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• Individualized Family Chiropractic Care 

• Customized Nutritional Counseling 

• Pediatric & Perinatal Certified 

• Rehabilitation Exercises 

 
 

PERSONAL HISTORY 

Name:  _________________________________________ Today’s Date _______________________________ 

Address:  _______________________________________ Business Employer: _______________________________ 

City:  __________________________________________ Type of Work: ____________________________________ 

State:  __________ Zip/Postal Code:  _____________ Work Phone: _____________________________________ 

Home Phone Number:  ____________________________ Cell Phone:________________________________ 

Date of Birth:  ____________ Age: __ Sex: □ M □ F Circle One:  Single  Married  Widowed  Divorced  Separated 

Email Address:__________________________________  Name Of Spouse (If applicable): ______________________ 

Referred To This Office By: _________________________ Phone Number of Emergency Contact: ________________ 

Who is Responsible For Your Bill, You and  □ Spouse   □ Workers’ Comp   □ Auto Insurance   □ Medicare 

□ Personal Health Insurance Co.: ____________________ □ Health Card Number:  ____________________________ 

Insured Person’s Name:____________________________ Insured Person’s Date of Birth: _______________________ 
Name of Individual you authorize us to share your health 
information/appointment scheduling/financial information: ________________________________________________ 
 

CURRENT HEALTH CONDITION 

Reason for Visit: ____________________________________________________________________________________ 

When Did This Condition Begin?______________________________  Has the Condition Occurred Before?  □ Yes  □ No 

Is this condition getting worse?  □ Yes □ No        Rate the severity of the pain 1 (least pain) to 10 (severe pain) _________ 

Type of Pain: □ Sharp  □ Dull □ Throbbing □ Numb  □ Stiff  □ Burning □ Aching □ Shooting  □ Tingling □ Cramping _______ 

How often do you have this condition: _____________ Does it interfere with: □ Work  □ Sleep □ Daily Routine □ Recreation 

Activities or movements that are painful to perform:       □ Sitting    □ Standing    □ Lifting    □ Walking    □ Lying Down 

Other Doctors Seen For This Condition:  □ Yes □ No   If Yes Who?  ____________________________________________ 

Type of Treatment: ____________________________________ Results: ______________________________________ 

Is Condition:  □ Job Related   □ Auto Accident □ Home Injury □ Fall □ Other: _____________________________________ 

Date of Accident: ______________________________________ Time of Accident: _______________________________ 

Have You Made A Report Of Your Accident To Your Employer/Insurance Company:  □ Yes  □ No 

__________________________________________________________________________________________________ 
Vitamins/Herbs/Minerals You are taking: _________________________________________________________________ 
 

Medications you are taking: ___________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
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PAST HEALTH HISTORY 
 

Please Check all that apply and write dates:  

Major Surgery/Operations:  □ Appendectomy □ Tonsillectomy □ Gall Bladder □ Hernia □ Back Surgery □ Broken Bones 

□  Other (please list details)____________________________________________________________________________ 

Major Accidents Or Falls: _____________________________________________________________________________ 

Hospitalization (Other Than Above): _____________________________________________________________________ 
Previous Chiropractic Care:  □ None  □ Doctor’s Name & Approximate Date of Last Visit: ___________________________ 
Date of Last:   Spinal X-ray ___________    MRI __________ (region:_______)  Physical Exam ___________ 
 

Below is a list of diseases, which may seem unrelated to the purpose of your appointment.  However, 
these questions must be answered carefully as these problems can affect you overall course of care. 
 

CHECK ANY OF THE FOLLOWING DISEASES or SYMPTOMS YOU HAVE HAD: 
 Pneumonia  Mumps  Influenza 
 Rheumatic Fever  Small Pox  Pleurisy 
 Polio  Chicken Pox  Arthritis 
 Tuberculosis  Diabetes  Epilepsy 
 Whooping Cough  Cancer   (type: ________________)  Mental Disorders 
 Anemia  Heart Disease  Lumbago 
 Measles  Thyroid  Eczema 
      
   
      

CHECK ANY OF THE FOLLOWING YOU HAVE HAD IN THE PAST SIX MONTHS: 
MUSCULO-SKELETAL GENITO-URINARY FEMALES ONLY 

 Low Back Pain  Bladder Trouble When was your last period? 
 Pain Between Shoulders  Painful/Excessive Urination   
 Neck Pain  Discolored Urine Are you Pregnant? 
 Arm Pain  Kidney Stones    Yes     No 
 Joint Pain/Stiffness C-V-R   
 Walking Problems  Chest Pain  MENTAL/EMOTIONAL 
 Difficult Chewing/Clicking Jaw  Short Breath  Anxiety 

 General Stiffness  Blood Pressure Problems  Psychotic episodes 
 Gas/Bloating After Meals  Irregular Heartbeat  Attempted suicide in lifetime 
 Heartburn/Reflux  Heart Problems or congenital defect  Anger/aggression 
 Black/Bloody Stool  Lung Problems/Congestion  Attention Deficit 
 Irritable Bowel/Colitis/Chron’s  Varicose Veins  Depression 
   Ankle Swelling   

NERVOUS SYSTEM  Stroke  Please outline on the diagram  
 Weakness in arms/legs/body    the area of your discomfort 
 Numbness EENT   
 Paralysis  Vision Problems   
 Dizziness  Dental Problems   
 Forgetfulness  Sore Throat   
 Cold or discolored extremities  Ear Aches or Infection   
 Fainting  Hearing Difficulty   
 Convulsions or Seizures  Stuffed Nose or Sinus Infection   
 Tingling Extremities  Ringing in the ears   
  MALE/FEMALE   

GENERAL CODE  Menstrual Irregularity   
 Fatigue  Menstrual Cramps   
 Allergies (List: ________________)  Vaginal Pain/Infection   
 Loss of Sleep  Breast Pain/Lumps   
 Fever  Prostate/Sexual Dysfunction   
 Headaches  Other Problems   
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PAST HEALTH HISTORY (cont) 
 

 
GASTRO-INTESTINAL FAMILY HISTORY EXERCISE 
 Poor/Excessive Appetite List family members with the following     None 
 Excessive Thirst illnesses:    Mild 1-2x/wk 
 Frequent Nausea  Heart Disease ________________  Moderate 3x/wk 
 Vomiting  Cancer _____________________  Daily   
 Diarrhea  Diabetes ____________________  Heavy  (daily and intense) 
 Constipation   Stroke ______________________   
 Hemorrhoids  Neurological Disorder __________ HABITS 
 Liver Problems  Other _______________________  Smoking (Pack/day)_________ 
 Gall Bladder Problems    Alcohol  (Drinks/wk) _______ 
 Weight Trouble  Height_______________________  Coffee/Caffeine (Cups/day) ___ 
 Abdominal Cramps  Weight_______________________  Water Ounces/day __________ 
     High Stress Level 
      Reason ___________________ 
     Things you do to handle 

stress 
     __________________________ 

     __________________________     

 
 

“GEORGE’S CEREBROVASCULAR CRANIOCERVICAL FUNCTION TEST” 
Instructions:  Please check the correct response. 
Historical Information 

• Have you ever been diagnosed or told you have any of the following? 
1. High Blood Pressure (hypertension)      □ Yes  □ No    
2. Hardening of the arteries (arteriosclerosis)     □ Yes  □ No 
3. Diabetes         □ Yes  □ No 
4. Heart or blood vessel diseases       □ Yes  □ No 
5. Bone spurs on the neck bones (cervical spondylosis)    □ Yes  □ No 
6. Whiplash injury (flexion-extension injury) (cervical spine)    □ Yes  □ No 
7. Have any of your relatives suffered a stroke?     □ Yes  □ No 
8. Were you ever a smoker?  If yes, from __________ to ________________  □ Yes  □ No  
9. (Women Only) Have you ever taken oral Contraceptives?    □ Yes  □ No 

▪ If yes, from ______________________ to _______________________ 
 

• Have you ever had any of the following, even short, temporary attacks, in the last year? 
1. Blurred Vision        □ Yes  □ No 
2. Double Vision        □ Yes  □ No 
3. Diminished or partial loss of vision in one or both eyes?    □ Yes  □ No 
4. Complete loss of vision in one or both eyes?     □ Yes  □ No 
5. Ringing, buzzing or any noise in the ear(s)?     □ Yes  □ No 
6. Hearing loss in one or both ears?      □ Yes  □ No 
7. Slurred speech or other speech problems?     □ Yes  □ No 
8. Difficulty swallowing?        □ Yes  □ No 
9. Dizziness?         □ Yes  □ No 
10. Temporary lack of understanding?      □ Yes  □ No 
11. Loss on consciousness, even momentary blackouts?    □ Yes  □ No 
12. Numbness or loss of sensation in the face, fingers, hand, arms, legs,  

                      or any other parts of your body?      □ Yes  □ No 
13. Any other abnormal sensations in any part of your body?    □ Yes  □ No 
14. Weakness, clumsiness or loss of strength in the face, finger, hands,                  

               arms, or legs?        □ Yes  □ No 
 15.   Sudden collapse without loss of consciousness?     □ Yes  □ No  
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healthcarecomplete 
Dr. Jennah Dieter, D.C., C.A.C.C.P. 

260 Merrimac St.  
Newburyport, MA 01950 

978-499-WELL (9355) 

 
 

Release of Patient Information 

  
 

 

Patient Name (print) ___________________________________          Date of Birth: _______________ 

 

Authorized Release of Records to Primary Care Physician 

 

I hereby authorize Healthcare Complete to release health care information regarding my treatment to the PCP 

listed below.  I understand that records may be released while I am under care per my request to my PCP.  

 

Primary Care Provider Information 

 

Doctor Name/Practice Name _________________________________________ 

Address __________________________________________________________ 

City ____________________ State ______________________ Zip __________ 

Phone ______________________ Fax ____________________ 

 

Patient Signature_______________________________________________________ 

 

 

 

 

Authorized Release of Medical Records from other Providers 
 

I hereby authorize Healthcare Complete to obtain any of the following medical records from my previous or 

concurrent medical providers: X-ray, MRI, CT films and reports, SOAP notes, prescriptions, lab tests and any 

other necessary medical records. 

 

I hereby authorize the following medical facilities to release medical information pertinent to the management 

of my health. 

 

Doctor Name/Facility Name _________________________________________ 

Address __________________________________________________________ 

City ____________________ State ______________________ Zip __________ 

Phone ______________________ Fax ____________________ 

 

Patient Signature_______________________________________________________ 
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CREDIT CARD PREAUTHORIZATION 

 
Healthcare Complete 

 

260 Merrimac Street-The Towle Building 

 

Newburyport, MA 01950 

 

978-499-WELL (9355) 

 
 

To better serve our patients, and to give the best care to everyone, we require a credit/debit card  

 

to be kept confidentially in each patient file. Please complete the information below: 

 

Patient Name:  _____________________________________________  

 

I authorize Healthcare Complete to charge my credit card account for patient care under the  

 

following circumstances (check off each one that you authorize):  

 

 

 Please charge my credit card weekly in pre-payment of my appointments  

 

 Please charge my credit card after each visit 

 

 My bill is over 90 days past due, and an attempt to reach me by phone or mail has 

been made, without response. 

 

 My insurance didn’t cover a service I received, and an attempt to reach me by phone 

or mail has been made, without response. 

 

 

Cardholder Signature:__________________________________Date____________________ 

 
 

 

 

 



OUR MISSION 
To create optimal lifelong health and well-being for families, from newborns to seniors, by caring for the unique 

needs of the whole person and educating our community about the body’s natural ability to heal. 
 
This office is committed to providing patients with quality health care services delivered with dignity and concern. Fulfilling this commitment requires the efforts of 
the doctors, therapists, staff and patients working together as a team to obtain maximum results. Patient satisfaction is a vital interest to our staff.   
 
Please direct any questions or concerns to a member of our staff. We encourage questions and/or concerns to avoid misunderstandings. Office hours allow our 
patients convenience to schedule appointments before and after work as well as during lunch. If you must miss an appointment, please notify us 24-48 hours in 
advance. If you do not notify us prior to 24 hours to cancel an appointment or do not show up for your scheduled appointment, you will be charged $25.00 
as a missed appointment fee that you must pay before you are seen or treated again.  
This facility shall not be liable for lost, damaged or stolen property and patients are encouraged to leave valuables at home. Cell phones should be silenced to 
accommodate for the healing environment. We are a fragrance-free facility and ask that you refrain from wearing fragrances. 
 

HEALTHCARE PRIVACY NOTICE/HIPPA 
We are very concerned with protecting your personal health information. There may be times our office may need to contact you regarding office matters.  By 
signing below, you have authorized this office to contact you for office related matters and thank you notices for referrals using your first name in the following 
manner: phone-work-home or mobile, text messages, e-mail and regular mail to include sealed envelopes and postcards.  Messages may be left on an answering 
device/voicemail, or with the person answering your phone-home-work-mobile.  Also, in accordance with the Health Insurance Portability and Accountability act of 
1996 (HIPAA), updated September 23, 2013, this office is obliging to supply you with a copy of the office privacy policies and procedures upon request.  This 
document outlines the use and limitations of the disclosure of your personal health information and your rights as a patient.   

I ACKNOWLEDGE THAT I HAVE BEEN OFFERED A COPY OF: NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION/HIPPA 
 

____(Initial) Optional authorization: I authorize that this office may share my health information, appointment, and financial arrangements with the people listed 
here: (List person(s)) ______________________________________________________________________________________________________ 

 
AUTHORIZATION TO PERFORM EXAMINATION 

The process of determining suitability for Chiropractic Services involves answering fully and truthfully all questions presented to you either written or spoken 
regarding your past and present health status. If warranted, a physical examination will be performed that can include but is not limited to vitals measurement, 
systems evaluation, orthopedic tests, and maneuvers (tests that move and stress parts of the body), neurological test (tests using sharp or dull instruments, 
smells, or sounds, gently tapping) as well as physical touching. These tests and maneuvers will help the Chiropractor determine what may be causing your 
complaints. Occasionally, some temporary soreness and/or stiffness may occur due to the examination. Less frequently an aggravation of presenting symptoms or 
initiation of new symptoms may occur.  By signing below, you have authorized the performance of a consultation and examination.   

 
ASSIGNMENT OF BENEFITS/AUTHORIZATION & LIEN 

I, the assignee, being the patient or the legal guardian for said minor listed below, do hereby irrevocably authorize, direct, assign and give a full lien to the office 
named above and listed below, hereinafter referred to as the “Facility” against any & all insurance benefits, proceeds of any settlement, judgment or verdict which 
may be paid to the undersigned as a result of the injuries or illness for which I have been treated by the Facility.   
 
I, the assignee, further authorizes any and all insurance company(s), attorney, and any third party payer to pay the Facility all sums of money due them for any & all 
services rendered to me or minor by whom I am responsible for by reason of accident, illness and by any & all reason of any other bills that are due or may become 
due, and to withhold such sums from any health & accident, workers compensation and or third party benefits.  
 
Assignee agrees that this facility & staff may deliver medical records, consultations, depositions, and/or court appearances which must be paid in full in advance and 
authorizes this Facility to release any information pertinent to said health care to any insurance company, adjuster, attorney, or legal service bureau to facilitate 
collections under the terms of this document.  Assignee grants this Facility a full power of attorney to endorse any checks for payments to this office for any 
indebtedness owed to this office for services rendered to the patient. 
 

INSURANCE BENEFITS/CREDIT POLICIES/DISCOUNTS/PAYMENT TERMS/REFUND TERMS 
As a courtesy, the Facility will obtain a verification of applicable insurance benefits as they are quoted to us, but some third-party payers misquote benefits, coverage, 
and liability. Our Facility & staff are not responsible for what a third-party payer and/or a representative may tell us. Any contractual, written, verbal, or other obligations 
or arrangements between you and an attorney, insurance company, liable or third-party payer are between you and said person. Our Facility will file initial insurance 
claims for you.  
 
Co-pays, deductibles, and all non-covered service charges are due the day the service is rendered. For your convenience we accept cash, check, debit and credit 
cards which are kept in encrypted files. For patients who have insurance plans for which we are out-of-network, you are responsible for charges on all service(s) 
and/or product(s) which insurance reimbursement is lower than our billed amount. 
 
All account balances, including automobile and or work injury claims must be paid in full within 90 days of the release of treatment. Patients are fully responsible for 
all money owed this office and such payment is not contingent on any settlement, claim, judgment, or verdict by which they may eventually recover the said fee and 
it is also regardless of any attorney liens or pending settlement(s). If a third party payer fails to pay said balance in full within the 90 day period, the patient must pay 
the balance in full. Assignee is fully responsible for all money owed this Facility for any and all treatment, products, and services rendered to the patient or minor 
shown below.  This office requires a credit card to be kept in our secure files. If charges are over 90 days past due or in the unlikely event insurance does not cover 
services rendered, Healthcare Complete will contact the assignee to utilize the credit card on file to pay for balances owed.  
 
A service charge is computed by a “periodic rate” of 1.5 % per month-18% per annum & is added to all balances owed 60+ days.  Any balance past due 90 days or 
more may be submitted to an attorney and/or agency for legal collection for which the undersigned agrees to be 100% responsible for all monthly service charges, 
interest, costs related to but not limited to all collections related expenses, attorney fees, court & filing fee’s. Returned checks, debits & credit charges made payable 
to this Facility for insufficient funds, stop payments, or other of non-payment will be assessed a $30.00 charge.  
 
If a patient decides to terminate a pre-paid care plan prior to the termination date or visit limit, the patient shall be entitled to a refund.  The refund shall equal the 
lump-sum amount(s) paid less any and all sums due for the services actually performed, including adjustments or other treatments, and examinations, re-
examinations and consultations.  Refund requests must be made in writing to the office and funds will be paid to the patient within 30 days of the termination by 
either party.  
 
Your signature on this document confirms that you have read, understand and agree to comply with all of the terms & conditions of the Health Care 
Privacy Notice and all policies, consents, terms & conditions regarding your responsibilities to this Facility and that you grant the physicians, therapists 
and/or staff of this Facility to use and share your confidential health information with others in order to treat you and/or to arrange for payment of your 
bill and/or for issues that concern this Facility operations and responsibilities.  
 
Patient Signature: _________________________________________  Printed Name: ______________________________________________Date: _________ 
Doctor Signature: __________________________________________Printed Name: ______________________________________________ Date: _________ 
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