
​RETURNING PATIENT UPDATE​

​Patient Name  ______________________________________________ DOB __________________ Date  _____________________​

​Address  ____________________________________________________________________________________________________​

​Phone  _________________________________________   Email  ______________________________________________________​

​Emergency Contact Name ___________________________________________ Phone______________________________________​

​Symptom / Chief  Complaint​

​____________________________________________________________________________________________________________​

​When Did It Start? __________________ How Did It Start? ______________________________________________________________​

​Type Of Pain: __Dull   __Ache   __Sore   __Stiff   __Sharp   __Stinging   __Numb​

​Is the pain:  __Constant (76-100%) __ Frequent (51-75%) __ Occasional (26-50%) __Intermittent (0-25% Of The Time)​

​What Increases Your Pain: __Sitting   __Standing   __Walking   __Lifting   __Changing Position   __Computer/ Phone   __Driving​

​Exercise___Other/(explain)________________________________________________________________________________________​

​Things That Ease the Pain: __Rest   __Cold   __Heat   __ Massage   __ Medication  ___ Stretching   Other ________________________​

​SINCE YOUR LAST VISIT, HAVE YOU HAD ANY OF THE FOLLOWING?​

​Surgery- If Y/ Type & When? ________________________________________________________________________________​

​Hospitalization - If Y/ Cause & When?_________________________________________________________________________​

​Serious Illness - If Y/ Type & When?___________________________________________________________________________​

​Auto Accident - If Y/ When? _____________   Sports Injury - If Y/ When?____________ Head Injury - If Y/ When?__________​

​Fracture/Dislocation - If Y/ When? ____________   Major Dental Work - If Y/ When? ____________​

​Any Changes with Medication/Supplements: ___________________________________________________________________​

​Vaccines in the past 6 years _________________________________________________________________________________​

​Any other significant changes/ loss/ stress ______________________________________________________________________​

​___________________________________________________________________________________________________________​

​Patient Signature​​_______________________________________​ ​Date​​_______________________________________________​





​Acknowledgement for Use and Disclosure of Protected Health Information and  Consents​
​to Chiropractic Evaluation, Treatment and Financial Policies​

​Notice​​of​​Privacy​​Practices​​I​​have​​read​​and​​understand​​the​​Notice​​of​​Privacy​​Practices​​for​​Dr.​​Derik​
​Sanders;​ ​“Your​ ​Information.​ ​Your​ ​Rights.​ ​Our​ ​Responsibilities.”​ ​which​ ​describes​ ​how​ ​my​
​Protected​​Health​​Information​ ​may​​be​​used​​or​​disclosed.​​I​​understand​​that​​I​​may​​request​​a​​copy​​of​​the​
​Notice from Dr. Derik Sanders at any  time.​

​Informed​ ​Consent​ ​and​ ​Authorization​ ​for​ ​Chiropractic​ ​Evaluation​ ​and​ ​Treatment​​I​ ​understand​
​that​ ​although​ ​spinal​ ​manipulation/adjustment​ ​is​ ​considered​ ​to​ ​be​ ​one​ ​of​ ​the​ ​safest,​ ​most​ ​effective​
​forms​ ​of​ ​therapy​ ​for​ ​musculoskeletal​​problems,​ ​there​​are​​possible​ ​risks​​and​​complications​​associated​
​with​ ​these​​procedures.​​I​​have​ ​read​​and​ ​understood​ ​the​ ​description​ ​of​ ​common​ ​risks​​associated​​with​
​these​ ​procedures.​ ​I​ ​hereby​ ​authorize​ ​Dr.​ ​Derik​ ​Sanders​ ​to​ ​perform​ ​the​ ​history,​ ​diagnostic​ ​and​
​examination  procedures  they  deem  necessary  related  to  conditions presented in this office.​

​I​ ​understand​ ​that​ ​the​ ​doctor​ ​has​ ​the​ ​right​ ​to​ ​refuse​ ​or​ ​accept​ ​me​ ​as​ ​a​ ​patient​ ​at​ ​any​ ​time​ ​before​
​treatment​ ​begins.​ ​Should​ ​they​ ​accept​ ​me​ ​for​ ​treatment,​ ​I​ ​give​ ​my​ ​consent​ ​to​ ​the​ ​performance​ ​of​
​conservative,​ ​noninvasive​ ​treatment​ ​to​ ​the​ ​joints​ ​and​ ​soft​ ​tissues.​ ​I​ ​understand​ ​that​ ​chiropractic​
​procedures​ ​may​ ​consist​ ​of​ ​adjustments​​involving​​movement​​of​​the​​joints​​and​​soft​​tissues.​ ​Adjunctive​
​physical​​therapy,​​exercises​​and​​nutritional​​therapy​​may​​also​​be​​used​​in​​my​​treatment.​​I​​understand​​that​
​there​ ​may​ ​be​ ​additional​ ​risks​ ​associated​ ​with​ ​any​ ​of​ ​these​ ​forms​ ​of​ ​treatment.​ ​Should​ ​I​ ​have​ ​any​
​adverse​​reactions​​to​​treatment,​​I​​will​​notify​​my​​doctor​​as​​soon​​as​​possible.​​I​​intend​​this​​consent​​to​​apply​
​to all present and future chiropractic care received in this office.​

​Non-Covered​ ​Services​ ​Policy​ ​I​ ​understand​​that​​some​​of​​the​​services​​or​​supplies​​I​​receive​​from​​Dr.​
​Derik​​Sanders​​may​​not​​be​​approved​​for​​reimbursement​​by​​insurance​​companies.​​If​​such​​is​​the​​case,​​I​
​will​​be​​informed​​in​ ​advance​​of​​these​​items.​​Should​​I​​then​​choose​​to​​utilize​​these​​supplies​​or​​services,​
​they will not be billed to my  insurance company and will be my sole financial responsibility.​

​Informed​ ​Consent​ ​of​ ​Appointment​ ​Scheduling​ ​Policies​ ​If​ ​I​ ​discover​ ​that​ ​I​​am​​not​​able​​to​​make​​a​
​scheduled  appointment, I will notify Dr. Derik Sanders at the earliest possible opportunity.​

​I​ ​understand​ ​that​ ​if​ ​I​ ​miss​ ​an​ ​appointment​ ​or​​fail​​to​​provide​​twenty-four​​hours​​notice​​prior​​to​
​canceling​​or​​rescheduling​​an​​appointment,​​I​​will​ ​be​​responsible​​for​​paying​​for​​that​​appointment​
​in full.​

​Authorization​​for​​Direct​​Payment​​to​​Dr.​​Derik​​Sanders​​Should​​I​​have​​an​​outstanding​​balance​​on​
​my​ ​account​ ​with​ ​Dr.​​Derik​​Sanders,​​I​​authorize​​direct​​payment​​of​​my​​medical​​benefits​​to​​Dr.​​Derik​
​Sanders​ ​for​ ​the​ ​health​ ​care​ ​services​ ​rendered​ ​to​ ​me.​ ​I​ ​understand​ ​and​ ​agree​ ​that​ ​health​ ​and​
​accident​ ​insurance​ ​policies​ ​are​ ​an​ ​arrangement​ ​between​ ​the​ ​insurance​ ​carrier​ ​and​ ​myself.​
​Furthermore,​ ​I​ ​understand​ ​that​ ​I​ ​am​ ​personally​ ​responsible​ ​for​ ​these​​services​​should​​they​​not​​be​
​covered by insurance.​

​Signature​
​I​ ​have​ ​reviewed​ ​and​ ​agree​​with​​this​​consent​​form.​​I​​also​​give​​my​​permission​​to​​this​​office​​to​​use​​and​
​disclose​​my​ ​health​​information​​in​​accordance​​with​​the​​described​​Protected​​Health​​Information​​Policies​
​described.​

​___________________________________   _________________________________   ___________​
​Name of Patient​ ​Signature of Patient​ ​Date​


