
 

 

PREGNANCY HEALTH QUESTIONAIRE  

  

Name:_____________________________________________ Age:______  Birthdate:____/_____/_____  

Address:_____________________________________City:________________State:_____Zip:________  

Email Address:__________________________________ Home Phone: __________________________  

Cell Phone:_____________________________________ Work Phone:___________________________  

Social Security #:________________________________ Sex:     M       F    Marital Status:  S    M   D  W  

Occupation:____________________________________ Employer: _____________________________  

Spouse’s Name:________________________Spouse’sEmployer:________________________________   

Spouse’s Birthdate:______________________  Number of Children: _____________________________  

Insurance Company:_________________________________________ Policy #____________________  

Insured Name:______________________________________________ ID#:_______________________  

Who may we thank for referring you to our office?: ___________________________________________   

What is your reason seeking chiropractic care (circle all that apply)      Breech presentation         Backache         

Headache               Trauma               Wellness Services              Increase chance of healthy labor & delivery  

 

CURRENT PREGNANCY  

Due Date/Week:______________ I am in my ___________ week of pregnancy  

Childbirth preparation: Bradley: _______LaMaze:_______ Midwives of New Jersey birth series: _______  

I plan on giving birth at a:    Hospital                   Home                  Birthing Center  

Name of Hospital or Birth Center:_________________________________________________________ Any 

traumas or major stress during this pregnancy? If yes, please explain:  

____________________________________________________________________________  

Any hospitalizations during this pregnancy? If yes, please  
explain_______________________________________________________________________________  

Any medications during this pregnancy, including over the counter medications and  
supplements?_________________________________________________________________________  

Any fertility treatments? If yes, please describe:______________________________________________  

Have you had any pregnancy evaluation procedures performed? (i.e ultrasound, amniocentesis, chronic villus 
sampling, etc.) If yes, please list:_____________________________________________________  

What are your most significant fears associated with this pregnancy or birth process?________________  

  
 

 



 

 

 Describe your stress level on a scale of 1-10 (1=none/10=extreme)  Occupational:_____ Personal:______  

Are you a smoker?____If yes, how many packs per day?____  

Drink Coffee?____ If yes, how many cups per day?_______  

Soft drinks? ____ If yes, diet or regular?____ How many per day?_______________   

How many cups of water per day?_________  

Do you exercise?     Y   /   N       

Amount of hours of sleep at night?_____________  

Balanced Diet: Y/N If no explain____________________ Allergies/Sensitivities?____________________ 

Special Diet: Paleo / Vegetarian / Gluten Free / Other: ___________________________  

Have you received the Flu and/or Covid vaccine?   Y / N    If yes, date of your last vaccine? _______________ 

PREVIOUS PREGNANCIES  

Number of previous pregnancies:_______________ Number of previous births:____________________  

Please explain any difference in numbers:___________________________________________________  

Names and ages of children:______________________________________________________________  

At what weeks were your children born?:___________________________________________________  

Where did your previous births take place: Hospital__________ Home________ Birth center__________  

Please list medications or any anesthesia used during previous births: ____________________________  

Please circle interventions used in previous births:         Breaking of water         Vacuum      

 Foreceps                      Episiotomy                  Cesarean Section              Membranes stripped  

How long was your previous labor? Total:__________  Amount of time you pushed:_________________   

Was your baby ever in an abnormal position:                   
Head down  Posterior  Breech or Malpositioned  Not sure   No  

Did you have chiropractic care during your previous pregnancies?________________________________  

Please circle all symptoms you have ever had, even if they do not seem relate to your current problem:  

Headaches    Pins and needles in extremities      Loss of balance    Dizziness  
Sinus conditions  Back Pain          Numbness in extremities  Irritability  

Ringing in Ears   Nervousness          Depression      Neck Pain  

Stomach Upset   Fatigue          Cold Sweats     Loss of taste  

Sleeping problems  Reproductive Disorders                 Menstrual pain    Constipation  

Stiff neck    Hot flashes         Cold Hands      Thyroid Issues 

Heartburn     Mood Swings        Fainting      Ulcers  

Problems Urinating  Menstrual irregularity       Light bothers eye    Concussion  
 

 



 
THE STRESS TEST 

 

 PATIENT:_______________________________________________________  DATE:____________________ 
 

 The following three areas of stress can cause a misaligned vertebra (subluxation).  Do you recognize any of these  
             stresses?  Please circle when you experienced these stresses: C (childhood), T (teenager), A (adult), or N (not at all). 

 

 I. PHYSICAL STRESS:       Explain 
      Birth Traumas (as a mother or child)  C T A N ___________________________ 
      Slips/Falls     C T A N ___________________________ 
      Car Accidents    C T A N ___________________________ 
      Sports Injuries    C T A N ___________________________ 
      Physical Abuse    C T A N ___________________________ 
      Work Injuries    C T A N ___________________________ 
      Poor Posture     C T A N ___________________________ 
      Sitting on your wallet for years  C T A N ___________________________ 
      Sleeping Position - Stomach   C T A N ___________________________ 
      Extensive Computer Work   C T A N ___________________________ 
      Carrying Heavy Purse/Book bag/Child C T A N ___________________________ 
      Repetitive Lifting/Bending   C T A N ___________________________ 
      Driving for Many Hours   C T A N ___________________________ 
      Continuous Hours Sitting/Standing  C T A N ___________________________ 
      Bone Fracture    C T A N ___________________________ 
      Surgery     C T A N ___________________________ 
    

 II.  EMOTIONAL STRESS:       Explain 
      Relationships    C T A N ___________________________ 
      Career     C T A N ___________________________ 
      Children     C T A N ___________________________ 
      Money     C T A N ___________________________ 
      Fast-Paced Life    C T A N ___________________________ 
      Hold in Feelings    C T A N ___________________________ 
      Quick Tempered    C T A N ___________________________ 
      Verbal Abuse    C T A N ___________________________ 
      Perfectionist     C T A N ___________________________ 
      Procrastinator    C T A N ___________________________ 
      Sickness or Loss of a Loved One  C T A N ___________________________ 
   

 III. CHEMICAL STRESS:       Explain 
      Environment (i.e. pollution)   C T A N ___________________________ 
      Smoker - Amount?    C T A N ___________________________ 
      Second-hand Smoke    C T A N ___________________________ 
      Poor Diet     C T A N ___________________________ 
      Caffeine - Amount?    C T A N ___________________________ 
      Excessive Sugar    C T A N ___________________________ 
      Artificial Sweeteners    C T A N ___________________________ 
      Prescription Drugs    C T A N ___________________________ 
      Over-The-Counter Drugs   C T A N ___________________________ 
      (Example: Tylenol; Motrin) 
 

IV: What do you feel is your primary stress? ___________________________________________________  
 
_____________________________________________________________________________________________________________ 



 

 

OFFICE POLICIES 

Welcome to our office!  We are here to enhance your life, help correct the cause of your problems and restore your 
health.  It is our policy to accept only those patients whom we believe we can help, and those who are willing to 
help themselves by actively participating in their care and following our recommendations.  To help you receive 
the greatest benefits from your care here at our office, please comply with the following…   

A) YOUR CARE PLAN:  At your report of findings, the doctor will determine a care plan that best suits your 
spinal needs.  Your office visits are scheduled according to this care plan. The frequency of your visitation 
schedule is of paramount importance to your results. As such, you must assume the responsibility of strict 
adherence to your care plan as it is designed for optimum results.  Your commitment to keeping your 
appointments is your part in the correction of your problem and the restoration of your health. 

B) MISSED/CANCELLED APPOINTMENTS:  If for any reason, you are unable to keep an appointment, please 
call as soon as possible to reschedule that visit.  It is best to make that appointment up within 24 hours to 
maintain optimal correction.  If you have chosen not to schedule appointments, care will be delivered on a 
first come first serve basis after those with scheduled appointments.  Please remember that it is the frequency 
of visits that counts, not the days on which you receive them. 

C) HEALTHY LIVING WORKSHOP:  The purpose of this workshop is to inform, inspire and empower you to 
take control of your life and health with 5 key wellness strategies.  We have found that patients who attend 
respond better because they understand the cause of their problem and what we are attempting to do to correct 
it.  Attendance is strongly recommended in order to get the most out of your care and our office.   

D) INSURANCE:  The privilege of insurance assignment begins when our office receives your insurance forms. 
1. Deductible payments MUST be made prior to insurance submittal. 
2. You are considered to be a cash patient until our office “qualifies” your coverage to determine the extent 

of benefits under your policy. 
3. All co-payments are payable when services are rendered or at the end of each week. 
4. Should you discontinue care for any reason other than discharge by the doctor, any and all balance due 

will become immediately payable in full, regardless of any claims submitted. 
5. Our office does not promise that an insurance company will reimburse you for the usual and customary 

charges submitted by this office. 
6. Since we do not own your policy, and, occasionally, we experience difficulty in collecting from the 

carrier, we may ask for your active assistance in rectifying this situation. 
7. Ultimately, it is your responsibility to see that your account is paid. 

Lastly, it is our goal to provide you with the finest quality chiropractic care available.  If you have any questions 
with regard to your health care, or any of our policies, please let us know. 

WELCOME TO OUR PRACTICE!!! 

I, _____________________________________ have read and understand the above policies and agree to abide by them. 

__________________________________________________                             _____________________ 
 Signature            Date                                                 Effective 2/28/2017 

 
781 Rt. 15 South, Suite 102  ♦  Lake Hopatcong, NJ  07849  ♦  www.totalwellnessofnj.com 



 

Authorization to Use or Disclose Protected Health Information 

Patient’s Name___________________________________ E-Mail address:_______________________________ 

Patient’s SS#:____________________________________ Date of Birth:_________________________________ 

THE PATIENT IDENTIFIED ABOVE AUTHORIZES TOTAL WELLNESS OF NJ TO USE AND OR DISCLOSE PROTECTED HEALTH 
INFORMATION IN ACCORDANCE WITHTHE FOLLOWING: 

Your authorization is requested for purposes of delivering your care in an open-door adjusting environment.  In the course of your care in this 
environment, routine details of your condition may be inadvertently disclosed to other patients or staff in the approximate vicinity of where 
your care is being delivered.  We cannot assure that any of the details of your care will be addresses and considered as confidential by other 
patients. 

We are requesting your authorization in this regard to assure that you are fully informed and in agreement with the method and circumstances 
in which we deliver chiropractic care. Your care will not be conditioned on your agreement to this authorization. 

I give permission to Total Wellness of NJ to use my address, phone number and clinical records to contact me with the appointment reminders, 
missed appointment notification, birthday cards, holiday related cards, holiday promotions, information about treatment alternatives or other 
related information. 

I give Total Wellness of NJ permission to contact me at my work number. 

If Total Wellness of NJ contacts me by phone, I give them permission to leave a message on my answering machine or voice mail. 

I give Total Wellness of NJ permission to display my name, photograph, or testimonial for internal office use. 

I give Total Wellness of NJ authorization to use my name in the office’s newsletter; i.e. congratulations or birthday wishes. 

I give Total Wellness of NJ authorization to send me an e-mail newsletter on a monthly basis.  I am aware that other patients may gain access to 
my e-mail address. 

By signing this form you are giving Total Wellness of NJ permission to use and disclose your protected health information in accordance with 
the directives listed above. 

You have the right to refuse to sign this AUTHORIZATION.  If you refuse to sign this authorization, Total Wellness of NJ will not refuse to 
provide treatment.  However, if you refuse to sign this AUTHORIZATION, any services rendered on this day will be paid in full at the time of 
service. 

**A copy of the signed authorization will be provided to you, the original will be maintained by this office.** 

Signature:___________________________________________________________________   Date:_________________________________ 

If you are a minor or if you are being represented by another party, please provide the appropriate person’s : 

Name:_____________________________________________________________________  Date:__________________________________ 

Relation to Patient:__________________________________________________________  Signature:_______________________________ 

EXPIRATION 

The authorization shall expire on the following date:                                  , 2028. 

RIGHT TO REVOKE AUTHORIZATION 

You have the right to revoke this AUTHORIZATION, in writing, at any time.  However, your written request to revoke the AUTHORIZION is 
not effective to the extent that we have provided services or taken action in the reliance on your authorization. 

You may revoke this AUTHORIZATION by mailing or hand delivering a written notice to the Privacy Official of Total Wellness of NJ.  The 
written notice must contain the following information:  Your name, Social Security number, and Date of Birth; A clear statement of your intent 
to revoke this AUTHORIZATION; the date of your request and your signature.  The revocation is not effective until it is received by the 
Privacy Official. 



 

TERMS OF ACCEPTANCE 

When a patient seeks chiropractic care and we accept a patient for such care, it is essential for both to be 
working towards the same objective. 

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

Vertebral Subluxation:  A misalignment of one or more of the 24 vertebra 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. 

Adjustment:  As 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:  A state of optimal physical, mental and social well-being, not merely the absence of disease or 
infirmity.  When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for 
both to be working towards the same objective. 

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation.  However, if 
during the course of the chiropractic spinal examination, we encounter non-chiropractic or unusual findings we 
will advise you.  If you desire advice, diagnosis or treatment of 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 a major interference to the 
expression of the body’s innate wisdom.  Our only method is specific adjustment to correct vertebral subluxations. 

I, ____________________________ have read and fully understand the above statements. 

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my 
complete satisfaction. 

I therefore accept chiropractic care on this basis 

 _____________________________________ __________________ 
Signature Date 
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OUT OF NETWORK CONSENT FORM 
 

Patient Name: ____________________________________________ 
Insurance Company:  _______________________________________ 
Policy #:  ________________________  Group #:  ________________ 

 
I hereby instruct and direct my insurance company to pay the professional or medical benefits directly to  
Total Wellness of New Jersey as payment toward the total charges for the professional services rendered. 

 
If my current policy prohibits direct payment to Total Wellness of New Jersey, I instruct and direct my insurance company to pay 

the professional or medical benefits to myself, I shall endorse and then mail as follows: 
 

Total Wellness of New Jersey 
781 Rt. 15 South, Suite 102 
Lake Hopatcong, NJ  07849 

 
THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. 

 
A photocopy of this Assignment shall be considered as effective as the original. 

 
I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney involved in 

this case. 
 

I authorize Total Wellness of New Jersey to initiate a complaint, reopening, appeal or Fair Hearing on my behalf to the insurance 
company for adjudication as necessary to acquire full payment of the services represented on the claim. 

 
Payments to TWNJ are required within 2 weeks of insurance being processed.  If payments are not received within 2 weeks, we 

will then debit the following credit card on file for the amount allowed by insurance. 
 

Cardholder Name:  ____________________________________________  Type of card:  ____________________ 
 

Account #:  _____________________________________________________  Security code:  ___________________ 
 

Expiration Date:  _____/_______/_________ 
 
 

_____________________________________________________ ____________________ 
Patient/Policy Holder Signature   DATE 

 

_____________________________________________________ ____________________ 
Witness Signature     DATE 

             (OVER) 
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DISCLOSURE OF INSURANCE PARTICIPATION STATUS AND FEES 
 
The law of the State of NJ and NJ Department of Health and NJ Department of Banking & Insurance require that a health care 
professional inform patients of the health care plans in which the professional participates in and the facilities with which the 
professional is affiliated with.  In compliance with these laws, the undersigned patient is hereby notified, in writing, that: 
 
Health Plans Our Practice Participates With:      Medicare of NJ   7500 Security Blvd., Baltimore, MD 21244 
 
Facilities Our Practice Is Associated With: TWNJ – 781 Rt. 15 South, Ste 102, Lake Hopatcong, NJ 07849 
       
  
Licensed Assistant Healthcare Staff:   Dr. Tami Hartman-Stappas/Dr. Bret Hartman – both locations above 
     
The above licensed healthcare professionals may perform assistant services on the patient base upon the treatment plan and 
needs of the patient. 
 
If the patient’s health plan is not listed above, the physician and/or facilities providing services DO NOT PARTICIPATE with the 
patient’s health plan.  In order to proceed with any health care services, the patient hereby acknowledges and agrees: 
 
MANDATORY DISCLOSURES: 

1. I understand that the health care professional that I am seeking healthcare services from is “out-of-network” with 

and does not participate with my health insurance plan:           Patient Initials:  ________ 
 

2.  I understand that the amount or estimated amount the health care professional will bill me or the covered person 

for services is available upon request.      Patient Initials:  ________ 
 

3. I understand that I may request from the provider an estimated charge for the services proposed and the Current 
Procedural Terminology (CPT) codes associated with that service, and the health care professional shall disclose to 
me, the patient, in writing, the amount or estimated amount that the health care professional will bill the covered 
person for the service, and the CPT codes associated with that service, absent unforeseen medical circumstances 

that may arise when the health care service is provided.       Patient Initials:  ________ 
 

4. I understand that I will have a financial responsibility applicable to health care services provided by an 
out-of-network professional, in excess of my in-network copayment, deductible, or coinsurance and that I may be 

responsible for any costs in excess of those allowed by my health benefits plan.   Patient Initials:  ________ 
 

5. I have been advised that I should contact my health insurance plan or administrator for further 
consultation on those costs.       Patient Initials: ________ 

 
The health care provider and patient both acknowledge and agree that receipt or acknowledgement by patient of these disclosures shall not 
waive or otherwise affect any protection under existing statutes or regulations regarding in-network health benefits plan coverage available 
to the patient under the law. 
 
The health care provider further acknowledges and agrees that, if, between the time these disclosures are made to the patient and the time 
the health care service takes place, the network status of any of the health care professional changes as it relates to the patient’s health 
benefits plan, the professional shall notify the patient promptly. 

Acknowledgment of Receipt of Disclosures:  OUT-OF-NETWORK PATIENTS 
I, the undersigned patient, acknowledge receipt of this disclosure form from my health care provider, and have read it and understand the contents.  I have 
discussed my option to obtain treatment with other health care providers, service providers, or at alternative health care facilities that may participate with 
my health plan and I waive the right to do so and wish to obtain my treatment at this office with full notice of these disclosures and potential cost sharing 
consequences.  I certify that I am at least 18 years of age, competent, not under the influence of any drug, alcohol or other substance that would impair my 
ability to understand these disclosures, am not being coerced to sign this disclosure, and do so upon my own free will: 

 
BY: __________________________________    Print Name:  ___________________________________  Date: ______________  
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