
 

 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________

Welcome to Integrity Chiropractic 
P l e a s e  P r i n t  C l e a r l y  a n d  f i l l  I n  c o m p l e t e l y Date_______ 

Print Name ______________________________________ Email _____________________________________ 

Street Address _______________________________Phone__________________ Cell__________________ 

City __________________________State _______Zip ____________ Date of Birth ______________________ 

Please Check �Sex:  Male•   Female• Right handed•   Left handed• Married•   Single�• 

Health History: 
Give reason for seeking chiropractic care: _________________________________________________________ 

Describe any health problems, including how long you've had them: ____________________________________ 

Are you under the care of any other doctor? Yes•   No�•

If Yes, the conditions being treated for:


List any current Medications: ___________________________________________________________________ 

List any past surgeries & dates: _________________________________________________________________ 

List any past accidents & dates:_________________________________________________________________ 

List any x-rays you've had in the past 2 years:______________________________________________________ 

Personal & Family History: 

Your Occupation: ________________________  Work Duties ________________________________________ 

Spouse’s Name and health status _______________________________________________________________ 

Children's ages and health status: _______________________________________________________________ 

Chiropractic History: 
Have you ever been to a Chiropractor before? Yes• No• If yes Doctor's Name_________________________ 

Date of last chiropractic visit___________________Reason for care ___________________________________ 

Date of last chiropractic x-rays _________________How long were you under care? _______________________ 

Are other family members under chiropractic care? - Yes�  No� Who? _______________________________ 

Wellness Commitment 
At Integrity Chiropractic we are dedicated toward achieving the goal of total lasting health for our members. 

To better help you achieve this, we need to understand your commitment toward being healthy. We do not ask 

for a financial commitment, but we do ask for your cooperative commitment. Based on a scale of 10% to 

100%, please circle your personal level of commitment toward obtaining and maintaining health and wellness.


10%-------- 20% ------- 30% --------40%-------- 50% --------60%-------- 70% ------- 80% --------90%-----------100% 

Where did you hear about our clinic, 

or who referred you? __________________________________________________________________________


FEMALES: Please Check One � Is there a possibility of you being pregnant? Yes• No• 



_____________________________________________ 

_____________________________________________ 

_____________________________________________ 

_____________________________________________ 

_____________________________________________ 

_____________________________________________ 

_____________________________________________ 

__________________________________________ 

P l e a s e  F i l l  i n  B e l o w  
If you have had the following, or if you suffer 

from the following, Please Check • 
Condition, Symptom 

Or Problem 
Constantly or 
Frequently 

Sometimes or 
Occasionally 

Headache � � 
Migraines �• �• 
Neck Pain �• �•

Shoulder Pain �• �•

Arm/Hand Pain �• �•

Mid Back Pain �• �•

Low Back Pain �• �•

Hip Pain �• �•

Leg/Foot Pain �• �•

Disc Problems �• �•

Arthritis �• �•

Other joint pain �• �•

Numbness �• �•

Joint Swelling �• �•

Dizziness �• �•

Nausea �• �•

Weakness �• �•

Fatigue �• �•

Nervousness �• �•

Insomnia �• �•

Heart Problems �• �•

Vision Changes �• �•

Nose Bleeds �• �•

Ringing in Ears �• �•

Earaches �• �•

Hearing Loss �• �•

Cough �• �•

Chest pains �• �•

Female problems �• �•

Allergies �• �•

Asthma �• �•

Cancer �• �•

Osteoporosis �• �•

Diabetes �• �•

Hypoglycemia �• �•

Digestive problem �• �•

Urinary Problems �• �•

Frequent colds �• �•

Skin conditions �• �• 
Other _________ �• �• 

Circle the areas where you have any problems. 
Please also describe these problems. 

Below, Please Fill In Any Other Health 
Information You Feel We Might Need For Your 
Care. 

Thank you for being complete and thorough. 

Your Signature Below Please 

Date: __________________________________
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         Jeffrey K. Listiak, D.C. 
 

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 for 
the same objective.  Chiropractic has only one goal.  It is important that each patient understands both the objective and the 
method that will be used to attain it.  This will prevent any confusion or disappointment.  
 

• Adjustment:  The 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:  The 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 vertebrae 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 diagnosis or treat any disease.  We only offer to diagnosis either vertebral subluxations or neuro-
musculoskeletal conditions.  However, if during the course of a chiropractic spinal examination 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 another health care provider. 
 
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 major interference to the expression of the body’s innate 
wisdom. Our only method is specific adjusting to correct vertebral subluxations.   However, we may use other procedures 
to help your body hold the adjustments. 
 
I, ______________________________ have read and fully understand the above statements. 
        (print name) 
 
All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my 
complete satisfaction. 
 
Therefore, I accept chiropractic care on this basis. 
 
_________________________________  ______________________________ 
           (signature)                (date) 
 
 

PREGNANCY RELEASE 
 
This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my 
permission to perform an x-ray evaluation.  I have been advised that x-ray can be hazardous to an unborn child.  Date of last 
menstrual cycle. ________________________ 
 
_________________________________   ______________________________ 
 (signature)                  (date)  
 
 

CONSENT TO EVALUATE AND ADJUST A MINOR CHILD 
 
I, _________________________ being the parent or legal guardian of _______________________________ 
have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive 
chiropractic care. 
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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 Integrity Chiropractic, we may use or disclose personal and 
health related information about you in the following ways: 

 
 Your protected health information, including 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 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 services provided to you.) 

 Your name, address, telephone number, e-mail address and health care records may be 
used to contact you regarding appointment reminders, information about alternatives to 
your present care, to advise you about health related meetings, workshops and products, 
or other health related information that may be of interest to you. 

 

You have a right to request restrictions on our use of your protected health information to treatment, 
payment and operations purposes. Such requests are not automatic and require the agreement of this 
office. 
 
If you are not at home to receive an appointment reminder or other related information, a message may 
be left on your answering machine or with a person in your household. You have a right to confidential 
communications and to request restrictions relative to such contacts. You also have the right to be 
contacted by alternative means or at alternative locations. 
 
We are permitted and may be required to use or disclose your health information without your 
authorization in these following circumstances: 
 

 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 judgment 

we believe that you intend for us to provide care.  
 If we are ordered by the courts or another appropriate agency. 

 
You have a right to receive an accounting of any such disclosures made by this office. 
 

Any use or disclosure of your protected health information, other than as outlined above, will only be 
made upon your written authorization. If you provide an authorization for release of information you 
have the right to revoke that authorization at a later date. 
 

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. 
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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 specific form, please advise us in writing as to your 
preferences.  
 

We are required by state and federal law to maintain the privacy of your patient file and the 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. 
 

If you would like further information or would like to file a complaint about our privacy policies and 
practices please contact Dr Jeff Listiak at 760-230-2939. 
 

You also have the right to lodge a complaint with the Secretary of the Department of Health and 
Human Services. If you choose to lodge a complaint with this office or with the Secretary your care 
will continue and you will not be disadvantaged by this office or our staff in any manner whatsoever.  
 

This office utilizes an “open-adjusting” environment for ongoing patient care. “Open adjusting” 
involves several patients being seen in the same adjusting 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 
in 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.  
 

This notice is effective as of ___________________. This notice, and any alterations or amendments 
made hereto 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 (Print)             Signature     Date 
 
If you are a minor, or if your are being represented by another party 
 
_________________________    ____________________________      ___________ 
Personal Representative Name (Print)    Personal Representative Signature    Date 
 
 
_____________________________________ 
Relationship to patient/Authority to act upon their behalf 
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