Prolonged bed rest contributes to weakened bones and joint stiffness.  Exercises are of limited value 
but are not corrective of injured nerve and joint tissues.

Surgery:  Surgery may be necessary for conditions such as joint instability or serious disk rupture, among others,  Surgical risks may 
include unsuccessful outcome, complications, pain or reaction to anesthesia, and prolonged recovery.

Non-treatment:  I understand that potential risks of refusing or neglecting care may include increased pain, scar/adhesion formation, 
restricted motion, possible nerve damage, increased inflammation, and worsening pathology.  The aforementioned may complicate 
treatment making future recovery and rehabilitation more difficult and lengthy. 

I have read or have had read to me the above explanation of chiropractic treatment.  The doctor has also asked me if I want a more 
detailed explanation: but I am satisfied with explanation and do not want any further information.  I have made my decision voluntarily 
and freely.  To attest to my consent to these examination and treatment procedures, I hereby affix my signature to Informed Consent 
section on the Intake form.     Sign __________________________   Date _______________

Notice of Protection of your Privacy 

This Notice describes how medical information about you may be used, disclosed, and how you can get access to 
this information.  
Spine & Sport is required, by law, to maintain the privacy and confidentiality of your protected health information 
and to provide our patients with notice of our legal duties and privacy practices with respect to your protected 
health information. 

Disclosure of Your Health Care Information  
Treatment: We may disclose your health care information to other healthcare professionals within our practice for the 
purpose of treatment, payment or healthcare operations. (Example) “In the event of your primary healthcare provider is 
absent due to vacation, sickness, or other emergency situation, it is our policy to provide a substitute healthcare provider, 
authorized by one of the doctors to provide assessment and/or treatment to our patients, with out advanced notice.” Every 
effort will be made to protect your privacy. If you are at all uncomfortable, please inform any of our staff. Our answering 
machine is not a closed system. When messages are retrieved, there is a chance your message could be overheard. Again, 
every effort is made to take messages off the machine with your privacy considered. Our staff monitors our filing area at all 
times and it is separate from the treatment rooms.  
Worker’s Compensation: We may disclose health information to comply with State Worker’s Compensation Laws. 
Emergencies: We may disclose health information to notify or assist in notifying a family member or another person 
responsible for your care about your medical condition or in the event of emergency or of your death.  
Public Health: As required by law, we may disclose heath information to public health authorities for purposes related to: 
preventing or controlling disease, injury or disability, reporting child abuse or neglect, reporting domestic violence, reporting 



to the Food and Drug Administration problems with products and reactions to medications, and reporting diseases or 
infection exposure. 

Judicial and Administrative Proceedings: We may disclose your health information in the course of any administrative or 
judicial proceeding. 
Law enforcement: We may disclose your health information to law enforcement officials for the purposes such as identifying 
or locating a suspect, fugitive, material witness or missing person, complying with a court order or subpoena, and other law 
enforcement purposes.  
Decease Persons: We may disclose your health information to coroners or medical examiners. 

Research: We may disclose your health information to researchers conducting research that has been approved by an 
institutional Review Board. 

Public Safety: It may be necessary to disclose your health information to appropriate persons in order to prevent or lessen 
a serious and imminent threat to the health or safety of a particular person or to the general public. 

Specialized Government Agencies: We may disclose health information for military, national security, prisoner and 
government benefit purposes. Marketing: We may contact you for marketing purposes as described below:  
1.) As a courtesy to our patients it is our policy to contact you on the day prior to your scheduled appointment to remind 
you of your appointment time. If you are not available, we will leave a reminder message on your answering machine or with 
the person available. No personal health information will be disclosed during this reporting or message other than the date 
and time of you your scheduled appointment. 2.) As a service to our patients, it is our policy to occasionally send a health 
newsletter or a flyer regarding upcoming health classes offered on our premises. It is not our policy to disclose any personal 
health information about your condition for the purposes of these marketing mailings. 3.) It is our practice to participate in 
charitable events to raise awareness, food donations, gifts, money etc. During these times, we may send you a letter, postcard, 
invitation or call to invite you to participate in the charitable activity. We will provide you with information about the type of 
activity, the date and times, and request your participation in such an event. 4.) Occassionally, we will send birthday or holiday 
greetings or health reminders to our patients. It is not our policy to disclose any personal health information about your 
condition in these mailings. 

Change of Ownership: In the event that Dr. Justin McLeod sells or merge with another organization, your health information/
record will become the property of the new owner. 

Your Health Information Rights  
1.) You have the right to request restriction on certain uses and disclosures of your health information. Please be advised, 
however, that the doctors are not required to agree to the restriction that you requested. 2.) You have the right to have your 
health information received or communicated through an alternative method when sent to an alternative location other than 
the usual method of communication or delivery, upon your request. 3.) You have the right to inspect your health information. 
4.) You have the right to request that the doctors amend your protected health information. Please be advised, however, that 
the doctors are not required to agree to amend your protected health information. If you request to amend you health 
information has been denied, you will be provided with an explanation of our denial reason(s) and information about how 
you can disagree with the denial. 5.) You have a right to receive an accounting of disclosures of your protected health 
information made by Spine & Sport

Changes to this Notice of privacy Practices  

Spine & Sport reserve the right to amend this Notice of Privacy Practice at any time in the future and will make the new 
provisions effective for all information that it maintains. 

We are required by law to maintain the privacy of your health information and to provide you with notice of its legal duties 
and privacy practices with respect to your health information. If you have questions about any part of this notice or if you 
want more information about your privacy rights, please contact us at (831) 713-8400. If Dr. McLeod is not available, you may 
make an appointment for a personal conference in person or by telephone within 2 working days.                                         

Sign: __________________________________________________________________  Date:____________________


